Request for Applications:
Advancing Behavioral Health Equity
in Primary Care
OVERVIEW
In partnership with the California Health Care Foundation (CHCF), the Center for Care
Innovations (CCI) is launching Advancing Behavioral Health Equity in Primary Care — a
new learning collaborative to help California community health centers expand and improve
behavioral health outcomes with a specific focus on advancing health equity and aligning
behavioral health and social needs resources. The learning collaborative will use an evidencebased integration model (the Stepped Model), emphasize patient-centered access (virtual and
in-person care), and test new approaches for reducing health inequities. By the end of the
program, participants will be able to:
• Identify, manage, and treat mental health conditions and substance use disorders.
• Identify and address patients’ unmet social needs (e.g., food insecurity) through
consistent screening, tracking, and robust referral processes.
• Stratify their data to identify and understand where inequities are greatest.
• Take effective action to reduce barriers to care — specifically, racism, discrimination,
stigma, and trauma — by actively embracing health equity practices.
• Sustain and spread their successes.
WHAT WE’LL PROVIDE
Community health centers accepted into the program will receive grants of between $75,000
and $125,000 based on the number of sites enrolled, community health center size, and
number of priority populations identified. Grant dollars can be used to offset staff time, travel
costs, and other program-associated costs.
CCI will provide comprehensive technical assistance, including:
• A baseline and endline capability assessment tool to help participants set improvement
goals and monitor their progress over time.
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Virtual and in-person learning sessions, including a mix of expert- and peer-led sharing
sessions on topics participants identify as challenges.
Monthly coaching sessions from professionals with expertise in quality improvement,
behavioral health integration, health equity, and/or social needs.
In-person site visits to exemplar organizations in California and across the country. (Site
visits will be conducted virtually if there are COVID-19-related travel restrictions or
concerns.)
An online learning community with peer- and expert-generated tools and resources.
Support in defining metrics to measure and evaluate participant progress and collecting
and using data for improvement.

PROGRAM TIMELINE
The learning collaborative will run for 20 months, from September 27, 2021, to May 31, 2023.
Key Dates:
• Informational Webinar: Wednesday, August 4, 2021, at 12:00 PM–1:00 PM (PT)
• Application Deadline: Tuesday, August 17, 2021, at 5 PM (PT)
• Cohort Announced: Monday, September 20, 2021
• Program Start: Monday, September 27, 2021
• Baseline Capability Assessment: Completed with team and reviewed with coach
by October 15, 2021
• Virtual Program Kickoff Meeting: Wednesday, November 3, 2021, at 12pm1:30pm (PT)
ELIGIBILITY
Eligible organizations include California-based:
• Federally Qualified Health Centers (FQHCs) and FQHC Look-Alikes.
• Community clinics, rural health clinics, and free clinics.
• Ambulatory care clinics owned and operated by county health systems or public
hospitals.
• Indian Health Services clinics.
Participants will be selected with the goal of achieving diversity in terms of geographic location,
community health center size, and patient mix (specifically, Black, Latinx, Asian American /
Native Hawaiian and Pacific Islander, American Indian and Alaskan Native, LGBTQ, those who
are seriously and persistently mentally ill, and adolescents and transition-age youth).
APPLY ONLINE
Click here to submit your application.
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LEARN MORE
Join us for an Informational Webinar on Wednesday, August 4 from 12:00 PM–1:00 PM (PT) to
hear a detailed description of the program and ask questions. Register here.
For any other questions, please contact:
Juliane Tomlin, Senior Manager, Juliane@careinnovations.org
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About the Program
BACKGROUND
People with behavioral health (BH) conditions often experience poor health overall, and those
with a diagnosis of serious mental illness or substance use disorder (SUD) die on average 20
years earlier than others, often from preventable physical illnesses. Only one-third of people
with any type of mental illness receive treatment, and just 10 percent of people with substance
use disorders are treated. In California and nationally, there are dramatic racial and ethnic
inequities in access to and utilization of care. Within Medi-Cal, for example, Black, Latinx, and
Asian enrollees receive needed care at lower rates than their White counterparts. These unmet
behavioral health needs are a health and health equity crisis in California.
While county behavioral health plans are primarily responsible for Medi-Cal services for serious
mental illness and substance use disorder in California, people with all levels of behavioral
health and social needs present in primary care settings. In response, community health centers
have greatly expanded their behavioral health capacity, and today most community health
centers routinely screen for distress using validated screening instruments, such as the PHQ-9,
and refer patients for treatment. However, only a fraction of community health centers provide
a full suite of behavioral health services and proactively manage patient outcomes on par with
their management of physical illnesses, such as diabetes (e.g., by using a registry to track
symptom reduction for patients with depression). Additionally, a lack of alignment between
behavioral health services and social resources (e.g., housing assistance) is commonly cited as
a pain point for patients, families, and providers alike.
Given the growing mental health crisis in California, continuing to expand access to integrated
care is a priority for California’s community health centers, policymakers, and other
stakeholders. This learning collaborative was developed to help community health centers with
existing commitment and capability for integrated care expand and strengthen their behavioral
health program (e.g., offer new services or supports), align programs with social needs
care/resources, and adopt health equity practices that can improve access, utilization, and
outcomes for priority populations: Black, Latinx, Asian American / Native Hawaiian and Pacific
Islander, American Indian and Alaskan Native, those with serious and persistent mental illness,
transitional age youth, and LGBTQ populations.

Program Structure & Core Content
CURRICULUM TOPICS
The learning collaborative will address the following topics with an eye towards advancing
health equity, patient and family engagement, and a culture of improvement.
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Leadership & Organizational Commitment: With dedicated leadership and a clear
organizational strategy, participants will prioritize health equity in their efforts to
integrate behavioral health, modeling this commitment by taking specific actions, such
as:
o
o
o

Investing time in transparent hiring practices with a goal for leadership and staff
to reflect the community they serve.
Integrating knowledge about trauma into policies, procedures, and practices.
Inviting patients and those with lived experience to guide strategy development.

•

Data Driven Systems and Decisions: Participants will build and strengthen their
abilities to deploy accurate and illustrative data in identifying and managing their
population with behavioral health needs (e.g., registries), performance reporting, and
decision making at the point of care. Participants will invest in collecting and stratifying
data that can drive equitable outcomes for patients in need of behavioral health,
substance use, and social needs services.

•

Access: Participants will expand access to behavioral health by ensuring that all
patients have access to timely, coordinated, culturally competent care.

•

Care Team/Care Delivery: Participants will establish (or deepen) an integrated care
team with clear roles. They will support care teams in providing evidence-based,
trauma-informed, data-driven screening, assessment, and management. They will
establish levels of care, clearly defining when and where patients will be referred to a
higher level of care (e.g., specialty care).

•

Patient Activation/Self-Management: Participants will create environments where
patients and caregivers are engaged, informed, and empowered to participate in their
care.

•

Community Partnerships: Participants will identify and develop relationships with
community-based organizations and specialty care providers; Participants will set up
clear agreements regarding roles, services provided, workflows and referrals, shared
data, and referral platforms.

SUPPORTING ACTIVITIES
•

Learning sessions to provide timely content from experts and support peer sharing.
We will offer a total of four learning sessions (two virtual and two in-person when it is
safe to convene). In-person learning sessions will be one full day, while virtual sessions
will be up to four hours. (Tentatively: Dec 2021, Q2-2022, Q4-2022, Q2-2023).
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Site visits to allow participants to visit an exemplar organization and make connections
with peers. One to two one core team members will attend at least one site visit. Site
visit locations will be offered in California and nationally. (Tentatively: Q2-2022, Q32022, Q4-2022). Site visits will be conducted virtually if there are COVID-19-related
travel restrictions or concerns.
Quarterly webinars to provide foundational content and spotlight best practices.
Webinars will be between 60-90 minutes in length and will take place during months
without other program offerings.
Monthly coaching sessions to enable teams to apply program resources and
learnings to their own projects. Coaches will help participants identify what they are
trying to accomplish, what changes they will test/implement, and how they are using
data to measure their success. Coaches will jointly problem solve challenges and
connect teams to resources to advance their goals. (Coaching will start in October 2021
with the first session dedicated to reviewing and refining the baseline capability
assessment.)
Online learning community: The CCI Academy will be used to post program content,
enable peer connection, and share peer- and expert-generated tools and resources
between learning sessions and webinars.
Measures/data support: CCI will help teams develop their own internal measures and
data collection strategies to evaluate progress towards their self-identified goals,
including a customized template and training on how to report data on internal
measures.
Participant reporting of progress and challenges: Participants will report their
progress in quarterly progress reports, outlining promising practices, challenges, and
where additional support from the CCI team would be helpful. Note this reporting
requirement is in addition to the evaluation activities described below.
Final toolkit: Participants will contribute relevant tools and resources to a final toolkit
that will be published to help other community health centers advance behavioral health
integration and health equity.

EVALUATION ACTIVITIES
A goal of the learning collaborative is to identify the practices, approaches, methods, and tools
that facilitate progress, particularly with regards to health equity. CHCF has engaged the
American Institutes for Research (AIR) to lead an independent evaluation of the learning
collaborative’s impact and to identify lessons of use to the field. Participants will be required to
submit data on a universal measure set at two points during the program (pre-implementation
data may be requested, if available), complete surveys, participate in interviews and/or focus
groups, and engage in other activities to understand and document change in the following
domains: practice capability (e.g., delivery of trauma-informed care); patient impact (access,
experience, and outcomes); equity; and staff experience. Refer to Appendix A for more

information on the evaluation.
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COMMUNICATIONS
Another goal is to tell the story of how the program is helping patients and transforming
organizations. Participants will be expected to collaborate with CCI and CHCF on
communications activities, which could include identifying patient stories and testimonials,
helping to facilitate video shoots with patients and organization staff to capture both groups’
experiences in the program, and helping to facilitate photo shoots at community health centers
to capture images that bring to life program operations and services.

Eligibility
WHO IS ELIGIBLE?
Organizations in California that provide comprehensive primary care services to historically
underinvested populations are eligible to apply. Applicants must be nonprofit and tax-exempt
under 501(c)(3) of the Internal Revenue Service Code or a governmental, tribal, or public
entity.
Eligible organizations include:
• Federally Qualified Health Centers (FQHCs) and FQHC Look-Alikes.
• Community clinics, rural health clinics, and free clinics.
• Ambulatory care clinics owned and operated by county health systems or public
hospitals.
• Indian Health Services Clinics.
Participants will be selected with the goal of achieving diversity in terms of geographic location,
community health center size, and patient mix (Black, Latinx, Asian American / Native Hawaiian
and Pacific Islander, American Indian and Alaskan Native, LGBTQ, those who are seriously and
persistently mentally ill, and adolescents and transition-age youth).
MINIMUM EXPECTATIONS FOR BEHAVIORAL HEALTH INTEGRATION
CCI assumes participants enter the learning collaborative with core behavioral health integration
capability already in place. This project is not suitable for health centers that do not currently
have some degree of integrated care. To be eligible, applicants must be able to demonstrate:
• Co-located or fully-integrated care, at a minimum having behavioral health, primary
care, and other health care providers work in the same facility or office space, where
they communicate regularly about shared patients (by phone, email, or in-person);
collaborate, driven by a need for each other’s services and more reliable referral, need
for consultation and coordinated plans for patients, or as colleagues on the same care
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team; meet to discuss cases (occasionally or regularly); and feel part of a larger team
(formally or informally).
Ability to identify populations and subpopulations via a registry, electronic health record,
or population management software. Applicants must also have the capability to report
data at the population level for common behavioral health measures such as number of
patients screened, number of patients with behavioral health conditions, number of
completed referrals (e.g., to social services, specialty care).

If you are unsure if your organization meets these requirements, please contact Juliane Tomlin
(juliane@careinnovations.org) before proceeding with the application.

What Makes a Strong Applicant?
CCI is looking for applicants with the following characteristics:
• Organizational commitment to advancing behavioral health integration as demonstrated
by having:
o Influential behavioral health and primary care clinician champions who advocate
for and provide clinical support to the participating team.
o A commitment to protect the necessary time of core team members.
o An administrative champion who supports your team and enables protected time
to participate in the program and achieve project goals.
• Commitment to expanding the range of behavioral health services or supports available
to patients: Care may address mental health and substance use conditions, health
behaviors (including their contribution to chronic medical illnesses), life stressors and
crises, stress-related physical symptoms, and ineffective patterns of health care
utilization.
• Commitment to health equity and racial justice such as:
o The organization invests in staff understanding of the impact of historical trauma
and structural racism on patients and families.
o The backgrounds of leadership and staff reflect the patient population.
o Data are disaggregated and used to understand and act on inequities.
o Patients and families who are representative of the patient population are
engaged in efforts to understand and solve problems and improve care.
• Demonstrated improvement capability:
o Successful applicants will show that they have achieved measurable
improvements in care using human-centered design, performance improvement,
or some other change method.
o Applicants will show that they have the data collection and reporting capability to
improve behavioral health care and health equity.
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Participant Expectations
1. Assure leadership buy-in: Successful participants will have leadership that is committed
to advancing equitable, integrated behavioral health care. We expect strong clinical and
administrative leadership support from both medical and behavioral health disciplines (the
chief clinical or medical officer/director, behavioral health officer or director, chief operating
officer, or their equivalents), as demonstrated through a letter of leadership support
committing to engage in the program in at least three ways:
a. Join a coaching call in Year 1 focused on how to support the team’s action plan.
b. Attend a virtual or in-person session by the end of Year 1 where the team shares
work-to-date or a pitch for upcoming efforts (expected fall 2022, date TBD).
c. Meet with the team in Year 2 to discuss spreading and sustaining the progress and
accomplishments of program participants to date.
2. Develop a team:
a. Core Team: Four to six individuals are required to be committed members of a core
program team. The core team should include the following roles and include both
primary care and behavioral health representatives:
i. A project lead who is responsible for day-to-day activities and can coordinate
the work of the team.
ii. A behavioral health care provider and leader to champion changes in their
clinic and influence change across the organization.
iii. A physical health care provider and leader to champion changes in their clinic
and influence change across the organization.
iv. At least one frontline staff member (e.g., medical assistant, care manager,
care coordinator, call center representative) who will co-develop, test, and
implement changes.
v. Other team members could include those with expertise in data, systems
management/electronic health record, etc.
b. Extended Team: One to two individuals are required to be committed members of
the extended program team:
i. A senior administrative leader sponsor (e.g., chief executive officer, executive
director, chief operating officer) who can ensure protected time for team
members to participate in program activities and lead change within their
organization.
ii. A clinical leader, such as a medical director or chief medical officer, with
decision-making authority over behavioral health care efforts in the
organization.
iii. Clinical and front-line champions and staff from participating clinics should
actively participate in relevant coaching calls and learning sessions.
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c. Recommended, if available, but not required:
i. Family specialist, navigator, peer support specialist, community health
worker, patient, or family advisor(s).
3. Involve patients and community representatives:
a. Successful participants will involve patients and community members’ perspectives
and experiences in multiple ways, for example, in goal setting, development of
workplans, and/or review of data.
b. Participants will participate in communications activities to capture their patient
experience in the learning collaborative (e.g., patient testimonials or videos).
4. Actively participate in program events and activities (see above for details) to learn,
teach, and collaborate transparently with other program participants (participation as
outlined below will be tied to grant funding):
a. Core Team must commit to the following:
i. Full and active participation at collaborative learning sessions, webinars, and
monthly coaching calls. At least one Core Team member will attend a site
visit.
ii. Commit to action: Take what is learned from the learning collaborative,
share, and implement in your organization, and report back on those efforts.
iii. Share approaches, lessons learned, and failures in improvement efforts,
including documenting tools, materials, and solutions to share with a publicfacing audience, with attribution (e.g., through final toolkit).
iv. Prioritize connection: Build connections during learning sessions and continue
collaboration between learning sessions (e.g., contribute on the virtual
learning platform).
v. Complete defined pre-work assignments for virtual and in-person sessions
and share lessons learned by presenting examples of project successes and
challenges.
vi. Complete the capability assessment with your team at the baseline, midpoint,
and endpoint of the program, and leverage for goal setting and tracking.
vii. Participate in the data collection and evaluation activities described in
Appendix A.
b. The Extended Team must participate in one learning session a year and at least
three coaching sessions a year.

How to Apply
STEP 1: ATTEND THE INFORMATIONAL WEBINAR. Applicants are encouraged to
participate in an informational webinar on August 4, 2021, at 12:00 PM–1:00 PM (PT) to hear a
detailed description of the program and ask questions. Register here.
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STEP 2: APPLY ONLINE. Your proposal and budget must be submitted online HERE by
Tuesday, August 17, 2021, at 5 PM (PT).
Applications should include the following:
1. Application Narrative (see below)
2. Budget Template: Download template

3. Tax Status Documentation
4. Letter of Leadership Support from the chief medical officer, chief operating officer, or
chief executive officer: see “Participant Expectations” above for requirements.
APPLICATION NARRATIVE QUESTIONS
Please limit responses to no more than 7 pages (shorter preferred), using at least 11-point font
and 1-inch margins. See suggested length for each item.
1. Commitment to Equity (<1.5 pages): CCI strives to ensure that “everyone has fair,
just, and inclusive opportunities to be healthy.” Similarly, “CHCF is working with a wide
range of partners to break down structural barriers to care and create a health care system
that is designed to redress, not perpetuate, the inequities brought about by barriers to care
such as race or ethnicity, immigration status, income, or ZIP code.” Throughout this
program, participants will rigorously examine and address barriers within their system,
considering anti-racism and trauma-informed practices. Please address the following:
a. Describe steps your organization has taken to mitigate the impact of racism, stigma,
and discrimination on the patients and community you serve and reduce barriers to
access, engagement, and outcomes. These might include changes to clinical care,
workflows, patient outreach, staffing models, or services provided by your
organization or through community partners.
b. How do you identify patients at greatest risk for care gaps or poor health outcomes,
and how do you address their needs and preferences?
c. How are you addressing equity within your organization?
d. What priority subpopulations do you plan to focus on in the learning collaborative?
Participants should identify one to four subpopulations such as: Black, Latinx, Asian
American / Native Hawaiian and Pacific Islander, American Indian and Alaskan
Native, LGBTQ, those who are seriously and persistently mentally ill, and adolescents
and transition-age youth). (Note: This program is not focusing on children as a
subpopulation.)
2. Behavioral Health Integration in Primary Care (<1.5 pages): Please refer to this
graphic to answer the following questions.
a. Describe your current level of behavioral health integration. Include the titles and
roles of those on your behavioral health integration team and how you
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b.
c.
d.
e.

communicate, collaborate, and co-manage your patients. Describe how integration
has changed in response to the COVID-19 pandemic.
Which behavioral health conditions do you currently treat (e.g., depression, anxiety,
PTSD, SUD, trauma, domestic violence)?
Which social needs (e.g., food insecurity, housing instability) do you routinely
address?
What level of integration do you hope to reach by the end of this 20-month
program?
What services, supports, approaches, or treatments do you hope to add to your
current program?

3. Strategy Alignment (<0.5 pages):
a. How do the goals of this program align with your organization’s current goals on
behavioral health integration, social needs, and health equity? What specific aspects
of the learning collaborative do you think will help you be successful?
b. What other current initiatives and grants do you hope to align or integrate with this
learning collaborative so you can concentrate your efforts?
4. Spread and Scale (<0.5 pages)
a. How many sites (physical locations) does your health center operate?
b. Which sites will participate in the learning collaborative, either initially or as spread
locations?
c. How many patients are currently served at each of these sites?
5. Quality Improvement Experience (<0.75 pages):
a. Please describe a clinical or operational improvement project you implemented in
your organization over the past one to two years. What was the aim statement?
What measurable level of improvement did you achieve?
b. What data did you collect to assess progress and how often did you collect it?
c. Describe one small test or prototype you did and what you learned.
d. If you use a consistent performance improvement, human centered design, or
change management method, what is it?
6. Data Collection and Measure Reporting (<1 page):
a. Please describe the data you currently collect to identify and manage your patients
with behavioral health needs. Are these data standardized by any operational
process? If so, please list the names of the systems you use.
b. What behavioral health measures are you regularly reporting to funders or state or
federal agencies?
c. Please list the names of any data systems you use to manage your behavioral health
and/or social need data and referrals (e.g., registry names, electronic health record
vendor names, population management solution systems).
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d. What information are you collecting on social needs screening and referrals? Please
list any specific measures or tools that you use?
e. What measures, if any, are you currently using to assess equity in care delivery?
f. What types of patient characteristics do you use to assess equity? Where are
characteristics data stored? Briefly describe how these data are used in identifying
and managing patients, and if relevant, in your internal or external reporting
activities.

Next Steps
CCI and our program partners will review applications. We may contact you if we have
questions about your application. The cohort will be announced via email by Monday,
September 20, 2021.
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Appendix A: Overview of Program Evaluation
AIR’s evaluation will assess the impact of the learning collaborative on participating grantees and
their providers, staff, and patients. The evaluation will address a series of research questions, such
as:
•
What improvements in organizational structure and practices, staff and patient experiences,
and clinical outcomes are we observing among participating organizations and what is
driving these improvements?
•
To what extent, and how, are participants able to identify inequities in practice (e.g.,
prescription practices, screening, diagnosis, referral, and treatment) and address these
inequities?
To answer the research questions, AIR will collect data from grantees at two points in the learning
collaborative (pre-implementation data may be requested, if available). AIR anticipates collecting
approximately 10–15 standard clinical quality measures and 10–15 evaluation team developed
measures. These measures will be collected at the patient population level as well as stratified by
race, ethnicity, language, and sexual orientation/gender identification, as available. Measures and
indicators under consideration for the evaluation are shown in Table A-1. Note that these indicators
and measures are being considered for inclusion in the evaluation and are not yet final. The final list
of measures and indicators will be determined based on the cohort of participants, their selected
priority populations, and the information shared in the responses to this request for applications.
In addition to clinical quality measures, AIR will collect data on the advancement of equity and use it
to calculate indicators of progress toward the learning collaborative’s goals. These data may be
collected via document reviews (e.g., of protocols/standard operation procedures/job aides,
screening tools), organizational surveys, a standardized capability assessment (e.g., to gain an
understanding of payer mix; behavioral health treatment services provided; number, credentials,
demographics of providers and staff; and patient demographics collected through self-attestation),
and site visits with participating grantees.
Last, dependent upon feasibility and availability of pre-existing data, the evaluation team may also
conduct surveys, interviews, or focus groups with providers, staff, and patients to assess their
experiences with practice changes and services.
All data collection will occur twice over the implementation period to allow for pre-post comparisons;
pre-implementation data may be requested, if available. The evaluation team will analyze these data
to assess performance relative to benchmarks as well as changes over time. The following table
outlines the types of measures under consideration and the anticipated data source or reporting
method for the measure. The AIR team will provide technical support and, if needed, templates for
collecting these indicators at the population level, and stratifying by race, ethnicity, language, and
sexual orientation/ gender identification.
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Table A-1. Measures and Indicators Under Consideration for Program Evaluation
Measure or Indicator Name*
Reporting Method
Health Care and Outcomes
Depression Utilization of the PHQ-9 Tool (NQF 0712e)
Depression Response at Six Months- Progress Towards Remission (NQF
1884)
Initiation and Engagement of Alcohol and Other Drug Dependence
Treatment (NQF 0004)
Preventive Care and Screening: Tobacco Use: Screening and Cessation
Intervention (NQF 0028e)
Substance Use Screening and Intervention Composite (NQF 2597)

EHR or paper medical
records
EHR or paper medical
records
Claims
EHR
EHR

SBIRT Unhealthy Alcohol Use Screening and Brief Counseling (NQF 2152)

EHR or Registry

Closing the Referral Loop: Receipt of Specialist Report

EHR

Number/ percentage of patients that are referred to treatment by health
need/diagnosis of mental health or substance use disorder
AAFP Social Needs Screening Tool Utilization and Need Prevalence

EHR

Mental Health and Substance Use Disorder Diagnoses;

EHR

Behavioral Health Care Utilization (defined based on applicant focus areas)

Claims data

EHR

Patient Experience
Gains in Patient Activation (PAM) Scores at 12 Months (NQF 2483)

Instrument-Based Data

CAHPS Experience of Care and Health Outcomes Measures:
• Q7 Get appointment as soon as wanted
• Q12 Clinicians explain things
• Q17 Told about side effects of medication
• Q18 Involved as much as you wanted in treatment
• Q19 Talk about including family and friends in treatment
• Q21 Told about different treatments that are available for condition
• Q27 Care responsive to cultural needs
Care Coordination Quality Measure for Primary Care (CCQM-PC)

Patient survey

Patient survey

Care Delivery, Cultural Competency, and Organizational Commitment
Number and percentage of clinic staff with workforce training competencies
completed
Competency trainings include CLAS Standards (cultural humility, recognition
and addressing of implicit bias), SUD stigma education, and others
Care team’s perception of trainings as culturally competent/informative for
care delivery.

Clinic Data
Clinic Data
Key Informant
Interviews or Staff
Survey

*Outcome data on key metrics can be disaggregated by race/ethnicity, sexual orientation and gender
identity, languages spoken, ZIP code.
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