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FINAL REPORT ON POSSIBLE CREATION OF A HEALTH AGENCY (ITEM NO. 2, AGENDA
OF JANUARY 13, 2015 AND ITEM NO. 2, AGENDA OF MARCH 3, 2015)

On January 13, 2015, the Board directed the Interim Chief Executive Officer, County Counsel
and the Department of Human Resources, in conjunction with the Departments of Health
Services (DMH), Mental Health (DMH), and Public Health (DPH), to report back in 60 days on
the benefits, drawbacks, proposed structure, implementation steps, and timeframe for the
creation of a single unified health agency. On March 3, 2015, the Board extended the deadline
of the final report on the health agency to June 30, 2015. A draft version of this report was
made public on March 30, 2015; formal public comment closed on May 29, 2015. Attached is
the final report in response to this Board motion, having been revised based on input received
during the public comment period.

While each has a unique mission and set of responsibilities, the ultimate goal of DHS, DMH,
and DPH is to improve the health and well-being of all Los Angeles (LA) County residents
across physical, behavioral, and population health. If created, a health agency would be
responsible for leading, supporting, and promoting integration and enhancement of services and
programs between the three Departments. An agency would support the full current scope and
spectrum of activities and responsibilities of each Department. An agency is not intended to
reduce service levels or programs, cut budgets, lay off staff, or cut contracts with private
agencies/providers.

Key opportunities that the agency might assist the County in pursuing include:
Improving health outcomes and reducing disparities

Addressing major service gaps for specific vulnerable populations

Bridging population and personal health

Integrating services at the point of direct care delivery

Streamlining access to care

Using information technology to enable service and programmatic integration

“To Enrich Lives Through Effective And Caring Service”
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o Improving workforce education and training
« Strengthening the County’s influence on health policy issues
¢ Improving use of space and facility planning
e Improving ancillary and administrative services/functions
e Maximizing revenue generation

An agency structure may have drawbacks. Risks and concems that have been raised as part of
the stakeholder process include the possibility that an agency may:
e Result in cuts to critical population health and mental health programs
Add an increased degree of bureaucracy resulting in service/operations delays
Require financial investment that would be funded from Departmental resources
Lose focus on the full breadth of the Departments’ current missions
Lead to cultural friction that compromises integration efforts
Place greater focus on the medical model at the expense of the recovery/resiliency
model of care
« Disrupt existing programs and well-established client-provider relationships
e Distract County staff and community stakeholders from their ongoing work

The proposed agency structure takes into account the above risks and seeks to mitigate their
likelihood of becoming a reality. Importantly, the Board chose to approve in concept an agency
model in which each Department preserves a separately appropriated budget that can only be
changed by the Board of Supervisors, rather than approving a merged model in which DHS,
DMH, and DPH are consolidated into a single department.

To mitigate the risk of bureaucracy and administrative costs, agency staffing shouid be lean.
Functions should not be duplicated between the Departments and agency. Units should be
moved to the agency only when there is a clear, demonstrable added value of doing so in terms
of service enhancements and efficiency gains. The report includes specific recommendations
for units that could be positioned at the agency level over the short-term as well as
recommendations for placement of agency-level individuals serving in strategic leadership roles
in specific functional areas. Core administrative units, including human resources, information
technology, finance, and contracting/procurement, among others, should not be immediately
moved to the agency.

Many people felt that an agency was not necessary to achieve the benefits of integration, but
rather such benefits could be achieved by the Departments working more collaboratively or
through other non-agency structures. A summary of alternative non-agency models suggested
by stakeholders include:
e Creation of a separate office, patterned after the Office of Child Protection, to help
coordinate and lead integration-focused initiatives
o Realignment of Department functions without creation of an agency
Creation of an agency focused only on clinical service delivery (i.e., excluding population
health)
e Creation of a health and social services agency
Creation of a health authority
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The Board of Supervisors has three general options as to how it may choose to proceed. First,
it may decide the current structure and organizational relationships of the Departments should
be left unchanged, ceasing consideration of the agency and other models that would alter
County organizational structure and Departmental relationships. Second, the Board may
choose to proceed with creating an agency involving DHS, DMH, and DPH. Finally, the Board
may choose to proceed with study and/or implementation of a different model, including those
noted above.

If the Board chooses to proceed with creation of an agency, the County would adopt an
ordinance formally approving the agency and specifying the reporting relationships between the
agency and Departments. Additional recommended actions that should be taken if an agency is
created include the need to:

e Appoint an agency director with the skills and temperament needed to be successful in

the role

e Build a transparent, ongoing, and meaningful partnership with internal and external
stakeholders
Promote cultural competency in all health-related activities
Establish an integrated strategic plan and a set of initial agency priorities
Ensure accountability and oversight of the agency
Regularly and publicly report on agency progress and impact
Publish clear, concise data on Department budgets
Publicly communicate changes in County organizational structure and programs
Create opportunities to build relationships and trust among staff

The hope is that through this report, and the extensive internal and external stakeholder process
that helped inform it, LA County leadership is well-positioned to determine the best path forward
so that it may maximize opportunities for innovation and integration for the benefit of all LA
County residents.

If you have any questions, please contact me, or your staff may contact Dr. Christina Ghaly at
(213) 974-1160.

SAH:CRG:jp
Attachment

c: Executive Office, Board of Supervisors
County Counsel
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Human Resources
Mental Health
Public Health
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Executive Summary

On January 13, 2015, the Los Angeles (LA) County Board of Supervisors unanimously passed a motion approving in concept
the creation of a single, integrated health agency with authority over the Departments of Health Services (DHS), Mental
Health (DMH), and Public Health (DPH). As requested in the Board motion, this report provides an overview of the types of
integration-related opportunities that a health agency might pursue, the potential risks and drawbacks of a health agency, a
proposed structure, and suggested implementation steps and timeline. The report was developed with significant input
from a broad set of internal and external stakeholders across the health community.

If created, a health agency would be responsible for leading, supporting, and promoting integration and enhancement of
services and programs between DHS, DMH, and DPH for the benefit of all LA County residents. An agency would support
the full scope and spectrum of activities and responsibilities of the three Departments. It is not intended to reduce service
levels or programs, cut budgets, lay off staff, or cut contracts with private agencies/providers. Below are key integration
opportunities the County ought to pursue that, if achieved, would yield significant benefits for the residents of LA County.
The creation of an agency might assist in the pursuit of these goals.

1. Reduce health disparities by identifying and implementing interventions that address social determinants of health
and improve access and utilization.

2. Address gaps in service delivery for at-risk, vulnerable populations, including but not limited to foster children and
transitional aged youth, justice-involved populations, homeless individuals, and those in psychiatric crisis.

3. Enhance cross-linkage between population health and direct clinical care services.

4. Integrate direct care services for patients/clients/consumers that need physical, mental, substance abuse, and
housing-related services and supports.

5. Streamline access to services and programs provided or funded by the County by creating a unique identifier and
aligning referral, financial screening, and registration practices.

6. Use information technology to enhance access to information and coordinate management of shared clients and
populations.

7. Educate and train the health care workforce to succeed in an integrated care environment.

8. Increase the County’s ability to influence state and federal health policy issues.

9. Improve utilization of owned and leased buildings to enhance service delivery and lower costs.

10. Capture opportunities in pharmacy, ancillary services, contracting, purchasing, and human resources to improve
the quality and efficiency of County services and the experience of those interacting with the system.

11. Generate additional revenue by increasing managed care contracts and strategically pursuing other revenue-
maximization opportunities.

An agency structure may have drawbacks or disadvantages. Risks and concerns that have been raised as part of the
stakeholder process include the possibility that an agency may:

Result in service and budget cuts to critical population health and mental health programs.
Add layers of bureaucracy that will result in delayed services/operations.
Require financial investment that would need to be funded within existing Departmental resources.

A wnN e

Prevent Departments from focusing on the full breadth of their current missions and scope of activities, the full set
of clients/populations served, and the way in which services/programs are provided.

u

Aggravate cultural differences and distrust between the Departments, compromising efforts to work together.

6. Replace the recovery and resiliency models that are foundational to the community mental health system of care
with a focus on a medical model of disease and treatment.

7. Disrupt existing, successful programs and well-established provider/agency relationships.
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8. Distract Department staff and community stakeholders from their ongoing work enhancing programs/services.

The proposed agency structure takes into account the above risks and seeks to mitigate their likelihood of becoming a
reality. First, the Board chose to approve in concept an agency model in which each Department preserves a separately
appropriated budget that can only be changed by the Board of Supervisors, rather than approving a merged Department
model in which DHS, DMH, and DPH are consolidated into a single department. Next, to mitigate the risk of bureaucracy
and administrative costs, agency staffing should be lean. Functions should not be duplicated between the Departments and
agency and units should only be moved to an agency level when there is a clear, demonstrable added value of doing so in
terms of service enhancements and efficiency gains. Specific units (in full or in part) recommended for placement at an
agency level are: data/planning, capital projects/space planning, government affairs, and consumer affairs/advocacy/
ombudsman; a workforce training function should be considered. Core administrative functions (e.g., IT, HR, contracting,
finance) should remain within the Departments. Individuals with strategic leadership positions in the following areas are
also recommended: information technology, revenue maximization, service contracting/procurement, and human
resources/employee relations; an individual charged with coordinating managed care strategy should be considered.

Many people felt that an agency was not necessary to achieve the benefits of integration, but rather such benefits could be
achieved by the Departments working more collaboratively or through other non-agency structures. A summary of
alternative non-agency models suggested by stakeholders include: creation of a separate office, patterned after the Office
of Child Protection, to help coordinate and lead integration-focused initiatives; realignment of Department functions
without creation of an agency; creation of an agency focused only on clinical service delivery (i.e., excluding population
health); creation of a health and social services agency; and creation of a health authority.

At the Board’s discretion, a health agency could be created by adopting a County ordinance formally approving the agency
and specifying the reporting relationships between the agency and Departments. Beyond this, should the Board decide to
create an agency, it should be carefully implemented in a way that mitigates the potential risks raised by stakeholders and
that supports ongoing transparency and community engagement. Recommended actions include the need to:

1. Appoint an agency director with the skills and temperament needed to be successful in the role.

Establish and clearly communicate an integrated strategic plan and a set of initial agency priorities to which the
agency director and Department heads are held accountable.

3. Build a transparent, ongoing, and meaningful partnership with internal and external stakeholders in which a broad
set of community members, including patients/clients/consumers and their families, provide input into agency
priorities/activities and raise ideas and concerns. Such engagement is critical in ensuring ongoing community
participation in planning programs and initiatives and restoring trust and confidence among community members.
Promote cultural competency in all health-related activities.

5. Ensure accountability and oversight of the agency, potentially through empowerment of the existing Commissions.

6. Regularly and publicly report on agency progress, including indicators related to agency impact, encouraging public
statements to be made by Department heads and community stakeholders as well as agency leadership.

7. Publish clear, concise data on Department budgets including sources and uses of various financing streams.

8. Clearly communicate any changes in County organizational structure or programs with the public.

9. Create opportunities to build relationships and trust among staff.

While each has a unique mission and set of responsibilities, the ultimate goal of the health-related Departments is to
improve the health and well-being of all LA County residents, enhancing parity and equitable access to care and services
across physical, behavioral, and population health. The hope is that through this report, and the extensive internal and
external stakeholder process that helped inform it, LA County leadership is well-positioned to determine the best path
forward so that it may maximize opportunities for innovation and integration for the benefit of all LA County residents.
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Introduction

On January 13, 2015, the Los Angeles (LA) County Board of Supervisors unanimously approved in concept the creation of “a
single, integrated agency” encompassing the Departments of Health Services, Mental Health, and Public Health?, as well as
the environmental toxicology bureau functions currently performed by the Agricultural Commissioner. The motion directed
the Chief Executive Officer (CEO), County Counsel, and the Department of Human Resources (DHR), in conjunction with the
Department of Health Services (DHS), the Department of Mental Health (DMH), the Department of Public Health (DPH), and
Agricultural Commission to report back within 60 days on five issues: the benefits and drawbacks of the agency, proposed
agency structure, possible implementation steps, and timeframe for achievement of the agency. The motion specifically
requested a stakeholder/public participation process for soliciting broad input into the report.” Finally, the motion was also
amended to include consideration for moving the Sheriff Medical Services Bureau (MSB) into the agency. This document
will address issues pertaining to the organizational integration of DHS, DMH, and DPH, collectively referred to as the
“Departments” in this report. The environmental toxicology lab was discussed in a separate report to the Board on March
31, 2015; on May 19, 2015, the Board voted unanimously to effectuate its transfer from the Agricultural Commissioner to
the Department of Public Health by the end of the current fiscal year. Regarding health services provided to County jail
inmates, on June 9, 2015, the Board voted unanimously to approve a single, integrated jail health services organizational
structure, including the transition of jail health staff from the Department of Mental Health and Sheriff’s Department
Medical Services Bureau to the Department of Health Services under the direction of a new Correctional Health Director.
Issues pertaining to the environmental toxicology lab and jail health services will not be discussed further in this report.

Each of the three County health Departments strives, via a unique combination of policy, programmatic, regulatory, and
direct care activities’, to enhance and promote the health of LA County residents, with “health” being defined in this report
in its broadest, most comprehensive sense, emphasizing the physical, mental, social, and spiritual wellness of individuals
and populations. This includes, where relevant, social services and programmatic supports that fall outside traditional
definitions of health but that are needed to address social determinants and produce whole person wellness in all realms
(e.g., entities focused on education, employment, community development, recreation, etc.). In meeting their common
goal of enhancing health, the activities and responsibilities of the Departments are complementary. The specific niche for
each Department (within the broad health care milieu) can be found in their mission statements, functional and operational
structures, and strategic plans. The different responsibilities, activities, organizational identities, and assets of each should
be viewed as the reason for there being so much value in working more closely together to address challenging issues.
Beyond their overall focus on health, the Departments also share important similarities, including mission-driven County
staff, a wide and complex network of community partnerships, an ethic of service and cultural proficiency, a commitment
to evidence-based practices, and a focus on reducing health disparities among disadvantaged populations.

There was a strong and convincing rationale behind the re-establishment of an independent Department of Mental Health
in 1978 and the creation of an independent Department of Public Health in 2006." The separations allowed each to
develop a strong identity and reputation in their fields, to prioritize their work to achieve their missions, and to avoid
program cuts that could occur in the setting of financial deficits. Internal and external stakeholders, including both those
opposed to and in support of a health agency, applaud the wisdom of these historical separations.

The health-related needs of many individuals are fully met within the organizational structure of the current system. Many
individuals receive excellent care and many populations benefit from the activities of each Department, including from
successful integrated models of care provided in County-operated programs or as funded by the County. While

! Motion included in Appendix I.

> The process used to develop this report is included in Appendix II.

® Please see an overview of the Departments’ responsibilities in Appendix Il1.
* See Appendix IV for additional detail on the history of the Departments.

5



Response to the Los Angeles County Board of Supervisors Regarding Possible Creation of a Health Agency
June 30, 2015

stakeholders highlighted these “pockets of success”, they also pointed to much larger areas where the system and its
separate, largely siloed, efforts are not effectively serving individuals and populations. “It’s inefficient.” “Confusing.”
“[Pieces of the system are] broken.” “We have many piecemeal processes that have failed to produce significant, lasting
impact toward social change.” Individuals fall through the cracks and fail to get the services they need. Many individuals,
including those that have been historically underserved, experience gaps in services and programs or remain entirely
unserved, propagating deeply embedded disparities in access to care and health outcomes among specific populations. To
address these deficiencies, the County must focus on ensuring that the totality of the County’s operated, managed, and/or
funded health-related programs and services provide an integrated and high-quality approach to enhancing the health and
wellness of all individuals and populations across LA County, not just those who are well-served by the current system.
Success will depend on continuing a healthy duality of thinking: that is, the ability to maintain what is working well while
instilling new integrated systems and practices to overcome the current gaps and meet the health needs of the most
vulnerable populations.

There is broad agreement on the overall need to integrate services and programs across the different aspects of health,
including mental, physical, and public health, and on integration as the best, most effective way to improve health
outcomes and reduce disparities, particularly for the most disadvantaged and vulnerable County residents. However, there
is strong disagreement on the best way to achieve this shared goal, on the question of whether or not
organizational/structural changes to the County’s health-related Departments would help to advance integration, and, if
organizational changes are needed, the form they should take.> Those that favor the agency model believe it is the best
way to achieve integration while maintaining independent departments and budgets able to fulfill the breadth of their
current missions. Those hesitant or opposed to the agency model question whether a health agency is a necessary or even
helpful step in the quest for better health outcomes, noting that more attention to cross-boundary collaboration and, in
some cases, additional resources may produce the same outcomes. This report will focus primarily on the agency model
proposed by the Board but will also note alternative ways that stakeholders felt integration goals could be achieved.

> A summary of the structures used to organize health-related departments in other counties is included in Appendix V.

6



Response to the Los Angeles County Board of Supervisors Regarding Possible Creation of a Health Agency
June 30, 2015

Organizing LA County’s Health-Related Departments to Achieve Integration Goals

The US health care system is moving toward integration. The current siloes in which public health, mental health, and
physical health operate, taking into account regulatory, financing, information management, and programmatic/service
design, produce a fragmented system that fails to optimally serve all segments of the population. Integration is necessary
to achieve sustainable and scalable improvements in health outcomes for individuals and populations across all racial,
ethnic, cultural, and societal groups. The Affordable Care Act (ACA) is a major instigator of integration, noted to have
“sweeping impacts on the provision of care for individuals with behavioral and physical health service needs who receive

”® Under the ACA and the state’s ever-growing shift toward managed care, California has

services in the public sector.
placed responsibility for treating mild to moderate mental iliness on the local health plans which provide health services,
rather than in the carve-out specialty mental health system. The trend toward managed care has also increased reliance on
capitated payment models in which providers are taking on more financial risk while being held to increasingly stringent
standards for timely access and quality. We therefore need delivery systems that can effectively and cost-efficiently
manage a population that includes a large number of individuals with co-existing mental illness, substance use disorders,
and/or multiple physical comorbidities. Federal regulations on mental health and substance abuse parity related to
coverage have also raised the question of whether separate delivery systems and financing arrangements for these

functions can produce equal outcomes for consumers.

Under managed care, financial incentives place increasing focus on the role of the delivery system in achieving health care’s
triple aim’, a goal that requires collaboration and integration across all of health’s spheres: across the spectrum of clinical
service delivery (e.g., mental health, physical health, substance abuse treatment) and within the components of each of
these areas (e.g., community-based services vs. institutional-based services). It also encompasses areas outside of clinical
service delivery, including for example the integration of population health and primary care.® As one author noted, “a
reformed system should integrate personal preventive and therapeutic care with public health and should include
population-wide health initiatives. Coordinating personal medical care with population health will require a more
structured system than has ever existed in the United States.”” This emphasis on integration is seen with Section 1115
Medicaid Waiver renewal discussions in California and approved waivers in other states that focus on the importance of
integrating physical and behavioral health and on the delivery system’s role and responsibility in achieving population
health goals. Integration across the breadth of health’s arenas is also the subject of numerous grants awarded by the
Center for Medicare and Medicaid Innovation and of recently awarded State Innovation Models.

While the County must increase its efforts toward integration, there are several examples of programmatic/service
integration initiatives already in place involving the Departments and partner organizations. Following are a few examples
as provided by the three Departments:

1. Center for Community Health (CCH); also known as the Leavey Center: CCH is a health center that provides
integrated primary care, mental health, dental, optometry, and substance use disorder services (via a contract
with Homeless Healthcare Los Angeles) to low-income and homeless individuals on Skid Row. Partners include
JWCH Institute, DHS, DMH, and DPH. CCH provides approximately 4,500 service encounters per month.*

6 Croft, B., (2013). “Care Integration in the Patient Protection and Affordable Care Act: Implications for Behavioral Health,”
Administration and Policy in Mental Health, 40(4). 258-63.

” The health care triple aim: to improve overall health outcomes and population health; to improve quality and access and, as a result,
experience of care; and to increase cost-effectiveness of care.

8 Institute of Medicine (2012), “Primary care and public health: Exploring integration to improve population health.”

° Chernichovsky, D, (2010). “Integrating public health and personal care in a reformed US health care system,” American Journal of Public
Health, 100(2). 205-11.

% Data obtained from JWCH, June 2015.
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2. Co-Occurring Integrated Care Network (COIN): The COIN program is a collaboration involving DPH, Probation,
DMH, and other County partners and contracted providers to address the needs of Assembly Bill (AB) 109 Post
release Supervised Persons (PSPs) who have a SUD, severe and persistent mental iliness, and a high risk for
relapse. Services offered include integrated SUD and mental health treatment services, medication assisted
treatment, co-located probation supervision, and evidenced based programming. PSPs are referred by the Los
Angeles County Superior Court, Division 83, for integrated co-occurring disorder services at the Antelope Valley
Rehabilitation Center. Since implementation in March 2013, a total of 67 PSPs have enrolled in the COIN
program and 65 were discharged, 75% of those with positive compliance (indicating they completed treatment
or left treatment with satisfactory progress). Following discharge, COIN clients had a 56% decrease in

homelessness and a 52% decrease in physical health problems.™

3. DMH co-locations in DHS facilities: DHS-DMH co-locations place DMH staff on a full-time basis in DHS
outpatient clinics to provide short-term evidenced-based early intervention services for adults suffering from
depression and/or anxiety. The initial pilot at El Monte Comprehensive Health Center started in December
2010; seven sites currently have co-located staff. Approximately 175 unique clients across all sites were served
each month in FY13-14. Aggregated outcomes for clients completing treatment are as follows for FY 2013-14:
65% positive change for individuals with depression and 57% positive change for individuals with anxiety."

4. Health Neighborhoods: The DMH health neighborhood initiative is an effort to bring together regional
providers across health, mental health, substance abuse, and community-based services to improve
coordination of services in a specific community. Seven pilots are currently active: Boyle Heights, Central Long
Beach, El Monte, Lancaster, MLK/Watts/Willowbrook, Pacoima, and Southeast Los Angeles.

5. Integrated Mobile Health Team (IMHT): IMHTs are integrated field-based teams led by mental health
providers partnered with primary care providers, substance use disorder staff, and housing developers. This
program assesses and provides services to homeless individuals with co-morbid mental health and physical
health and/or substance use conditions who are chronically homeless and highly vulnerable. The teams have
demonstrated improvements in mental health symptoms, use of alcohol, recovery from mental iliness, physical
health symptoms and signs (e.g., body mass index, blood pressure), and a decline in psychiatric hospitalizations
and ED visits. Over the three years of the project, a total of 581 individuals were served by IMHTs."*

6. MLK Psychiatric Urgent Care Center (UCC): The UCC is a DMH facility that, through collaboration with DHS and
DPH, provides primary care, mental health and substance use disorders treatment for frequent hospital
emergency department utilizers. DMH contracts to provide urgent and outpatient mental health services. DHS
provides primary care services, increasing access for clients with mental illness who prefer to seek medical care
in a mental health setting. DPH contracts with Community Assessment Service Centers (CASC) to co-locate
substance use disorder (SUD) counselors and provide assessment and referral to SUD treatment services. From
July 1, 2014 to April 30, 2015, co-located SUD counselors at the MLK UCC have screened a total of 123
individuals and of those, referred 28 to SUD treatment.™

Successful examples of service integration are also often found in the systems of care that support HIV-positive individuals.
From the beginning, the HIV community has insisted on providing integrated physical health, mental health, and substance

! Data obtained from DPH SAPC, June 2015.

2 Data obtained from DMH and DHS, June 2015.
'3 Data obtained from DMH, June 2015.

! Data obtained from DPH SAPC, June 2015.
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use treatment services to HIV-positive clients, a movement that was supported with categorical federal Ryan White Care
Act and HIV Prevention funding and through the initiation of the local Ryan White Planning Council and the HIV Prevention
Planning Committee, respectively.

These and other integration models are generally focused on small and/or specific populations or are present in only a
certain facility, contracted entity, or region. While they should be applauded, they do not represent an integrated system
of care for the residents of LA County, nor have these or other collaborative efforts by the Departments addressed striking
disparities in health outcomes between different groups, including but not limited to racial and ethnic minorities and the
needs of particular vulnerable populations that cross racial, ethnic, gender, and cultural lines. Similarly, the collective
efforts of the Departments have failed to tackle or make substantial progress on what are considered major, intractable
problems in the County: homelessness, psychiatric crises, health and mental health issues of children in the foster care
system, and the needs of justice-involved populations. In both cases, this is because of a relative lack of focused attention
on tackling social determinants that lie within the realm of the Departments’ scope of work and because of a lack of
successful, integrated programs having been implemented at scale across the County.

As noted in the introduction, virtually all stakeholders agree with the need to integrate activities (direct clinical services and
programs extending beyond care delivery) across the three Departments. While many initially questioned the need for
change, highlighting areas of success particularly within the contracted agency/provider community, this sentiment has
shifted over the course of the months during which this report was drafted. A vast majority of stakeholders now generally
acknowledge the need to make more rapid and robust progress in achieving scalable, sustainable programmatic changes
within the broad Los Angeles County public sector system, including those services and programs directly operated by,
managed by, or funded by the County. The area of greatest debate is no longer whether change is needed, but rather
whether that change requires modification of the current organizational structure and governance in order to be maximally
responsive to the evolving, more complex external environment. Further, if modifications are needed, there is debate on
the best organizational structure and governance processes to employ in reaching the goals of integration.

The goal of any organizational change, including an agency as well as any other structural model put in place by the Board,
would be to enhance services and programs for individuals and populations, and to increase the total capacity of the
County’s health-related Departments to serve the residents of LA County in a way that improves quality, customer
experience, access to care, and health outcomes. The goal would be to lead and promote service integration where
integration would benefit residents of LA County, done in a way that is responsive to the local needs and preferences of the
region’s diverse communities. Service cuts, staff layoffs, reductions to service contracts, or narrowing the scope of activity
of the three Departments is not consistent with these goals and would not be pursued.

An emphasis on integration does not imply that all facets of each Department would benefit from integration-related
activities. While the degree of overlap between the Departments is large, certain functions of each Department would not
be relevant for integration. Examples include certain health protection programs and regulatory functions within DPH,
certain highly specialized tertiary care clinical services within DHS, and the public guardian role within DMH, among others.
Those areas that would not benefit from integration should continue to operate and evolve in their current Department.
Similarly, any effort by the County to enhance focus on integration does not mean that the Departments should limit their
scope of activities or center all of their energy and resources on those areas where their target populations overlap. To be
successful, each Department must maintain a vibrant, strong presence across its f