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Progress on Implementation and Program Activities:

Agency: Agape Unlimited	Program Name: AIMS/Construction

[bookmark: _Hlk103160482]Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
We were unable to meet our case load objectives due to staffing shortages. PCHS is actively working to increase staffing levels to provide the needed full time LMHC for the AIMS program. There is a nationwide staff shortage to include LMHC's.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
[bookmark: _Hlk103160503]Agape works diligently to build strong partnerships and a robust referral system with other behavioral health organizations which assists the referral process. Agape partners with all agencies that are in good standing and can assist in collective impact to support our programs and its participants. We have many programs within Agape that do community outreach to disseminate program information as well as collect critical information from other agency to support collective impact. Agape works hard to use already existing resources/supports in the community to help minimize duplication of services or resources.

Please describe your sustainability planning – new collaborations, other sources of funding, etc. 
 PCHS will support the entire salary, benefits and operational supplies needed for the fulltime LMHC through Medicaid billing and other revenue in 2023. Agape will continue to look for resources for the patient care coordinator however at present time the patient care coordinator activities is not a Medicaid billable service.

Success Stories:
"I have been working with AIMS around my goals and marriage. I have been gaining a sense of independence and direction in my life. I have been able to be honest in my marriage about my needs for the first time."

Agency: Agape Unlimited	Program Name: Treatment Navigator SUD

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
We have met and exceeded our objectives and goals this quarter. We have been able to assist every individual who has walked through our front doors with some type of service/interaction. All assessment appointments have had attempted reminder calls (some phones not answered or disconnected). We have completed surveys on 106 individuals with 91 of them responding to receiving one or more services directly from the treatment navigator. The navigator has provided transportation to individuals for court, mental health and physical health appointments and other transport needs. The navigator is available to assist clients in filling out any paperwork within her scope of practice. We do not need any changes to the scope of work at this time.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
Agape’s treatment navigator is very active in our community making connections with other agencies to prevent duplication of services.  Our partnerships with other agencies have proven to be very successful in meeting the needs of the "whole person." Agape has a vast referral system to meet just about all the immediate needs of a client.



Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We will have our treatment navigator attend the next available state peer certification courses. The navigator will be expected to complete the state test and become credentialed to allow some activities to be billed to Medicaid. Agape will continue to look at other funding streams to support this program. A challenge we have encountered is some community resources have limits, changes, discontinuation, reductions or eliminations. This has made it very difficult in budgeting or describing client funds when applying for grant funds.
Success Stories: 
The treatment Navigator has helped me with so many things. They gave me a ride to Kitsap Mental Health services, helped me to get on Social Security benefits, helped me get to the Doctors and to Department of Social and Health Services. I am so happy to be with Agape, they are always there for people, whatever you need. They are there to help you with whatever you need. The nice lady "Diana" at Agape helped me with all of this, I thank God I found a place to help me grow and be a better person.

Agency: Kitsap County Aging and Long-Term Care Program Name: Partners in Memory Care

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Numbers of projected served per month was overachieved this quarter. Typically, we project to serve 10 per month. This quarter we served 45 unduplicated individuals.  A couple required multi-disciplinary team meetings and follow-up meetings.   Increased referrals from hospital.  Counseling referrals are not happening because Kitsap Aging's behavioral health subcontractor has been unable to recruit a licensed clinician to serve Kitsap.     

Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
Several referrals from the local hospital.  Increased referrals to the University of Washington Dementia Wellness and Brain Health outpatient program.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We are not seeking continued 1/10th behavioral health funding for 2023.

Success Stories:
Families express appreciation of the consultation services.  They better understand the local resources, disease projections, legal advance planning guides, and how to talk with their doctor about requesting a specialist referral and memory screening. Many caregivers feel relief after consultation to better understand caregiver stress and health promotion strategies.    

Added comments: Very busy with referrals from the community and the hospital. 
Very busy with referrals from the community and the hospital.

We were notified in June that the Dementia Consultant, Denise Hughes, will not be renewing her subcontract with Kitsap Aging & Long-Term Care. She is retiring from the workforce.  As a result, Kitsap Aging published a request for proposal for a 2023 Dementia Consultant.  Unfortunately, there were no responses to the RFP procurement.  At this point, there is not a plan to continue the dementia consultant services into 2023.     





Agency: Bremerton Police Department	Program Name: Behavioral Health Outreach

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
This is the first quarter where we have two Navigators.  This gives us some Navigator coverage both later into the evening and Saturdays.  Our goals are on track.  With two Navigators who can respond, the officers are able to utilize their skill sets in more mental health related calls.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
The Navigator program reaches out to multiple social services every day.  This includes but is not limited to Veteran programs, DCYF, APS, REAL Team, KMH, Fire, Jail, courts, various medical and SUD treatment providers and housing services.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
The program, with two Navigators, is fully funded by the City of Bremerton starting in 2023.  No further grant funding was requested for next year.

Success Stories:
This Quarter we were able to help a woman that was dropped off from a hospital.  She was not mentally stable. We were able to get her re-connected with the hospital, and DCR. We were also able to locate where she came from and were able to get her approved to go back to her housing in Tacoma.

Agency: City of Poulsbo	Program Name: CARES

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
We are pleased, this quarter, to have assisted 143 individuals in the North Kitsap/Bainbridge area and to continue to assist fire crews, police officers, and social service agencies when they are working with individuals who need navigation to care. No challenges to report. A second community support specialist joined our team this quarter and we were able to expand our schedule. In terms of evaluation, we were asked, during our interview for 2023 funding, if “individuals served” includes people that we connect with through a phone call. In light of this question, it might be helpful to highlight our number of home visits to the CAC committee.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
Firefighter Dave and Community Support Specialists Julie and Kloe meet frequently with area social service agencies and providers to promote successful referrals and care coordination. We have a weekly meeting at Coffee Oasis where representatives from agencies/programs are invited to meet the team. In the fall, we started regular meetings with the KMHS mobile outreach team which is proving to be highly beneficial.
We work regularly with staff from
•	Aging and Long-term Care
•	Coffee Oasis
•	Fishline 
•	Kitsap Homes of Compassion
•	Kitsap Mental Health 
•	Kitsap Recovery Center
•	Knight of Columbus 
•	PCHS
•	REAL Team
•	Suquamish Tribe Wellness Center 
•	Port Gamble S’Klallam Tribe Health Center

This quarter, the City of Poulsbo, in coordination with Fire CARES, organized a third regional meeting called “responders and providers” where North Kitsap first responders and co-responders meet directly with NK social service providers. These meetings are creating new partnerships to better serve our communities (we are especially pleased by new opportunities for tribal/non-tribal collaboration).

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
Poulsbo Fire was awarded $90k from the Salish BHASO to pay for MHP services on Fire CARES in 2023. Funds will be used to defray costs for Community Support Specialist Julie’s salary. The City of Poulsbo was awarded $15k from the Olympic Community of Health that will be used for miscellaneous expenses related to the program.

Success Stories:
Our fire crews went on a 911 call for someone having symptoms of alcohol withdrawal. The CARES team followed up with him the following day and he told us that he was 3 days sober and was really struggling to maintain sobriety. He reported that he has a long history of substance use and has been "drinking nonstop for the last 2 months." He was not connected to any services and was trying to maintain sobriety on his own but was eager for CARES to help him get connected to SUD services. With the help of CARES, he's now enrolled in IOP at West Sound, going to AA groups, has a sponsor, and is connected to fishline for counseling. We also provided him with information about ALANON for his wife as he reported that she is really struggling and needing support because of his substance use. He's 28 days sober as of today. He texts me about once per week to give me an update on his progress. 

CARES was referred to an elderly woman who recently experienced the loss of a long-time housemate and subsequently relapsed on alcohol after more than 15 years of sobriety and was involved in a near fatal vehicle collision after drinking and driving following her friend's funeral. Upon engagement, CARES discovered this woman isolated in her home with a 

significant leg injury awaiting surgery, alone, fearful due to pending criminal charges and pending financial crisis, suffering grief from the loss of her friend, and trying to manage these psychosocial stressors without the use of alcohol. CARES was able to provide some immediate support in terms of developing an action-oriented to-do list that felt more linear and manageable. CARES was able to explore sources of support and ensure that the client can successfully navigate various upcoming appointments and responsibilities. CARES was also able to provide a referral to services to address concerns related to mental health, grief and loss, and substance use disorder. CARES will continue to provide some follow-up contacts and support as needed. 

CARES has been working with a community member since May 2022 regarding issues related to substance use, mental health, and suicidal ideation. The CARES Substance Use Disorder Professional, Gabbie Caudill, has facilitated a detox bed on more than one occasion however the community member experienced challenges in exiting detox into inpatient treatment as recommended, and ultimately returned to their home without adequate skills or supports in place resulting in subsequent relapse. Throughout CARES contacts with this client over the months, we have been fortunate in having the cooperation of behavioral health staff at Peninsula Community Health Services who have worked to partner with CARES and ensure a level of care that will meet our mutual client's needs. A shared collaborative plan and continued CARES SUDP engagement has recently led to the client’s successful transition from detox into inpatient treatment, providing them with the best opportunity to get the help they so deeply desire, deserve, and ensure the best possible outcome for sustained recovery. 

During August 2022, the CARES Team responded on scene to conduct a suicide assessment with a community member experiencing suicidal ideation. CARES was able to engage a spouse and relatives in a protective safety plan that allowed the community member to be diverted from hospital transport until they could connect with their therapist later that day. In September, the same community member considered a 911 call and hospital transport for an active mental health crisis but instead reached out to the CARES Team. They had continued to follow the safety plan including family supervision and increased therapeutic support however the level of care was insufficient leading to intrusive thoughts, suicidal ideation, as well as the inability to sleep or eat for days at a time. The CARES Team contacted the Kitsap County Crisis Triage Center and was able to coordinate a short-term voluntary stabilization bed which was accepted by the community member.  Through establishing a trusting relationship with the community member, CARES was the first line of contact during crisis thereby reducing overburdened EMS and hospital systems. 

CARES recently attended a call in which a community member succumbed to their substance use disorder and passed away. The community member was considerably young and was discovered by their mother whom immediately contacted emergency services and exited the home. Following EMS protocol, it was announced to the family that the coroner would be arriving within approximately 40 minutes. The shocked and grief-stricken mother realized she had not said goodbye. CARES was able to work with EMS crews and law enforcement to facilitate both parent's return into the home for a last face-to-face goodbye with their child. CARES was later able to follow up with the parents to provide grief/loss support resources as well as a referral to the therapist housed at Fishline for prompt therapeutic in-person support. While these are considerably unfortunate circumstances, CARES was able to advocate for, support in real time, and otherwise elevate the situation from a "scene" or "case" and enhance the humanity of grieving parents experiencing the worst nightmare of their life.

Agency: The Coffee Oasis	Program Name: Homeless Youth Intervention

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
This quarter there has been increased outreach for programming. No change to the scope of work. TCO is looking at and evaluating a change of outcomes and language for 2023 programming.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
TCO also belong to Kitsap Human Services, Suicide Prevention Workgroup: The department mission for Human Services is "To provide essential services that address individual and community needs, preserve the rights and dignity of those they serve, and promote the health and well-being of all Kitsap residents.”

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
Since the COVID pandemic, general giving has been up, helping to fund all of our programs. We pursued and were awarded additional OHY funding to help support this programming. Additionally, we just had two successful fall fundraising events to support programming, and anticipate generous year-end giving. This is a critical program and remains a priority for The Coffee Oasis.

Success Stories:
Youth Quote: "Everything the Coffee Oasis offers has its benefits even outside its programs. Everyone is so caring and makes you feel like you have a place and good support system"

Thank you for the County's continued partnership for this critical programming.

Agency: Eagles’ Wings	Program Name: Coordinated Care

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
We are exceeding all measured outcomes evaluated for this quarterly report. We have far exceeded our goal of served 50 people to date. We currently have 55 participants and served 76 unduplicated individuals this quarter alone. This is largely due to our competent staff and opening more houses which increases our overall bed capacity across 13 houses. We are also very proud of the fact that we have been steadily reducing our number of participants that are past due for rent. Many of these individuals lapsed on rent due to lack of funding at local agencies and we have continued to house them for up to 3 months without funding at our own loss. Recently, our strong partnership with HEN and other funders has increased our ability to find funding outside of other agencies. Now that we houses certified by WAQRR as Recovery Residences, we are working to apply for rental assistance through WAQRR for possible rental assistance. We continue to be the only Kitsap County recovery resident listed as certified on waqrr.org. No measured objectives this quarter went unmet. No needed changes to any scopes of work evaluated this quarter.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We have continued to work very closely with a lot of different agencies, many of which are also 1/10th recipients. In the 3rd quarter, 26.3% of participants served were also in a Therapeutic Court program. Of the 21 people who exited this quarter, many exited after being accepted into more stable housing such as Pendelton Place, Milan Apartments, the Drug Court Alumni House, or through reuniting with family and moving in with them. We continue to work closely with Crisis Triage/Pacific Hope and Recovery Center, Kitsap County Jail, Kitsap Rescue Mission, Salvation Army, Community Correctional Officers, and Catholic Community Services Housing Essential Needs program. Overall, we continue to receive referrals for the hardest to place individuals, including those with dual diagnoses, Registered Sex Offenders, and recently incarcerated individuals, who have been denied or failed out of other housing options.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We continue to seek alternative funding sources. As noted in the first narrative question, we are working to apply for WAQRR rental assistance. We also applied for an received a $35,000 grant from Olympic Community of Health towards renovations of another home and to support our process groups open and attended by EWCC participants and community members that help provide support and reduce the stigma surrounding SUD and Mental Health. This also allows participants in EWCC the opportunity to give back to their community through set-up, cooking, cleaning, and helping to run these process groups.

Success Stories:
One of our most recent participants is a DJ we will call Tom. Since coming into Eagle's Wings, Tom has been volunteering his DJ skills at our new clubhouse every Friday and we are creating a music booth in the basement where he plans to help people write songs and record. Most recently, he has been teaching a few members in our EWCC LGBTQ community how to DJ at local car shows. 

Every quarter we complete Participant Satisfaction Survey which we will report out on at the end of the year. However, here are some of the heart-warming reviews we have received this past quarter including, "I appreciate all the chances I have gotten. This last year has been very traumatic to say the least and I know that I am safe here." "So far, all my needs have been met and then some. Super grateful for the safe place to sleep and have somewhere to cook and shower." "I truly believe being part of this program will be a major piece of the puzzle to succeed in drug court." "I believe that your program helps me because I can't afford my own place yet but I have a safe place because of your program." and "The help and support I get from my house mates really helps me so much. Living in a good environment is the key. The stress I had from other houses. Thank you so much. Can't say enough good stuff."

Agency: Family Behavioral Health CCS	
Program Name: Intensive Therapeutic Wraparound

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
We are proud of our service hour average of 30.76 hours per client per quarter for all clients who have been in services at least 60 days during the reporting quarter, especially for the summer months which can have a reducing effect on service hours. This is higher than the average of other WISe programs in our region. We have also been successful in adding new clients when clients graduate, move, or otherwise leave services, to maximally fill our team capacity. The team has been able to consistently use PCOMS as a means of measurement for families, though they have noticed that the PCOMS system doesn't seem to be as ideal of a measurement tool for the type of services we provide as was initially hoped.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
Our team has been able to connect families to parenting resources via parenting groups as well as different behavioral programs. One of our more recent collaborations is with Vali Rebsamen who runs Military Life Counseling services out of Kitsap school districts. Collaboration is in process regarding using those services in conjunction with ours as they can offer additional family support. They also are located near the majority of military bases so when our Tricare families get new orders, they can assist with establishing new care providers. We have also received two referrals for non-Medicaid WISe from their counselors just this week.  
Additionally, our team has been able to use Autism Spectrum Disorder (ASD) resources to better help families with children who are on the spectrum. The team has also connected with the Emily Program to help clients work through eating disorders.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We continue to bill the third-party commercial insurance companies for services provided, though continue to get very little in reimbursement, and usually nothing. Our financial staff review all known available additional funding options and we will be looking at the upcoming Mental Health Block Grant that we have been told is open for RFPs in December. FBH is subsidizing these services as needed and assisting unfunded families with seeking Medicaid funding when they may qualify, which then allows us to serve more non-Medicaid families in this program. FBH continues to advocate for commercial insurance coverage for WISe.

Success Stories:
Our team has been able to graduate 2 additional clients while also transferring them to less intense services. We have been keeping our team capacity full, adding new clients when space becomes available so we are serving the maximum number of families we can. Families have continued to actively seek the team out when they feel they need support and the team has been able to respond appropriately. We have also had consistent staffing which includes both youth and parent peers to provide support and stability for our clients.

Thank you!

Agency: Fishline	Program Name: Counseling Services

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
 Goal 1: Receive 5 referrals a month or 15 referrals per quarter from partner agencies. We surpassed this goal with 27 referrals to counseling services. 

The Poulsbo Fire Cares team and Police Navigator teams reported referring 1 person to our counselor in quarter three. 

DSHS referred 1. 

Fishline case managers referred 16 clients to our counselor. 

Clients self-reported hearing about our free counseling services from market staff, volunteers, and friends. 
Goal 2: Complete 5 Intakes per month or 15 Intakes per quarter/See clients within 3 business days/75% will be satisfied and have experience improvement upon exit. We met this goal.  

We completed 17 intakes, which is amazing considering our counselor only saw clients for 3 weeks this quarter. Our new relationship with AMFM started has been exceptionally collaborative and has reduced barriers to care 

100% of new clients were contacted and scheduled within 3 business days. More than 80% were seen within 3 business days. The primary contributing factor to why clients did not see the counselor within 3 business days was client preference. 


Since we did not have a counselor for most of quarter 3, our counselor had no clients exit the program during this quarter.  

Goal 3: 75% of those seen by the counselor will be referred to a Fishline case manager/Schedule and attend quarterly meetings with other providers. We met this goal.  

13 clients had already seen a case manager and were enrolled in services. Of the four clients who came from outside Fishline, three were referred to other providers. We met this goal. 

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
In the 3rd quarter, Fishline’s Executive Director and staff promoted our free counseling services to the North Kitsap Rotary Club, Kitsap Community Resources, Suquamish Tribe, S’Klallam Tribe, Helpline House, Kitsap Food Bank Coalition, Bainbridge Community Foundation, Poulsbo Farmer’s Market, Crossroads Rotary Club, two Naval Wellness Conferences, North Kitsap First Responders, Coffee Oasis, and several faith-based organizations.  

In addition, Fishline’s Executive Director spoke about services resuming and highlighted the programs importance at two major fundraisers in September, Music Fest and The Summer Escape. We also used our mailing list to announce the resumption of services and placed information in several other community organizations, including the Poulsbo Chamber of Commerce. This service was also shared on several social media
sites including the North Kitsap Community page, The Suquamish Community page, and our private volunteer's page.  We provided updates about our free counseling services at our monthly and quarterly community meetings. Two such meetings are the Kitsap Housing and Homelessness Coalition, the North Kitsap Responders and Providers meetings and Washington Food Coalition.  We offered 10 tours of Fishline to interested community members this quarter. It is always encouraging and heartwarming to hear how amazed people are when they are told we have a free counseling program.  This service was also shared with our donors, volunteers, and clients in our e-newsletter and with the community at large on our social media sites.   

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We are pleased to report that we have been awarded $11,800 from the Bainbridge Community Foundation for 2023. The city of Poulsbo has allowed us to carry over $26,300 of funds from the 2022 calendar year to 2023. Fishline also plans to allocate revenue from our thrift store, Second Season, and direct donations towards funding this program.     

Success Stories:
A client was referred to the therapist from the case manager after reports of suicidal ideation. The client refused emergency services. However, the client was willing to meet with the therapist. First the client would not enter the Fishline facility. The therapist met the client outside per his request. Then, after building a relationship, he began to enter the building with his dog and work with a case manager to explore resources and housing options. He also began to enter the therapist office to begin weekly sessions. Through this process the client began working towards trusting and reducing the risk of harm to self or others.  

While this is not a specific client story, we wanted to share how much our service to the community has improved after taking a brief hiatus to reassess and resuming September 12, 2022. The warm hand off from one organization to the other is occurring regularly now, between our case managers and the therapist, Reba Harris, which provides a more holistic approach and removes barriers to care. The team at AMFM Healthcare have been receptive and collaborative whenever an issue arises. We are grateful to have them as community partners. In addition, Reba has been a welcome addition who understands our client demographics extremely well demonstrated by the fact that she was able to achieve all goals as outlined in the 1/10th of 1 percent evaluation form within three weeks.  


MCS Counseling resigned three days before our annual site visit with the 1/10th of 1 percent sales and use team. The committee was so kind during the visit and buoyed our team’s efforts. The Fishline team believes strongly in this program, and it was so wonderful that Jacqui and Hannah echoed those feelings. We are pleased and extremely fortunate to find AMFM in such a brief time and to be able to resume therapy services within two months of losing the other service. The relationship with AMFM has been proving to be particularly harmonious, allowing us to provide an integrated approach, removing barriers to care and improving the lives of our clients.  

[bookmark: _Hlk103251586][bookmark: _Hlk103945013]
Agency: Kitsap Community Resources	Program Name: ROAST 2022

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Quarter three has seen a vast increase in referrals, particularly to mental health, and SUD treatment. We have a large cohort of clients staying in motels, many of whom lived in the same encampment prior to moving into the motel on the same day. This group has somewhat settled, and during the last month of quarter 3 we started to have clients in this group move out of the motel into apartments. We have continued to have a variety of case managers work with high barrier clients, and this has led to the case management team working together and sharing resources, such as landlords willing to work with high barrier tenants, more easily. We have also developed new working relationships with two apartment complexes that we previously did not with often, and this has made it much easier to get high barrier clients into rentals. This is huge progress, as it is often much easier for people to stabilize, particularly if they have goals of becoming clean and/or sober, if they have a permanent place of their own to come home to after treatment. We have no plans to change scope of work, but we are planning in hiring a coordinator to specifically work with motels, which will help with supervision at the motels where many of the guests are KCR clients. This should allow the case managers to solely focus on helping clients meet their goals and move forward in life.  

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
The KCR Housing team and the Housing Solutions Center (coordinated entry) have begun to work much more collaboratively and are in the process of being cross-trained for each other's duties. We now occasionally have housing case managers helping new clients fill out Housing Solutions Center applications when adding a new member into a household that they are already working with, and a few of the Housing Solutions Center staff are now doing light case management. Housing Solutions Center outreach workers also occasionally will go out to visits with clients in the field for safety purposes, so that staff are not alone in potentially dangerous situations. This has also really helped make transition of services easier. Often it is the Housing Solutions Center outreach staff who get to know the highest barrier, most chronically homeless clients first, and we have found it easier for new case managers to build trust with these clients when the outreach staff help bridge the gap by coming to the first few meetings.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We are still ramping up Foundational Community Supports (FCS), and this is our long-term plan to pay for case management to make other funding sources stretch further. This year we have extra funds from CHG strictly to use motels as shelters, and we also have ESG-CV which we are also using for motels. Both of those grants are paying for case management in addition to motel costs, and they have allowed us to expand staff to better serve our clients. Long-term, we plan to retain these staff with FCS funds, and we have had several instances of most if not all of some case managers’ paychecks being paid exclusively through FCS, and we expect this to increase.     






Success Stories:
Booker has been chronically homeless for many, many years when KCR began working with him, and he had serious mental health issues, and chronic and severe substance use disorder. Typically, he slept on doorsteps of businesses, as his behavior had gotten him kicked out of most local shelters. KCR often got calls from business owners or the police, asking for intervention. He had been in and out of various KCR programs over the years, but none of them offered enough to serve Booker in the way he needed. In 2017 we started working with him more intensely, partnering the CHG funded Rapid Rehousing program with the newly created Kitsap Homes of Compassion, where he stayed in a shared house with other homeless men for about six months, before he was asked to leave that house due to drug use, hygiene, and cleanliness issues. He was homeless again for another few months, and then was referred to the ROAST team as a Housing Solutions Center High Barrier client. Through ROAST, he was connected with one case manager who was committed to working with him long term, and who was not tied to any specific program. This case manager got Booker into a motel, where he lived for over a year. It was at this point that he began to stabilize. His drug use reduced, and he was able to settle into living indoors in a place he didn’t have to share with others, and he was successful in the motel. When emergency housing vouchers became available through Bremerton Housing Authority, which were reserved for minorities, people of color, people traditionally underserved, Booker was an obvious choice for a good candidate. Having found stability living at the motel, Booker was very motivated to find an apartment, and found a rental apartment on his own. KCR CHG Rapid Rehousing funds were used to pay move in costs, and his case manager helped find ways to furnish the apartment. After that, due to his improved mental health, reduced drug use, and stability and ability to follow the lease and work with Bremerton Housing Authority to keep his voucher up to date, Booker really didn’t need case manager help anymore. His case manager would check on him periodically, but he was living his life and doing fine in his apartment and was ready to move forward with his life in permanent housing that he could afford. When Booker’s case manager approached him with the idea of graduating from the program, Booker had a huge grin on his face, teared up, and told his case manager he’d never successfully graduated from any program before until this one. 

Agency: Kitsap County District Court 	
Program Name: Behavioral Health Court 2022

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. 
If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Behavioral Health Court returned to in person court hearing attendance for all program participants during the 
3rd quarter.  Virtual appearance options are available in certain circumstances.  Compliance meetings are offered in a zoom format for those in later program phases, provided the participant is in good standing.  

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We continue to work closely with the Kitsap County Jail staff for in-custody assessments, court viewing and attendance, exit interviews, and urinalysis collection.  Kitsap Mental Health Services and Kitsap Recovery Center remain strong partners in helping program participants through treatment and the recovery process.  New substance use disorder treatment staff have assimilated seamlessly into the treatment court teams.  Kitsap Support, Advocacy, and Counseling (KSAC) remains committed to helping provide more specialized trauma treatment modalities for those in need.  All agencies permit staff attendance at weekly staffing meetings to ensure continuity of care.







We have maintained collaboration with the PACT team, Pacific Hope and Recovery, Crisis Triage, Kitsap Homes of Compassion, Eagles Wings, West Sound Treatment Center Housing, Kitsap Community Resources, Key Recovery Center, the Jail Recovery Team, and the Department of Corrections in support of participants.  While we did not develop any new partnerships during this past quarter, we did strengthen the partnerships we have and developed methods for increasing engagement.  

Behavioral Health Court developed all policies, procedures, and processes for our new Moral Reconation Therapy (MRT) group.  We will open this group to referrals from other courts, provided space is available.  Groups are slated to begin the second week of October.

BHS Duthie continues his work on the Equity and Inclusion Committee with KMHS.  Program Manager regularly attends local (and statewide when schedule permits) CJTA meetings, coordinates with other jurisdictions through the Problem-Solving Court Coordinator’s listserv, and is an active member of the WSADCP Training Committee.  In addition, the Program Manager is Secretary of the WSADCP/WADC Executive Boards advocating for therapeutic court education for all types and levels of treatment courts.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
District Court and the Office of Public Defense both prepared budgets that included their respective grant-funded positions in their budget for consideration by the Board of County Commissioners (BOCC).  

District Court was awarded monies through the Administrative Office of the Courts (AOC) to 1) provide technical assistance, transportation via gas cards, and phone cards to improve participant access to court and treatment services, 2) offer academic planners to assist with tracking treatment appointments, court hearings, compliance meetings, and other commitments, and 3) support treatment court judges and staff in attending the 2023 National Association of Drug Court Professionals conference.  

Program Manager attended an AOC webinar introducing Collaborative Partners Initiative.  AOC is coordinating with an external group to help court staff in finding and applying for grant opportunities.  We continuously monitor grant opportunities to reduce or eliminate our 1/10th request.

CJTA funds continue to support program participant through rental/deposit assistance, transportation, and urinalysis testing.  The Program Manager is a committee member on the local CJTA panel and attends monthly meetings.  

The team maintains attendance at free or low-cost training opportunities to help improve professional knowledge and skills, thus improving the program for all future participants.  Team members attended the following training 

sessions: “Regaining an Understanding of Trauma,” “Re-Imagining Behavioral Health: Race, Equity, and Social Justice,”

“Motivational Interviewing” modules, “Interventions for treatment of PTSD,” “Trauma Informed Care,” “Recovery Management: Helping People Move from Active Addiction to Lasting Recovery,” “CBD, Delta-8 and Delta-9 THC – What you need to know,” “Mindfulness Education” an 8-week series.









Success Stories:
During this past quarter a BHC participant graduated long-term (10 months) substance use disorder treatment.  Prior to entering long-term treatment, he was facing potential termination from the program.  He was able to turn things around while at Key Recovery in Seattle.  He is now gainfully employed and continues his outpatient treatment obligations.  He is working hard on recovery, a mentor to peers, and just moved into the final phase of the program.  

Sierra* was facing potential termination last year and struggling to engage in the BHC program.  She has worked hard over the past several months to regain traction and work on her mental health and substance use recovery.  This past quarter, she graduated from Moral Reconation Therapy (MRT) and Substance Use Disorder Treatment.  


Agency: Kitsap Community Foundation (Kitsap Strong)	
Program Name: Relational Mentor Training

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
All objectives were met during this quarter.  A survey will also be completed at the end of the COP sessions (ending in December) and results will be evaluated and forward along to Hannah in January. No changes are needed to evaluation or scope of work.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
Kitsap Strong utilized its existing partnerships to conduct outreach for recruitment of training participants. We used direct emails, broad email distribution, social media and had partners share information through their communication channels. XParenting used existing relationships/partnerships to recruit additional presenters to present during our COP sessions so that participants were able to hear additional perspectives, methods, and resources.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
 XParenting has been approached by several community organizations and local colleges about partnering to provide additional RISE trainings. XParenting will be applying for additional 1/10th funds to support a more specified cohort of providers that would with children with trauma related needs.

Success Stories:
Our data from the initial training show the success of an increase of knowledge and a perspective shift. Each COP session we are able to hear how they are able to put the knowledge and skills into action and gain confidence. Each new session gives them a new tool to use. It’s exciting to watch them grow and support the children in our community!








 

Agency: Kitsap County Juvenile Services    
Program Name: Juvenile Therapeutic Courts 2022

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
On our Client Satisfaction Survey, all questions were rated 87% or higher as Strongly Agree/Agree or Highly Satisfied/Satisfied. We currently have a group of kids who are relatively new to the programs, so it will be interesting to see how that trend continues on the next survey.  

Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
We continue to collaborate with MCS, the OESD and Kitsap Strong, Olive Crest, the Dispute Resolution Center, 
Kitsap Strong and the Institute for Family Development, as well as others as the opportunities arise.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
During this quarter we made the decision to hire a fulltime BHS to serve all the youth who qualify and are involved in the juvenile justice system. This is the last quarter that we will be billing for the BHS.

Success Stories:
We had a youth enter JDC early in 2021 who was not only having substance abuse issues but was out of control at home and struggling with his behavior and grades at school. He honeymooned in the program for a few months before he started to show us what other adults in his life had been seeing. We were able to incentivize the behaviors we wanted to see (school attendance, catching up on assignments and working with a family therapist) while holding him accountable for the behaviors that unacceptable (skipping school, aggressive behavior in the home, not following school/home rules). Slowly he was able to change his behavior and turn some things around. He had a goal of graduating from the program in 12 months. It was a goal he fell short of, but not by a lot. He was able to complete the program in 14 months. He was caught up with his schooling and was on pace to graduate school on time. The family also was experiencing a much-improved home life, using the skills they had learned in family counselling.

Agency: Kitsap County Prosecuting Attorney	
Program Name: Alternative to Prosecution

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work? 

A review of our evaluation results from Q3 2022 reveals that despite a nearly 27% decrease in applications relative to Q2, we accepted the same number of applicants as we did in Q2. The number of applications we received this quarter is similar in number to the number of applications we received in Q1, but we approved approximately 27% more applicants than we did in Q1. This demonstrates that our expanded eligibility criteria and streamlined screening processes are effectively capturing more individuals in need of services through our therapeutic courts. 

While we have lowered the time between receiving and reviewing applications from Q2 to Q3, we are still slightly above our Q1 number. That said, we have maintained and met our goal of five days between receiving the application and completing a review. Like much of the world, our office is still regularly impacted by the effects of COVID-19 with staffing shortages, including support staff who process the applications. 




Despite that, we continue to strive to process applications expediently and have met this goal. As our staff becomes more familiar and experienced with our processes, we anticipate being able to continue to meet this goal.  

There is no hiding the fact that number of applications we received in Q3 is significantly lower than Q2. While we cannot control the number of applications we receive, the low number could be explained by a significant change in personnel at the office of public defense who are unfamiliar with our therapeutic court programs. Our team has already taken steps to remedy this by educating new defense attorneys about our programs and by providing detailed eligibility criteria. In addition, we continue to collaborate with our professional partners in law enforcement, including the Kitsap County Jail to expand our outreach.


Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
The Washington State Association of Drug Court Professionals is holding its annual conference at the end of October. Fortunately, many if not most members of each therapeutic court’s team will be attending this two-day conference. Among those from Kitsap County attending this year’s conference include judges, prosecutors, defense attorneys, treatment counselors, mental health professionals, compliance specialists, and more. The conference provides continued education, support, and encourages the use of evidence-based best practices. In addition, it provides an opportunity for each team member to network with therapeutic courts from across the state. It is imperative to stay educated and reminded of the latest trends and research in the field so that we can effectively implement these strategies into our own programs. 
This quarter one of our DPAs also spent some time with new officers at one of our partner law enforcement agencies, educating them on the therapeutic court options in Kitsap County.   Law enforcement are the front line of individuals who encounter the future participants of these programs and remain in the best position to initially recognize those in need of our services.   If we can promote referrals from law enforcement themselves, we are more likely going to be able to intervene earlier in the criminal process, and might get a prospective participant engaged in an appropriate program after one arrest, instead of waiting until after the fourth or fifth arrest, as is, unfortunately, often the case.
This quarter, Behavior Health Court has implemented and started its own in-house Moral Reconation Therapy program. Moral Reconation Therapy, or “MRT,” is a cognitive-behavioral treatment system that leads to 

enhanced moral reasoning, better decision making, and more appropriate behavior. Simply put, MRT is designed to address the “criminal thinking” that often is part of what brings individuals into the justice system.   Two members of the BHC team have become certified to run the program and began sessions the week of October 10th. Currently, the MRT program is intended to serve both BHC and THRIVE participants, but the team is open to considering those from other courts on a case-by-case basis. In the past, BHC would need to refer participants who were recommended to complete MRT to an outside agency. Now that we have MRT facilitators at the table, we can more quickly get those individuals started in the program and have a direct line to gather information on a participant’s progress. 

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We cannot express how grateful we are for the Community Advisory Committee’s recommendation for full funding for our program. The data is clear that treatment courts are the single most effective tool at reducing recidivism and thus reducing crime in the community. With the COVID-19-induced backlog of criminal cases and the ever-growing caseloads of each DPA, it is essential that we retain funding for our program to remain sustainable which provides an essential service to Kitsap County’s community. 




As we have in the past, we will continue to request funding through the general fund, but until that happens, we will unfortunately need to rely on grant funding.

[bookmark: _Hlk110348571]Success Stories:
This last quarter, we had an individual graduate from BHC who had over forty (40) criminal convictions. Because of his criminal history, this individual was facing the maximum sentencing range under the Washington State sentencing guidelines. Despite the odds stacked against him, through the support of the BHC team and his hard work he was able to complete everything that was asked of him and had his charge dismissed. His success had a positive impact not only on the BHC team members, but many other participants provided unsolicited comments at his graduation. The judge even shed her first tear ever at a graduation ceremony, or so she claims. 

One of our current BHC participants recently shared these words with the team, “3 years ago, I completely changed my life. I turned myself in to jail, then treatment. Even prison was better than where I was! I am a wild child of the 60's/70's, an official card-carrying stoner (my drug of choice.) I had never gone without, always had a house, a job and codependent family to take care of me. But 40 years later, I had lost it all and ended up living in my car/motorhome. My immediate family had all died, my son had committed suicide, drugs had overtaken my marriage and my health was suffering. Jail was a relief. Never in a billion years did I see myself as a recovery thumper... but it has been the saving grace of my life. I have 3 years of sobriety today. I am no longer pissed off and alone. My life has changed 360° and I am eternally grateful to my old friends that still talk to me, and new ones that have shown me a way to live happy, joyous, and free. Oxford and my team at BHC saved me from myself. I want to tag everyone, but the list would be WAAAAAY too long. I love you all and thank God every day you are in my life.”


Agency: Kitsap County Sheriff’s Office	
Program Name: Crisis Intervention Coordinator

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
KCSO/CIC/CIT has received great praise from CIC WASPC; WASPC selected KCSO CIC/CIT representatives (Deputy Jinks and Chief Sapp) to meet with co-responder team/s from Athens-Clarke County law enforcement in Georgia. On 9/6/22, CIC and Chief Sapp had a round table Q/A with these law enforcement officers to assist them with making improvements to their existing programs. CIC believes the Q/A clearly was beneficial to Athens-Clarke County members because they have reached out to KCSO/CIC/CIT members to arrange another meeting on 11/3/22 to further discuss our/KCSO's behavioral health response to assist them with advancing their local co-response program.  

*CIC attends monthly REAL Team O.W.G meetings and continues to make referrals when encountering citizens needing advocacy, resources, empowerment, etc. CIC, due to boundary and frequency of engaging clients north of the Warren Ave Bridge, most referrals are done with West Sound REAL; CIC continues having positive interactions with REAL coaches who clearly are easing the burden for Patrol Deputies. I/CIC say this because I am not seeing a trend where Deputies or myself are reencountering the same client that we just referred to REAL. This tells me REAL, when KCSO makes a referral, that REAL is making good faith outreaches/engagements with the citizens we refer to them. 





*Once I/CIC have another embedded mental health professional co-responding with me, the number of overall contacts will likely increase. There are certain clients CIC feels contact is necessary, but only if CIC is in presence of a mental health professional. Some clients and/or their families see contact/outreach/intervention to be problematic if conducted solely by law enforcement without an MHP. This is one reason CIC spends time frequently attending in-progress Crisis/911 calls related to behavioral health as some clients who appear to need intervention, CIC won't contact without or until I have an MHP available to accompany during intervention/outreach. CIC feels once a new MHP is assigned, our availability to respond to in-progress crisis events/911 calls will lessen as more follow up/planned outreach.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
CIC has conducted follow up outreach with those clients having a behavioral health nexus who present as likely to cause serious harm to self/others without an embedded MHP (Mental Health Professional) since 8/9/2022. CIC continues to participate in active 911 Crisis events as well as proactive outreach in response to reports generated by the Patrol Division or other referral sources not limited to KCSO Detectives, Public Information Officer, surrounding agencies, etc. Without an embedded MHP, CIC continues collaborating with any available DCR within the CRT. CIC notes that DCR's are still not staffed to a point where they can or are willing to respond to "in progress" Crisis events which leaves Deputies forced to settle with phone interaction with DCR's verses having DCR's on scene to conduct involuntary treatment assessments when no felonious crime has occurred and/or the clients actions doesn't warrant a mandatory arrest.  Without having DCR's who are available to respond on scene when requested by law enforcement, "mental health problems and decisions" are not being handled by "mental health professionals", but rather handled by law enforcement. Since the CIC does not have unfettered access to an MHP or DCR currently, CIC will review daily reports and identify the highest priority client who could benefit from an ITA assessment from a DCR; if there's a client who's presenting as likely to cause serious harm to self/others/property and they are still in the community i.e., they weren't arrested or detained overnight, then CIC requests a DCR respond with him for outreach/evaluation. However, since the CRT is lucky to have two DCR's on duty at one given time, one outreach is all the DCR's can accommodate with the CIC majority of the time as the CRT also will have many pending details for the DCR's which doesn't leave them time to assist CIC with other necessary outreaches. When CIC cannot facilitate co-response i.e., CIC outreach with a DCR who will conduct an involuntary treatment assessment, CIC will inquire with family of the client if immediate contact by LE is necessary; if not, CIC provides the family with DCR/Crisis Line contact information for them to contact the CRT personally to discuss their loved one as well as the CIC will send the family information for Joel's law in the event DCR intervention doesn't occur within 48 hours of request.  Since it's not uncommon for the CRT/DCR's to receive the same reports as CIC, CIC calls the CRT/DCR's at beginning of each shift to see if they plan to outreach a client within CIC's jurisdiction; CIC volunteers to accompany DCR's on cases presenting unsafe or risky behavior that warrant security for DCR's. CIC believes the overall intent for co-response (LE/MHP's) is to have "mental health professionals" make the determinations/decisions for "mental/behavioral health problems" when no felonious conduct has occurred and when no mandatory arrest situation exists; presently there's simply not enough MHP's/DCR's locally available to law enforcement to satisfy legislative and societal aspirations. However, CIC and KCSO Deputies interact often in the field and in training; CIC highlights RCW 71.05.120 which indicates LE cannot be held liable for their decision so long as such action or inaction is taken in good faith and without gross negligence. CIC highlights this for the sole reason that despite Deputies trying to coordinate "mental health responses" for "mental health problems", Deputies simply have to live with the current fact that there simply aren’t enough DCR's/MHP's available to ensure this standard is met i.e., CIC encourages Deputies when they cannot get an MHP/DCR to respond to their scene, to understand they can still feel confident when conducting emergent detentions without an MHP/DCR so long as were/LE is acting in good faith and without gross negligence when making said decision. 




CIC feels it's not ideal to have solely law enforcement officers and no MHP/DCR meeting with those clients suffering mental/behavioral health issues for the purpose of proactive outreach to intervene preemptively before a high level Crisis event occurs, CIC will utilize other Deputies to act as cover/security to conduct needed outreach with clients when no DCR/MHP is available. CIC is excited that KCSO is internally hiring an MHP to co-respond with me/CIC; once this MHP is employed and co-responding with the CIC, CIC is confident outreach with cliental will heavily increase as he/she won't be bound by the "D/Designation/DCR" i.e., an MHP is not bound to a "detention" meaning he/she is not required to submit/serve detention paperwork emergent or non-emergent which is time consuming. With the CIC having a "non-designated MHP", the MHP can simply counsel/advise Deputies on scene in making the most appropriate decision, draft a supporting report documenting his/her recommendation to Deputies, and then move on to another outreach with the CIC verses being taken off the road to meet legal requirements of drafting/serving/petitioning detention paperwork pursuant to RCW 71.05.     


Please describe your sustainability planning – new collaborations, other sources of funding, etc.
N/A. CIC has not been tasked with finding other sustainable income so

Success Stories:
In early September, CIC responded to a Behavioral Health Problem (911 call) in Silverdale where a male in his early 30's was reportedly punching himself, pouring liquids on himself, "ripping/tearing" at his ears (described as trying to claw something out of his ears), and stripping off his clothing.  CIC responded priority (lights/sirens) as there were multiple 911 calls indicating the male had almost been struck by moving vehicles coming to/from Ridgetop Blvd. Upon arrival and having CKFR staged nearby, CIC noted the male was face down in the mud/grass in front of Wendy's, but suddenly would jump to his feet, run in circles, and used his hands to "claw" his ears which appeared to have blood coming from. The male was also shouting that there was fuel inside of his head.  Being that the male would not follow directions to remain still while Medic personnel could evaluate him, CIC stayed near this male's side momentarily to prevent him from running into busy traffic while still encouraging him to sit long enough for Medics to sort out what was going on with this male.  Luckily, I/CIC remained close enough to the male when he suddenly bolted towards the busy roadway which potentially could have been fatal if he'd been allowed to freely wander into heavily flowing traffic. CIC utilized quick, but low-level force (leg sweep) option to maneuver this male onto his stomach where his movement would be restricted where he couldn't run into traffic. CIC conducted an emergent detention of this male as he clearly presented as having a substance or behavioral disorder and he was an imminent likelihood/risk of serious harm to himself.  The male was transported to the nearby hospital via ambulance and admitted without incident.   


Agency: Kitsap County Sheriff’s Office      
Program Name: Crisis Intervention Training (CIT)

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
This quarter we redesigned the class and added to more local resource providers such as The Welcome Home Project, HART Program, a nice session with the local co-responders, and St. Michael's with their DCR.  The new additions added valuable content and the students gained insight on what resources are.






Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We have been not only collaborating with the instructors, KCSO has worked closely with Poulsbo PD creating the coursework.  We also worked with CJTC for this course and was able to get all the funding through the state, not needing to charge this grant.  

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We use CJTC funds when we can so that we can save these dollars.  

Success Stories:

Agency: Kitsap County Sheriff’s Office	
Program: Crisis Intervention Training 2022

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
This quarter we redesigned the class and added to more local resource providers such as The Welcome Home Project, HART Program, a nice session with the local co-responders, and St. Michael's with their DCR.  
The new additions added valuable content and the students gained insight on what resources are available.    

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We have been not only collaborating with the instructors, KCSO has worked closely with Poulsbo PD creating the coursework.  We also worked with CJTC for this course and was able to get all the funding through the state, not needing to charge this grant.  

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We use CJTC funds when we can so that we can save these dollars.  

Success Stories:
Here is a story from our CIC Deputy that provides why this training is important.  Talking to people in crisis has a much more positive ending.  *CIC has worked with a family in South Kitsap County; mother and father both have medical issues/concerns, and they reside with their 19-year-old autistic, 6’5”, 350 lbs., son, who can act aggressively/assaultive without any warning or prompting. To fully understand the cognitive state of this male, think of a five year old playing with Pokémon characters; last time CIC responded to their residence, the male was barricaded and after an hour of de-escalation, the male was calm and talking about his Pokémon toys despite being 19-years-old/an adult.   CIC, since June 2022, has worked with this family to address response plans when 911 calls are made by family.  Since 2018, this family has been victim to roughly 13 assaults involving their son.  CIC in speaking with family over the past 3-4 months had expressed grave concern for their own safety as their son, because of his size and propensity to become assaultive, they feel/believe it’s only a matter of time before their son harms them seriously or fatally; the mother has been harmed by her son causing hospitalization.  Both parents are unable to fight off their son who’s the size of a Seattle Seahawks offensive lineman; parents expressed dissatisfaction with state resources (DSHS) who haven’t been proactive in identifying respite options for their son. To fully understand the family’s vulnerability, it’s worth noting a comment the father made to medical staff while their son was inpatient at Seattle Children’s Hospital.  The dad commented since he has severe medical issues to include his wife is frail and unable to defend herself from a large attacker, “I’m going to have to shoot my son in the head” as his only means to protect him and his wife.  




The father, indeed, loves his son, but realizes that to protect himself and his wife, using a firearm may be his only option if his large son decides to assault him again and nothing triggers him to stop beating on him or his wife i.e., if law enforcement can’t respond immediately and the son is being assaultive, the father has come to terms with his options to save his or his wife’s life.  Armed with this concerning information and after finding concern that no state agency (DSHS) had offered more suitable living arrangements for the 19-year-old male to include frustrations voiced by the family, CIC drafted a longwinded email with associated ILEADS reports documenting frequency of violent behavior and forwarded this to the KMH/DCR Supervisor, KMH DDA representative, and all DSHS employees assigned to this male’s DDA case; I later learned from the father that DSHS and KMH had reengaged the family and were actively searching for appropriate respite care facilities for their son (email/correspondence occurred on 8/29/2022).  On 9/27/2022, CIC received a 911 call from the father stating their son had to be admitted to the hospital after he’d just assaulted a student and teacher at South Kitsap High School; upon contacting the father, CIC learned of an additional assault that was not reported to law enforcement that occurred the day prior which also involved a student and teacher.  Both assaults were sudden/without warning/unprovoked. On this day, the son was in class at SKHS where CIC responded along with the family; CIC summoned for a DCR to respond as well as the School Resource Officer (SRO). CIC determined that the son met criteria for emergent detention pursuant to RCW 71.05.  CIC collaborated with DCR, SRO, school administrators, SKFR, etc. to determine the safest way to get the male into an ambulance without having a use of force encounter which, if necessary, would likely take 4-5 people to detain the male due to his size and level of sudden aggression.  We were successful with convincing the male to exit his classroom minimizing attention of other special needs students, he walked on his own and sat on a hospital gurney, and ultimately was transported without incident and/or a use of force encounter.  As of 10/3/2022, this male is still inpatient at a local hospital while plans for respite care are still being explored.  

Agency: Kitsap County Sheriff’s Office	
Program: Re Entry Program

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Despite only having Mary Dee working alone until we can hire an additional civilian coordinator, she continues to make a positive impact with our incarcerated community members.  We continue to surpass our expectations.  
  
Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We continue to collaborate with all of our partners New Start, NaphCare, PCHS, KMHS, Welcome Home, Coffee Oasis, Veteran's, P-Cap, KRC, Agape, DSHS, Housing Solutions, Scarlett Road, REAL Team, YWCA, specialty courts, etc.   

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We continue to hope that one day these positions will be fully funded in our budget.

Success Stories:
Patient that has been arrested nine times in the last three years, for various crimes including DUI, felony elude, and property crimes. She has also been a victim of domestic violence and would continually return to the person who abused her, because they had something in common, drug use.  In August of this year, we inducted her into our MOUD Program and a few weeks later, she was released from our jail.  






She had been on our program before, without success in her follow-ups, but we were hoping this time might be the time, and it was.  She had been attending her appointments and has graduated to weekly ones.  She has also been attending substance abuse counseling with one of our jail’s reentry programs. She has been successful in removing two hurtful elements in her life, drugs and the male that was abusing her.  

Agency: Kitsap County Superior Court	
Program Name: Adult Drug Court

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Our Quarterly Objectives:
- We served 106 unduplicated participants this quarter
- Our Educational/Vocational Navigator met with 116 participants within 90 days of admission into the ADC.
- Four (4) Participant were terminated this quarter, or 3.4%.
- The ADC had 8 participants graduate this quarter, 100% of whom were either employed or in school>
- The ADC had 41 participants or 38% utilizing MAT services
- The ADC has 36, or 33% of program participants utilizing mental health services through KMHS.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
The ADC is continuing to partner with our Alumni Association. They opened up a sober house for 6 of our male participants at the end of September 2022. It is a very nice home in Bremerton and the house is full. The alumni will case manage the house.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
The ADC continues to look for any Federal Funding that could be leveraged to support the court. We obtained $40,000 in HIDTA funds and continue to engage with County fiscal officers about transitioning a full-time 
Compliance Specialist position to be funded by the General Fund. We were told this was not the right year to make such a request, but we will continue to ask regularly.

Success Stories:
Our Drug Court Alumni Association has been working to obtain a sober home for our participants for the past three years. They we denied funding from some sources, but they figured out how to obtain a house by diligently working with the County and creating multiple fund-raising events, they were able to obtain a home in Bremerton. They have spent lots of time painting the house and stocking it with appliances and good furniture. It is a comfortable home and is very conveniently located near to public transportation. Kudos to the Alumni for being so tenacious and not taking "no" for an answer!

Agency: Kitsap County Superior Court	
Program Name: Veterans Therapeutic Court

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Objectives for the quarter:
-We served 21 participants this quarter
- 1 Veteran was admitted during the quarter




- 3 veterans graduated this quarter
- 0 veterans were discharged this quarter
- 3 of 21 veterans, or 14% are utilizing Medication Assisted Treatment
- 1 participant was screened using ASAM criteria within one week of admission into the VTC
- 1 participant screened positive for substance use disorder and mental health issues was placed into treatment services within 30 days of the assessments.   

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We continue to speak with Heartstrides Therapeutic Horsemanship about offering services to our veterans. They are actively pursuing funding for Kitsap and Pierce Counties and hope to be able to provide services soon. 

The VTC enjoys a great partnership with Retsil Veteran's Home, and our assigned VJO from the VAMC American Lake will be starting a Combat Veteran's Group, as approximately 2/3 of our veterans are combat veterans. The group will take place at Retsil, as we have almost half of our vets living there currently.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
The VTC is committed to trying to secure funding from the CAB, HIDTA funds we were awarded ($40,000), the Opiate Lawsuit funds that will be coming to Kitsap, The General Fund, CJTA funds and Federal funding to procure resources and enhance our practices.

Success Stories:
We had almost half of our VTC participant housed at Retsil. As such, Retsil has hired five of our veterans to work in various front desk, custodial, and security capacities. This has increased self-esteem among our veterans and creates a feeling of connectedness with Retsil.


Agency: Kitsap Public Health District	
Program Name: Nurse Family Partnership

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. 
Mama Moves Kitsap was a new addition to our program and has been very successful (see Success Story below). It has been great to see the connection's made, referrals, and reassurance during these meet ups. 
We are in the process of recruiting for a new community health worker as our CHW/Health Educator has accepted a new position with our Communicable Disease department.
The NFP nurse home visitors continue to increase the number of visits in the home or in person which is a positive for not only clients but nurses as well. We continue ongoing enrollments with the help of a wait list resulting from our Health Educator's outreach efforts.


Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We continue to support our efforts in the community with input from our Community Advisory Board (CAB); we are continuing to diversify our CAB participants and reaching out to possible new participants, especially in the mental health, substance use, and resiliency building community. Our new CAB chairperson is a sheriff from Jefferson County, a partner in providing NFP services to three counties. 






A PCAP representative presented at our recent staff meeting where updates on recent drug trends and barriers to care were shared; a staff member whose additional role is providing nurse consultation for childcare programs has scheduled to share information back with the PCAP team on available family planning services at their staff meeting as was requested at the time. 
Mama Moves Kitsap portion of our team has done outreach to Navy Home Visiting, PCAP, Kitsap Mental Health, Kaiser, and the OESD; we have had attendees from these services and a Navy Home Visitor shared her skills at connecting with infants through infant massage.
Continued participation in the re-entry team meetings supports ongoing referrals and growing partnership with these community partners who also support parents and their children. Additionally, there is participation in community meetings hosted by various types of services such as housing, 211 (community directory) and DSHS partners.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
In the spring/summer of this year, we applied for additional funding from the WA Department of Children, Youth and Families (DCYF) and the American Rescue Plan Act (ARPA). Fifty percent of our funding at this time is provided by DCYF; we hope to continue to apply for expansion funding when future opportunities arise due to the long-term stable nature of this funding. We have received additional funding from ARPA through April 2024. As a public health agency, we receive the federally funded Maternal Child Health Block Grant, and as allowable, use a portion to support our Nurse Family Partnership program.

We continue to look for additional funding opportunities, including federal MIECHV (Maternal, Infant and Early Childhood Home Visiting) funding, in partnership with our NFP Government Affairs Manager (GAM) and Community Advisory Board. At a state level, one avenue that our GAM continues to advocate for is Medicaid reimbursement. 

Success Stories:
Mama Moves Kitsap is a postpartum support group that incorporates mental health interventions such as mindfulness, movement, time in nature and facilitating connections with other new parents. This group is facilitated by two nurses, allowing attendees access to medical professionals who can provide basic guidance 
on growth and development. Sessions start with mindfulness focused on the parents themselves and end with relaxation, stretching, and breathing. Parents are encouraged to check in daily with their self, using mindfulness techniques shared during sessions. Additionally, the nurses are well versed in community resources and can provide thoughtful referrals to clients based on their asks and needs if prompted. Clients are allowed to drive the conversation and the nurses provide active listening to hold space for individual expression.  Adding exercise with open conversations encourages parents to express their feelings in a safe space. During the active time for the group, the facilitators have observed the organic process of parent attendees forming connections among each other. 
One remarkable connection between parents happened in one of our sessions. We have had a few Spanish speaking new parents attend but usually in the company of primarily English-speaking parents. Two Spanish speaking parents attended a session of Mama Moves Kitsap, one parent was new and the other was a repeat attendee. The repeat attendee sought out attention from one of the nurses to inquire about the postpartum period and shared her feelings about not feeling supported by family, the sense of isolation and hesitation at additional potential children. The nurse was able to complete a therapeutic conversation with the client and validated their concerns. Later in the session, the attendee rejoined the main group and connected with the other Spanish speaking mom. They exchanged contact information at the end of the group.




 
Agency: Kitsap Homes of Compassion	
Program Name: Permanent Supportive Housing

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
We were successful in recruiting a new licensed counselor to replace our Clinical Director.  We have fully trained and deployed our new Case Managers and they are actively working with clients.  We were frustrated about not meeting the goal of adding interns.  We were successful adding one, but we had hoped for two others and their schools assigned them to other sites.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We have been actively working to establish a working relationship with Helpline House of Bainbridge Island and are working with Project share to add more capacity to affordable housing through a micro-shelter project
Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We have written multiple grants and are working on contracting with Kitsap County on two ARPA funded projects.

Success Stories:
We were happy to use our services to locate housing for a lifelong Kitsap resident in his 60's.  Our team were able to find housing, provide case management assistance for funding, help him move and settle into housing that should be long-term.

Agency: Kitsap Mental Health Services 	
Program Name: Pendleton Place

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
During this quarter we have continued to assist residents in working on personal goals. We have achieved full occupancy.  We continue to encourage clients to engage in mental health, substance use disorder and primary care.  

Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
We have provided classes that encourage group participation, life skills, budgeting. We have connected with Goodwill to provide employment and job readiness classes. We have collaborated with Agape Unlimited Real team to assist our residents in accessing treatment services. We continue to engage with Housing Solution Center to identify new tenants from the priority pool. PCHS is onsite 2 days per week to encourage engagement and ease of access for primary care. KMHS has a care coordinator that comes 1 day per week to help residents engage in mental health care.
Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We are working on getting residents approved to be billed through Amerigroup Foundational Community Supports. For residents we are connecting them with DSHS for ABD or our SOARS worker for SSI. We will continue to look for any grants that may help pay for services of this housing type.






Success Stories:
One of our residents has made significant progress since he moved in to the Pendleton Place. He has started using the onsite PCHS to attend to his medical needs and has stabilized his diabetes. We have helped him engage in mental health counseling. He attributes his success to the positive nature of the supported housing program and onsite staff.

Comments:
This quarter we reached full capacity of 72 residents. We continue to have classes aimed at helping residents with healthier living and maintaining their housing. Residents often come to staff with excitement on the goals they are working on and what they have achieved thus far. We are still in the process of building community partnerships with outside agencies to bring classes and groups in the facility for the residents. The resident's community meetings continue to grow, and they seem to be more interactive and involved in the housing process and wanting to live in a safe community. One of our residents has come forward to lead an NA self-help support recovery meeting. Residents have been engaging with each other to help with grocery shopping, household upkeep and other outings that are a part of forming healthy relationships and community.

Agency: Kitsap Mental Health Services 	
Program Name: Unfunded BHS-Crisis Triage

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Over the past three months we have served 140 unduplicated individuals in our crisis stabilization and SUD residential units. Clients discharging from the Crisis Triage Center accepted follow up services and had a 1st appointment scheduled 98% of the time. PHRC clients accepted a follow up appointment 93% of the time. We continue to monitor PHRC clients’ acceptance of continued care after discharge and what is considered a 1st appointment. Consideration of alternative follow up treatment may need to be considered and supported.  SUD recovery supports several treatment/support options, such as AA/NA. Many of our clients may not include a Mental Health/SUD agency or professional appointment as primary in their recovery.  During this three-month period, we have continued to manage current COVID safety guidelines for clients and staff.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
KMHS continues to work with the Crisis Outreach Stakeholders group to build community resources. This group is a Kitsap County wide group of Behavioral Health providers from the county who we hope will have the opportunity to learn and give feedback on KMHS services. KMHS continues working on internal processes and procedures as we explore becoming a Certified Community Behavioral Health Center.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We continue to explore financial opportunities in the area to sustain operations. One key area where we are investing a large amount of agency resources is towards becoming a Certified Behavioral Health Center which will provide more funding opportunities for the agency and continued resources for the community.

Success Stories:
At discharge from CTC services clients reported above 97% success in; feeling comfortable and welcome, that
staff addressed their needs, they were able to access care needed, they felt respected and listened to, they were encouraged to plan for safety, they were connected to community resources, that their input was welcomed during their stay, and they felt safe.




Comments:
We had a total of 14 unique clients that used the funding source this quarter. We billed out 54 bed days during the 3rd quarter and have the possibility of billing out and additional 46 bed days. As of September, we billed a total of 116 bed days for CTF and 5 bed days for PHRC.

Agency: Kitsap Rescue Mission               
Program Name: Coordinated Care 2022

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
The third Quarter we successfully transitioned 11 shelter guests to permanent housing (2 received HEN funding, 2 received Section 8 vouchers and one family returned home to stay with parents). We are noting that the majority of our shelter guests are willing to engage in 1:1 sessions with our SUDP rather than engage in formal structured treatment opportunities.  This reflects and supports what we know about our high barrier guests and their unwillingness to engage in more traditional mainstream community services. 258 1:1 sessions/interventions were provided this quarter. As this integrated SUDP model is new, we will continue to collect and share data, analyze, monitor, and adjust our programming so that it most effectively meets the needs of our guests with substance use disorders.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
KRM partners with Agape' Unlimited for the integrated onsite SUDP position.  This position has been critical in uniquely serving the needs of our shelter guests. Other current partnerships that provide on-site services include PCHS mobile medical van, WorkSource Kitsap, and varied faith-based groups that volunteer to help prepare and serve more than 3,400 meals per month. Most recently we are developing a partnership with MCS Counseling, LLC who will provide us with a full-time LMHC who will be on-site and integrated onto our KRM team to provide mental health intervention, counseling and supportive services to our guests in shelter. In 2023, both our SUDP and LMHC will be shared with the Housing Solutions Center guests located in building A & B at the Quality Inn who are also considered the most vulnerable in our community like KRM shelter guests.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
KRM is in the process of hiring a Development Director in 2022 to further stewardship and cultivation of our donor relationships. Our work is highly regarded and supported by Kitsap County, Kitsap's faith-based community, community partner agencies, and community member donors. We have recently applied for PSE and Kitsap Community Foundation grants.

Success Stories:
A 39-year-old unhoused female struggling with untreated mental health conditions stayed with KRM in shelter 
during COVID and in August was placed in her own brand new 1 bedroom unit in a new low-income development on Burwell Avenue with the help of HEN subsidies. While in shelter she was able to work closely with KRM case managers to secure mental health medication via her Primary Care Physician supporting her stabilization and ability to successfully achieve daily living activities. Once stabilized she volunteered in the KRM hygiene room and opened the doors each day for two hours so her peers could come and get hygiene supplies. She comes back to visit the KRM community frequently and is building her new community away from KRM as well. 





This quarter at the rescue mission we have hired a new Program Director, Helen Kuchera.  Ms. Kuchera's background has been in leadership, employment development, and serving those with behavioral health conditions. She is a wonderful addition to our team.  We have also increased our Shelter Support Staff capacity with a new shelter support staff member and a new case manager who filled a vacant position. We are excited about adding to our professional, competent team at the mission.


Agency: Olympic Educational Service District 114  
Program Name: Behavioral Health Counseling 2022

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work? 
The OESD achieved program goals:
The projected number of elementary, middle, and high school students served is 376 for the grant cycle; to date 286 students (160 elementary, 76 middle school and 50 high school) have been served. In addition to the 286 students served, staff reported 279 drop in visits by students in need of crisis intervention, brief support and/or information. 
  
Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
School-based collaborations: 
Two Student Assistance Professionals have worked collaboratively with their schools to establish lending closets. The closets are located in/near SAP’s classroom and open Monday-Friday before and 
after school. The closet provides clothing, shoes, hygiene, food, and school supplies to students who are in need of extra support. The closet is a free resource open to all students. Staff collaborated with Kitsap County residents and local businesses to provide donations as well as the food bank, Stand Up for Kids and Kitsap Black Student Union.  

Professional Development for Schools:   
The OESD offered Integrating Social Emotional Learning into Literacy to Support Student Resilience. Storytelling has been a tool used across cultures and time, it gives us an opportunity to learn from another person’s experience and connect us to a message and meaning. Children, adolescents, and young adults have faced unprecedented challenges living through a pandemic. Storytelling is powerful in shaping our mental health: Stories can inspire empathy, courage, and resilience. The objectives were to unpack the Social Emotional Learning (SEL) standards, introduce strategies to integrate social emotional learning (SEL) standards into the kindergarten through grade 5 literacy curriculum. 
use text to integrate social emotional learning (SEL) standards into existing lessons; analyze texts with a mental/behavioral health and equity lens; collaborate with peer educators to share resources and ideas; and provide resources and strategies to integrate SEL into literacy. This above PD opportunity was supported through grant funds through OSPI for COVID-Recovery Support. The funds support 1.0 FTE Behavioral Health COVID Response Advocate. The primary focus of this position is to provide mental and behavioral health prevention and wellness education to students and educators that support universal tier one behavior supports.







In partnership with Kitsap Strong the OESD continues to provide training on Trauma Informed Schools (TIS) framework. A TIS Framework is a mental health prevention school-wide area of focus assisting schools in implementing social, emotional behavioral skills curriculum, establish policy and procedures that are trauma informed and training of all staff in trauma awareness and classroom supports; and an intervention strategy for identification and referral to counseling supports for students be impacted by behavioral health issues. The current Cohort (5) consists of 8 schools, 1 school-based organization, and 1 skills center. Session 2 objectives were to establish a common understanding of trauma and its impacts on children, learn how the brain and body respond to stress and trauma and the implications on learning, and explore concepts of educator capacity/wellness and the relationship to trauma.

Committee Work:   
The OESD staff continued participation on Kitsap County Suicide Awareness and Prevention Group, North Kitsap and Bremerton Community Prevention Wellness Coalition meetings and the regional Youth Marijuana Prevention Education Program.

Please describe your sustainability planning – new collaborations, other sources of funding, etc. 
The commitment and collaboration from the OESD, and the partners are committed to writing grants when eligible and applicable to sustain and augment the existing services. Grant opportunities as they come up are reviewed by the OESD staff to determine applicability, capacity, and opportunity. Unfortunately, there have not been national or state grants that support the gaps in services MHCDTCP grant funding is providing to address the prevention and early intervention of behavioral health issues.
For example, a current grant through the Department of Education, Mental Health Service Professional Demonstration grant (due Nov 3, 2022). The primary purpose is to increase the number of credentialed School-Based Mental Health Services providers in schools with demonstrated need who are from diverse backgrounds or from communities served by the LEA’s with demonstrated need. Since we already have staff providing services, this grant would not fund the existing sites because we cannot supplant. In addition, our ability to demonstrate the need can be a challenge when in direct competition with other communities that have higher 
rates of low income, community/school violence, civil unrest, limited mental health agencies/services.  The plan must include a description of how such collaboration and coordination will promote program success across multiple programs. 

In addition to grant possibilities/opportunities, we will continue to have conversations with school districts about increasing their contributions for funding positions. This next year funding is increasing for school counseling and other positions that support social emotional learning efforts and there is some federal funding being added to Title IV that may support Student Assistant Professional/MH Therapist. However, there are restrictions, and each districts allocation of funding is based on a formula. For example, some may only get a 5% increase for example and others could double.  

Success Stories:
Secondary Program:
1. A student the SAP had previously worked with stopped by their office because they needed some guidance. The student chose to see the SAP over the school counselor due to the level of confidentiality provided. The SAP referred the student to appropriate resources and encouraged her to talk with her mom as it sounded like the student could really use the support outside of school. It is not uncommon for students to return in future years when the need arises, due to the established trusting relationship with the SAP. 





2. The SAP had a student on their caseload with significant substance use report going 10 days without using any substances.  

Elementary Program: 
1. The MHT Therapist has been providing therapy to this student for almost a year. The student was having regular escalations at school and expressing a lot of anger. The MH Therapist and the student have worked on problem solving situations when the student feels angry, identifies the causes of anger, and develops coping skills to help regulate. Recently, the student has been learning coping skills of counting to 5 on his fingers while practicing deep breathing, as well as muscle tension/relaxation techniques. Last week he reported that he had been regularly practicing his coping skills at school and hasn’t had an escalation. The student told therapist “It helps a lot!”

2. The therapist has been working with the student for approximately one year.  The student struggles with attending, can be impulsive and disruptive at times, and has difficulty expressing their needs, wants, and feelings.  Their typical response is “I don’t know” instead of following through with how they feel, what they need, or want. The MH Therapist spoke to both the parent and resource teacher who expressed the same concern.  The MH Therapist provided a safe space for the student to practice expression of self and set up a reinforcement schedule to help motivate the student. The student successfully extinguished the use of “I don’t know” in the therapeutic setting and now expresses his want, needs, and feelings with ease. The MH Therapist encouraged him to apply success to varying environments. Both parent and resource teacher reported significant decrease in use of “I don’t know” and the student is now expressing their feelings and needs more consistently.  This has resulted in better communication and staff’s ability to help and meet the student’s needs, and the student is more confident and less reactive, as well as more expressive.


Agency: Peninsula Community Health Services 
Program Name: Too Cruel for School

[bookmark: _Hlk103157277]Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
[bookmark: _Hlk103157295]This quarter school based behavioral health staff served 9 patients at Olympic High School and 17 at Central Kitsap High School. Most of the visits being mental health in nature with one being Substance Use related. This reflects a significant increase in appointment visits and patients served with 42% of these patients engaging in reoccurring sessions.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies. 
[bookmark: _Hlk103157321]Peninsula Community Health Services School Based Healthcare Behavioral Providers have been coordinating care daily with school counselors. The behavioral health team has been engaging biweekly to monthly meetings with the school counseling staff at Olympic High School, Central Kitsap High School, Bremerton High School and Kingston High School to coordinate care regarding students’ needs and discuss any barriers to patients engaging in treatment or following recommendations.








Please describe your sustainability planning – new collaborations, other sources of funding, etc.
In addition to billing for the visits completed for patients with insurance who are not seeking confidential services, School Based Health Clinic staff will continue to engage with school administration staff regarding referrals and how they can provide services to students within the schools. The behavioral health staff connect daily to obtain new referrals and engage in regular meetings with counseling staff to coordinate care and discuss barriers to students engaging or receiving services needed. The team will assist in ways to break down these barriers. 

School based staff will continue to coordinate with Peninsula Community Health Services clinic staff to determine how they can best service adolescent patients in school settings to better help increase engagement in care for their mental health and substance use needs.

[bookmark: _Hlk103157335]Success Stories: 
Behavioral Health Staff at Central Kitsap High School were approached by one of the school’s school counselors regarding a student who was absent from school due to an interrupted suicide attempt. School staff shared that the student’s mother had been contacting several other agencies and private practice therapists in the area who were not accepting new patients or full. BH staff was able to speak to student and mother that day to assess student’s needs. It was determined that student needed a higher level of care, however staff understood the barrier of obtaining this care due to the current mental health crisis and counselor shortage. BH staff arranged for the student to meet with staff the next day to complete a formal assessment. School staff continued to assist family in finding higher levels of care making referrals but unfortunately were met with the same barriers. BH provider continued to engage with patient weekly to support patient during their time of need. BH provider collaborated with the family to help ensure safety protocols and coordinated with outside community psychiatric provider to ensure collaborative care. Patient identified a decrease in high-risk symptoms, maintained stability, utilization of coping skills learned, has engaged and obtained a part time job, is completing classes at running start, and has identified improved communication with her family. Patient’s mother has shared a noticed improvement in mood with patient and provides updated to behavioral health provider weekly of progress. Family has shared how grateful they are to Peninsula behavioral health provider and how the patient has expressed enjoying and looking forward to their therapy appointments.

Agency: Scarlet Road                                          
Program Name: Specialized Rental Assistance

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Over the third quarter, we were able to assist four individuals with rental assistance a total of 8 times. Three of these people were able to sustain their current housing and one was able to make steps toward a more stable and long-term housing option. These individuals have been served robustly with recovery support services including access to mobile advocacy, life skills, and budgeting support, by our case management staff.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
This quarter, we have spent more intentional time pressing into spaces for economic empowerment for our clients. We remain a part of the, recently renamed, Work Readiness group and have partnered with Express Employment in finding viable economic options for our survivors to contribute to stability in their lives. We have also had the opportunity to connect with Holly Ridge to discuss how we can partner with them in serving our adult survivors managing developmental delays.




Please describe your sustainability planning – new collaborations, other sources of funding, etc.
In quarter 3, Scarlet Road was awarded two $10,000 program operating grants from the KeyBank Foundation and Richard and Grace Brooks Family Fund.  Aftercare also received a $2500 grant from the Suquamish Foundation.  This quarter, we applied for a grant from the FirstFed Foundation for $25,000 toward a portion of Scarlet Road's flexible rental assistance and case management in 2023.  We received support from individual donors through monthly recurring giving, a summer appeal, and major gifts.

Success Stories:
When Nessa* was quite young, her mom, who had unresolved trauma of her own, began to sell her for resources. When Nessa turned 18, her mom tried to convince her that it was all her decision and made her feel guilty and dirty. When Nessa finally got out of her mother’s home, she was quickly swept up by who she thought was a knight in shining armor. In reality, this man became her next trafficker. After additional layers of trauma, self-harm behaviors, and negative mental and physical health outcomes, she was able to get free.


Agency: Suquamish Tribe                            
Program Name: Community Outreach Specialist 2022

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Continuing to make progress towards overall goal of integrating peer services into agency work.  Long-term funding stream identified.  Still working on peer certification so we can begin billing for services.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
Most services have been outward facing and she has been involved in many community activities.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We have identified an alternative funding source and will not be seeking a renewal of this grant!

Success Stories:
Implementation of cultural activities.  Craft group.  Members made ribbon skirts. 
185Participation in community support groups.

Agency: West Sound Treatment Center	                   
Program Name: New Start

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
*We are finding difficulty engaging inmates upon their release. We believe this is due to lacking a dedicated New Start Peer Support staff member to track and offer engagement/outreach.
*We hope this will improve in the coming year when we can offer SUD outpatient in conjunction with assessments in the jail.
*We need funding to offer indigent supplies to people coming out of jail.
*Thank you for your continued support.
*Thank you for your work.





Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We actively collaborate with all community partners who are involved in SUD treatment in Kitsap.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We seek all funding sources to maximize sustainability at WSTC

Success Stories:
We have witnessed a success in “J” who is a member of the New Start men’s house. J came to WSTC in the summer of 2021. J quickly realized he needed to change his living environment if he was going to be successful in his program. “J” applied for housing in July of 2021 and was accepted which he expressed renewed his faith in the program. At that time, the available house was in Washington Ave. We noted very quickly that “J” was eager to jump in and get things done in the house. He became a strong core member within a short time and often offered to do things to improve the house from small repairs, to yard work. He remarked that it was a way he felt he give back. J had a background working construction and he said it made he feel good to get back in to swing of working with his hands to create things, and to establish a routine more in line with a 9-5 job during the day. “J” always kept things real with staff, communicating the needs of the house and challenges that arose as well. 

Agency: West Sound Treatment Center	
Program Name: Mental Health Wrap Around 

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
Objectives are unmet as this project is only being staffed by CEO on a limited-time basis. We have been unable to find a MH professional to lead the project full time, and this is a region-wide issue at this time. The changes in scope of work for future contracts will focus on peer support staff with CEO as LMHCA & outside referrals in order to overcome the lack of MH professionals in our region.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
CEO's two summaries of client assessments indicate CEO is cognizant of community partners and can/will make adequate referrals as needed. Both clients’ files indicate adequate use of outside partners for additional/pertinent services. Both files indicate adequate services/documentation from within WSTC to provide a quality experience.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We will most likely be concluding this project at the end of quarter 4, as we have been unable to find a full-time MH to lead this project. We are simply doing what can be done in the time that is left to help who we can. CEO will continue working one on one with engaged clients at end of contract, however.

Success Stories:
The program is too fresh to have any long-term outcomes at this time. Our success is the ability to serve at least one+ individuals with their MH at this fragile time in our society. Our patients are high-risk and high-needs, and even the ability to launch near end-contract, we thank the county & 1/10th for this opportunity.






Comments:
We thank the 1/10th of 1% board for funding this underserved need. We are sad to announce that we have not been able to fill this position and find it to be a Peninsula-wide deficiency. We have chosen to re-write/re-structure the program to be peer support focused hopefully for the 2023 year, with a very small percent of people receiving MH evals for referrals, based on need. The MH exams will be fulfilled by Ken Wilson LMHCA. We look forward to continuing our work here and making a difference in Kitsap's recovery community.

Added comments: 
Overall, launching at the end of quarter 3 for a short duration, this project is off to a good start. Both clients that CEO has worked with have expressed desire to do one-on-one work to counsel/work through MH issues in great detail. Both clients agreed to journal series. One client, although engaged with WSTC was placed back into custody albeit the probation/parole officer suggested that participation in MH at WSTC would suffice the violation. This is an opportunity to see first-hand the barriers to SUD recovery, as well as what we can do to provide best-care treatment. We appreciate the ability to serve the small few we can during this time. We look forward to increasing out peer support staff + CEO/LMHCA, in lieu of 100% FTE MH staff in the future.

Agency: YWCA	
Program Name: Survivor Therapy Program

Reflecting on evaluation results and overall program efforts, describe what has been achieved this Quarter. If objectives went unmet, why? Are there any needed changes in evaluation or scope of work?
We provided individual therapy for several survivors and started 2 therapy groups. We are excited about the groups and the survivors are too.

Briefly describe collaborative efforts and outreach activities employing collective impact strategies.
We are referring survivors to other therapy options when we are not the right fit like Kitsap Mental Health and providers close to their home that can bill for their insurance.

Please describe your sustainability planning – new collaborations, other sources of funding, etc.
We continue to search for other funders. We want to grow children and teen therapy options and start a teen group soon.

Success Stories:
A survivor with a daughter has been going to our YWCA support Group for a bit and she started therapy one on one and is so excited and said that is what she needed. She is going back to college and started a new job and is excited about her opportunities. 
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	2022 Revenue: $ 4,136,987.57

	Agency
	2022 Award
	First QT
	%
	Second QT
	%
	Third Qt
	%
	Fourth Qt
	%
	2022 Total
	2022 Balance

	Agape
	$	209,392.00
	$	 34,765.67
	16.60%
	$                    81,756.81
	39.00%
	$           102,421.25
	48.00%
	$	-
	0.00%
	   $              102,421.25
	  $	106,970.75

	Aging and Long Term Care
	$	90,000.00
	$	7,789.15
	8.65%
	$                      36,798.69
	40.88%
	$	
	0.00%
	$	-
	0.00%
	$	 36,798.69
	  $	53,201.31

	City of Bremerton
	$	67,900.00
	$	-
	0.00%
	$	     0
	0.00%
	$	-
	0.00%
	$	-
	0.00%
	$	    0
	  $	67,900.00

	City of Poulsbo
	$	 85,457.00
	$	6,577.53
	7.70%
	$                     41,670
	48.76%
	$	-
	0.00%
	$	-
	0.00%
	$	      41,670
	  $	 43,787.00

	The Coffee Oasis
	$	289,626.00
	$	63,769.38
	22.02%
	$                 178,414.06
	61.60%
	$	-
	0.00%
	$	-
	0.00%
	$             178,414.06
	  $	111,211.94

	Eagles Wings
	  $                    196,478.00
	$                 20,745.98      
	10.56%
	$                     81,512.52                      
	41.48%
	$                             -
	0.00%
	$                               -
	0.00%
	$                 81,512.52
	 $             114,965.48

	Family Behavioral Health CCS
	  $                   287,694.00
	$                34,818.71
	12.10%
	$                   167,880.71
	58.35%
	$                             -
	0.00%
	$                               -
	0.00%
	$                167,880.71
	 $             119,813.29

	Fishline NK
	  $                   136,000.00
	$                                -
	0.00%
	$                     59,301.05
	43.60%
	$                             -
	0.00%
	$                               -
	0.00%
	$                  59,301.05
	 $              76,698.95

	Kitsap Community Resources
	$	684,055.00
	$	184,975.73
	27.04%
	$             399,925.15
	58.46%
	$	-
	0.00%
	$	-
	0.00%
	$	399,925.15
	 $	 284,129.85

	Kitsap Community Foundation
	$	45,529.00
	$	15,179.98
	33.34%
	$               29,162.96
	64.05%
	$	-
	0.00%
	$	-
	0.00%
	$	29,162.96
	 $	 16,366.04

	Kitsap County District Court
	$	341,035.00
	$              87,987.85
	25.80%
	$                  169,399.14
	49.65%
	$	-
	0.00%
	$	-
	0.00%
	$           169,399.14
	 $              171,635.86

	Juvenile Therapeutic Courts
	$	195,238.00
	$	46,209.20
	23.67%
	$               98,248.71
	50.32%
	$	-
	0.00%
	$	-
	0.00%
	$                  92,248.71
	 $	   96,989.29

	Kitsap County Prosecutors
	$	297,696.00
	$	50,690.10
	17.03%
	$             122,465.44
	41.13%
	$	-
	0.00%
	$	-
	0.00%
	$              122,456.44
	 $	 175,230.56

	Kitsap County Sheriff's Office CIO
	$	134,367.00
	$	7,414.15
	5.52%
	$               96,991.99
	72.18%
	$	-
	0.00%
	$	-
	0.00%
	$	 96,991.99
	 $            37,375.01 

	Kitsap County Sheriff's Office CIT
	$	22,500.00
	$	-
	0.00%
	$	     0
	0.00%
	$	-
	0.00%
	$	-
	0.00%
	$	    0
	$	22,500.00

	Kitsap County Sheriff's Office Reentry
	$	336,547.00
	$	26,028.22
	7.73%
	$                     56,677.13
	16.84%
	$	-
	0.00%
	$	-
	0.00%
	$	56,677.13
	$	279,869.87

	Kitsap Superior Court (Adult Drug Court)
	$	488,567.00
	$           102,409.95
	20.96%
	$             205,599.94
	42.08%
	$	-
	0.00%
	$	-
	0.00%
	$          205,599.94
	$	286,315.35

	Kitsap Superior Court (Veterans)
	$	90,023.00
	$	23,251.65
	25.83%
	$               40,879.23
	45.40%
	$	-
	0.00%
	$	-
	0.00%
	$	40,879.23
	$	49,143.77

	KPHD NFP
	$	285,353.00
	   $                                -
	0.00%
	$              93,339.37
	32.70%
	$	-
	0.00%
	$	-
	0.00%
	$	93,339.37
	   $	   192,013.63   

	Kitsap Homes of Compassion
	$	345,000.00
	$	57,000.00
	16.52%
	$            171,000.00
	49.56%
	$	-
	0.00%
	$	-
	0.00%
	$               171,000.00
	$	174,000.00

	Kitsap Rescue Mission
	$	99,925.00
	$	1,803.48
	1.80%
	$                   27,162.73
	27.18%
	$	-
	0.00%
	$	-
	0.00%
	$                  27,162.73
	  $                 72,762.27

	Olympic ESD 114
	$	699,193.00
	$	 51,127.86
	7.31%
	$             196,077.26
	28.04%
	$	-
	0.00%
	$	-
	0.00%
	$	 196,077.26
	$	503,115.74

	One Heart Wild
	  $                   132,600.00
	$                32,339.75
	24.39%
	$                     69,655.50
	52.53%
	$                             -
	0.00%
	$                              -
	0.00%
	$                  69,655.50
	   $                  62,944.50

	Kitsap Mental Health Services
	  $                     430,607.00
	$                56,096.50
	13.03%
	$                  151,026.89
	35.07%
	$                             -
	0.00%
	$                              -
	0.00%
	$               151,026.89
	 $                279,580.11

	Peninsula Community Health
	$	294,517.00
	$	             -
	0.00%
	$               11,053.14
	3.75%
	$	-
	0.00%
	$	-
	0.00%
	$	11,053.14
	 $	 283,463.86

	Scarlet Road
	$	75,000.00
	$	1,151.89
	1.54%
	$               18,058.65
	24.07%
	$	-
	0.00%
	$	-
	0.00%
	$                18,058.65
	 $	 56,941.35

	Suquamish Tribe
	 $                        99,879.00
	$                                 -
	0.00%
	$                                     0
	0.00%
	$                            -
	0.00%
	$                              -
	0.00%
	$                                  0
	 $                 98,879.00

	West Sound Treatment Center
	$                  450,951.00
	$             27,562.74
	6.11%
	$                  178,034.88
	39.47%
	$                            -
	0.00%
	$                              -
	0.00%
	$               178,034.88
	 $               272,916.12

	YWCA
	$	 176,456.00 
	$	              -
	0.00%
	$	     0
	0.00%
	$	-
	0.00%
	$	-
	0.00%
	$	                0
	 $	176,456.00

	Total
	$	7,087,585.00
	$	 939,695.47
	13.26%
	$	-
	41.63%
	$	-
	0.00%
	$	-
	0.00%
	$	   2,950,597.43
	   $	 4,136,987.57

	
	
	
	
	
	
	
	
	
	
	
	



27


[image: ]Kitsap County Mental Health, Chemical Dependency & Therapeutic Court Programs Quarterly Summary Outputs and Outcomes Report
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	Agency
	Third QT Outputs
	Third QT Outcomes

	Agape Unlimited- AIMS Co-occurring Disorder Services

Baseline: Unduplicated number of individuals served during the quarter
	AIMS:
· 7 assessments (Q2) 3 (Q1) 2
· 12 total clients (Q2) 28 (Q1) 29
· 0 graduates (Q2) 0 (Q1) 4


Treatment Navigator:
· 183 assessments (Q2) 67 (Q1) 33

	AIMS:
· 215 SUD intakes Y-T-D AIMS questionnaire (Q2) 134(Q1) 57
· 39 clients referred to AIMS services Y-T-D 
· 7 eligible to attend first apt. (Q2) 5 (Q1) 2
· 11 enrolled participants attended at least 1 appointment per month

Treatment Navigator:
· 191 total clients 
· 3 clients gained insurance (Q2) 6(Q1) 5
· 5 clients gained photo ID’s(Q2) 3 (Q1) 4
· 0 clients filled out housing applications (Q2) 2 (Q1) 3
· 15 transports provided by navigator(Q2) 20 (Q1)

	Kitsap County Aging and Long-Term Care

Baseline: Unduplicated number of individuals served during the quarter

Believe in Recovery 2022

Baseline: Unduplicated number of individuals served during the quarter




Bremerton Police Department

Baseline: Unduplicated number of individuals served during the quarter




Cedar Grove Counseling

Baseline: Unduplicated number of individuals served during the quarter

	· 51 individual consultations (Q2)40 (Q1) 26
· 1 staff consultation (Q2) 0 (Q1) 1
· 0 workshops(Q2) 0 (Q1) 1
· 45 individuals of focus (Q2) 24
· 1 staff served (Q2) 14

· 37 Unduplicated Individuals
· 37 individuals served in jail 
· 29 Individuals served post release
· 3  18-24-year olds
· 27  25-44-year olds
· 7  45-64-year olds

· 680 behavioral health calls
· 107 referrals provided
· 106 outreach to individuals
· 90 individuals served – the remaining 16 were unreachable or did not want services



· 5 Housing vouchers provider
· 31 transportation services  provided
· 7 Vocational/Educational support provided (license, resume, interview clothes, etc)
	· 18 PCP referrals(Q2) 21 (Q1) 16
· 13 legal services referrals (Q2) 7 (Q1) 6
· 0 counseling support referral (Q2) 3 (Q1) 1 No referrals to counseling because Kitsap Aging behavioral health provider is not accepting referrals  

· 37 clients who went to jail
· 23 clients to treatment
· 19 clients to inpatient
· 4 clients to outpatients
· 3 clients to treatment- refused
· 14 Other Outcome 

· 1 diversion plans that Navigator is involved with
· 2 high utilizers who have shown a reduction in negative law enforcement contact for at least 3 months
· 90 follow ups made about connection to services YTD
· 24 post suicidal call outreach made when person is not detained by a DCR YTD
· 1 quarterly meetings attended YTD

· 2 Unduplicated participants completed treatment (YTD)
· 20 Unduplicated participants began treatment (YTD)
· 22 Unduplicated participants served (YTD)

	 City of Bremerton

Baseline: Unduplicated number of individuals served during the quarter
	· 701 behavioral health calls, (Q2) 831  (Q1) 680
· 152 referrals provided, (Q2) 119  (Q1) 107
· 152 outreaches to individuals, (Q2) 72  (Q1) 106
· 152 individuals served, (Q2) 72  (Q1) 90
(99 people accepted services  The others refused or did not need services)

	· 3 diversion plan navigator involved in (Q2) 1
· 10 high utilizers who have shown reduction in negative law enforcement contact, (Q2) 4 (Q1) 2
· 261 follow ups made about connections to services with connections to services, (Q2) 226 (Q1) 90
· 162 interested in receiving those services (Q2) 162
· 52 post-suicidal call outreach/not detained (Q2) 39

	City of Poulsbo
	· 262 home visits, (Q2) 101(Q1) 120
· 98 community visits (Q2) 32
· 86 visits with family or caregivers, (Q2) 46(Q1) 37
· 11 transportation services, (Q2) 30 (Q1) 5
· 8 individuals provided case management, (Q2)12 (Q1) 10
· 143 unique individuals served (Q2) 50



	· 5 homeless and sheltered, (Q2) 7 (Q1) 8
· 8 homeless and unsheltered, (Q2)  4 (Q1) 9
· 18 suicide attempts or ideation, (Q2) 2  (Q1) 5
· 3 Veteran or Active military (Current qtr) 
· 1 overdoses, (Q2) 1  (Q1) 0
· 10  youth (under18), (Q2) 2  (Q1) 2
· 51 senior (over 65), (Q2) 23 (Q1) 2
· 40 self-reported mental health issues, (Q2) 13 (Q1) 8
· 26 self-reported substance use issues, (Q2) 6 (Q1) 8
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	Agency
	Third QT Outputs
	Third QT Outcomes

	Coffee Oasis


Baseline: unduplicated number of individuals served during the quarter










Discovery Behavioral Health

Baseline: unduplicated number of individuals served during the quarter

















 Dove House


Baseline: unduplicated number of individuals served during the quarter

	· 456 texts responded to on crisis line, (Q2) 44 (Q1) 675
· 57-person crisis intervention outreach contacts, (Q2)   69 (Q1) 95
· 16unduplicated BH therapy sessions, (Q2) 3 (Q1) 12
· 7 unduplicated BH SUD specific therapy sessions, (Q2) 12 (Q1) 9
· 18 intensive case management sessions, unduplicated, (Q2) 14 and 42 (Q1) 91 and 11
· 49 total clients served, (Q2) 42 (Q1) 168
· 49unduplicated crisis intervention outreaches, (Q2) 142 (Q1) 71




	Transitional Housing
· 1 referral financial assistance
· 1 referral HARPS application
· 1 Referral Housing application
· 1 Referral other document application
· 1 Referral Section 8 housing application
· 1 referral OlyCAP Services
· 1 unduplicated existing client

 Wrap Around Services
· 4 therapy sessions total
· 15 group therapy sessions total (current qtr)
· 41 case management services total 
· 120 medication management/monitoring services
· 3 Peer support services total
· 8 total 1/10th funded clients
· 2 new 1/10th funded clients
· 6 existing 1/10th funded clients

· 90 recovery circles conducted
· 392 volunteer hours
· 3 referrals made to outside services
· 1180 meals served
· 5 visits from outside groups to present
· 75 contacts made with visitors or members
· 4 volunteer trainings
· 889 café entries by members
· 336 unduplicated visitors
· 74 unduplicated members
· 6 members who also facilitate recovery circles
· 21 volunteers

	· 456 youth in crisis who engaged in at least two contacts; call or text, (Q2) 140 (Q1) 44
· 659 youth in crisis contacted Y-T-D, (Q2) 237 (Q1) 95
· 2784 texters in crisis, (Q2) 86 (Q1) 675
· 127 crisis texts that are resolved over the phone or with community resources, (Q2) 85 (Q1) 28
· 96 youth served by SUD professional by appointments, (Q2) 56 (Q1) 12
· 16 in case management services who completed a housing stability plan including educational/employment goals, (Q2) 15 (Q1) 11
· 16 homeless youth served by Coffee Oasis within management, (Q2) 20 (Q1) 9
· 2784 texts Y-T-D
· youth attended SUD appointments Y-T-D179

Transitional Housing
· 1 self-reported relapses
· 1 participant successfully moved to permanent housing (YTD)
· 2 enrolled participants (YTD)
· 2 DBH participant progressing on stability plan (YTD)
· 2 DBH participants who made stability plan (YTD)





Wrap Around Services
· 209 services/encounters to 1/10th funded clients 
· 8 of 1/10th funded clients served in past quarter
· 8 of 1/10th funded clients received at least 1 therapeutic service each month of past quarter
· 8 of 1/10th funded clients in past quarter





· 889 visits by members in current quarter
· 74 members
· 90 recovery circles in the past year













	Eagles Wings
	· 39 psychiatric intakes, (Q2) 18  (Q1) 22
· 169 housing meetings (weekly meetings at 7 different houses) (Q2) 119 (Q1) 91
· 2145 case management encounters, (Q2) 1836 (Q1) 936

	· 76 unduplicated individuals served with 55 still active at end of quarter, (Q2) 48 (Q1) 24
· 51 individuals served with medication management, (Q2) 20  (Q1) 21
· 20 individuals served in therapeutic court program, (Q2)10  (Q1) 2

	Family Behavioral Health CCS

Baseline: Unduplicated number of individuals served during the quarter



First Step Family Support Center

Baseline: Unduplicated number of individuals served during the quarter

	· 273 services, (Q2) 261 (Q1) 120
· 14 clients, (Q2) 12 (Q1) 8




· 576 home visits (in-person, zoom, phone)
· 13 socialization gathers (in-person, zoom)
· 439 Encounters (check-ins outside of home visits)
· 176 Resource Connections
	· 215.32 service hours, (Q2) 252 (Q1) 145
· 7 clients served, (Q2) 12 (Q1) 8
· 2 total referrals, (Q2) 18 (Q1) 26
· 6referrals entered services,(Q2) 5 (Q1) 8 
· 5 clients with PCOMS treatment response score, (Q2) 2 (Q1) 2

· 1 at least 75% of parent educators receive ongoing reflective supervision as appropriate (1 yes 2 no)
· 30 social gatherings (virtual or in-person) YTD


	Fishline NK

Baseline: Unduplicated number of individuals served during the quarter





Jefferson County Juvenile Court

Baseline: Unduplicated number of individuals served during the quarter

















Jefferson County Public Health

Baseline: Unduplicated number of individuals served during the quarter




















Jumping Mouse

Baseline: Unduplicated number of individuals served during the quarter



	· 28 outreaches to the community about counseling services, (Q2) 76 (Q1) 20
· 13 referrals from Fishline to counseling services, (Q2) 10 (Q1) 21
· 3 referrals from counselor to Fishline, (Q2) 18 (Q1) 17
· 162 counseling sessions, (Q2) 162 (Q1) 72
· 17 clients served, (Q2) 30 (Q1) 17


Functional Family Therapy
· 1 referral total (current quarter)
· 1 referral – Educational programs
· 0 referral – SUD
· 0 referral CPS referral
· 0 referral – Job training and employment
· 3 total unduplicated WARNS assessments
· 1 total referrals to program
· 1 total unduplicated children

Pfeffer House
· 2 reengagement with education
· 3 pre-employment skills/Pathways
· 5 future planning
· 0 social services access (food stamps, etc)
· 39 therapeutic service sessions
· 6 total clients in therapeutic services (with lease or on waitlist)
· 4 total clients with lease (not everyone with lease in therapy)
 JC Nurse Family Partnership 2022

· 3 eligible referred clients
· 2 new clients enrolled 
· 5 short contacts (less than 15 min)
· 43 completed visits
· 14 families who received a visit
· 15 active families
· 4 attempted visits
· 20 referrals given total
· 0 referrals given to DSHS – TANF/Welfare/Food stamps
· 0 referrals given to IPV - other
· 0 referrals given to DYCF - CPS
· 8 referrals given to Mental Health treatment or therapy
· 2 referrals given to Substance Use Treatment or Resources Medical Care
· 0 referrals given to Job training, employment, and educational programs
· 0 referrals given to Housing
· 2 referrals given to transportation
· 8 referrals given to Other

 
 Brinnon
· 7 clients eligible for OTO
· 50 child sessions conducted
· 13 caregiver sessions conducted



 Main Center
· 60 clients eligible for OTO (ineligible due to data collection delay)
· 411 child sessions conducted
· 118 caregiver sessions conducted
· 70 unduplicated children
· 116 unduplicated caregivers
	· 17 referrals, (Q2) (Q1) 9
· 44 individuals assessed and seen within 3 days by Fishline therapist, (Q2) 31 (Q1)
· 48 individuals assessed and enrolled in Fishline Counseling Services YTD
· 17 served with therapeutic counseling services, (Q2) 30 (Q1) 17
· 3 clients referred to a case manager, (Q2) 31 (Q1) 17
· 3 meetings held with referral agencies, (Q2) 5 (Q1) 5

 Functional Family Therapy
· 1 FFT participants who graduated within 12 sessions YTD
· 4 FFT participants who have completed at least 12 sessions YTD
· 8 average caseload of all FFT Therapists in current quarter
· 0 families who have experienced attendance issues in the past quarter
· 1 family served in the past quarter



Pfeffer House
· 5 clients in therapeutic services who attended at least one session per month after intake YTD
· 6 clients in therapeutic services YTD
· 0 were monthly meetings/groups events established at Pfeffer House (1 yes, 0 no)
· 0 clients who attended all their Target/Goal meetings YTD
· 0 clients who had Target/Goal meetings YTD


 JC Nurse Family Partnership 2022

· 1 primary parents at pregnancy through 1 year PP in program who have reported current use of alcohol in the past quarter
· 2 primary parents at pregnancy through 1 year in PP in program who have reported current use of tobacco products in the past quarter
· 1 primary parents at pregnancy through 1 year PP in program who have reported current use of Marijuana products in the past quarter
· 1 primary parents at pregnancy through 1 year PP in program who have reported current use of Other Drugs (not alcohol/marijuana) in the past quarter











 Brinnon
· 7 unduplicated children successfully participated in therapy YTD
· 7 unduplicated children served in the program
· 11 unduplicated caregivers served who successfully developed intended skills/behaviors of program
· 11 unduplicated caregivers served in program YTD

Main Center
· 86 unduplicated children successfully participated in therapy YTD
· 91 unduplicated children served in program YTD
· 130 unduplicated caregivers served who successfully developed intended skills/behaviors of program YTD
· 137 unduplicated caregivers served in program YTD

	Kitsap Community Resources 

Baseline: Unduplicated number of individuals served during the quarter

	· 48 referrals to mental health, (Q2)  15 (Q1) 23
· 56 referrals to SUD services, (Q2) 8 (Q1) 11
· 45 referrals to primary care, (Q2) 14   (Q1) 16
· 9 referrals to employment and training services, (Q2)  2 (Q1) 7
· 49 referrals to housing, (Q2) 28  (Q1) 44



	· 47 average households on a caseload, (Q2) 38 (Q1) 24
· 237 unduplicated individuals, (Q2) 170  (Q1) 154
· 169 households, (Q2) 116  (Q1) 105
· 160 households that have received rental assistance and maintained housing 1 month, (Q2)85   (Q1) 87
· 103 households that have maintained housing for 6 months




	Agency
	Third QT Outputs
	Third QT Outcomes

	Kitsap Community Foundation
(Kitsap Strong)

Baseline: Unduplicated number of individuals served during the quarter
	· 1 RISE trainings conducted, 2 (Q1)
· 3 community of practice sessions, 1 (Q1)
· 0 applications for RISE training, 55 (Q1)
· 2 applications for Caring adult Cohort, 58 (Q1)

	· 48 individuals admitted into RISE training, 48 (Q1)
· 28 have completed training, 28 (Q1)
· 0 mentors, 48 (Q1)
· 0 youth served by mentors, 6,132 (Q1)
· 19 mentors attended one of three community of practice sessions, 11 (Q1)


	Kitsap County District Court Behavioral Health Court

Baseline: Unduplicated number of individuals served during the quarter
	· 20 service referrals provided, (Q2) 14 (Q1) 16
· 4 individuals housed, (Q2) 1 (Q1) 2
· 19 program participants, (Q2) 20 (Q1) 25
· 6 program referrals, (Q2) 7 (Q1) 5
· 1 participants terminated, (Q2) 2 (Q1) 2
· 3 new participants, (Q2) 2 (Q1) 2
· 135 incentives, (Q2) 89 (Q1) 145
· 26 sanctions, (Q2) 56(Q1) 72

	· 0 reoffenders in last quarter, (Q1) 0
· 0 graduates from last 18 months who reoffended, (Q1) 0
· 5 graduates last 6 months with 3 this quarter who completed a diversion program, (Q1) 5
· 77% overall life satisfaction
· 87 % license obtained
· 75% housed at some point in the program
· 50% or 10 participants reported feeling favorable overall life satisfaction, (Q1) 40%
· 25% or 4 remain homeless or became homeless again in the last quarter, (Q1) 29%
· 35% or 7 are trying to re-engage in vocational activities were successful, (Q1) 66%
· 7 participants trying to reobtain a driver’s license were successful, 86% (Q1)

	Kitsap County Juvenile Court

Baseline: Unduplicated number of individuals served during the quarter
	· 23 BHS sessions with ITC participants, (Q2) 8 (Q1) 23
· 1 BHS sessions with DC participants, (Q2) 5 (Q1) 9
· 3 BSH sessions with post-graduates, (Q2) 23(Q1) 14
· 6 UA tests for designer drugs, 22 (Q1)
· 5 ITC served by BHS (Q2) 6
· 1 drug court participants served by BHS (Q2) 2

	· 5 unduplicated youth in ITC who receive services from dedicated BHS,  Y-T-D
· 4 unduplicated youth in ITC who didn’t already have a therapist at entry, Y-T-D
· 4 juvenile drug court who receives MHTS by BHS, 
· 4 juvenile drug court who didn’t have a therapist at entry, 
· 48 youth screened for use of designer drugs who test negative, ytd
· 48 youth screened for use of designer drugs,

	Kitsap County Prosecutor’s Office

Baseline: Unduplicated number of individuals served during the quarter
	· 23 treatment court entries, (Q2)  23 (Q1) 18
· 2 BH court entries, (Q2)  0 (Q1) 2
· 17 drug court entries, (Q2)  13 (Q1) 11
· 1 felony diversion, (Q2) 6 (Q1) 4
· 2 entry to veteran’s court, (Q2) 1 (Q1) 1
· 2 entry to THRIVE Human Trafficking Court (Q2) 1



	· 44 applications, (Q2) 60 (Q1) 48
· 20pending entries, (Q2) 22 (Q1) 22
· 3 opted out, (Q2) 4 (Q1) 3
· 23treatment court entries, (Q2) 23 (Q1) 18
· 20 denied entry, (Q2) 29  (Q1) 17
· 3 DOSA participants, (Q2) 3 (Q1) 2





	Agency
	Third QT Outputs
	Third QT Outcomes

	Kitsap County Sheriff’s Office
Crisis Intervention Coordinator (CIC)

Baseline: Unduplicated number of individuals served during the quarter
	· 116 proactive contacts, (Q2) 83 (Q1) 92
· 57 calls received requesting services from Crisis Intervention Coordinator, (Q2) 44 (Q1) 86
· 9 meetings held to collaborate with KMHS and other organizations on crisis intervention, (Q2) 5 (Q1) 11

	· 78 unduplicated client proactive contacts made based on generated reports, (Q2) 211 (Q1) 64
· 103 reactive contacts to Crisis calls by CIC, (Q2) 17 (Q1) 17
· 214 unduplicated applicable clients connected to a DCR, (Q2) 71 (Q1) 88
· 214 unduplicated applicable clients, (Q2) 212 (Q1) 174
· 75 contacts with clients no longer in crisis, (Q2) 19 (Q1) 32
· 10 contacts were client voluntarily goes to hospital, (Q2) 7 (Q1) 5
· 46 contacts where client refused transport, (Q2) 13 (Q1) 15
· 14 clients required court order to go to hospital, (Q2) 5 (Q1) 6
· 51 contacts where individuals not in crisis but provided mental health resources, (Q2) 16 (Q1) 16
· 35 contacts where individuals provided referral to West Sound Treatment REAL Team, (Q2) 10 (Q1) 7


	Kitsap County Sheriff’s Office
Crisis Intervention Training (CIT)

Baseline: Unduplicated number of individuals served during the quarter









Kitsap County Sheriff’s Office
Reentry Program

Baseline: Unduplicated number of individuals served during the quarter

	· 0 CIT trainings (8 hour) 
· 1 CIT training (40 hour)
· 0 CIT training (enhanced 24 hour)
· 1 individual served – Bainbridge
· 1 individual served – Bremerton
· 2 individuals served – Kitsap County Sheriff
· 0 individual served – Port Orchard
· 2 individuals served – Poulsbo
· 0 individuals served – Port Gamble
· 0 individuals served – Suquamish
· 7 individuals served – Other



· 22 substance use disorder services, (Q2) 23 (Q1) 50
· 6 mental health services, (Q2) 4 (Q1) 6
· 72 co-occurring substance use disorder and mental health services, (Q2)  98 (Q1) 128
· 120participants, (Q2) 118 (Q1) 184
· 71 participants receiving MAT, (Q2)  62 (Q1) 47


	· 10 40-hour classes to 30 different Kitsap County Deputies YTD
· 0 sum of test scores at conclusion of course
· 0 sum of test scores at baseline of course
· 0 class participants who increased their knowledge, attitude and skills scores by at least 25%









· 336 prisoners receiving services, (Q2) 214 (Q1) 184 *********
· 3531 jail bed days for participants post-program enrollment, (Q2) 937 (Q1) 106
· 23554 jail bed days for participants pre-program enrollment, (Q2) 16,267 (Q1) 6346
· 82return clients, (Q2) 44  (Q1) 8
· 120 total clients served current quarter
· $3,342,171monies saved based on jail bed day reductions, (Q2) 2,406,810.00 (Q1) 980,616



	
	




	



	Agency
	Third QT Outputs
	Third QT Outcomes

	Kitsap County Superior Court

	Adult Drug Court:
· 8 attending college, (Q2) 3 (Q1) 11
· 4 received OC GED, (Q2) 5 (Q1) 3
· 13 created resumes, (Q2) 8 (Q1) 11
· 8 obtained employment, (Q2) 10 (Q1) 11
· 2 BEST business support training, (Q2) 5 (Q1) 3
· 41 housing assistance, (Q2) 14 (Q1) 6
· 18 licensing and education, (Q2) 12 (Q1) 8
· 70 received job services, (Q2) 81 (Q1) 90
· 12 new participants, (Q2) 11 (Q1) 10
· 9 graduates seen, (Q2) 6 (Q1) 5
· 6 legal financial obligations, (Q2) 8 (Q1) 5
· 18 budget services, (Q2) 17 (Q1) 19

  Veterans Treatment Court:
· 1 military trauma screening, (Q2) 5 (Q1) 1
· 1 new participants added, (Q2) 5 (Q1) 1
· 1 mental health referrals, (Q2) 3 (Q1) 1
· 1 substance use disorder screening, (Q2) 5 (Q1) 1
· 1referrals for substance use disorder treatment, (Q2)  5 (Q1) 1
· 21 active participants, (Q2)  23 (Q1) 20
· 0 participant discharged, (Q2)  0 (Q1) 1
· 3 graduate, (Q2) 3 (Q1) 1
· 3 active participants receiving MAT services, (Q2) 3 (Q1) 3

	Adult Drug Court:
· 106 active participants, (Q2) 99 (Q1) 95
· 36 receiving COD services, (Q2) 39 (Q1) 38
· 4 discharged, (Q2) 5(Q1) 4
· 8 graduates, (Q2) 5 (Q1) 4
· 41 receiving MAT services, (Q1) 37

Veteran’s Treatment Court:
· 26 participants screened using ASAM criteria within one week of admission to VTC, (Q2) 25 (Q1) 20
· 21 participants screened positive for needing substance use treatment and placed at either American Lake or KRC within two weeks of that determination, (Q2) 20 (Q1) 17
· 26 participant treatment plans reviewed/revised, if necessary, every 90 days by VA clinical provider recommendation, (Q2) 23 (Q1) 20
· 1 participants screened positive for needing mental health services were placed in treatment at VAMC or KMHS within 30 days of assessment, (Q2) 3 (Q1) 3


	Kitsap Public Health District

Baseline: Unduplicated number of individuals served during the quarter
	· 134 NFP nursing visits (Q2)103
· 130 outreach, presentations, referrals(Q2) 63
· 43 mothers served(Q2) 32
· 35 infants served(Q2) 31
· 10 Mothers with CHW or Public Health Educator outreach/case management
· No (Q1) data available
	· 390 CHW or Public Health Educator Outreach and case management encounters (Q2) 72
· 11 postpartum support group sessions (Q2)5
· ?? retention rate for NFP clients (Q2) 94
· ?? unduplicated clients who have PHQ-9 and GAD 7 screen (Q2) 39
· ??% of graduated clients show improvement with identified substance use disorder (Q2) 83%
· ??% of unduplicated clients show improvement in Omaha System at graduation in past five years (Q2)93%
· ??% of graduated clients with mental health problems identified-show improvement in KBS at graduation in past five years (Q2) 95%




	Agency
	Third QT Outputs
	Third QT Outcomes

	Kitsap Homes of Compassion

Baseline: Unduplicated number of individuals served during the quarter
	· 107 supportive housing residents served, (Q2)120 (Q1) 117
· 21 residents living in sober living homes, (Q2)21 (Q1) 14
· 89 residents in low-barrier housing, (Q2)99  (Q1) 103

	· 1 full-time navigators and 1 therapist not hired, (Q2) 1 (Q1) 2
· 1 school connections for student recruitment, (Q2) 1 (Q1) 5
· 1 master level interns recruited, (Q2) 0 (Q1) 0
· 0 master level BA interns recruited, (Q2) (Q1) 0
· 13 volunteer house managers who are attending training, (Q2) (Q1) 10
· 14 house managers’ total, (Q2)14 (Q1) 15
· 2 trainings conducted, (Q2)2 (Q1) 2
· 76 residents receiving KHOC case management, (Q2) 76 (Q1) 48
· 138 residents receiving case management, (Q2) (Q1) 81
· 144 residents receiving housing supports, (Q2) 144 (Q1) 117
· 144 wellness intake screenings, (Q2) 144 (Q1) 117
· 35 mental health clients, (Q2)31 (Q1) 23
· 35 mental health clients have a completed treatment plan, (Q2) 31 (Q1) 23
· 6 crisis calls with response time within 1 hour, (Q2) 12 (Q1) 6
· 4 crisis calls resulted in activation of emergency services, (Q2) 2 (Q1) 4

	Kitsap Rescue Mission

Baseline: Unduplicated number of individuals served during the quarter







Kitsap Strong

Baseline: Unduplicated number of individuals served during the quarter




Lutheran Community Services NW

Baseline: Unduplicated number of individuals served during the quarter





















MCS Counseling

Baseline: Unduplicated number of individuals served during the quarter













OlyCap Housing 2022

Baseline: Unduplicated number of individuals served during the quarter

	· 0 assessments, (Q2) 2 (Q1)
· 0 detox admits, (Q2) 5 (Q1)
· 0 inpatient treatment admit, (Q2) 1 (Q1)
· 0 outpatient admit, (Q2) 1 (Q1)
· 2 sober living placement, (Q2) 1 (Q1)
· 258 1:1 session, (Q2) 27 (Q1)
· 0 1:1 session with a CMHP or MH provider, (Q2) 8 (Q1)
· 25 911 calls, (Q2) 31 (Q1)
· 8 emergency room engagements, (Q2) 2 (Q1)


· 0 RISE trainings conducted (Q2) 1 (Q1) 2
· 3 Community of Practice sessions (1 per month)
· 48 mentors
· 6132 youth served by mentors (per mentors)
· 38 unduplicated mentors who attended at least one of the three community practice sessions


Child Check 2000

· 163 phone calls from parent line
· 4 West Clallam outreach events in current quarter
· 9 Central Clallam outreach events
· 3 East Clallam outreach events
· 24 referrals to health-related services
· 6 referrals to early learning services
· 187 referrals to basic needs services or family crisis management services
· 101 referrals to other services (include food insecurity, rental, utility assistance)

Healthy Family Projects 2022
· 67 days of family health center held (drop ins)
· 1 financial health courses held (survival budgeting)
· 1 physical health classes held
· 14 community events held
· 2 Healthy living workshops conducted
· 1 near sciences workshop conducted




· 16 contacts with community members/family about individual who Navigator is serving
· 36 contacts with individuals
· 1 contacts that led to arrest
· 13 crisis calls received
· 0 walk-in visits
· 39 referrals provided total
· 4 referrals provided – Dove House
· 7 referrals provided to OlyCap
· 12 referrals provided to DBH
· 3 referrals to Food Bank
· 0 referrals to legal support
· 4 referrals to Safe Harbor
· 5 referrals to Believe in Recovery
· 1 unduplicated individuals who refused service


· 0 client intakes
· 1 client discharge
· 1 client discharged due to permanent housing
· 12 total clients – head of household
· 0- new clients
· 2 dependents










	
· 152 individuals served, (Q2) 66 (Q1) 81
· 57 individuals served with SUDP services, (Q2) 22 (Q1) 14
· 11 individuals served with MH services, (Q2) 42 (Q1) 3
· 0 individuals utilizing housing navigator services, (Q2) 22 (Q1) 33






· 48 individuals admitted inot the RISE training YTD
· 55 individuals who applied for RISE training YTD
· 60 individuals register for Caring Adult Cohort YTD
· 48 individuals who register for training YTD
· 48 Individuals who completed RISE training YTD



Child Check 2000

· 16 undpulicated children screened
· 34 parents provided resouces
· 3 parents coached
· 2 atypical motor function screenings
· 4 atypical speech function screenings
· 1 atypical cognitive function screenings
· 34 unduplicated parents who received relevant information about growth, development and health and school readiness for their child
· 34 unduplicated parents

Healthy Family Projects 2022
· 41 healthy family participants
· 14 financial health participants
· 16 physical health participants
· 1461 community event attendees
· 9 healthy living workshop attendees
· 4 near sciences workshop attendees
· 34 unduplicated families completed 4-week financial health course
· 39 unduplicated families completed 4-week physical health course
· 9 unduplicated families who attended Healthy Living sessions

· 20 unduplicated individuals contacted
· 8 unduplicated new individuals
· 14 unduplicated returning individuals (more than 1 contact)
· 11 unduplicated individuals who refused service
· 2 referrals to Navigator Program from other comm. Agency YTD
· 87 referrals to Navigator from Law Enforcement (911 calls)
· 3 referrals to Navigator from community members YTD
· 5 referrals to Navigator from navigator initiated YTD
· 33 referrals to navigator program from self-referral YTD
· 130 contacts in 2022 YTD
· 47 unique clients in 2022 YTD
 





· 4 new clients referred by therapeutic court YTD
· 0 new clients referred by hospital discharge
· 2 new clients referred by jail discharge
· 3 new clients referred by DOC discharge
· 1 new client referred by treatment discharge
· 1 new client referred by other source
· 6 clients who made a stability plan
· 13 total clients YTD
· 7 clients obtained employment
· 0 clients went back to school or got job training
· 0 clients reunified with their children YTD
· 0 clients gained health insurance
· 13 bed occupied by clients per quarter

	Olympic Educational District 114

Baseline: Unduplicated number of individuals served during the quarter
	· 148 elementary contacts with clients, (Q2) 808 (Q1) 808
· 58 middle school contacts with clients, (Q2)87 (Q1) 220
· 34 high school contacts with clients, (Q2)107 (Q1) 111
· 9 elementary drop-ins, (Q2) 25 (Q1) 19
· 31 middle school drop-ins, (Q2)12 (Q1) 83
· 74 high school drop-ins, (Q2) 9 (Q1) 17
· 106 elementary parent interactions, (Q2) 355 (Q1) 289
· 3 middle school parent interactions, (Q2) 4 (Q1) 39
· 5 high school parent interactions, (Q2) 1 (Q1) 3
· 145 elementary staff contacts, (Q2) 421 (Q1) 437
· 22 middle school staff contacts, (Q2) 0 (Q1) 48
· 23 high school staff contacts, (Q2) 0 (Q1) 18

	· 286 students have received services at targeted elementary, middle, and high schools (year to date), (Q2) 235 (Q1) 237
· 77 unduplicated elementary students served, (Q2) 132 (Q1) 143
· 28 unduplicated middle school students served, (Q2) 17 (Q1) 49
· 15 unduplicated high school students served, (Q2) 19 (Q1) 45




	Agency
	Third QT Outputs
	Third QT Outcomes

	Kitsap Mental Health Services


Baseline: Unduplicated number of individuals served during the quarter

























Olympic Personal Growth Center

Baseline: Unduplicated number of individuals served during the quarter





Peninsula Behavioral Health

Baseline: Unduplicated number of individuals served during the quarter











	Pendleton Place:
· 35 classes held for clients (Q2) 13 (Q1-N/A)
· 774 client meetings with housing supports (Q2) 608 (Q1-N/A)
· 183 meetings with peer support (Q2) 173 (Q1-N/A)


 








 
Unfunded Behavioral Health – Crisis Triage
· 135 individuals served in 675?? days for crisis stabilization services (Q2) 307 individuals served in 1221 days for crisis stabilization services (Q1)172 individuals served in 692 days for crisis stabilization services
· 68 individuals served in 1904?? days of residential substance use treatment services (Q2) 135 individuals served in 2261 days of residential substance use treatment services (Q1) 66 individuals served in 1088 days of residential substance use treatment services



· 34.375 individual therapy sessions
· 3 SUD assessments
· 390 group therapy hours
· 0.5 case management hours
· 0 recovery coaching



Access to Behavioral Health Services for Low Income 2022
· 4 Mental health evaluations
· 254 individual therapy sessions
· 83 group therapy sessions
· 2 case management sessions
· 78 medication management appointments
· 0 adult day treatment
· 21 SUD services
· 19 residential services
· 0 Pharmacy co-pays
· 0 deductibles, copays or denials



 PATH 2022
· 153 total referrals
· 63 referrals to SUD services
· 29 referrals to MH services
· 36 referrals to housing
· 7 referrals to medical services
· 16 referrals to DSHS
· 2 SOAR applications completed
· 5 referrals to PATH from ER/medical services
· 27 referrals to PATH from social service organizations
· 21 referrals to PATH from SUD providers
· 11 referrals to PATH from law enforcement
· 113 total unduplicated individuals contracted
· 27 unduplicated individuals enrolled in PATH
· 27 unduplicated individuals enrolled in PATH with MH/SUD issues
	Pendleton Place:
· 72 individuals served (Q2) 66 (Q1-N/A)
· 53 mental health (Q2) 39 (Q1-N/A)
· 14 substance use disorder (Q2) 13 (Q1-N/A)
· 13 dual diagnosis (Q2) 20 (Q1-N/A)
· 5 individuals received permanent housing (Q2) 66 (Q1-N/A)
· ?? engaged in MH/SUD care prior to placement (Q2) 47 of 66 (Q1-N/A)
· ?? engaged in MH/SUD care since placement (Q2) 52 of 66 (Q1-N/A)
· 53 engaged in primary care prior to placement (Q2) 51 of 66 (Q1-N/A)
· 61 engaged in primary care since placement (Q2) 54 of 66 (Q1-N/A)



Unfunded behavioral Health – Crisis Triage
· 285 individuals stayed for up to 5 days (Q2) 150 (Q1) 28
·  419 individuals are clients of KMHS or accepted services for MH services at discharge (Q2) 228 (Q1) 103
· 182 have SUD appt scheduled for discharge, 187 completed 1st appt (Q2) 126 (Q1) 88 and 84
·  349 have MH appt scheduled for discharge, 228 completed 1st appt
· 161 and 145PHRC (Q2) 298 and 228 (Q1) 37 and 29
· 135 Crisis Triage clients had a successful 30-91 day follow up
· 145?? clients discharged Y-T-D also KMHS clients




· 10 unduplicated clients with SUD diagnoses
· 3 clients who graduated the program 






· 54 total clients
· 7 new clients
· 0 clients completing the program
· 9 clients who left program due to lost to contact
· 0 clients who left program due to moved/transferred
· 4 eligible >120 days unduplicated clients who have completed treatment
· 0 eligible (those who have been in services at least 120 days) unduplicated clients YTD
· 0
· 1 Treatment plan identified goals across all individuals who’ve had a 90-day review during reporting period



· 13 enrolled clients who gained housing YTD
· 30 enrolled clients who indicated need for housing YTD
· 36 enrolled clients who left services due to loss to follow-up (lost contact, not loss to follow up)
· 138 enrolled clients YTD
· 4 enrolled clients who left services voluntarily YTD
· 97 services goal completed by clients
· 103 service goals set by clients YTD
· 138 clients who have maintained contact with their Peer support in current quarter
· 138 clients with a peer support in current quarter

	Peninsula Community Health Services

Baseline: Unduplicated number of individuals served during the quarter








Reflections Counseling Services Group

Baseline: Unduplicated number of individuals served during the quarter


Reflections Counseling Services Group

Baseline: Unduplicated number of individuals served during the quarter
	· 53 mental health visits (Q2) 97 (Q1) 42
· 8 substance use disorder visit (Q2) 25 (Q1) 1
· 27 youth clients (Q2) 43 (Q1) 21









· 474 contacts by office of Community Paramedicine
· 172 unduplicated patients
· 26 patients with intense case management



· 62 brief interventions
· 76 assessments
· 50 engagements (any service after assessment before admit)
· 59 admits into ANY treatment (detox, residential, outpatient)
· 203 case management
· 112 unduplicated clients
· 20 IUID clients (IV drug users)
· 9 PPW clients (pregnant & postpartum women)
· 5 PPW & UIUD
· 0 youth clients
· 15 MAT clients






	· 1 Staff hired and oriented by end of (Q2) N/A (Q1) 1
· 32 behavioral health patients who have completed 3 or more behavioral health visits (year to date) (Q2) 28 (Q1) 5
· 74 of behavioral health patients (year to date) (Q2) 58 (Q1) 21
· 74 youth served (year to date) (Q2) 58 (Q1) 21
· 219 visits by youth (year to date) (Q2) 158 (Q1) 43
· 40 unduplicated patients who completed at least one physical health visit (year to date) (Q2) 24 (Q1) 2
· 74 unduplicated patients who completed at least one behavioral health visit (year to date) (Q2) 58 (Q1) 21


· 165 unduplicated individuals contacted by the community Paramedic (Q3)




· 7 transports (local) in past quarter
· 14 transports to detox, inpatient & medical appointments (out of county)
· 185 clients who stayed in services for 72 hours or were successfully discharged
· 357 total unduplicated clients
· 196 clients who completed an assessment
· 195 clients who completed an assessment and were referred to an outpatient, inpatient or other type of treatment
· 149 outpatient treatment referrals 
· 93 residential treatment referrals provided
· 19 other treatment referrals provided
· 37 transportation referrals provided
· 43 housing referrals provided
· 31 food referrals provided

	[bookmark: _Hlk104202878]Agency
	Third QT Outputs
	Third QT Outcomes

	  Scarlet Road

  Baseline: Unduplicated number of    
individuals served during the quarter






Sequim School District

  Baseline: Unduplicated number of    
individuals served during the quarter










	· 8 times rental assistance provided (Q2) 3 (Q1) 4
· $2,232.78 spent for rental assistance (Q2) $5,528.34 (Q1) $2,189
· 15 adult victims (Q2) 3 (Q1) 3
· 5 dependents (Q2) 2 (Q1) 2
· 10 adult victims connected to LMH (Q2) 1 (Q1) 3




· 72 individual counseling sessions
· 1 referral to outside MH services
· 3 outreach to community resources
· 0 outreach to students’ family
· 1  9th grade students
· 6  10th grade students
· 0  11th grade students
· 4  12th grade students

	· 7 adults receiving rental assistance (Q2) 4 (Q1) 3
· 7 adult received employment services (Q2) 4 (Q1) 1
· 7 needed employment services (Q2) 4 (Q1) 2
· 13 unduplicated victims provided with recovery support services by additional case manager
· 8 case management individuals who participated in self-help groups YTD
· 13 case management individuals YTD


· 09th grade students who attended class on mental health literacy
· 1 student referred to program manager
· 11 students served by outside therapist
· 1 Has program manager been hired (1-yes 0-no)
· 3 average number days for program manager to connect with referred students to appropriate resources

	Serenity House of Clallam County

Baseline: Unduplicated number of individuals served during the quarter











Suquamish Tribe

Baseline: Unduplicated number of individuals served during the quarter
	· 3 households served by Rapid Re-Housing
· 0 households served by homeless prevention
· 7 households served by homeless services
· 7 unduplicated referrals from treatment centers (MH or SUD)
· 7 total unduplicated households





· 
· 150 outreach contacts with Individuals (Q2) 25 (Q1) 7
· 10 contacts/outreach with impacted family members
· 100 naloxone kits distributed

	· 34 individuals who have been permanently housed YTD
· 56 households that needed housing & gained housing within 90 days
· 22 individuals who are housed at Oxford Houses YTD 
· 27 individuals able to greaduate long-term subsidies into permanent housing YTD
· 464 landlords in the landlord liaison group
· 31 new landlords added to the landlor liaison group in past qtr
· 36 Clallam county shelter providers network meetings attended 
· 31 referrals to FCS and POATH Program at PBH for MH case management YTD
· $270,832 amount of additional funding secured YTD

· 2 community event participation (Q2) 2 (Q1) 1
· 1 long distance transport (Q2) 1(Q1) 1
· 20 individuals served by peer support specialist (Q2) 15
 (Q1) 4
· 1 was peer support specialist hired? (1 yes, 0 no)
· 30 individual contacts YTD
· 150 contacts completed Q3



	 
Transformations by Olympic Angels

Baseline: Unduplicated number of individuals served during the quarter








Volunteers in Medicine of the Olympics

Baseline: Unduplicated number of individuals served during the quarter







West End Outreach Services

Baseline: Unduplicated number of individuals served during the quarter









West Sound Treatment Center

Baseline: Unduplicated number of individuals served during the quarter
	  
· 6 referrals received
· 1 training session (case managers to volunteers)
· 12 activities (meal deliveries, park trips)
· Activities (volunteers to mentees)








OPCC Rediscovery 2022
· 1442 contacts 
· 1160 contacts from outreach
· 43 contacts requests for program
· 618 referrals
· 492 connections to services (80% connection rate)
· 8883 days of BRIDGE care provided





· 0 intakes/assessments
· 59 individual/family therapy
· 22 group therapy
· 23 case management
· 5 psych evaluations
· 13 peer support
· 25 day treatment
· 0 co-pays




New Start Program:
· 64 assessments (Q2) 71 (Q1) 82
· 20 intakes (Q2) 38 (Q1) 29
· 478 transports to New Start/reentry clients (Q2) 144 (Q1) 32
· 109 New Start Clients (Q2 123) (Q1) 132
· 51 housing applicants(Q2) 90 (Q1) 12
· 35 eligible housing applicants (Q2) 21 (Q1) 6
· 18 housed participants (Q2) 21 (Q1) 21 
(*29 people were housed over the course of q3 in total)

  




Mental Health Wrap Around Services:
· N/A  (Q2) (Q1) In a competitive hiring process hoping to secure a MH Professional employee 
· 3 individual sessions
· 0 group sessions

	  
· 10 Volunteers – Love Box
· 0 volunteers – Dare to Dream
· 0 mentees
· 1 family
· 1 – able to hire a case manager (1 yes 0- no)
· 1 Were you able to complete a needs assessment and partnership plan for Clallam County by end of Q2? (1 yes, 0-no)
· 30 volunteers recruited
· 0 volunteers matched



· 593 unduplicated individuals
· 215 individuals who receive Bridge Medical/Behavior Healthcare (from shelter clinics, hiking clinics, etc)
· 40 contact requests that are met within 48 hours (law enforcement, community requests, and other social service organizations)
· 43 contact requests that were made in past quarter


· 14 individuals total
· 12 individuals MH
· 3 Individuals SUD
· 0 were six MH and one SUD providers maintained (1-yes, 0-no)
· 15 unduplicated Hargrove-funded clients YTD
· 314 visits attended
· 422 visits scheduled
· 9unduplicated clients compliant with medication at conclusion of quarter
· 14 unduplicated clients in past quarter


New Start Program:
· 18 sober living house units filled (Q2) 13 (Q1) 12
· 62 in need of supportive housing (Q2) 33 (Q1) 12
· 130 participants answered transportation questionnaire with 48% not needing transportation supports (Q2) 106 (Q1) 72 and 36%
· 64 housed clients (year to date) (Q2) 42 (Q1) 21
· 58 have visited a primary care physician within 30 days of entering sober living(Q2) 36 (Q1) 19
· 142 clients need MH services with 84 connected to SIH (Q2) 108
(Q1) 55 and 42
· 87 clients enrolled in Health care 7 days after release from incarceration(Q2) 54 (Q1) 29
· 188 total released from incarceration (year to date) (Q2) 134 (Q1) 53

  Wrap Around Services:
· N/A (Q2)  (Q1) In a competitive hiring process hoping to secure a MH Professional employee
· 2 clients received mental health services from West Sound (Q3)
· 2 clients who completed a needs and barrier assessment
· 2 clients
· 2 clients who completed a CAAPE 5 assessment
· 2 clients YTD


	  
YWCA

  Baseline: Unduplicated number of   
  individuals served during the quarter
	· 16 referrals: 12 adults, 4 children (Q2) 18 referrals, 12 adults, 6 children (Q1) 11 referrals: 4 adults, 7 children
· 17 Individual therapy sessions held





	· 5 group therapy provided (Q2) 3 (Q1) 0
· 27.5 avg hours of therapy provided each week
· 24 DV survivors served each week (Q2)19 (Q1) 0
· 20 signed up for health insurance (Q2) 4 (Q1) 0
· 26 eligible to sign up for health insurance
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