
In 1980, a decision by the Napa County Board of
Supervisors integrated the delivery of Human
Services through the creation of the Human Service
Delivery System. In 1992, Health Services was
integrated to further create Napa County’s Health
and Human Services (HHSA). Napa faced and
overcame some incredible challenges in the process
of service integration. Union issues, the challenges
with staff in the integration of “cultures” as well as
services, and the indentification of managers who
could successfully implement the vision and values,
were but a few of the hurdles to be overcome.
Through the process of integration, however, it
appears that Napa learned how to build good work-
ing relationships with varied (non-profit and private
sector) partners in the community. This later turned
out to be the key to finding new ways to sustain the
quality service delivery that the Napa community
sought to maintain.

In 1990, increasing budget deficits forced the clo-
sure of the Napa County Health and Human
Services 24-hour Crisis Clinic, and heralded the
demise of the self-contained integrated system of
Mental Health and Substance Abuse care. Increas-
ing pressure was put on the non-profit system to
respond, however, the private sector was both
underfunded and fragmented. So, in 1992, Napa
County Health and Human Services collaborated
with the private sector to develop the Napa Walk-In
Center. This was an important first step for the
County and the non-profit sector to work together to
solve a problem. From that point, the varied levels

of parnering and collaboration led, in 1995, to the
creation of the Napa Valley Coalition of Non-Profit
Agencies. Today, the Coalition and its many
focused committees, have recreated and enhanced
the quality of services that originally flowed out of
the initial integration of services. This is testament,
indeed, to the power of effective collaboration.

At the present time, the “tapestry of life” which
currently exists in San Mateo County, is facing an
immediate threat which will alter its present demo-
graphics. The lower to mid-range socioeconomic
families, which include a rich cultural diversity, are
rapidly being forced to move out of the County. The
factors creating their displacement are: the lack of
affordable housing; a gentrification of most residen-
tial areas, and; job salaries which cannot keep pace
with the escalating cost of living. Given this threat
to the very fabric of the San Mateo community, it is
recommended that the San Mateo Human Services
Agency adopt from the Napa model and consider
hiring a full time community organizer to assist
existing coalitions or the formation of a new one(s),
to support the retention of endangered residents.

It could well be inappropriate to attempt to repli-
cate the Napa model on a county wide basis in San
Mateo. Rather, the Napa model appears to lend
itself to a more regionalized concept. In San Mateo
County the north, central and southern regions that
are administrative units already may be a more
viable conduit for implementing coalition support.
On yet another track, it may be even more appro-
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priate to support specifically identified neighbor-
hoods like North Fair Oaks in Redwood city, or
cities such as Daly City in the north and East Palo
Alto in the south.

At the present time, San Mateo Mental Health and
Alcohol and Drug Services are partnering to estab-
lish a Day Center, where CalWORKs and other San
Mateo clients might access their integrated ser-
vices. It is recommended that San Mateo Mental
Health, Alcohol and Drug and their consultants
explore the Napa “Front Porch” model. Though
“The Front Porch” is a much more elaborate model,
it appears that there are specific aspects to the
model that may be easily replicated in a Day Center
in San Mateo.
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H I S T O R Y O F T H E I N T E G R AT I O N
O F N A PA C O U N T Y ’ S

H E A LT H A N D H U M A N S E R V I C E S

In May of 1980, a major decision by the Board of
Supervisors to integrate the delivery of Human
Services, initiated the road to what would become
an incremental integration of Health and Human
Services in Napa County. A visionary frontrunner
for its day, this initial phase of integration brought
Mental Health and Alcohol and Drug Services
together with Social Services. Four division chiefs
headed up a Children’s Division, an Adult Division,
an Alcohol and Drug Division, and a Community
Services Division. Initially, eligibility was kept fair-
ly separate, though it would become more integrat-
ed at a later date. Fiscally, Napa still continued to
report to nine separate state agencies. Thus, fiscal
itself was not integrated, but the management of fis-
cal services was.

A state waiver opened the way for the first experi-
mental integration of Child Protective Services with
Mental Health. The concern of the state centered
on audit and fiscal considerations, though support
was extended to assist in the process of integrating
these services. Over time, workers were cross-
trained to integrate these two roles into one. This
integration further allowed for the creation of a 
24-hour Behavioral Health Crisis Clinic, which
allowed for a more aggressive outreach into the
community.

The integration of Human Services in Napa County
was driven by the values in its mission, and by its
vision of providing a better delivery of services. The

vision was to provide services to folks to empower
them to self-actualize to the best of their ability.

The first few years, though, proved to be an incredi-
ble struggle. There were issues with the Unions to
be dealt with, and challenges with staff as not only
services, but also “cultures” were integrated. After
two to three years, some of the social service direc-
tors who found the changes too radical, left the
agency. Then, the culture began to change, as
directors were hired to promote the changes brought
about through integration.

In September 1983, having walked through the first
throes of integration, the Human Services Delivery
System underwent another reorganization. The
number of managers was reduced with a concurrent
increase in the scope of their duties. For the first
time, the position for a Chief Fiscal Officer was cre-
ated, to begin the integration of finances. Two other
new positions were an overall Program Chief, and a
MIS (Management Information Systems) manager.
At the point of this reorganization, a new Eligibility
Division was created, to address the integration 
of eligibility into the overall system delivery of 
services.

In October 1992, Public Health was combined with
the Human Services Delivery System to create
Napa County Health and Human Services (HHSA).
A Director of Health and Human Services was
appointed to oversee the integrated agency.
Additionally, a new Deputy Program Chief was cre-
ated to oversee Children and Adult Services. At
this time, a committee was appointed to complete
an organizational design for the agency. In July of
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1994, a Health and Human Services Fiscal
Division was created to better address the fiscal
needs of HHSA.

The new Health and Human Services administra-
tive design was implemented in July of 1996.
Essentially, a Children’s Division and an Adult
Division were created to provide all services to
children and adults. A HHSA Division Manager
position was created to oversee these two divisions.
Public Health, Mental Health, CWS, Older Adult
Services, and Eligibility were all divided into these
two divisions. All of the following were brought
together into the Children’s Division: WIC—
Women, Infant, Children’s Program; CHDP—Child
Health and Disability Prevention; Public Health
Nursing & the Children’s clinics; Eligibility;
Paranatal Alcohol & Drug Services; Children’s
Mental Health (SOC), and; CPS—Child Protective
Services. The following were brought together in the
Adult Division: Mental Health; Forensic Services,
Alcohol and Drug Day Treatment Program, and;
CSOA—Clinical Services for Older Adults.

In January 1998, the most recent HHSA reorgani-
zation took place. Eligibility and Children’s Health
were taken out of the Children’s Division, and a
new Behavioral Health Manager position was creat-
ed to oversee the Children and Adult Divisions.
Thus, the evolution of Napa Health and Human
Services had reached the integrated service deliv-
ery system, which it is today.

L E S S O N S L E A R N E D

The integrated services of Napa County have
repeatedly shown that, overall, this integrated
delivery of services is better for clients. As with the
“One Stops,” anytime clients can access multiple
services from one center, without having to redupli-

cate eligibility and other paperwork, they are going
to be better served in the long run. Clients in Napa
County do appear to have benefited the most from
the increased integration of services, which have
traditionally focused on providing them with more
timely and high quality, individualized services.

One important lesson that Napa learned, though, is
that integrating services has to be approached on
the basis of the vision, mission and value of deliv-
ering better services for the consumer. It can’t be
approached on the basis of saving money, because
in the first few years it actually costs more money to
integrate services. The added expenditure of things
such as additional audits, hiring facilitators/consul-
tants, and additional training actually increase
costs. It is only down the road, once the integrated
services have been fully realized, that savings may
start to be generated.

Napa has also learned that ongoing strong leader-
ship, with a clear and focused vision, is essential to
accomplish a goal of integrated services. The com-
plementary formula of having this solid, visionary
leadership together with “attention to detail” man-
agers to effectively handle “day to day” operations,
is one that works. Another lesson learned is that it
is possible for staff to be cross-trained and to be
able to perform multiple tasks. When a staff person
says, “you don’t understand my discipline,” it is
entirely possible to completely understand that staff
person’s discipline, and furthermore, to incorporate
it into one’s daily work. The Napa experiment
demonstrates that core human service skills do
translate between the varying human service disci-
plines. Moving staff helps to build greater knowl-
edge and acceptance, though it has also been
learned that physical working space is equally
important.
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Organizational charts are necessary, but Napa has
learned that you can’t always live by them. In times
of more rapid evolution, or perhaps when key per-
sonalities don’t always match with organizational
positions, then the chart becomes a more flexible
organizational tool. One bonus that Napa has
learned is that integration brings in other things
that might not have been originally expected. For
example, by integrating health brings along the pre-
vention focus, which is such a mainstay in the
delivery of health services. Hence, such an inte-
grated addition, heightens the awareness (and pro-
gram development) of prevention in the delivery of
all other services, as well as by integrating existing
health prevention programs into all service delivery.
It appears that Napa is currently on the cutting
edge of moving more aggressively in addressing
Public Health’s contribution, and in focusing more
resources into the direction of prevention. In fact,
the flow in service delivery which Napa County
Health and Human Services has witnessed is the
original movement of inpatient to outpatient ser-
vices, and now a gradually movement from outpa-
tient into more and more prevention services.

Perhaps one of the most interesting lessons that
Napa has learned is that staff doesn’t necessarily
operate as “one nation,” but rather in smaller units
or “tribes.” Deputy Director, Jim Featherstone,
believes that people relate better to “tribes” than to
“the nation”. Following this philosophical stance,
Napa came to see that staff identify themselves in
“tribal” units, usually groupings consisting of
between 8 and 12 staff members. It appears that
this reflective knowledge can be critical in creating
multidisciplinary units focused toward working with
target populations.

O N G O I N G C H A L L E N G E S

Napa has learned that some staff is more flexible
than others are, and it is a challenge to train and
work with more “inflexible” staff who have an espe-
cially difficult time with change. On the other hand,
Napa has also learned that you can sometimes
stretch staff too far, thus compromising effective-
ness and productivity. Thus, the challenge is to
strike as healthy a balance as possible.

Program change is driven by money, and by better
delivery of services. Napa has learned that the bad
side of more money is more rules, regulations, audi-
tors, and ultimately more scrutiny. The ongoing
challenge is to find a way to comply with varied
funding streams, while attempting to maximize an
integrated service delivery geared to the needs of
the consumer.

Another ongoing challenge is to move decision
making down to the lowest level, ensuring that the
experience and “front line” knowledge of staff is
incorporated into the decision making process.
Napa has also learned that, on the one hand, con-
ducting multiple tasks can be more exciting but on
the other hand, they can also be more taxing. The
challenge is to closely monitor the “taxing” aspect,
as it can ultimately lead to staff burnout if it goes
unchecked. Alas, another challenge is that integra-
tion requires many meetings! Last, though not least,
change is necessary but difficult.

C U R R E N T E V O L U T I O N

Though the 20-year evolution of integrated services
in Napa County is impressive in itself, the projects,
which are a part of the current evolution, may be
even more so. The integration of Health and Human
Services has reached the point where it has moved

283

P a r t i c i p a n t s ’  C a s e  S t u d i e s  •  C l a s s  o f  2 0 0 0



beyond, into the wider community, to actively
engage other private agencies and organizations.

What follows is a limited description of two very
exciting organizations/projects, which have evolved
out of this history of collaboration, and partnering.
The first is the Napa Valley Coalition of Non-Profit
Agencies, which began in 1995, and is currently
beginning to realize many of it vision steps. The
second is “The Front Porch,” a collaborative and
enterprising project, which comes out of the work of
the Behavioral Health Committee, a part of the
Napa Valley Coalition of Non-Profit Agencies.

N A PA VA L L E Y C O A L I T I O N O F
N O N -P R O F I T A G E N C I E S

In 1995, four people sat down to talk about forming
a support group for executive directors of non-prof-
its, and the seeds were sown for a full-fledged
coalition. At the first meeting, the executive direc-
tors of six private non-profit agencies in Napa
County met with Dan Corsello, the former Director
of the Health and Human Services Agency, to dis-
cuss forming a viable coalition. Today 50 private
non-profit agencies in the greater Napa Valley are
active members of the Napa Valley Coalition of
Non-Profit Agencies (NVCNPA). In addition, about
10 non-voting associates (i.e., probation), who are
vital to the progress of the Coalition, also partici-
pate. Each of the private non-profit agencies is rep-
resented by their executive director, or by a manag-
er appointed by the executive director, to member-
ship on the human services Coalition. The Director
of the Health and Human Services Agency did not
become a member of the Coalition until she was
invited to do so by the organization, a year after
their formation. The Coalition has multiple commit-
tees (see Appendix 1 [a-c]), to spearhead and focus
the challenges and tasks which confront the deliv-

ery of health and human services throughout Napa
County.

The amazing thing is that these private non-profit
agencies, which had previously engaged in high
competition between each other, are now unified in
their efforts to secure a continuum of care for the
disadvantaged populations of Napa County.

The impact of the coalition has been felt locally and
on a statewide level. Historically, the Napa City
Council has not given any funding to private non-
profits. However, through the cumulative impact of
the coalition, the city council has granted $750,000
over the past three years toward building repair of
participating coalition agencies. The growing sense
of empowerment is evident in following the agenda
and discussions at a coalition meeting. A recent
“Economic Impact Report” (see Appendix 2 [a-i])
manifests the growing “clout” of the coalition,
through their combined resources. With annual rev-
enues of almost 40 million dollars, and with health
and human services to over 45 thousand clients, the
group grows more formidable. Suddenly the poten-
tial appears endless, from the purchase of group
health insurance for all non-profit employees, to
creating services to fill gaps in the continuum of
care for area residents. On a statewide level, the
coalition model developed by Napa County is want-
ed by many throughout the State of California. As
for itself, a future vision of the coalition is to
become a Learning and Training Institute, so that
others may learn from what it has been able to
accomplish.

“T H E F R O N T P O R C H ”

Back in the 1980’s when services became integrat-
ed, Napa County had created a self-contained, inte-
grated system of care for mental health, substance
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abuse, and other family crises. This system includ-
ed a 24-hour Crisis Clinic, a 24-hour Detox Unit,
an Outpatient Clinic, a 28-day Residential Sub-
stance Abuse Treatment Unit, and an Emergency
Response Team.

In 1990, forced with increasing budget deficits,
Napa County Health and Human Services closed its
24-hour Crisis Clinic. As fiscal pressures
increased, not only was the Crisis Unit closed, but
so too were the Detox Unit, Outpatient Clinic, and
Residential Substance Abuse facility with the
Emergency Response Team being eliminated as
well. The immediate impact of these closures was
that only the most severely and chronically mental-
ly ill could be treated. Most children, families and
those needing help with emerging problems were
left to fend for themselves. They were deemed “too
well” for the limited services that were available.

The loss of the Crisis Clinic and its integrated ser-
vices affected the entire delivery system of the area.
The non-profit community had depended upon the
county for these services, and for the fact that they
had acted as a screener for the services they pro-
vided as well. Now that the county system was
gone, increasing pressure was placed on the non-
profit sector to respond. However, the private sector
was both underfunded and fragmented.

In 1992, Napa County Health and Human Services,
together with the private sector, responded by de-
veloping the Napa Walk-In Center. This program,
administered by Lutheran Social Services, trained
volunteers to provide crisis intervention counseling
three evenings a week. While the program could
barely begin to meet the extremely high level of
mental health needs of those in crisis, it was an
important first step as both the county and the non-
profit sector worked together to begin to solve a
problem.

In 1996, Napa’s mental health providers came
together forming the Napa Mental Health
Committee. With funding from the Blue Cross
Foundation, they created a vision for a 24 hour, 7
days a week system of care. Later they included the
Alcohol and Drug Committee under the umbrella of
the Behavioral Health Committee, enabling agen-
cies to work in collaboration with each other, rather
than in isolation.

The Behavioral Health Committee (See Appendix 1,
page b) was one of the firsts formed by the Private
Non-Profit Coalition. With a plan for ongoing sus-
tainability, their “Front Porch” is about to be real-
ized, in part through a large supportive grant from
the California Endowment. “The Front Porch” will
be a One-Stop entry point and information center
for day and after hour’s services in the form of a
new, integrated, multi-agency after-hours response
center for mental health, social services, and sub-
stance abuse services. “The Front Porch” will be:

• One Place to Call: Unifying existing help lines and
crisis lines run by governmental and non-gov-
ernmental agencies. Putting volunteers who
answer calls in one place with supervision will
improve quality and coordination.

• Whatever the Severity of the Need: Information,
drop-in services, peer counseling, brief mental
health counseling, alcohol and drug interven-
tion, groups (self-help, support and therapy),
walk-in crisis response, psychiatric evaluations,
and emergency psychiatric services. The
response center will serve as a staging area for
services to other locations. Outreach to people’s
homes in crisis situations will be part of the ini-
tial design, and additional multi-disciplinary
services to outlying areas and hard-to-reach
communities will be added.
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• A “Time-Out” to Prevent Escalation: Childcare for
people who have come to seek services. Several
hours of respite for the caretakers of young, old,
sick or disabled people to prevent frustration or
exhaustion leading to abuse. An overnight bed
for stabilization to prevent the need for tempo-
rary hospitalization or incarceration.

• Protective Services, Life Sustaining Social Services, and
Victim Response: Victim witness, sexual assault,
and domestic violence services, adult protective
services, child protective services, and emer-
gency aid such as vouchers for food, prescrip-
tions, diapers, baby formula, and overnight
motel stays for temporary shelter.

The project design of “The Front Porch” brings
together interagency and community collaboration
to meet the behavioral health needs of the under-
served of Napa County. What is really amazing is
that many of these same services have come full
circle. The original self-contained and integrated
service delivery system that was the Napa Human
Services Delivery System from the 1980’s, has now
been resuscitated and enhanced through a public/
private sector partnership, which is the Napa Valley
Coalition of Non-Profit Agencies. In other words,
rather than be defeated by the fiscally driven clo-
sure of public services, the Napa community strate-
gized and built on the collaborative relationship
they had established in order to recreate and
enhance those services through a public/private
sector design.

C O N C L U S I O N

The 20-year experience of integrating services and
collaboration has positioned Napa County to face
the challenges brought on in providing an ongoing
continuum of care for the under-served populations
within its community. It can be argued that this has

been possible for Napa County given its population
numbers (approximately 125,000), making it a more
manageable county for the delivery of services. And
yet, its models of integrated Health and Human
Services and the Coalition of Non-Profit Agencies
appear to be replicable in part, if not in whole.
Perhaps the real challenge lies not in the size of the
county, but in the strength of its vision and mission
to provide better integrated services.

The key elements in creating these models are
visionary leadership, dedicated commitment, and
plain hard work. It can also be argued that these
models have been successful because of the vision-
ary leadership of unique individuals like Napa’s
Dan Corsello, Terry Longoria, and Jim
Featherstone, and that it might be difficult to repli-
cate such a level of leadership. And yet, every com-
munity no matter how large or small has visionary
leadership that can be identified and charged with
a mission such as Napa’s. Perhaps the harder ele-
ments are the latter two. A long-term dedicated
commitment through thick and thin is not easily
come by, and plain old hard work through a long
process of building working relationships can be
equally taxing.

These factors aside, the bottom line is that Napa
County faced their organizational life change to
process and proceed forward, rather than fall back.
When proof arrived that public funding could no
longer support its quality service delivery, Napa
then regrouped and built upon the partner relation-
ships already in place to design a public/private/
non-profit model that would secure those same
quality services. Given its size and positioning,
Napa County may well be a herald to the route that
many other counties may be already undertaking, or
may need to in the near future. In this regard, the
vision of a Learning and Training Institute may
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prove to be a gift to other counties who want to
secure their own delivery of quality integrated 
services.

I M P L I C AT I O N S F O R S A N M AT E O C O U N T Y

The “tapestry of life,” which currently exists in San
Mateo County, is facing an immediate threat which
will alter its present demographics. The lower to
mid-range socioeconomic families, which include a
rich cultural diversity, are rapidly being forced to
move out of the county. The factors creating their
displacement are: the lack of affordable housing; a
gentrification of most residential areas, and; job
salaries which cannot keep pace with the escalating
cost of living. Given this threat to the very fabric of
the San Mateo community, it is recommended that
the Human Services Agency consider hiring a full
time community organizer to assist existing coali-
tions or the formation of a new one(s), to support
the retention of endangered residents.

It could well be inappropriate to attempt to repli-
cate the Napa model on a county wide basis in San
Mateo. Rather, the Napa model appears to lend
itself to a more regionalized concept. In San Mateo
County the north, central and southern regions that
are administrative units already may be a more
viable conduit for implementing coalition support.
On yet another track, it may be even more appro-
priate to support specifically identified neighor-
hoods like North Fair Oaks in Redwood City, or
cities such as Daly City in the north and East Palo
Alto in the south.

At the present time, San Mateo Mental Health and
Alcohol and Drug Services are partnering to estab-
lish a Day Center, where CalWORKs and other San
Mateo clients might access their integrated ser-
vices. It is recommended that San Mateo Mental

Health, Alcohol and Drug and their consultants
explore the Napa “Front Porch” model. Though
“The Front Porch” is a much more elaborate model,
it appears that there are specific aspects to the
model that may be easily replicated in San Mateo.
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