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Introduction

Eating disorders commonly emerge between ages 18 and 25, making the transition to college a high-risk
period as young adults begin managing their own food choices, health decisions, and exposure to cultural
pressures around weight. Without education or early intervention, ordinary dieting can escalate into
dangerous behaviors: over one-third of typical dieters’ progress to pathological dieting, and a significant
portion develop full eating disorders. Yet, screening opportunities on college campuses—both nationally
and within San Bernardino County—remain limited, leaving many students undiagnosed. Most local
campuses lack routine screening tools, consistent assessment practices, or awareness of county behavioral
health resources, despite the high mortality associated with eating disorders and their frequent

co-occurrence with substance use disorders.

At the system level, inconsistent assessment practices, limited training for student health centers, and a
lack of coordinated, data-driven education hinder early detection and effective treatment.
Multidisciplinary care is standard but often disconnected, and treatment access varies greatly depending
on insurance coverage, with Medi-Cal and Medicare beneficiaries facing the greatest barriers. Previous
county-led focus groups have identified the need for a unified assessment approach, provider education
informed by real-world treatment teams, and region-wide collaboration to strengthen early identification,

coordination, and equitable access to care.

Project Description

The focus of the Eating Disorder Collaborative (EDC) was to improve upon San Bernardino County
Department of Behavioral Health’s (SBC-DBH) approach to comprehensively meet the physical and mental

health needs of people suffering from eating disorders (EDOs) by:

1. Creating training and informational materials to reach out to Primary Care Physicians, Allied Health
Professionals (e.g., nurse practitioners, physician assistants), Mental Health and Substance Use Disorder

Staff, and local Colleges and Universities,

2. Creating a more comprehensive and validated initial needs assessment (i.e., an Engagement

Assessment) to assist in level of care determination, and

3. Creating multidisciplinary teams to provide more comprehensive treatment services and ensure policies

and practices of mental health and physical health are consistent across agencies.
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Modifications

The EDC project gradually evolved from its original plan, adapting to emerging needs, operational
challenges, and lessons learned, while staying focused on screening, assessment, training, and
multidisciplinary coordination. Although staffing changes initially affected outreach capacity and service
availability, stability later in the project supported broader and more effective engagement. As outreach
expanded beyond colleges and universities to include clinics, crisis services, schools, health fairs, and
Managed Care Plans (MCPs), the project strengthened its visibility and deepened its connection within the

community.

Final Evaluation

For the EDC final project evaluation, mixed methods were employed to determine whether the original

learning goals set at the onset of the projects were met.
These included:

1.) Project Documentation: During the project life span, EDC staff entered data on Excel
spreadsheets tied to the locations where they had presented, conducted outreach, or
provided informational brochures surrounding eating disorders. In addition to these
documents, staff worked with the Department of Behavioral Health’s (DBH) Workforce,
Education, and Training (WET) unit to recover attendance records for a series of trainings and
lectures funded by the EDC that would supplement knowledge pertaining to eating disorders.
Participants completed evaluations to share their satisfaction and the relevance of the training
to their work. Staff then identified the evaluation questions most closely aligned with the
learning goals below.

2.) Staff Interviews: Open-ended, qualitative questions with project staff were also conducted to
understand the nuance of certain business processes and clarify any data-related information.

3.) Electronic Health Record (EHR), myAvatar — Client Data: Analysts also reviewed data from the
San Bernardino County Department of Behavioral Health’s (SBC-DBH) electronic health record
(EHR), myAvatar. From this system, staff pulled, analyzed, and aggregated DBH and EDC client
project assignments, services, and demographics to provide descriptive statistics as well as
pre- and post-analyses with regard to their involvement in the project. This process also

included looking at patterns of outpatient services, crisis services, and hospitalizations also
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utilized by the client between project inception, January 1st, 2021, and the end of the

Innovation component, December 31%, 2025.

Demographics

Throughout the lifespan of the project, the EDC provided services to 248 unique clients. This information
was documented under two different reporting units (RUs), one of which was a pre-admit and the other,
the main project. Clients who were in a higher level of care were assigned to the project’s pre-admit
reporting unit. Once pre-admit clients were released for a higher level of care, they were then assigned to

the project’s main reporting unit.

Gender

Most clients identified as female, with smaller proportions identifying as male or not reporting gender.

Gender Number of Clients Percent
Female 214 86%
Male 29 12%
Not Reported | 5 2%

Male Not Reported
12% 2%
—\

\Female

86%
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Age

Clients were grouped into four age categories: Children/Adolescents, Transitional Age Youth (TAY),

Adults, and Older Adults. TAY represented the largest proportion of clients.

Age Group Number of Clients | Percent
TAY (16-25) 115 46%
Adults (26-59) 67 27%
Children/Adolescents (0-15): | 66 27%
Older Adults (60+) 0 0%

Children/Adolescents

(0-15) \

27%

TAY (16-25)
46%

Adults (26-59)
27%
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Race and Ethnicity

Clients demonstrated a diverse range of racial and ethnic identities, with Latino individuals representing

just over half of those served.

Race and Ethnicity Number of Clients | Percent
Latino 136 55%
White/Caucasian 32 15%
African American/Black 12 5%
Asian 5 2%
American Indian/Alaska Native | 1 <1%
Other/Unknown 56 23%
Other/Unknown
23%
American
Indian/Alaska
Native
<1%
Asian
2%
African Latino
American/Black_— 559

5%

Whlte/Cauca5|an
15%
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Primary Language

Most clients reported English as their primary language.

Primary Language Number of Clients @ Percent

English 225 91%
Spanish 15 6 %
Not Documented 8 3%
Spanish Not Documented

6% \ 3%
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Sexual Orientation

Sexual orientation information was not reported for most clients; however, available data is summarized

below.
Sexual Orientation Number of Clients | Percent
Straight/Heterosexual 39 16%
Bisexual 16 7%
Gay/Lesbian/Homosexual 6 3%
Other 3 2%
Do Not Know / Chose Not to Disclose | 8 4%
Not Documented 168 68%
Straight/Heterosexual
16%
Bisexual
7%
Gay/Lesbian/
Homosexual
<
\ Other
2%
Not Documented _—
68% Unknown

4%
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Geographic Region

Clients were categorized into four regions within San Bernardino County based on their zip code.

Representation was relatively even across regions, with a slight concentration in the East Valley.

Region Number of Clients Percent
East Valley 71 29%
Central Valley 67 28%
Desert/Mountain | 53 22%
West Valley 52 21%
West Valley

21% \

East Valley

/ 29%

Desert/Mountain_—
22%

\Central Valley

28%

Overall, the demographic profile of clients served in the Eating Disorder Collaborative reflected a
predominantly young (16-25-year-olds), female, and Latino population who may have spoken English.
Categories such as sexual orientation showed some gaps in reporting; however, regional information was

well documented and showed substantial representation across the County.
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Stakeholder Contribution

Across multiple Community Policy Advisory Committee (CPAC) meetings, stakeholders consistently
emphasized the significant need for expanded eating disorder services and the importance of sustaining
the EDC project. Participants expressed strong interest in additional Workforce Education & Training (WET)
opportunities, particularly in areas such as Family-Based Therapy (FBT) and Dialectical Behavior Therapy
(DBT) for eating disorders. Many also highlighted the need for training that supports culturally responsive

care and strengthens connections with diverse communities.

Stakeholders repeatedly identified early intervention for eating disorders as a critical gap in the county’s
Prevention and Early Intervention (PEI) system. They stressed the importance of meeting people where
they are by offering services in community-based locations, using culturally specific ambassadors such as
promotores and community health workers, and strengthening cultural competency committees,
including those focused specifically on eating disorders. These comments reflect a desire for prevention

strategies that are accessible, culturally grounded, and capable of reducing stigma and barriers to care.

Feedback on the EDC project itself was overwhelmingly supportive. Many stakeholders described eating
disorders as a severely underserved area in the county and emphasized that EDC provides specialized
services not available elsewhere. They noted that the project plays a vital role in helping clients navigate
all levels of care, offering advocacy, and providing education to providers, families, and community
members. Several respondents highlighted that the project has recently stabilized staffing, increased
outreach, and begun to solidify its structure after several years of development. Several expressed concern
that discontinuing the project would disrupt care for a vulnerable population, especially given the life-
threatening nature of eating disorders and the lack of local treatment options. Numerous stakeholders
urged continued or expanded funding, including extending services to younger youth and older adults and

developing in-county inpatient or partial hospitalization programs.

A smaller but notable group raised concerns about the project’s effectiveness and clarity of purpose. Some
felt that the number of clients served did not justify staffing levels, while others believed the project
primarily referred clients to higher levels of care rather than providing direct services. A few stakeholders
expressed disappointment that in-county treatment options had not been developed as originally
expected. These comments point to a need for clearer communication about project goals, improved

outcome tracking, and stronger community engagement.
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Additional themes emerged across the feedback, including calls for increased awareness and outreach,
more presentations in schools and community settings, and greater overall visibility of the project. Many
expressed hope that the EDC project would continue to grow, expand staffing as needed, and embed

services across county behavioral health clinics.

Overall, stakeholder sentiment strongly supports the continuation and expansion of the EDC project. While
some concerns exist regarding outcomes and service volume, the dominant message is clear: eating
disorders remain a critical and underserved area, and the EDC project is viewed as an essential resource

that fills a significant gap in the county’s behavioral health system.
Project Adaptation

During the EDC implementation, several adaptations were made as the project responded to emerging
needs, operational challenges, and lessons learned throughout the project period. While the core goals
of improving screening, assessment, training, and multidisciplinary coordination remained consistent,

modifications were made to staffing, outreach, and toolkit development.

Throughout the project’s lifespan, staffing patterns shifted significantly due to turnover, onboarding, and
evolving project needs. These changes affected outreach capacity, service volume, and the availability of
certain clinical specialties at different points. As staffing stabilized in later years, the project demonstrated

improved outreach consistency and increased service delivery.

Outreach strategies also evolved. Early efforts focused heavily on colleges and universities, consistent
with the project’s initial goals. However, as collaboration barriers emerged, such as limited campus
engagement opportunities and unclear points of contact, EDC expanded its outreach to include
community clinics, crisis services, school districts, health fairs, and Managed Care Plans (MCPs). This

broadened approach increased visibility and allowed for more consistent community connection.

At the sunset of the EDC project, eating disorder cases were referred to the DBH general mental health
clinics or children’s specialty programs, depending on the client’s age and location. Three eating disorder
trainings — Cognitive Behavioral Therapy for Disordered Eating, Eating and Feeding Disorders in Children,
and Eating Disorders in Adolescents and Adults — were assigned to the appropriate provider classifications
(medical, clinical and paraprofessional) within the DBH general mental health clinics or children’s specialty

programs.
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In addition, an updated eating disorder care coordination workflow was developed for clients with
identified eating disorders. The new workflow was developed to establish a “no wrong door approach” to
providing treatment and care coordination. Referral pathways from MCPs to DBH and DBH to MCPs were

streamlined to go through the Managed Care Coordination Unit (MCCU).

DBH: EATING DISORDER CARE COORDINATION FOR HIGHER LEVEL OF CARE: OVERVIEW

If a client member is open to a DBH Treatment Program, that program will be responsible for ED Care Coordination as outlined in this workflow.

Program = DBH Treatment Program (not linkage only programs)

DBH Clinic/Program Staff identifies client member with severe eating disorder =2 ot N K
Clinics = the 8 Qutpatient clinics

DBH Program or Clinic Staff member to contact HLOC providers for Eating Prior to/Upon mem

sorder. client membes prog r clinic; New, client member -

INITIAL AUTHORIZATION

RE-AUTHORIZATION - upon MCP request only 48-hr turn around; Expedited same day response

MCCU sends approval or denial back to MCP.

Medical Services Coordinator uploads approval/denial to SETP and notifies MCP UM Department/designee.

Medical Services reviews and sends approval or denial to MCCU.

. . e - .
"May require conversations with MCP for additional documentation. Medical Services Nurse & Clinic/Program CS/designee review, approve/deny, and return to Medical Services

Coordinator

Medical Services Coordinator* downloads dlinicals from SFTP server and routesto
Medical Services Psychiatrist/designee for approval.

*Multiple conversations may occur between MHP & MCP to ensure enough documentation to make determination.

Medical Servit Coordinator downloads clinicals from SFTP & provides to Medical Services Nurse & Clinic
Supervisor/designee of Clinic/Program (where client member will be returning to upon discharge).

DBH MCCU receives and forwards to Medical Services Coordinator HLOC approval.

n |

HLOC conducts determination of HLOC needs and if needed,
sends authorization request to MCP.

ED ROUNDS.
MCP & DBH meet weekly while member in HLOC.

DBH Medical Services/Designee and Clinic Supervisor/designee of Clinic/Program attend.

For client members not open to a DBH Program /Clinic, dlinic nearest home/member choice will

COLLAB.

attend. Thisis as needed when their client members are on the agenda.
s Agenda submitted to DBH Medical Services Coordinator 2 days prior to the Rounds. Coordinator
will forward to clinic representatives.

MCP & MHP

A
v |

| 44 | MCP authorizes member for HLOC* | |

MCP sends TOC to DBH MCCU for Eating Disorder HLOC authorization and uploads to

| | MCP makes determination if HLOC warranted. (MCG/Auth. Process)

SFTP clinical documentation to support request.

MCP/PCP Network identify member with possible eating disorder

With the project’s Mental Health Services Act (MHSA) Innovation funding ending on December 31, 2025,
higher levels of care (residential, partial, and intensive) services will be funded through 1991 or 2011
Realignment or the Behavioral Health Services Act (BHSA) Behavioral Health Services and Supports (BHSS)
component. Specialty Mental Health Services Outpatient services will be funded through Medi-Cal and

BHSA.
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Learning Goals

Learning Goal 1
Examine if a collaborative approach with local colleges can result in the development and utilization of
public information campaigns and materials to educate populations most at risk for developing

disordered eating practices at the multiple college campuses within one county.

Part 1: Increase collaboration between local college/university partner organizations leading to

dynamic, ongoing working relationships.

Although the EDC did not ultimately secure formal collaborations with local colleges or universities, the
project established numerous effective partnerships across San Bernardino County. These collaborations
included DBH clinics, crisis programs, community organizations, medical residency programs, and school
districts. Outreach consisted of live and virtual presentations, informational booths, and training sessions

designed to increase awareness of eating disorders and available services.

During Fiscal Year 24/25, the EDC engaged in 8 in-person and 4 virtual outreach events at 12 different

locations, engaging with an estimated 357 individuals.

Outreach Location Estimated Participation

Mariposa Community Counseling 42

Vista Community Counseling 31
Barstow Counseling Center 9

Victor Valley Behavioral Health 23

Phoenix Community Counseling 67 (Virtual)
Apple Valley Community Clinic 11

Mesa Counseling Services 36 (Virtual)
Apple Valley CCRT 11 (Virtual)
West Valley CCRT 12

MCCU & DBH Authorization Unit 18 (Virtual)
Youth Cultural Connect 6
Psychiatry Students (DBH Medical Services) | 91
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For Fiscal Year 25/26, EDC expanded its reach and conducted 14 outreach events, with 13 in-person and

1 virtual, engaging an estimated 1,030 individuals.

Outreach Locations (with Estimated Participation)

Setting Type Location Est. Reach

DBH Community Clinics Mariposa Community Counseling 18
Crisis Services Wellspring Center 6
Crisis Services STAY 1
DBH Program RBEST (Virtual) 7
Contract Provider Hi-Desert Behavioral Health 1
Community Event Recovery Happens 350
Schools Sierra High School 3
School District Oro Grande Community Resource Fair 200
School Health Symposium Inland Empire School-Based Health Symposium | 225
Medical Provider Avalon Urgent Care (Yucca Valley) 1
Community Event Fall Wellness Extravaganza 215
University Medical Program | Psychiatry Fellows (Loma Linda University) 3

Across both fiscal years, EDC staff delivered a consistent presentation covering:

e Program overview

e Early warning signs of eating disorders
e Myths and facts

e Services available

e How to submit referrals

These presentations encouraged discussion, provided opportunities for Q&A, and resulted in productive

Cross-agency connections.

During these outreach events, staff would provide an overview of the EDC, including services offered, early
signs of eating disorders, and how to make a referral. This was done using a PowerPoint presentation that
included information on the project, definition of an eating disorder, related facts & myths, signs to look
for, goals for individuals suffering from these ilinesses, services provided by the project, and how to submit
a referral. These also left room for questions and discussion from participants. During fiscal year 25/26,
EDC also discussed potential collaboration between the Serving Transitional Aged Youth Residential

Treatment (STAY) for discharged consumers who needed ongoing treatment and support, as well as STAY
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criteria for admitting clients in crisis who needed residential treatment. They also had similar
conversations with the Wellspring Crisis Residential Treatment Center for consumers discharged from the
residential treatment center needing ongoing outpatient treatment and support as well as Wellspring

Center criteria for admitting clients in crisis needing residential treatment.

In addition, through outreach events and collaborations within DBH’s continuum of care, EDC has had
positive partnerships with the MCPs, Inland Empire Health Plan (IEHP), and Molina. With these
partnerships, EDC and MCP staff would meet regularly to review caseloads, discuss clinical issues, and
address referral authorizations. The MCPs would provide medical support to clients and split the payment
cost for any clients placed in residential treatment facilities. Residential treatment facilities were locations
for clients with an eating disorder that required a higher level of care. EDC and MCP staff would work to
obtain authorization by reviewing clinic documentation that would support the client’s level of care, which
might change throughout their stay at the facility. Authorizations were done on a weekly, bi-weekly, or
sometimes a monthly basis. In total, EDC collaborated with 13 different agencies providing higher levels
of care across Southern California within San Bernardino, Los Angeles, Orange, Riverside, and San Diego
Counties. These encompassed community-based organizations (CBOs), partial hospitalization programs
(PHPs), clinic-based intensive outpatient programs (IOP-CBs), home-based intensive outpatient programs
(IOP-HBs), clinic-based eating disorder services, and programs with follow-up care without specialty
mental health services. These agencies included: Loma Linda University Behavioral Medicine Center —
Eating Disorder Program (IOP/PHP), Center for Recovery (IOP/PHP), UCLA Eating Disorders Program
(inpatient), UC San Diego Health Eating Disorders Center (IOP/PHP), RADY Children’s Hospital-Medical
Stabilization Unit (IOP/PHP), Valenta Inc. (IOP/PHP), BHC Alhambra-Reasons (Inpatient, Residential,
IOP/PHP), Montecatini (Residential, IOP/PHP), Monte Nido (Residential), Clementine (Residential),
Adolescent Growth (Residential), Desert Marriage & Family Counseling (IOP), and Bright Road Recovery
(IOP/PHP).

Part 2: Develop a toolkit that includes lessons learned about collaborating with colleges/universities

and their health centers.

For this objective of the learning goal, although a toolkit was not developed, lessons learned about
collaborating with colleges/universities and their health centers were documented in a “Lessons Learned”

document incorporated into this report.
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Part 3: Creation of an Eating Disorder public information campaign.

For this aspect of Learning Goal 1, staff created an informational brochure that was distributed at their
outreach events. This brochure described the project, eligibility criteria, provided a definition of an eating
disorder, highlighted services EDC provided (e.g., assistance with navigating MCPs, coordination of care,
linkage to a higher level of care, case management, individual therapy, and group therapy), how to receive
an assessment, and what to expect when participating in this project. It also provided additional
information on educational and treatment resources as well as phone numbers to contact crisis services,
Behavioral Health, and/or Substance Use Disorder Recovery Services (SUDRS) within DBH’s continuum of
care. This brochure was also translated into three of San Bernardino County’s threshold languages,

Spanish, Vietnamese, and Mandarin, highlighting their efforts to maintain accessibility and equity.

Part 4: Implementation of public information campaign; dissemination of public information campaign

materials.

During Fiscal Year 24/25, EDC distributed 620 brochures to 12 different locations associated with DBH’s

continuum of care.

Brochures
Distributed
Location Type (N)
DBH Community Clinic | Mariposa Community Counseling 50
DBH Community Clinic | Vista Community Counseling 50
DBH Community Clinic | Barstow Counseling Center 50
DBH Community Clinic | Victor Valley Behavioral Health 50
DBH Community Clinic | Phoenix Community Counseling Center | 50
DBH Community Clinic | Mesa Counseling Services 50
CCRT Apple Valley CCRT 50
CCRT West Valley CCRT 60
CCRT East Valley CCRT 60
Clubhouse Amazing Place Clubhouse 50
Clubhouse Pathways to Recovery Clubhouse 50
Clubhouse Central Valley FUN Clubhouse 50
Total Distributed 620
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For FY 25/26, EDC distributed these materials to 19 different locations. Again, these included:

Brochures
Distributed
Location Type (N)
DBH Community Clinics | Mariposa Community Clinics 50
DBH Community Clinics | Victor Valley Behavioral Health 20
Crisis Services Provider | Wellspring Center 50
Crisis Services Provider | STAY 30
Crisis Services Provider | Valley Star Crisis Walk-In Center 20
Crisis Services Provider | Community Crisis Services 50
Specialized Program Recovery Based Support Teams (RBEST) - Virtual 7
Contract Provider Hi-Desert Behavioral Health 100
Contract Provider Pacific Clinics 100
Contract Provider Veterans Alcohol Rehabilitative Program 50
Outreach Recovery Happens 71
Clubhouse Pathways Clubhouse 100
Clubhouse TEAM House Clubhouse 100
Clubhouse Amazing Place Clubhouse 100
School Sierra High School 50
School Pacific High School 20
School Inland Empire School-Based Health Symposium 25
Outreach Avalon Urgent Care 100
Outreach Fall Wellness Extravaganza 10
Total Distributed 1053

Funding from the EDC project supported the distribution of educational materials as well as two major
training courses and six specialized lectures for DBH and contract staff. The two hybrid trainings, Family-
Based Therapy (FBT) and Eating Disorder Management, and Dialectical Behavior Therapy and Application
to Eating Disorders training, reached a total of 204 participants. The Family-Based Therapy (FBT) and
Eating Disorder Management training held 123 participants, of which 50 were virtual and 73 in-person,
with 87% of attendees surveyed reporting that the information was applicable to their work. Similarly, the
Dialectical Behavior Therapy and Application to Eating Disorders training engaged 81 participants, of
whom 35 were virtual and 46 in-person. The training received strong feedback, with 86% of attendees
surveyed noting practical value. The 2025 Eating Disorder Lecture Series also demonstrated highly positive
outcomes: Cognitive Behavioral Therapy for Eating Disorders drew 82 participants with 93% affirming
relevance to their work; both Motivational Interviewing for Eating Disorders and Exposure and Response

Prevention for Eating Disorders had 138 total attendees and received 100% applicability ratings from
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surveyed participants. Additional sessions included refreshers on FBT and DBT for eating disorders, along
with a course on medical comorbidities and common eating disorder behaviors, further expanding staff
knowledge and skills. Attendance included 52 participants for the FBT Refresher with 77% of attendees
surveyed finding it applicable. Lastly, 70 participants attended the DBT Refresher, and 15 participated in

the Medical Comorbidities & Common Eating Disorder Behaviors session.

Learning Goal 2
Examine if the development and dissemination of a screening tool which may be used in a variety of
settings (e.g., college student centers, health centers, substance use disorder providers physician’s

offices) is effective at increasing the number of individuals assessed for disordered eating issues.

Part 1: Development of a disordered eating screening and referral tool.

For Learning Goal 2 and the development of a screening tool, the EDC implemented the Eating Disorder
Examination Questionnaire (EDE-Q 6.0; Fairburn & Beglin, 2008). The EDE-Q is a 28-question measure
asking clients to think about the past four weeks (28 days) and how many of those days the individual
exhibited a behavior related to having an eating disorder. Questions 1 through 12 and 19 had a scale that
ranged from “No Days”, “1-5 Days”, “6-12 Days”, “13-15 Days”, “16-22 Days”, “23-27 Days”, or “Every Day”.
Questions 13 through 18 asked clients to fill out the number of days they believed they had exhibited
specific behavior. Question 20 asked about guilt associated with eating on a 6-point Likert scale ranging
from “None of the Time” to “Every Time”, while Question 21 asked about concern with others seeing the
individual eat using a 6-point Likert scale ranging from “Not at all” to “Markedly”. Finally, Questions 22
through 28 also used a 6-point Likert Scale ranging from “Not at all” to “Markedly” regarding the client’s
perspective on their eating behaviors. Following those questions, there were three supplementary

guestions related to health, including weight, height, and menstrual period challenges if female.

To complete the questionnaire, EDC and clinical staff met with clients, assisted them in completing the
assessment, and scanned the completed form into the Department of Behavioral Health’s EHR, myAvatar.
However, this workflow, combined with limitations within myAvatar, made it difficult to aggregate the total
number of assessments completed or conduct meaningful analysis of the responses. Moving forward, it is

recommended that a dedicated myAvatar form be developed using EDE-Q questions so staff can enter
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responses directly into the EHR, enabling analysts to efficiently extract, aggregate, and analyze the data

through SQL/SAS tables.

Part 2: The eating disorder screening and referral tool is disseminated to and used by community

partners (colleges/universities, health centers, substance use disorder providers, physicians’ offices).

The EDC also developed and distributed a referral form which was completed by internal and/or clinical
staff with other providers for potential clients eligible for services to address an individual’s eating disorder.
However, like the EDE-Q, these referrals were completed via fillable form, scanned, and uploaded to DBH'’s
EHR, myAvatar. As such, there was also a limitation with extracting, aggregating, and analyzing data points
from this documentation. Again, future recommendation would be development of a form within
myAvatar with a referral field which would allow staff to directly enter responses into the EHR and make

the raw data more accessible for analysis.
Part 3: Develop a toolkit that includes lessons learned about developing and disseminating a screening

and referral tool to community partners.

As with Learning Goal 1, although a toolkit was not developed, the lessons learned from developing and
disseminating a screening and referral tool to community partners were integrated into the “Lessons

Learned” section of this report.

Part 4: Increase the number of new clients screened, referred, and assessed for eating disorders.

To address this portion of Learning Goal 2, myAvatar data from January 1, 2021 through December 31,
2025 was reviewed. One of the first metrics examined was how many clients entered DBH’s continuum of
care through the EDC. During this period, 83 unique clients were identified as connecting to DBH via the
EDC pre-admit program, where they received referral and case management support before transitioning
to a higher level of care. As shown in the table below, the number of new EDC clients increased in FY 21/22
and FY 22/23, followed by a decline in subsequent years. Please note that Fiscal Years 20/21 and 25/26

contain partial data as the project began and ended 6 months into each fiscal year.
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Fiscal Year  # of Clients \

FY 20/21 13
FY 21/22 23
FY 22/23 23
FY 23/24 10
FY 24/25 8
FY 25/26 6

Part 5: Increase the number of existing DBH clients screened, referred, and assessed for eating

disorders.

While the previous part of Learning Goal 2 examined new clients, this portion looked at individuals who
had already accessed another area of DBH’s continuum of care and were referred to EDC to address their
eating disorder. Between January 1, 2021 and December 31%, 2025, the project opened program
assignments for an estimated 173 unique clients. Specifically, 168 clients were open with the pre-admit
reporting unit, to track coordination of care. Forty-two (42) of these clients were also assigned to the
project’s main reporting unit. Of these 42 clients, 37 were assessed with needs serious enough to be
elevated to receive direct services. An additional 5 clients presented with higher-severity needs or
followed an alternative pathway that allowed them to receive direct services without reporting through

the pre-admit reporting unit.

Under the pre-admit reporting unit, the number of clients opened each year remained relatively steady,
ranging in the low 30s with a peak in Fiscal Year 21/22 of 45 clients. For the main reporting unit, there
were peaks in Fiscal Year 21/22 with 24 clients and Fiscal Year 24/25 with 15 clients, while the other four

fiscal years opened less than 5 each for their respective time frames.
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Reporting Unit Fiscal Year

# of Clients

Type

Pre-admit FY 20/21 32
Pre-admit FY 21/22 45
Pre-admit FY 22/23 35
Pre-admit FY 23/24 31
Pre-admit FY 24/25 31
Pre-admit FY 25/26 18
Main FY 20/21 1
Main FY 21/22 24
Main FY 22/23 4
Main FY 23/24 4
Main FY 24/25 15
Main FY 25/26 1

Learning Goal 3
Examine if the development and utilization of the engagement assessment facilitates better linkage to

effective treatment services.

Part 1: Provider satisfaction with engagement assessment tool.
Part 2. Development and implementation of an eating disorder engagement assessment.
These portions of Learning Goal 3 were not met, as an engagement assessment tool had not been

developed. However, engagement was monitored through the volume and length of services provided

following the initial assessment.

Part 3: Increase the length of time and/or number of services utilized by clients with an eating disorder

diagnosis and episode who receive an engagement assessment.

While an eating disorder engagement assessment had not been developed, to supplement this learning
goal, client data was reviewed to determine whether the length of time and/or number of services utilized
by EDC clients increased following their initial service with the project. Across the lifespan of the project,
under both reporting units, 248 clients received a total of 4,826 services, accounting for 91,748 minutes

or about 1,529 hours. On average, clients received 19.5 services with a minimum of 1 and a maximum of
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266. With length of time, the average was 370 minutes or 6 hours, with a minimum of 0 and a maximum

of 7,550 minutes or about 125 hours.

VELELI Mean \ Minimum \ Maximum \
Total Minutes 370.0 0 7550
Total Services 19.5 1 266

When this same analysis was done across all project fiscal years, it was discovered that the average number
of services per client did increase following FY 20/21 to a high of 16.48 average services per client, but
subsequently dropped the next fiscal year with a low of 8.88 in FY 23/24, then picked back up the next
two fiscal years. There was a similar pattern with length of time where across fiscal years, the average
length of time per client increased following the fiscal year to a peak of 5.41 hours per client, then steadily
dropped to a low of 2.64 hours per client in FY 24/25, but picked back up during this last fiscal year with

an average of 3.96 hours per client.

The combination of shifting staffing levels and growing client demand in the later years of the project made
the development of an engagement tool challenging. These trends reflect a pattern in staffing changes

that are discussed in greater detail as part of Learning Goal 4.

Average # of Average Length

Fiscal Year Services of Time (Hours) | # of Clients
FY 20/21 7.32 1.35 | 37
FY 21/22 16.48 5.41 | 89
FY 22/23 14.13 4.67 | 93
FY 23/24 8.88 3.50 | 50
FY 24/25 11.03 2.64 | 69
FY 25/26 10.94 3.96 | 52
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Learning Goal 4

Examine if the use of multidisciplinary team, all comprised of MHP staff, can effectively liaise with a
variety of organizations (e.g., Colleges, College Health Centers, individual Physician Offices,
Independent Physician Associations, Management Care Plans, and behavioral health providers) to (1)
provide additional assessment services, (2) facilitate effective referrals, and (3) provide ongoing care

as needed.

Part 1: Develop a toolkit that includes lessons learned about creating, implementing, and maintaining

an eating disorder multidisciplinary team.

To support this learning goal, a comprehensive “Lessons Learned” document was developed and
integrated into this report, summarizing key insights from collaboration efforts with colleges, universities,
and their health centers. In addition, an in-depth analysis of staffing patterns and the services provided
through the EDC helped highlight the strengths and effectiveness of using a multidisciplinary team.
Together, these efforts deepen understanding of what contributes to successful engagement and

coordination within the EDC model.

As noted in our demographic profile of EDC clients, there were 248 unique clients who obtained services
through the life of the project. Overall, EDC staff rendered 4,826 services from FY 20/21 through FY 25/26.
The trend shows an initial surge from 271 services in its inaugural year to 1,467 services in the following
fiscal year, an increase of 429%. After an initial surge, we see a trend indicating a gradual decline in
services, reaching 444 in FY 23/24. There is a partial recovery in FY 24/25 that shows a rendering of 761
services, which is double the previous year, but in the final year, we see the final FY of services end at 569
services. Again, however, data for FY 25/26 is only partial, suggesting the potential for the number of
services rendered to bounce back, double that of the previous year. In essence, the trends suggest that
the EDC project had 1) a strong initial launch, 2) a mid-cycle contraction, and 3) a late-stage recovery with

signs of project recalibration.
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In terms of the total number of clients, the trendline seems to follow a similar path to the EDC services
rendered. The project started with 37 clients in FY 20/21, increased to 89 in FY 21/22, and peaked at 93 in
FY 22/23. In the following fiscal years, there was a considerable drop to 50 clients (FY 23/24), which slightly
rebounded in FY 24/25 to 69 clients while concluding its project cycle, serving 52 clients in the partial FY
25/26.

Many of these patterns can be attributed to staffing trends and external factors stemming from the global
COVID-19 pandemic, which changed the trajectory of service delivery. At the inception of the projectin FY
20/21, the EDC project began with four staff members who provided services. This staffing level was
maintained until FY 22/23, when the project lost a staff member and had only three individuals able to
provide services. However, in the following fiscal years, the project increased staffing to 5 staff members

(FY 23/24) and reached a maximum of 7 staff members providing services in the final year (FY 25/26).

L. Services Rendered by EDC Staff by FY

Total EDC Services, Clients and Staff by Fiscal Year
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A further breakdown of staffing shows the specific discipline by Fiscal Year. During the inception of the
project and the following fiscal year (FY 21/22), the EDC was composed of and serviced by four main staff,
three Licensed Marriage and Family Therapists (LMFTs), and one Social Worker Il (SW II). In FY 22/23, there
were two departures of LMFTs and the addition of a Licensed Clinical Social Worker (LCSW). This was the
only year that the project had fewer than four staff members providing services for clients. In the following

years, the project added and lost different staff member specialties. During FY 23/24, the project added
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another LCSW and a Registered Nurse (RN). In FY 24/25, the two LCSWs departed from the project, but
one Physician, one Social Worker | (SW 1), and two Associate Clinical Social Workers (ACSWs) were
onboarded. During the last year, the EDC project was composed of two ACSWs, two Registered Nurses

(RNs), one Certified Peer Support Specialist, one LMFT, and one SW I.

A couple of noticeable trends regarding staffing levels and disciplines were presented. The project ranged
from three to seven staff members. The initial trend shows a slight decline from 4 to 3 in FY 23-24, followed
by a slight increase from 3 to 7 by the end of the project cycle. The project demonstrated some
inconsistencies with staffing similar to the initial years, where LMFTs departed the project, or later on
when the project lacked any LCSW expertise. In essence, one can conclude that the project, for the number
of staff on its roster, had a moderate level of turnover. This could have affected the number and manner
in which services were rendered, and the rapport with clients, in short, affecting the effectiveness and
efficiency of a project. Some staff members reported several obstacles to the continuous flow of the EDC
project. For instance, some staff members reported that the COVID-19 pandemic hindered their
recruitment efforts and the project's effectiveness. Some lessons learned, for one, indicated a more
concentrated hiring effort and a deeper dive into retention strategies, as we saw a good number of staff
departures. Lastly, the project would benefit from clearly defining what each staff discipline would be

responsible for.

1l Breakdown of EDC Staffing

Total EDC Staff By Fiscal Year

Discipline
@ ACSW

4 4 @ Certified Peer Support Specialist
4 ®LCSW
O LMFT
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@ Registered Nurse
2 Social Worker Il
3 | .
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26| Page




Total # of Clients by Discipline
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The table above, showing the total number of unique clients by discipline, provides a clearer picture of
the workload distribution by staff discipline. The disciplines that served the most clients were Social
Worker lls and LMFTs with a combined total of 334 clients (duplicated), while the remaining disciplines
saw a combined 99 clients (duplicated). Clients can be duplicated across disciplines, meaning they are seen
by more than one staff member. Some of these positions were not staffed for the entire duration of the
EDC, and with the change in staffing, they may not have had the opportunity to be as integrated into the
project, and thus were unable to work with as many clients as other disciplines. Reiterating a similar
conclusion from previous graphs, this graph shows a peak in the number of clients seen during FY 21/22

and FY 22/23 by LMFTs and Social Worker lls.
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Total # of EDC Clients by Discipline and Fiscal Year
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Overall, the data indicated that Social Workers and LMFTs carried the largest share of client encounters
within the EDC, a result attributed to challenges in hiring and retaining staff. This distribution aligns with
the project’s structure, where these roles primarily serve as navigators, case coordinators, and client
support. Their consistent presence and workflow alignment naturally led to higher service counts,

particularly within the Pre-Admit reporting unit. The later decline in service likely reflects staffing shifts.

Total # of Services by Discipline and Procedure Name
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Most of the EDC’s activities centered on coordination, which accounted for 3,858 services out of the 4,926
total (78%). The large volume of coordination services reflects the project’s emphasis on outreach,

navigation follow-up and connecting clients to appropriate levels of care. The remaining service types were
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smaller in volume but still meaningful. These included Linkage and Consultation, Plan Development, and
Medication Administration. Together, these non-coordination services represent the more specialized or
clinically oriented components of the initiative that occurred less frequently but did contribute to the
overall support provided to clients. Most services were documented in the pre-admit reporting unit,
reflecting the initiative’s focus on coordinating, navigation, and early-stage support. The main reporting
unit shows fewer entries, which align with the project’s limited clinical and medical service components.

The graph simply summarizes this distribution by leaning toward pre-admission services.

Total Number of Services provided by EDC

Procedure Group Name MNumber of Services % of Services

Coordination 3858 78.32%
Linkage & Consultation 229 4.65%
Individual 196 3.98%
Plan Development Case Mgmt 144 2.92%
Plan Dev - MHS 112 2.27%
Medication Administration 111 2.25%
Screening 54 1.10%
Resch 49 0.99%
Group 43 0.87%
MNo Show 43 0.87%
Rehab/ADL 32 0.65%
Assessment 19 0.39%
Collateral 14 0.28%
Rehab/ADL - Grp 11 0.22%
Cancel 8 0.16%
Crisis Inter. 2 0.04%
Peer Services 1 0.02%
Total 4926 100.00%

The main reporting unit generally showed lower volumes; however, in FY 25/26, it surpassed the pre-admit
reporting unit, reflecting a shift toward more clinically orientated or ongoing service activity in the final
year. This pattern aligns with the broader service trend while highlighting a notable change in where work

was being documented.
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Total Number of Services by Reporting Unit and Fiscal Year
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Overall, the data shows a project shaped primarily by coordination and pre-admission activities with
staffing patterns and reporting structures driving where most services were documented. Variability in
staffing, leadership transitions, and limited procedural documentation contributed to shifts in service
volume and the balance between the number of services between the pre-admit reporting unit and the
standard reporting unit. In all, these trends highlight the need for clear workflow and continuity practices

to support consistent service delivery.
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Part 2: Sixty percent of clients will receive engagement services before and after assessment to ensure

effective connection to treatment.

As with Learning Goal 3, this component of Learning Goal 4 could not be fully addressed. As outlined in
the previous section, adjustments to staffing and the project’s overall direction over the course of EDC
resulted in a natural shift from the original vision. It was identified that there is a critical need for
sufficient and stable staffing levels, as enhanced workforce capacity would have substantially improved
community outreach and engagement services for this highly specialized population. Consequently, a

clear definition of engagement services was not established.

Part 3: Referrals by the eating disorder team will lead to client engagement in treatment, both within

the DBH system of care and outside of the DBH system of care.

In this last section of Learning Goal 4, as in previous sections, service trends for clients connected to the
EDC were explored. Using data from DBH’s EHR, myAvatar, a three-tier analysis was conducted. This
analysis examines the number of services a client receives across DBH’s continuum of care over three
timeframes. These are broken down into 90 days before a client’s initial service with EDC (Pre), 90 days
after their first service with EDC (Mid), and finally, between 90 and 180 days following their first service
(Post). Furthermore, this pattern was explored between different program types like outpatient programs,
including the DBH Community Clinics, Community Clinic Full-Service Partnerships (FSPs), TAY Programs, as
well as Crisis Programs, which included Community Crisis Response Teams (CCRT), Crisis Residential
Treatment Centers (CRT), Crisis Stabilization Units (CSU), TAY Crisis Residential Treatment Centers, and
hospitalizations. For this analysis, the ideal trend would be for the number of services to increase under

Community Clinics, FSPs, TAY Programs, and services to drop under Crisis Programs and hospitalizations.

‘ Outpatient Programs Pre ‘ Mid ‘ Post
Community Clinics 383 433 311
Community Clinic FPSs 421 482 366
TAY Programs 156 616 701
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Crisis Programs Pre ‘ Mid ‘ Post ‘

Community Crisis Response Teams (CCRT) 4 7 3
Crisis Residential Treatment (CRT) Centers 24 1 8
Crisis Stabilization Units (CSU) 16 9
Hospitalizations 17 8 10
TAY Crisis Residential Treatment Center (STAY) 50 - -

Looking at the tables above, the trends that appear for the outpatient programs, specifically for the
Community Clinics and Community Clinic FSPs, show that following a client’s initial service with the EDC,
the number of services with these other providers increased during the 90-day mid-point period.
Following this 90-day period before the end of the 180-day range, the number of services declined to
levels lower than the Pre timeframe before engagement with the EDC. While this may suggest less
engagement in services, it can also be theorized that clients have achieved greater stability and are in less
need of services during that time. Alternatively, services in TAY programs increased exponentially from 156
to 616, then to 701. This is in line with the demographic breakdown of EDC clients who were primarily TAY-
aged youth (16-25 years old), with 115 clients or 46% of the population, and highlights increased

engagement with the project.

As for Crisis programs, there is a lot of variety within specific providers. Under CCRT, there was a small
increase in services during the midpoint, followed by lower levels in the Post period. Within the CRTs, there
was a larger number of services provided during the Pre period, only one during the Mid-point, then a
jump back up to eight during the Post timeframe. Similarly, for the TAY-specific CRT or STAY, there were 50
services provided to clients during their Post time frame and then no services during the Mid or Post
assessment points. For the CSU, there was a steady decline in services going from 16 to 9 to 6. Lastly, for
hospitalizations, there is a sharp decrease at the midpoint with a slight increase in the post-timeframe.
Decreases in crisis services and hospitalizations suggest more stability amongst clients and their mental
health, as well as less reliance on these programs. While increases during the Mid or Post assessment time
frames, specifically for CCRT, CRTs, or CSUs, may be alarming, these can also suggest the ability to more
easily navigate DBH’s continuum of care and rely on these as a resource rather than go through a

hospitalization.
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Effectiveness

The EDC Innovation Project has become a cornerstone of specialized eating disorder care in San
Bernardino County, addressing critical access gaps for individuals, especially TAY, who often fall between
child and adult systems of care. Since launch, the multidisciplinary EDC team has provided assessment,
treatment, education, and coordinated access to higher levels of care (HLOC), serving 254 individuals and
facilitating HLOC for 55 clients through partnerships with local MCPs, demonstrating tangible impact and

system-level value.

The project’s evolution reflects a deliberate shift from an initial adult-focused target population (18+) to
an emphasis on TAY, acknowledging that these youth do not neatly fit existing pathways and require

tailored approaches for engagement, continuity, and outcomes.

During implementation, EDC identified lessons that refine the county’s approach to eating disorder
services. First, early intervention emerged as essential: prior models commonly waited for severe,
“classic” symptoms before treatment, which contributed to entrenched behaviors and poorer recovery.
In contrast, timely screening and rapid response in schools, primary care, and digital spaces improve
prognosis and reduce the need for intensive interventions. Second, family involvement through
Family-Based Treatment proved critical, reinforcing that parents and caregivers are key allies in refeeding
support, adherence, and relapse prevention, particularly for younger clients. Third, operational practices
such as routine weigh-ins were identified as potential barriers to participation, with clinician feedback
suggesting they may deter attendance; the team recommended further study to compare no-show and
cancellation rates between appointments with and without planned weigh-ins, aligning clinical vigilance
with engagement-sensitive design. Clinical complexity also surfaced as a defining feature. Rates of
co-occurring conditions, including anxiety, depression, trauma, OCD, and substance use, were higher than
anticipated, underscoring the necessity of integrated, trauma-informed care and the potential for

specialized substance use programming tailored to eating disorders.

EDC reaffirmed that there is no single “standard” presentation of eating disorders; reliance on narrow
profiles risks misdiagnosis and exclusion, while culturally responsive, inclusive care acknowledges diverse
experiences across gender identities, races, ages, body types, and encompasses diagnoses such as atypical

anorexia, binge eating disorder, and Avoidant/Restrictive Food Intake Disorder (ARFID).
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The project also emphasized the need for robust aftercare, including step-down supports, peer
connection, and skill-building in emotion regulation and distress tolerance to sustain gains, recognizing

that recovery is non-linear and benefits from ongoing monitoring and community reinforcement.

Modern communication and training strategies have been central to EDC’s approach. To reach diverse
audiences and reduce stigma, the project prioritized digitally accessible education, peer-to-peer
storytelling, and rapid-access crisis supports (e.g., text/chat lines and QR-linked resources) that align with

how clients, particularly youth, seek information and help.

On the provider side, technology-enabled professional training (webinars, e-learning, and online
certifications) expanded access to evidence-based practices such as Family-Based Treatment (FBT) and
Enhanced Cognitive Behavioral Therapy (CBT-E), helping address workforce limitations and improving
fidelity of care across the county. Together, these strategies strengthen both the demand and supply sides
of the service continuum, making it easier for clients to find credible resources and for clinicians to deliver

specialized interventions.

In January 2026, services were expanded from one localized team to the DBH outpatient clinics serving
the entire county. To operationalize access to higher levels of care and ensure continuity, EDC established
a revised workflow that integrates MCPs, DBH clinical teams, and the DBH Managed Care Coordination
Unit (MCCU). MCPs or PCPs identify members who may have eating disorders, and DBH clinicians may
also flag severe cases for review. When appropriate, MCPs submit a Transition of Care request to MCCU,
which evaluates the case and authorizes higher levels of care when warranted. After authorization, DBH
staff assist members in contacting MCP Member Services to begin the referral process for higher levels of
care. Upon discharge, MCCU connects clients to a DBH clinic based on preference or proximity, enabling
a warm handoff and a smooth return to standard services for ongoing support. This workflow standardizes
responsibilities, reduces friction at key handoffs, and ensures seamless movement between intensive and

outpatient settings, strengthening the county’s continuum of care.

This workflow will help ensure that San Bernardino County does not lose its only dedicated eating disorder
treatment program, including its unique capacity to coordinate physical-health integration, mental-health
treatment, and access to higher levels of care, which is a loss that would directly impact the severely

mentally ill population and reverse gains achieved through the Innovation phase.
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The project demonstrates that early, family-inclusive, culturally responsive, and digitally enabled care
delivered through an integrated workflow with MCPs and MCCU improves access, engagement, and
continuity for individuals experiencing eating disorders. By transitioning to CSS under the TAY Full-Service
Partnership, the county safeguards a proven, multidisciplinary model, preserves hard-won capacity, and
positions services to adapt to future needs, ensuring that residents continue to receive timely,

coordinated, and comprehensive care.

Challenges

Despite these achievements, several challenges limited the project’s full realization. Staffing turnover
disrupted service continuity and contributed to uneven service volume across years. Key deliverables—
including the engagement assessment and a fully developed screening/referral toolkit—were not
completed, in part due to limitations in myAvatar, which could not support structured data capture. Formal
partnerships with colleges, an original project priority, were difficult to secure. Stakeholders also noted
inconsistent communication about project scope, variability in workflows, and limited direct clinical
service compared to coordination-focused activities. Below is a table of the top challenges faced during

the EDC project:

Challenges Description

Limited College Collaboration e College campuses were difficult to engage

e Unable to establish formal partnerships or ongoing
screening processes

e Gaps in campus communication structures and unclear
points of contact hindered sustained collaboration

Incomplete Development of Key Tools e Unable to develop a validated engagement assessment

and fully integrated screening/referral toolkit

Data Capture and System Limitations e The myAvatar EHR lacked forms for structured data

entry, which contributed to limited data collection and

evaluation opportunities

Staffing Instability and Turnover e Fluctuations in staffing

o Affected outreach, service capacity, client continuity, and
fidelity to a multidisciplinary model

Mid-Cycle Decline in Services e Service volume, client enrollment, and clinic
engagement would increase, then drop mid-cycle

e Correlated with staffing instability and operational shifts

Limited Clinical Service Delivery e Majority of services provided were coordination
contacts rather than direct therapy or clinical
interventions

e Stakeholders reported confusion about the level of care
EDC actually provided
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Challenges Description

Uneven System Engagement and | e TAY programs showed strong increases in engagement

Follow-Through e Community Clinics and FSPs showed post engagement
declines

e Inconsistent crisis patterns

Lack of Clarity in Scope and Procedures | e Unclear definitions for “engagement services,”

inconsistent workflows, and varying documentation

practices

Areas for Improvement

In reviewing the project’s challenges, a future eating disorder specific program could benefit from several

improvements. The table below outlines the potential areas of benefit:

Theme Description

Integrated EHR Forms for Screening & | e Develop forms that can be integrated into myAvatar

Referral e Improve data collection and program analysis
Assessment Tool e Develop a standardized, validated assessment
Higher Education Partnerships e Designate dedicated higher education liaisons

e Establish form MOUs

e Simplified workflows to implement campus screening,
referral, and education

Workflow Stability e Introduce retention strategies

e (Clearer role definitions

e Balanced caseload expectations

Direct Clinical Service Capacity e Increase availability of EBPs for eating disorders

e Diversify staff roles

e C(Clarify expectations for clinical service delivery beyond
coordination

Communication of Project Purpose e C(Clearly define EDC services

Multidisciplinary Workflows e Establish clear protocols for coordination with MCPs,
DBH clinics, crisis services, and hospitals

Outcome Tracking e More robust tracking of pre-mid-post engagement

Lessons Learned

The table below summarizes key lessons learned from the EDC, highlighting how evolving research, clinical
insights, and community feedback have reshaped understanding of effective eating disorder prevention
and treatment. It identifies major themes such as the importance of early intervention, inclusive and
family-centered care, attention to co-occurring conditions, culturally responsive practices, and modernized
outreach and training approaches. Together, these insights point to opportunities for strengthening future

programming and improving outcomes for diverse individuals affected by eating disorders.
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Change in population served

Initially project target population was 18+ yrs old. Population selected
under the assumption that the child’s system of care would have an
existing means of EDO treatment via the managed care plan (l.e., IEHP).
While that assumption is generally true, the opportunity for innovation
existed in designing a EDO treatment programs that treats individuals
in the TAY age range. Because TAY age youth do not neatly fit in either
the children or adult system of care.

Timing of
treatment/intervention is
important — cost-to-benefit
analysis would probably favor
an increase in funding toward
prevention efforts rather than
just focusing on treatment after
the fact.

Then: In the past, eating disorders were often treated only after
symptoms became severe or life-threatening, sometimes requiring
inpatient or residential care as a first step (this is currently the DBH
model of EDO treatment).

Now: Research shows that early detection and rapid intervention
dramatically improve prognosis. Screening in schools, primary care
offices, and even via social media outreach has become a priority.

Lesson learned: Waiting for “classic” symptoms to become severe leads
to more entrenched behaviors and poorer recovery rates.

Project should be modified to
be more inclusive of family
participation

Approaches such as Family-Based Treatment (FBT/Maudsley Method)
show that empowering families as allies in refeeding and support leads
to better recovery, especially in adolescents.

Lesson learned: Parents and caregivers are critical partners that any
model of treatment should include.

Including a weigh-in for clients
as part of treatment is a barrier
to clients wanting to participate
in treatment (per feedback
from EDO clinicians)

Clients are resistant to taking weight at appointments. May need to do
a short-term study to see whether appointments with a preplanned
weigh-in have a higher no-show or cancellation rate than those without
a weigh-in.

Now: While medical stabilization is still essential, we know that full
recovery requires addressing underlying cognitive, emotional, and
behavioral patterns at the same time as nutritional rehabilitation.

Lesson learned: Treating the body alone doesn’t cure the illness; mind,
body, and behavior must be addressed in parallel.
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Higher rate of co-occurring Anxiety, depression, trauma, OCD, and substance use were often
conditions present than treated separately or only after ED symptoms subsided.
anticipated Now: There is recognition that comorbidity is the rule, not the

exception, and integrated treatment plans (e.g., trauma-informed care)
lead to more sustained recovery.

Lesson learned: Ignoring co-occurring issues can increase relapse risk.
Any EDO program should have a substance use component — this is a
possible new innovation project idea where the substance use
treatment program is specialty tailored to EDO needs (quick research
did not show any program of this type in California).

There is no “standard” Many protocols were designed with a narrow profile in mind, young,
presentation of what an EDO white, cisgender women with anorexia nervosa, to this point, during the
looks like initial stakeholder meetings one reoccurring question expressed

concern that we would be spending MHSA monies on a “white rich girl
disease” which demonstrates the significant lack of understanding of
how EDOs work—leading to missed diagnoses in males, people of color,
older adults, LGBTQ+ individuals, and those with higher-weight bodies.
Now: Greater cultural competency, recognition of atypical anorexia,
binge eating disorder, ARFID, and consideration of gender/sexual
identity and cultural food norms are standard.

Lesson learned: Eating disorders do not discriminate, and treatment
must be culturally responsive and inclusive.

Any EDO treatment program Discharge from treatment often came once weight was restored or
needs an “after care” program | acute symptoms resolved, with limited long-term follow-up.
Now: There is a stronger focus on relapse prevention, skill-building
(emotion regulation, distress tolerance), and community support to
sustain recovery. Step-down levels of care and peer support are
emphasized.

Lesson learned: Recovery is non-linear, and ongoing
monitoring/support increases long-term success.
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Information concerning EDOs Currently, EDO education relies on printed brochures, occasional public
needs to change to make the service announcements, school talks, and clinician referrals. This
ways in which information is information was slow to disseminate and often limited to medical or
consumed by the target academic language.

population

Outreach and communication should be:
e 24/7 online access to articles, videos, podcasts, webinars, and
support communities.
e Credible organizations (e.g., NEDA, Beat, ANAD) maintain
searchable, plain-language resource hubs.
e ED screening tools (like the SCOFF questionnaire) are available
online for self-assessment.

Lesson learned: People can learn about early warning signs and
treatment options before symptoms escalate, even without seeing a
clinician first.

Peer-to-peer education and Currently, these types of stories are shared only through in-person
recovery storytelling support groups or, occasionally, in written form with limited distribution
beyond treatment centers:

e TikTok, Instagram, YouTube, and blogs provide platforms for
recovery influencers and survivors to share experiences, coping
tools, and treatment journeys in real time.

e Storytelling normalizes help-seeking and reduces shame.

Lesson learned: Lived-experience voices have become central to ED
education, especially for younger audiences.
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Crisis Response and Linkage to | Currently, finding help means calling a clinic during business hours and
Services waiting for an appointment, and crisis lines were telephone-only and
not widely advertised.

e Text lines, chatbots, and telehealth mean help can be accessed
within minutes.

e Example: NEDA Helpline (phone/text/chat), Crisis Text Line
("NEDA" to 741741), and 988 mental health crisis line.

e QR codes on social media posts or flyers link directly to
screening tools or appointment booking pages.

Lesson learned: Reduced barriers to accessing immediate help,
especially for younger people who prefer text-based communication.

Early Warning and Positive:
Misinformation Challenges e Al and algorithms can help identify concerning posts and direct
users toward supportive resources.
e Some platforms flag ED-related content with resource links
(e.g., Instagram’s "Get Support" pop-up).
Negative:

n .

e Pro-ED (“pro-ana,” “thinspo”) content can spread quickly,
potentially triggering vulnerable individuals.
e Misinformation about nutrition, weight loss, or recovery

strategies can go viral without factchecking.

Lesson learned: Education efforts now include digital literacy training—
teaching people to critically assess online health content.

Technology Enhanced A reoccurring problem throughout project was providing EDO training
Professional Training to DBH staff and providers. Currently most training is through in-person
conferences and print articles.

Now:
e Webinars, e-learning modules, and online certification courses
allow widespread clinician training in best practices like FBT or
CBT-E.
e Recorded sessions make continuing education more flexible.

Lesson learned: More providers can access ED-specific training

regardless of location, helping address provider shortages.
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Conclusion

The Eating Disorder Collaborative (EDC) demonstrated that a multidisciplinary, county-operated model can
meaningfully expand access to specialized eating disorder services within San Bernardino County,
particularly for Transitional Age Youth, who constituted the largest share of those served and showed
notable increases in engagement across outpatient programs. Through coordinated care pathways,
targeted outreach, and cross-system collaboration with MCPs and higher level of care providers, the
project strengthened early identification and improved continuity of care for a population historically

underserved in the region.

Despite challenges including staffing instability, limited data infrastructure, and incomplete development
of planned assessment tools, the EDC generated important insights that refined the county’s
understanding of effective eating disorder service delivery. These insights underscore the need for early,
family-inclusive intervention; culturally responsive and trauma-informed practices; and standardized
workflows that integrate medical, behavioral health, and crisis systems. As services transition to sustained
support across multiple behavioral health funding sources within the TAY Full-Service Partnership, the
county preserves critical capacity and establishes a durable foundation for a comprehensive and equitable

system of care for eating disorders.
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SAN BERNARDINO

COUNTY Behavioral Health

Take an Active Role Additional Treatment
You are the most important member of the team. Resources EATI N G

For successful treatment, active involvement is . o .
. . EDC can assist with linkage to additional treatment
needed. The EDC team can provide education . L
i , , resources, including: DISORDER
and help you find more information and support.

« Psychiatrist
The following are two EDC recommended Y

educational sources:  Dietitian/nutritionist CO LLABO RATIVE

. Dentist
. National Eating Disorders Association . . H
(NEDA), and . Primary care provider Screen | ng
. Families Empowered and Supporting For additional information, AS sessme nt
Treatment of Eating Disorders (F.E.A.S.T.). call (909) 387-7336 or email
DBH-EatingDisorders@dbh.sbcounty.gov Trea t m e nt
Who Can Join 780 E. Gilbert Street
We are open to clients of all ages who have an San Bernardino, CA 92415
eating disorder, however our target population is www.SBCounty.gov/dbh
Transitional Age Youth 16-25 years old.
DEPARTMENT OF
BEHAVIORAL HEALTH

24/7 Community Crisis
Response Teams
(800) 398-0018 or
text (909) 420-0560

Access Unit
(Behavioral Health Helpline)
(888) 743-1478

Screening Assessment and
Referral Center
(Substance Use Disorder Helpline)
(800) 968-2636

Language assistance services are available free of
charge by dialing (888) 743-1478. TTY users dial 711 for
all phone numbers listed.

. / DBH complies with applicable federal, civil rights laws and
— e i E does not discriminate on the basis of race, color, national

“*American Psychiatric Association: e - origin, sex, gender identity, age, disability or Limited
www.psychiatry.org/patients-families/eating-disorders/what-are-eating-disorders . .
National Alliance on Mental lliness (NAMI): ¢ S— Engl|3h PrOﬂC'enCY-




What is an Eating Disorder?

Eating disorders are behavioral health
conditions characterized by severe and
persistent disturbances in eating behaviors and
associated distressing thoughts and emotions.
They can be very serious conditions affecting
physical, psychological and social function.
Types of eating disorders may include anorexia
nervosa, bulimia nervosa, binge eating
disorder, and avoidant restrictive food intake
disorder.

San Bernardino County
Eating Disorder
Collaborative (EDC)

The Eating Disorder Collaborative (EDC)
provides a structured, nurturing and
personalized treatment environment that
promotes wellness and recovery from an eating
disorder.

This includes affecting physical, psychological,
behavioral, emotional, and social growth using
direct treatment and referrals. EDC will work
with you and your loved ones to uncover the
root causes of the disorder and offer alternative
ways to cope, communicate, and change
patterns.

Services offered

« Assistance navigating Managed Healthcare
Plans (MCPs) such as IEHP, Molina and
Kaiser

« Coordination of Care

. Linkage to Higher Level of Care (Intensive
Outpatient Treatment, Partial Hospitalization,
Residential Treatment Care)

. Case Management

. Individual Therapy

Group Therapy

Where do | start?

Screening and assessment is the first step
towards recovery from an eating disorder. Start
by calling (909) 387-7336. We will discuss your
needs and talk about treatment and recovery
options. Together we will develop a roadmap for
treating the eating disorder.

Eating disorder treatment includes a combination
of support in coordinating your care. The EDC
program includes access to higher levels of care,
as needed, such as residential treatment, partial
hospitalization, and/or intensive outpatient
treatment.

What to expect

Treatment can involve a combination of
psychological and nutritional counseling and
works to address eating disorder symptoms and
its harmful effects to your physical health, in
addition to the psychological, biological,
interpersonal, and cultural forces that contribute
to the eating disorder. Treatment may last from a
few months to years.

Treatment can help:

. Develop healthy eating patterns

. Improve relationships

. Understand how and why eating disorders
develop

. Help manage difficult emotions

. Develop self-compassion

. Address basic and complex needs

. Address eating patterns

. Offer a safe place while addressing eating
disorder



Adopte una Posicion Activa

Usted es el miembro mas importante del equipo.
Para que el tratamiento tenga éxito, su
participacion activa es necesaria. El equipo de
EDC (por sus siglas en inglés) puede brindarle
educaciéon y ayudarle a encontrar mas
informacion y apoyo. A continuacion, se indican
dos fuentes educativas recomendadas por EDC:
. National Eating Disorders Association
(NEDA)
. Families Empowered and Supporting
Treatment of Eating Disorders (F.E.A.S.T.)
por sus nombres/siglas en inglés.

;Quién Puede Unirse?

Aceptamos a clientes de todas las edades que
tienen un trastorno alimentario, sin embargo,
nuestra poblacion objetivo son los jévenes en
edad de transicidon de 16-25 afios.

Recursos Adicionales de
Tratamiento

EDC puede ayudar con la vinculacion a recursos
de tratamiento adicionales, incluyendo:

. Psiquiatra

. Dietista/nutricionista

« Dentista

. Médico de atencién primaria

Para mas informacién, llame al (909) 387-
7336 o envie un correo electronico a
DBH-EatingDisorders@dbh.sbcounty.gov.

780 E. Gilbert Street
San Bernardino, CA 92415
www.SBCounty.gov/dbh

DEPARTAMENTO DE
SALUD MENTAL

Equipos comunitarios de
respuesta a crisis 24/7:
(800) 398-0018 o SMS (909) 420-0560

Unidad de Acceso
(linea de ayuda de salud mental):
(888) 743-1478

Centro de Evaluacion y Derivacion
(Linea de ayuda para trastornos por
consumo de sustancias)

(800) 968-2636

Los servicios de asistencia lingtistica estan disponibles de
forma gratuitamente llamando al (888) 743-1478. Los usuarios
de TTY deben marcar 711 para acceder a todos los nimeros

de teléfono indicados.

DBH cumple con las leyes federales de derechos civiles
aplicables y no discrimina por motivos de raza, color, origen
nacional, sexo, identidad de género, edad, discapacidad o

SAN BERNARDINO

COUNTY Behavioral Health

Colaborativo de
Trastornos de la
Alimentacion
Evaluacion,
Diagndstico y
Tratamiento

*American Psychiatric Association: | e
www.psychiatry.org/patients-families/eating-disorders/what-are-eating-disorders
E % | National Alliance on Mental lliness (NAMI):

www.nami.org/about-mental-illness/mental-health-conditions/eating-disorders
t . —-—

dominio limitado del inglés.




(Por donde empiezo?

La deteccion y la evaluacion son el primer paso
hacia la recuperacion de un trastorno
alimentario. Comience llamando al (909) 387-
7336. Analizaremos sus necesidades y
hablaremos sobre el tratamiento y las opciones
de recuperacion. Juntos desarrollaremos un plan
para tratar el trastorno alimentario.

({Qué es un Trastorno
Alimentario?

Los trastornos alimentarios son condiciones de
salud mental que se caracterizan por
alteraciones graves y persistentes de la
conducta alimentaria y por pensamientos y
emociones angustiantes asociados. Pueden ser
trastornos muy graves que afectan el
funcionamiento fisico, psicolégico y social.
Entre los trastornos alimentarios se incluyen la
anorexia nerviosa, la bulimia nerviosa, el
trastorno por atracén y el trastorno por ingesta
de alimentos restrictiva y evitativa.

El tratamiento de los trastornos alimentarios
incluye una combinacién de apoyo para
coordinar su atencion. El programa EDC incluye
acceso a niveles mas altos de atencion, segun
sea necesario, como tratamiento residencial,
hospitalizacién parcial y/o tratamiento
ambulatorio intensivo.

Qué puede esperar

El tratamiento puede involucrar una combinacién

ColaboraCIon Pa ra IOS de terapias psicoldgicas y nutricionales y trabaja
Tra StO"'IOS AIimenta rios : para abordar los sintomas del trastorno

. ' alimentario y sus efectos dafinos para la salud
(EDC PoOr sus 5|g|as en fisica, ademas de las fuerzas psicologicas,

biolégicas, interpersonales y culturales que

inglés) del condado de : > ¥ cutu
. . . . contribuyen al trastorno alimentario. El
San Bernardino Servicios ofrecidos tratamiento puede durar desde unos meses

hasta afos. El tratamiento puede ayudar a:

. Desarrollar habitos de alimentacion
saludables

. Mejorar las relaciones

. Comprender cémo y por qué se desarrollan
los trastornos alimentarios

. Ayudar a controlar las emociones dificiles

. Desarrollar la autocompasién

. Abordar las necesidades basicas y
complejas

. Abordar los habitos de alimentacion

La Colaboracién para los Trastornos Alimentarios . Asistencia navegando Planes de Salud

(EDC por sus siglas en inglés) proporciona un Médicos como IEHP, Molina y Kaiser
ambiente de tratamiento estructurado, enriquecedor . Coordinacién de Cuidado

y personalizado que promueve el bienestar y la . L . . L.
. . . « Vinculacién con un nivel superior de atencion
recuperacion de un trastorno alimentario. . L. .
(tratamiento ambulatorio intensivo,

Esto incluye afectar el crecimiento fisico, psicoldgico, hospitalizacion parcial, atencion de

conductual, emocional y social mediante el tratamiento residencial)
tratamiento directo y las derivaciones. EI EDC « Administracién de Casos
trabajara con usted y sus seres queridos para . Terapia Individual
descubrir las causas fundamentales del trastorno y Terapia de Grupo

ofrecer formas alternativas de afrontarlo,

comunicarse y cambiar habitos consistentes.
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Pam Nhan mat Vai Tro
Tich Cuc

Quy vi la thanh vién quan trong nhét trong nhom. Dé
diéu tri thanh cong, can co su tham gia tich curc.
Nhém EDC c6 thé cung cép théng tin gido duc va gilp
quy vi tim thém théng tin va su hé trg. Sau day |a hai
ngudn théng tin giao duc theo khuyén nghi ctia EDC:
. -Hiép Hoi Diéu Tri R6i Loan An Udng Quéc
Gia(National Eating Disorders Association NEDA),
va
. -Céc Gia Binh Bugc Trao Quyén va Hb Trg biéu
Tri R&i Loan An Uéng (Families Empowered and
Supporting Treatment of Eating Disorders,
F.EAS.T)

Ai C6 Thé Tham Gia

Chung t6i s8n sang ti€p nhan khach hang & moi do
tudi mac roi loan an uéng, tuy nhién nhom déi tugng
muc tiéu cla chang téi la Thanh Thiéu Nién & Do
Tubi Chuyén Tiép, 16-25 tudi.

www.psychiatry.org/patients- famlllesleatlng -disorders/what-are- eatlng -disorders
National AII|ance on Mental IIIness (NAMI): ¢ ——

Tai Nguyén Diéu Tri Bé Sung

EDC c6 thé hd trg két ndi vai cac tai nguyén diéu

tri

bd sung, bao gém:
-Bac Si Tam Than,
-Chuyén Gia Dinh Duéng,
‘Nha Si
‘Nha cung cap dich vu cham séc chinh

DE biét thém thong tin, hay goi
(909) 387-7336 hodc email
DBH-EatingDisorders@dbh.sbcounty.gov

780 E. Gilbert Street
San Bernardino, CA 92415
www.SBCounty.gov/dbh

SO CHAM SOC SUC KHOE
HANH VI

D6i Ung Phé Khiing Hodng Cdng
Pong 24/7
(800) 398-0018 hoac
nhén tin (909) 420-0560

Pon Vi Tiép Can
(Puong Day Trg Giup vé Cham Séc Sirc
Khée Hanh Vi)
(888) 743-1478

Trung Tam Sang Loc, Panh Gia va Gigi
Thiéu
(Puong Day Trg Gilp vé Rdi Loan Do
Lam Dung Dugc Chat)
(800) 968-2636

Dich vu hd trg ngdn ngt dugc cung cap mién phi bing cach quay s6 (888)
743-1478. Ngudi dung TTY quay s6 711 di vdi tat ca cac s6 dién thoai
duagc liét ké.

DBH tuén thul cac diéu luat dan quyén hién hanh cla Lién Bang va khéng
phén biét d6i xUr dura trén chling tdc, mau da, ngudn géc quéc gia, gidi tinh,
ban dang gidi, tudi tac, khuyét tat, hay Trinh Do Tiéng Anh Han Ché.

SAN BERNARDINO

COUNTY

Behavioral Health

HOP TAC XA
PIEU TRI ROI

LOAN AN UONG
Piéu Tri Danh Gia

Sang Loc




R&i Loan An Uéng La Gi?

R&i loan &n udng la cac bénh trang sirc khoe
hanh vi dac trung bdi sur xao tron nghiém trong
va dai dang trong hanh vi an uéng va nhirng
suy nghi va cdm xtc céng thang lién quan.
Chung c6 thé la nhirng bénh trang rat nghiém
trong &nh hudng dén chirc nang thé chat, tam
Iy va x& hoi.

Céc dang r6i loan &n uéng c6 thé bao gém
chan an tdm than, cuodng an, réi loan an uéng
qua nhiéu, va réi loan han ché tranh né thirc
an.

Hop Tac Xa Piéu Tri Roi
Loan An Uéng Quan San
Bernardino (EDC)

Hop Tac Xa biéu Tri R6i Loan An Uéng (EDC)
cung cap mot maéi trurong diéu tri co cau tric,
nudi dudng va ca nhan héa nham cai thién sirc
khde va phuc hoéi sau réi loan an uéng.

Diéu nay bao gom tac ddng dén su phat trién
thé chat, tam ly, hanh vi, cdm xuc va xa hoi
bang céach sl dung phuong phap diéu tri truc
ti€p va gidi thiéu. EDC sé hagp tac vdi quy vi va
nhirng ngudi than yéu cda quy vi dé tim hiéu
nguyén nhan gdc ré cla rdi loan va dua ra cac
céach thay thé dé déi pho, giao ti€p, va thay doi
mo thire.

Cac dich vu duoc cung cap

-Cac chuang trinh Assistance Navigating
Managed Healthcare Plan (MCP) chdng han
nhu IEHP, Molina, Kaiser

‘Phoi hgp cham séc

‘Lién Két vai Cap D6 Cham Soc Cao Hon
(Diéu Tri Ngoai Tru Tang Cudng, Nhap Vién
Mot Phan, Cham Séc Diéu Tri N6i Trad)
-Dich Vu Quan Ly H6 So,

‘Tri Liéu Ca Nhan,

“Tri Liéu Nhém

TOi nén bat dau tu dau?

Sang loc va danh gia 1a budc dau tién dé hoi
phuc sau r6i loan &n uéng. Bat dau bang cach
goi s6 (909) 387-7336. Chung toi sé thdo luan
vé nhu cau clia quy vi va ban vé cac lua chon
diéu tri va phuc hoi. Clng nhau ching ta sé phat
trién mot 10 trinh diéu trj réi loan &n uéng.

Diéu tri r6i loan an uéng bao gém mot sur két
hop hé trg trong viéc diéu phdi cham séc cla
quy vi. Chuong trinh EDC bao gom ti€p can vdi
cap d6 cham séc cao hon, néu can, chang han
nhu diéu tri n6i tru, nhap vién mot phan, va/hodc
diéu tri ngoai tri chuyén sau.

Can mong doi diéu gi

Diéu tri co thé gdom cé mét su két hop cua tu
van tam ly va dinh dudng va c6 gang gidi quyét
cac triéu chirng roi loan an uéng va nhirng tac
ddng cé hai clia né déi vadi sirc khde thé chat
clia quy vi, ngoai cac yéu td tam ly, sinh hoc,
lién nhan, va van hoa gop phan gay ra réi loan
&n udng. Diéu tri cé thé kéo dai tlr vai thang dén
vai nam.

Diéu tri co thé giup:

. -Phéat trién cac mé thirc &n uéng lanh manh

. -Cai thién cac méi quan hé

. -Hiéu dugc cach thirc va ly do tai sao roi
loan &n uéng phat trién

. -Giup kiém soat nhitng cam xuc khé khan

. -Phat trién long tu trdc an

. -Gidi quyét cac nhu cau co ban va phurc tap

. -Gidi quyét cac mo thurc an udng

. -Cung cap mét noi an toan trong khi giai
quyét roi loan &n uéng
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