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b. DPH: Authorization to Accept and Implement a Forthcoming Award and 
Future Awards and/or Amendments from the Centers for Disease Control 
and Prevention for Integrated Viral Hepatitis Surveillance and Control 
(08575) 
 

c. DPH: Authorization to Accept and Implement an Award and Future Awards 
and/or Amendments from the California Department of Public Health for 
Maternal, Child and Adolescent Health Programs (08585) 
 

d. DMH: Approval of an Amendment to the Existing Sole Source Contract with 
Charles R. Drew University of Medicine and Science to Increase the Total 
Contract Amount 
 

e. DMH: Adopt the Department of Mental Health's Mental Health Services Act 
Mid-Year Adjustment for Fiscal Year 2025-26 

 
 

III. Presentation Item:  
 

a.  DPH: Approval to Execute New Sole Source Contracts with 12 Community-
Based Organizations for Gender-Based Violence Prevention Community 
Services (08508) 
Speakers: Andrea Welsing, Director Office of Violence Prevention; Clara 
Chang, Program Manager, Gender-Based Violence Prevention Initiative 

 
IV. Items Continued from a Previous Meeting of the Board of Supervisors or from the 

Previous Agenda Review Meeting  
 

V. Items not on the posted agenda for matters requiring immediate action because 
of an emergency situation, or where the need to take immediate action came to 
the attention of the Department subsequent to the posting of the agenda.   
 

VI. Public Comment  
 

VII. Adjournment 
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Stakeholder Description  
Stakeholders represented the following wide range of participants:  
 

 
 
 
Stakeholder Involvement  

 
The MHSA Two Year Program and Expenditure Plan developed in 2023 with multi-stakeholder 
groups input and recommendations is now in the implementation process.  As its implementation 
begins, the Department of Mental Health (DMH) continues to provide training to stakeholders to 
prepare them for their new role of monitoring the program.  In this training, the stakeholders were 
given an opportunity to review, interpret, and analyze data.  Participants provided intelligent 
analysis of the data presented and asked their questions for some clarifications. Everyone 
exhibited interest in learning and stayed focused during the entire presentation. 

 
Training  

 
 FSP Data: Review and Analysis  

 
The Full Service Partnership (FSP) received the highest budget from the MHSA funding, and it 
will continue under the newly passed BHSA.  The framework of the FSP will be used in the 
implementation and monitoring of the MHSA 2-Year Plan.  

 
In the previous presentation, the stakeholders were informed of FSP  objectives, services offered, 
eligibility criteria, population, program serves, referral process, etc. With the knowledge obtained 
on how FSP works and performs, participants are now ready to get trained reviewing and 
analyzing the actual FSP data in preparation for their role of monitoring the implementation of the 
MHSA 2-Year Plan.  

 
Several FSP data elements were presented to participants for their interpretation and analysis. 
The purpose was to train the participants on how to describe and interpret:     

 
• Aggregated and Disaggregated Data    

Cultural 
Competency 

Committee, 1%

Community 
Stakeholder at 

Large, 73%

Mental Health 
Commission, 1%

SALT, 17%

UsCC, 5%

July Meeting Participants (107)
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• Year One data trends   
 

Description tells the story of what is happening while interpretation explains why it is happening. 
With that analogy, participants provided their description and interpretation for the different date 
presented below.   
Participant Questions and Answers   
 

1. How is DMH contracting relationship with legal entities?  
Response: DMH continues to partner with legal entities to provide needed services for 
clients. DMH continues to collect data to monitor the efficiency and effectiveness of 
programs and services provided to clients.   

 
2. What is the best way to bring the information/updates  to the community?  

Response: 
a. DMH continues to provide updates to the community through CPT, SALT, UsCC, and 

other community stakeholder meetings.  
b. DMH provides training to community stakeholders on how to capture updates.  
c. A training is provided to Co-Chairs on leadership and how convey updates to their 

SALT membership.  
d. Meeting recordings, flyers, and handouts are regularly posted at DMH website. 

Additionally, meeting recording can be sent directly to participants when requested.   
e. CART, language translations and ASL interpretations are also provided during the 

meetings.  
 

3. Will BHSA provide services for incarcerated individuals?  
Response:  No.  Incarcerated individuals will not be provided services under the current 
BHSA guidelines. However, discussion on  implementation of BHSA is currently in 
process, and there are possibilities of changes with its guidelines.     

  
4. Are there any additional BHSA guidelines updates?  

Response: None, but individuals and community groups are encouraged to get involved 
in the   planning process. The DMH will invite the Police and Sheriff Department to join 
the BHSA Planning and continue to partner and collaborate with them in dealing with 
mental illness.   

  
Meeting Evaluation Data  
Upon the conclusion of each MHSA CPT meeting, participants are provided with a QR code and 
asked to complete a brief evaluation survey.  Their responses are captured below:  
  
Meeting: July 9, 2024  
 

• 69% found the meeting time was used efficiently, questions were answered in a respectful 
manner, and ample opportunities were provided to safely express feelings and share 
views and opinions.  

• 86% of participants reported the meeting had a clear purpose and objectives, materials 
were relevant, and the information provided was helpful.  

 
 Participants found that the preparation and execution of the meeting were perfectly organized. 
They liked that thoughtful and intentional approach to ensure that everything is understandable. 
They were happy that everyone was given the opportunity to give their opinion.  
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Comments collected on what they like about the sessions:  
• “We learned how to read the data, understand the breakdown, and how we can use 

them.”    
• “The interaction and Question and Answer were positive.”  
• “The training is always to learn about the program and the fact that is available to all.”  
• “The moderator recapped what was said and heard.”  
• “I attended via Teams but thought that the information provided was useful. Responses 

from attendees were brilliant, indicating an increasing level of understanding of the subject 
matter. “  

 
Meeting: July 26, 2024  
  

• 93% found the meeting time was used efficiently, questions were answered in a respectful 
manner, and ample opportunities were provided to safely express feelings and share 
views and opinions.  

• 100% of participants reported the meeting had a clear purpose and objectives, materials 
were relevant, and the information provided was helpful.  

  
Participants recognized that the meeting/training provided good detailed information.  They were 
able to have their questions answered. Subject matter was very well explained.   
 
Comment collected:  

• “Good meeting.”   
• “Good discussions.”  
• “Good explanations.”   
• “Had the opportunity to analyze data together.”  
• “I felt that the data interpretation lesson was taught at an accessible level, and the data 

selected to interpret for the exercise was interesting.”  
  
 
 Meeting Information 
Date August 6, 2024-Tuesday, August 23, 2024-Friday 
Time 9:30 A.M. – 12:30 P.M 
Location St. Anne’s Conference Center  

In-Person Meeting/ Online 
 

Meeting Description: August 6, 2024   
  

The meeting was focused on:  
• MHSA- Related Update   
• Discussion of outcomes for Full Service Partnerships (FSP) and Outpatient Care Services 

 
 BHSA Updates 
 

• BHSA updates will be provided during the CPT monthly meetings  
• BHSA Community planning kicks off in March 2025  
• First sessions will be orientation to BHSA and the Needs Assessment   
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Stakeholder Description  
 
Stakeholders represented the following wide range of participants: 

 

 
 

Government agencies include CEO, Probation Department, DHS, DPH, JCOD, LAHSA, BOS, Fire Department, and Public 
Defender. 

 
Questions and Answers/Suggestions  

Provide more information about PRC.  
Response: PRC is open to people and it is a place for individuals to participate in activities 
and connect with others. It is a place where people have voice.    

 
Stakeholders Suggestions:  

• Change PRC’s name to, “Family Resource Center”.  
• Need a bigger space for PRC.  

 
DMH Sr. Deputy Director Theion Perkins strongly agreed and stated,  “I agree. We need a bigger 
PRC but it has to be approved by the CEO”.  
 
1. DMH needs to work with experience legal entities for all services such that of PRC.  

Response: from DMH Sr. Deputy: “We believe in partnership with legal entities, but DMH 
need start the program in each Service Area before having legal entities handle some.”  

2. How do you monitor legal entities?   
Response: DMH have benchmark and new Statement of Works (SOW) that  clearly specify 
the deliverables legal entities need to comply.  

3. How does DMH handle the impact of COVID trauma to youth and children?   
Response:  DMH partners  with schools to assist children and youth address the the trauma 
and other issues.   

• School districts and DMH staff educate and train each other on how to 
appropriately handle the trauma that youth and children are experiencing. 

• DMH Prevention Division also does their share to assist. 
• Children and parents in trouble. DMH is still working towards helping both children 

and parents experiencing hardships connecting.  DMH is assisting the entire 
family.   

Cultural 
Competency 
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4. Are there school based mental health program?  
Response:  Yes, there are only five (5) districts initially. 

5. How to approach the 60 and above population?  
Response: DMH is currently conducting analysis and assessment on what the best approach 
for the 60+ population. The department can expand and appoint a specialized lead to bring 
coherently across the system.  

6. How does OCS apply the linguistic and cultural competency?   
Response: DMH does a lot of outreaching from different universities outside of California to 
hire ASL clinicians  and bring people that can provide the needs of the clients.   

 
Suggestions:  
 

• Consider the family and faith components, and anything that can make services 
accessible to everyone.  

• Youth leaders involvement.  
• Connect with parents to educate them about mental health and provide assistance.   
• Recognize the gap of the increasing number of clients and the shortage of clinicians.   
• Acknowledging the suicide prevention and bullying are big problems among youths. 
• Specialty mental health needs. Utilizing arts especially in PRC.  
• FSP should provide funding for those individuals in jail. 

 
Future Presentation Topics:   

• “Substance Abuse and Crime”. Some people commit crime to get help.   
• “How to Improve the System?” The data is really helpful.  
• “Foster Care: The True Problems are the Parents, Not the Children.” 

 
Meeting Evaluation Data: August 6, 2024  
 
Upon the conclusion of each MHSA CPT meeting, participants are provided with a QR code and 
asked to complete a brief evaluation survey.  Their responses are captured below: 
 

• 75% found the meeting time was used efficiently, questions were answered in a respectful 
manner, and ample opportunities were provided to safely express feelings and share 
views and opinions.  

• 96% of participants reported the meeting had a clear purpose and objectives, materials 
were relevant, and the information provided was helpful.  

 
Participants found that the preparation and execution of the meeting were perfectly organized. 
They liked that thoughtful and intentional approach to ensure that everything is understandable.   
 
Comments collected on what they like about the sessions:  
 

• “Definitely on time!”  
• “Liked the overview of the entire DMH including their specialty programs.”  
• “Learned a few things such as the distinction between FSP and OCS.”  
• “Thank you for defining the acronyms.”  
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Meeting: August 23, 2024  
 

• 75% found the meeting time was used efficiently, questions were answered in a respectful 
manner, and ample opportunities were provided to safely express feelings and share 
views and opinions.  

• 91% of participants reported the meeting had a clear purpose and objectives, materials 
were relevant, and the information provided was helpful.  

 
Participants recognized that the meeting provided good detailed information.  They were able to 
have their questions answered. Subject matter was very well explained.   
Comments collected on what they liked about the sessions:  
 

• “Very complex subject matter converted into a simpler explanation.”  
• “I appreciated the breadth of information covered in one session.”  
• “Lots of information! Very informative.”  
• “I like having the questions and answers after the presentation.”  
• “Very thorough presentation! Very clear, concise, and informative”  
•  “I appreciated the clear facilitation and presentation!   
• “Very helpful to have information about FSP services planning, timelines, and changes.” 

 
Meeting Information 
Date September 10, 2024 – Tuesday / September 27, 2024 - Friday 
Time 9:30 A.M. – 12:30 P.M 
Location St. Anne’s Conference Center 

In-Person Meeting/ Online 
 
Meeting Description:   
 

1. MHSA- Related Update 
2.  Provide population-level data and service utilization information to begin mapping 

out mental health needs in Los Angeles County.  
3.  Identify key questions and additional data to prepare for the BHSA community 

planning process.   
 
 
MHSA- Related Update   
  

1. Schedule of the MHSA Community Planning Team Meetings  
A. Housing   

Friday, September 27, 2024, at 9:30 A.M.  
B. MHSA Program Updates on Housing, Linkages to Services, and Points of 

Engagement    
Tuesday, October 8, 2024, at 9:30 A.M.  

C. Prevention  
Friday, October 25, 2024, at 9:30 A.M.  

 
2. CPT Meetings in November and December 2024  

There will be only one CPT meeting for November due to the upcoming election, and one 
meeting for December in observance of the holiday. 
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November 19, 2024, Tuesday at 9:30 
A.M.- 12:30 P.M. – in person 
December 9, 2024, Monday at 9:30 
A.M.- 12:30 P.M. – in person 

      
 
Stakeholder Description  
 
The 177 stakeholders represented the following wide range of participants:  
 

 
 
Meeting Information 
Date October 8, 2024 
Time 9:30 A.M. – 12:30 P.M 
Location St. Anne’s Conference Center 

In-Person Meeting/ Online 
 
 
Meeting Description  
The meeting was focused on: 

 
1. Share MHSA-Related Updates.  
2. Provide MHSA Program Updates on Housing, Linkages to Services, and Points 

of Engagement.  
3. Describe Next Steps and Conduct Meeting Evaluation.  
4. Provide information on the Behavioral Health Services Act (BHSA) Regulations 

for Prevention and respond to questions.  
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Stakeholder Description 
Stakeholders represented the following wide range of participants: 
 

 

Questions and Answers: 

At the end of the presentation, attendees were invited to ask questions and/or clarifications. Many 
questions were received, and they were categorized into topics.  Due to limited time, only a few 
questions were answered during the meeting. However, a “Frequently Asked Questions” (FAQ) 
was created to answer the rest of the questions raised by attendees. FAQ will be posted at the 
DMH website, and will also be provided to the CPT members/attendees.  

Frequently Asked Questions (FAQ) for the BHSA Regulations for Prevention  

The following are questions, comments and/or recommendations from the DMH Community 
Planning Team members and stakeholders who attended the virtual meeting on Friday, October 
25, 2024. This document will be developed as a frequently asked questions (FAQ) regarding the 
presentation on the BHSA Regulations for Prevention.  

FUNDING  

1. Where is the funding for the Underserved Cultural Community (UsCC) projects coming 
from currently?  Is it from Prevention Early Intervention (PEI) component?    

o Response: The funding for UsCC projects comes from the planning outreach 
engagement budget, it does not come from PEI and that will continue to be resource 
from that budget.   

o Yes, the UsCC groups will get that same funding for outreach engagement even after 
BHSA. There is no specific planning outreach budget identified under BHSA so, this 
is another one of those we will need to work with and engage the state on this. We 
see this as potentially fundable under BHSA, but this is going to be part of the planning 
processes and discussion. We will work to identify what we can fund and what we 
need to prioritize. This is a highly valued investment that's going to be part of the 
planning discussion. The department values the work of the UsCCs, however the 
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BHSA funding is still something that needs to be addressed during the upcoming 
planning process. The amounts and types of funding will be determined as we go 
through the BHSA planning process.   

2. Will the UsCC groups still be funded and allowed as part of BHSA funding?    

o Response: There is no specific planning outreach budget identified under BHSA so 
we will need to work with and engage the state for clarification. We see this as 
potentially fundable under BHSA, but this is going to be part of the planning processes 
and discussion. As we work to identify what we can fund, and what we need to 
prioritize, the one thing we will say is this is a highly valued investment that's going to 
be part of the planning discussion. The work that's happening through the USCCs is 
not funded by PEI dollars, it is funded through another bucket of funding.   

3. Regarding outreach and services to underserved communities, will Community Based 
Organizations (CBOs) have access to funding with the new BHSA? If so, what are ALL 
sources?     

o Response: Outreach services to underserved communities are potentially fundable 
under BHSA, but we still need to go through the planning process to figure out what 
kind of services and outreach activities will be conducted. When it comes to 
community-based organizations, there would still be an interest to partner with 
community-based organizations. We come back around to what departments identify 
what the plan has developed and with our stakeholders. The interest is still to work 
with community-based organizations, but this will depend on what gets prioritized 
through BHSA. The purpose of today is to share what we know so far, but a lot of 
decision-making and some of the details around how we can spend the dollars are still 
coming and that is the conversation we'll be engaging all of you in March.  

4. Are the plans for investments regarding technology to help facilitate leveraging Application 
Programming Interface (APIs) to integrate systems between county and legal entities to 
assist with providing outcomes data more easily?    

o Response: Yes, it's really to make sure that we're making not just the exchange of 
information and outcomes easily but there is also a significant burden in terms of costs 
to do this kind of work. A lot of this is still unknown to the 58 counties in California. As 
MHSA and BHSA have varied differences including capital facilities and technology, 
we're going to have to wait to see what the final regulations are and what they allow 
for to be able to answer this and to see where the money could be available. The 
department has an interest in making sure that the outcomes data is exchanged 
effectively and efficiently between legal entities and the department, as we think it's a 
requirement for BHSA. The department has an interest in making things easier for 
providers. Our PEI outcome was built a long time ago. A lot of the instances have 
happened since then and with our new implementations, we have leveraged APIs and 
built website variations. As far as those updates and new requirements are concerned, 
it is always our goal to do that. We will need to figure out how to match and mirror the 
technology with the provider's capabilities. The emphasis on outcome data is only 
going to get stronger under BHSA and it is a shared interest. As more information rolls 
out, there will be more clarity around the next steps around this task.  
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5. At which point will legal entities know how their contracts are going to be impacted by the 
changes?    

o Response: Our analyst team is mapping our contracts that mention prevention, early 
intervention, and prevention and early intervention. We have identified them and are 
waiting for final guidance from the state about what early intervention will look like. 
Then we can align the prevention projects that we want to prioritize with the new early 
intervention requirements. As we learn more, we will be sharing that out and we are 
aware that contractors need time to plan. They have budget cycles just like our 
department has budget cycles. We are hoping to have the work and the results 
available as soon as we can.   

6. Will BHSA Housing Intervention dollars be spent on operating subsidies for Permanent 
Supportive Housing (PSH) to ensure LA can utilize the upcoming Homekey+ funds?     

o Response: This is a brand new opportunity. This comes from the bond part of 
Proposition 1 and will be in discussion. We will have to come back to this as these 
questions. This helps us as we think about the planning process. Although we can't 
answer today, we really do appreciate being able to talk through them and hearing 
these questions now.   

7. For current MHSA funds PEI projects, when will we know the decisions?    

o Response: This is not part of today’s updates that we are focusing on. What we're 
focusing on now is the upcoming behavioral health services funding. Your question is 
about the current MHSA funds and that will be addressed at our November 19th 
meeting. We are going to focus on MHSA and then December as well. Let's reconnect 
on that one and come back to that at that time.  

8. Will there be funding for CBOs and community outreach services mentioned?   

o Response: There is a commitment to continue working with community-based 
organizations during the BHSA planning process.  Through the BHSA planning 
process we will determine which outreach services, what that means and how that will 
look.  

9. California Advancing and Innovating Medi-cal (CalAIM) and how it will affect/impact 
BHSA?   

o Response: CalAIM is an initiative or a payment reform that began last fiscal year. 
CalAIM is already implemented, and it changed a lot of rules around servicing and 
payments that we made to providers and payments to ourselves. The intent was to try 
to incentivize services a little bit differently. They are both part of the same umbrella 
or group of initiative that is coming forth from the state to modernize behavioral health 
and an effort to incentivize. This is also a different way to reduce some of the burden 
of paperwork and administration and to refocus right now a lot of our mental health 
services. There is just a broad array of other initiatives that are taking part and BH 
Connect initiatives that are really looking to transform behavioral health payment 
reform and BHSA changes the allocations in how we spend our BHSA dollars. There 
has been an effort with CalAIM especially looking at some non-direct services. There 
are in lieu of services, some things like housing and some of these other connection 
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services are now covered by Medi-Cal that may not have been before. This also 
applies to MHSA right now. What is happening in CalAIM now that we can't do with 
MHSA changes the priorities and how we allocate the services. However, the same 
services are eligible under MHSA and BHSA.  

10. Any CBOs part of the BHSA planning meetings or committees?    

o Response: Yes, they are open to CBOs, community partners, clients and family 
members.  

 SERVICES  

1. Why are hot meals not being used in prevention and early intervention?    

o Response: We don't have board authority or board approval to use PEI funding for 
food. We're not allowed so when we host training or community events, you know, with 
our PEI funding, we're not allowed to provide. So, for some of you maybe we're looking 
at our early intervention services.   

2. How are you going to ensure the services that will be provided under BHSA are going to 
be culturally relevant to our various communities? For example, Eye Movement 
Desensitization and Reprocessing (EMDR) is more effective for the Black and African 
communities versus Trauma Focus Cognitive Behavioral Therapy.     

o Response: One of our goals as a department that you've probably seen is a 
commitment to focus and intentional evaluation of services from an equity lens. We 
are looking at our cultural roots within Los Angeles County. We are looking at the 
groups of individuals that may employ underserved or unserved people and trying to 
make sure we're doing outreach into those communities. We are trying to ensure we 
have practices and trained clinicians through our LA DMH directly operated clinics but 
also that our legal entity providers are trying to match the clinicians that are hiring with 
the clients that they're serving. BHSA brings an increased focus on diversity of our 
work force to match the diversity of our communities. During the planning process, 
you'll hear us talk about the equity tool that's available through the county CEO's office. 
Dr. Taguchi and her team and members of my team have been meeting regularly to 
look at how we're developing an equity tool for LA County DMH to use. This will be the 
common starting place for the department in planning and developing new services. 
We will be able to see what the highest risk communities are and which are the most 
underserved communities, and which practices are effective with those communities. 
We will be doing a very intentional equity driven internal process and then you'll hear 
that a lot in the upcoming planning process.   

3. Why is EMDR not an approved DMH EBP under MHSA? Will it be a DMH approved EBP 
under BHSA?    

o Response: Over the years we have had requests to look at EMDR and we have looked 
at it. When we look at evidence-based practices (EBP) one of the things that we really 
try to focus on is consistent findings. Whatever we're supporting as a department we 
know that it has consistent findings related to the effectiveness and the impacted 
treatment. We have noticed that there's a lot of mixed research and some providers 
who have expressed interest; we are going to be working towards a pilot to really look 
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at how the program is impacting our communities. We don't have any specific dates, 
but we are in the process of looking at a pilot and looking at the impact of EMDR in 
our communities. It is important to note here that it focuses on African American 
communities, and we think what's important in LA county. We want to also look at how 
it's going to impact all of our communities. The pilot will begin, and we'll have more 
information on that.   

4. How is Adverse Childhood Experiences (ACEs) going to be used in BHSA approaches?     

o Response: ACES is a tool we've been looking at, specifically what are the risk factors 
people have experienced, what are the tools that people can access to help them 
improve or turn or boost their internal resources. We continued to use ACEs. We 
heavily invested in our work with youth, and we know that ACEs impact our community 
as well throughout their life span. The priority for us looking at ACEs and impacting 
the trajectory of our community and advocating fiercely especially for our populations. 
You know the populations too because we know the impact of what can happen, and 
we want to make sure it's emphasized to all our stakeholders that we're very committed 
and prioritizing and omitting adverse childhood experiences as much as we can.   

5. What are you going to do for children 0-13 under BHSA?     

o Response: ACEs approaches in tools are foundational to the work. Under BHSA, they 
are prioritizing 51% of our allocation will be for youth under the age of 26 and one of 
the prioritizations is working on interventions that deal with childhood trauma. So, 
ACEs is embedded in that and for the question about the 13 and under, it is a priority 
population under the age of 26. With early intervention for youth under 26 there is an 
emphasis on interventions with respect to childhood trauma. We offer many trainings 
in best practices, and we are very much committed today to supporting our youth and 
also our parents.  

6. Will children with private insurance be excluded from accessing mental health services 
under BHSA Early Intervention like they have in the past?     

o Response: There's been a lot of investments around children and youth. We had 
school-based health and community schools. There are about 14 different programs 
that are wrapped up in one of the things that the governor has made clear is that the 
services are made responsible for what they're supposed to be doing and there are 
sanctions in the legislation. There are also reporting out requirements in the overall 
behavioral health reform plan, that road map, there are pieces in place to make sure 
that youth in schools get services. The managed care plan will be responsible for the 
population level prevention work. Schools have received funding and have an 
opportunity to become a provider, and services provided to individuals with private 
insurance for the private insurance company to have to pay for those services. This 
will not necessarily be through BHSA, but it will be through the governor's overall vision 
for behavioral health reform and some of those different packages that he's put into 
place over the past four years will continue to be set in stone whether it's managed 
care, individual insurance, mental health plan, etc.  

7. In your presentation you mentioned, targeting "individuals in crisis" as part of early 
intervention, how are we defining "crisis" in this scenario?      
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o Response: Unfortunately, we're still trying to define “crisis”. We will take it back to the 
planning process so we can have that conversation during that planning process 
around what is the state recommending at the county level, and what are we 
recommending and what is our funding availability showing us. This is going to get a 
little complicated, but it will be finalized during planning.   

8. Are Peer Supporters/Peer Specialists part of the interventions supported under BHSA? 
How? If not, why?    

o Response: Allowances for new types of services that are part of the governor's 
behavioral health reform plan, but we've spent a lot of time and energy in the states, 
invested a lot of money in certification of peer specialist. We do not anticipate peer 
specialist going away.  

9. Why are there no beds for the Tay youth population?    

o Response: This is an integration division question.   

  

TRAINING  

1. Will trainings be made available to other agencies to become certified in some of these 
methods of delivering preventative services, like neurofeedback?    

o Response: Under BHSA, dollars are being taken and centralized at the state level. 
What we saw though there may be grants coming out to counties that allow us to train 
up agencies in various practices or community to find out best practices. The state is 
going to be standing at the center of excellence doing some of the training. We will 
need to wait and see to the extent we have money for training. We would take that 
conversation back to stakeholder and planning process to see if we want to prioritize 
the utilization of these funds.  

2. Will there be another seminar speaking on Other Core Services? Similar like we did for 
FSP, Housing, and Prevention.    

o Response: Core service is a term we use to group together the community services 
and supports MHSA funded services that are not FSP and under the new BHSA. We 
covered housing, FSP, and today was early intervention. We have not covered 
behavioral health support services. We intend to come back and share more 
information. This is one area we've not heard a lot about at all because the state has 
really been focusing on defining these much bigger categories. We understand this is 
an elimination system, that includes our crisis and planning services. But yes, we 
would recommend for those that are interested in hearing more, there is a DHCS public 
listening session on behavioral health services and supports which should include 
early intervention but should also talk about the other range of service that is are 
available. The session is scheduled for November 4th from 3:00 p.m. to 4:00 P.M. We 
are going to put the DHCS stakeholder web page in the chat box, so folks are all 
welcome to listen in along with us. You have to register if you want to listen in.   
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REQUESTS 

1. When will Dr. Byrd’s slides be available?  

o Response: Microsoft PowerPoint - Transformation-BHSA Prevention 
Presentation_10.15.2024 - Read-Only  

 BHSA Planning Process  

1. Will there be more discussion around leveraging the dollars? Specifically, Claim 
expanding eligibility for certain activities funded through BHSA?  

o Response: As we get into the BHSA planning process, we can take a crack at figuring 
out how they might leverage from each other but that might be part of the planning 
process. There has been an effort with CalAIM especially looking at some non-direct 
services. There are in lieu of services, some things like housing and some of these 
other connection services are now covered by Medi-Cal that may not have been 
before. That also applies to MHSA right now. What is happening to CalAIM now will 
be that we can't do with MHSA changes the priorities and how we spend the funding 
and how we allocate the services.   

Meeting Evaluation Data: October 8, 2024 
 

• 78% found the meeting time was used efficiently, questions were answered in 
a respectful manner, and ample opportunities were provided to safely express 
feelings and share views and opinions. 

• 87% of participants reported the meeting had a clear purpose and objectives, 
materials were relevant, and the information provided was helpful. 

 
Participants found that the preparation and execution of the meeting were perfectly 
organized. They liked that thoughtful and intentional approach to ensure that everything 
is understandable. They were happy that everyone was given the opportunity to give their 
opinion. 
 
Comments collected included: 

• “Our voice was being heard.”   
• “Very educational.” 
• “Good discussion.” 
• “Good printed materials.” 

 
Meeting Information 
Date October 25, 2024 
Time 9:30 A.M. – 12:30 P.M 
Location Online 

Stakeholder Involvement 
The presentation was intended to provide information on the BHSA, updates on changes to MHSA 
programing outlined in statute, and receive comments and questions. 

https://file.lacounty.gov/SDSInter/dmh/1169448_Transformation-BHSAPreventionPresentation10.15.2024English.pdf
https://file.lacounty.gov/SDSInter/dmh/1169448_Transformation-BHSAPreventionPresentation10.15.2024English.pdf
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Participants were able to comment and ask questions at the end of the presentations.  
 
Meeting Evaluation Data: October 25, 2024 

 
• 69% found the meeting time was used efficiently, questions were answered in a 

respectful manner, and ample opportunities were provided to safely express feelings 
and share views and opinions. 

• 64% of participants reported the meeting had a clear purpose and objectives, materials 
were relevant, and the information provided was helpful. 

 
Participants recognized that the meeting/training provided good detailed information.  They were 
able to have their questions answered. Subject matter was very well explained.  

Comments collected included: 

• “Good information.”   
• “Information explained in detail”.” 
• “Able to get questions answered.” 

 
Meeting Information 
Date November 19, 2024 
Time 9:30 A.M. – 12:30 P.M 
Location St. Anne’s Conference Center 

In-Person Meeting/ Online 
 
Meeting Description  
This meeting aimed to: 
 

1. Share brief updates on MHSA administrative items, including the 2025 meeting 
calendar. 

2. Provide updates and gather questions on the following MHSA- funded programs: 
a. Alternative Crisis Services 
b. Workforce Education and Training 
c. Interim Housing Outreach Program (IHOP) 
d. Hollywood 2.0 

           3.  Provide updates and receive feedback on: 
                      a.  MHSA Innovations 7  - Therapeutic Transportation 
                      b.  MHSA Innovations 8  -  Early Psychosis Learning Network 
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Stakeholder Description 
Stakeholders represented the wide range of participants summarized below. 
 

 
Government agencies include CEO, Department of Rehabilitation, Fire Department, and Public Defender. 
 
Presentation and Discussion 
DMH executives conducted presentations on their respective MHSA programs including the data 
of each program’s outcome. Stakeholders participated with the discussion and asked questions 
and further clarifications. They also shared their thoughts and provided recommendations to 
improve the services each program provides to clients and the community DMH serves.   
The goal is to learn from the evaluation of the outcome to determine what is working  and what is 
not working, and possible expansion of programs to other parts of the County.  
 
MHSA Innovation and Feedback, and MHSA Innovation 7 & 8 
 

1. Hollywood 2.0 Pilot Project 
           Karla Bennett, LCSW, MH Program Manager II 

2. Innovation 7 – Therapeutic Transportation (TT) 
Miriam A. Brown, Deputy Director, LCSW  

3. Innovation 8: Early Psychosis Learning Health Care Network - EPI-CAL 
Samantha Wettimuny, Supervising Psychologist, Psy.D. 

 
Meeting Information 
Date December 10, 2024 
Time 9:30 A.M. – 12:30 P.M 
Location St. Anne’s Conference Center 

In-Person Meeting/ Online 
 
 

Cultural 
Competency 

Committee, 2%

Community 
Stakeholder at 

Large, 49%

Faith Based 
Advocacy Council, 

2%

Government 
Agencies, 13%

SALT, 24%

UsCC, 11%

November Meeting Participants (55)
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Meeting Description  
This meeting aimed to: 
 

1. Share brief updates on MHSA administrative items. 
2. Provide updates and gather questions on the following MHSA- funded programs: 

e. Prevention, Early Intervention, Stigma and Discrimination Reduction, and 
Suicide Prevention 

f. 988 Call Center 
g. School Threat Assessment Team 
h. Veteran Peer Access Network (VPAN) 

3. Present the MHSA Mid-Year Adjustment for fiscal years 2024-25 through 2025-26 
and gather feedback and questions.  

 
The meeting started with the announcements, reminders, and general instructions. The facilitator, 
Dr. Rigo Rodriguez reminded attendees that the meeting is public and is being recorded. He 
instructed online attendees to use the chat box to write their questions, comments or 
recommendations as they do not have the access to speak. American Sign Language (ASL), 
Spanish and Korean Interpretation, and Communication Access Realtime Translation (CART) 
captioning were provided. Land Acknowledgment was read before the presentation started.  
 
Stakeholder Description 
Stakeholders represented the wide range of participants summarized below. 
 

 
Meeting Information 
Date April 10, 2025 
Time 9:30 A.M. – 12:30 P.M 
Location LACDMH Headquarters: 510 S. Vermont Ave., 9th floor, 

Conference Room, Los Angeles, 90020 
In-Person Meeting/ Online 

 

Cultural 
Competency 

Committee, 1%

Community 
Stakeholder at 

Large, 57%

Government 
Agencies, 13%

SALT, 23%

UsCC, 6%

December Meeting Participants (70)
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LACDMH completed the 30-day public posting and comment period and collection of submitted 
feedback for inclusion in the draft Annual Update before presented to the Board.  
The public hearing meeting occurred on April 10, 2025, with Spanish and Korean translation.  The 
agenda, presentations and transcripts are included in Appendix B. Stakeholders were notified 
about the event via email, Instagram and the DMH website.  

During the meeting, stakeholders expressed interest in understanding the range of services 
available to different populations, particularly focusing on race and ethnicity, and sought 
information regarding unmet needs within these communities. They inquired about the referral 
criteria and process for accessing Restorative Care Services, aiming to clarify how clients are 
directed to these supports. 
 
Further, concerns were raised about the number of clients involved in Full Service Partnerships 
(FSP), specifically noting the number of Transition Age Youth (TAY) and Department of Children 
and Family Services (DCFS) involved in these services. Stakeholders also questioned the 
timeline for the Department of Mental Health (DMH) to implement new training curricula for Mental 
Health Community Workers, beyond those outlined in the Workforce Education and Training 
(WET) plan. 
 
Attention was also drawn to the upcoming end of the Intensive Mental Health Recovery Specialist 
Training Program, with questions about whether it will be funded through alternative sources and 
for how long. Additionally, there was interest in whether this program was intended as a pathway 
for promotion for county-employed Mental Health Community Workers at peer resource centers, 
which are expected to evolve into clubhouses. 
 
Stakeholders asked for clarification on the status of unspent funds, questioning why funds are 
remaining unused, especially given the sizable total of $729 million, which they requested to be 
elaborated upon. They referenced the MHSA Annual Update, noting plans for FY 2025/26 to 
recruit and hire remaining IHOP staff, including DPH clinicians for inpatient Substance Use 
Disorder (SUD) treatment, and inquired about how many of these positions would be available to 
Community Workers. Moreover, they emphasized the importance of ensuring that full-time peer 
roles are paid and supported comparably to other IHOP staff. 
 
In terms of engagement, stakeholders queried how outreach is conducted and what participation 
levels have been observed over the past five years. They also asked about staffing composition, 
specifically the ratio of clinical versus administrative staff, and sought updates on the progress of 
Innovation 8, requesting data on its success. 
 
Further, they wanted to know the percentage of clients served who are involved in both mental 
health and substance abuse services, as well as the amount of funding spent prior to the 
implementation of BHSA. Finally, stakeholders asked when the Behavioral Health Commission 
(BHC) would receive current updates or actions regarding the unspent funds in the 2025-26 plan.  
 
See Appendix C for the comments/recommendations submitted by the Behavioral Health 
Commission and Appendix D for LACDMH’s response.    
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VI. ACTIONS SINCE PLAN ADOPTED 

The MHSA Mid-Year Adjustment for Fiscal Year 2025-26 was posted on the 
Department’s website in English, Spanish, and Korean for a 30-day public 
comment period, from February 26 to March 28, 2026. Comments were collected 
via an online survey. The mid-year adjustment was presented to Stakeholders at 
the Behavioral Health Commission meeting on March 12. Stakeholders were 
informed of the proposed changes to the public comment period via email and 
were invited to provide feedback. No significant comments were received that 
would necessitate changes to the plan. 

MHSA Mid-Year Adjustment, Fiscal Year 2025-26  
 
The Los Angeles County Department of Mental Health, as required under the Mental 
Health Services Act (MHSA), is opening a public review and comment period for the 
MHSA – Mid-Year Adjustment, Fiscal Year (FY) 2025-26, regarding a proposed change 
to the MHSA Annual Update, FY 2025-26, adopted by the Los Angeles County Board of 
Supervisors on June 17, 2025.  The proposed changes include:   
 

1. Transfer Community Services and Supports (CSS) dollars to Capital 
Facilities Technological Needs (CFTN) and Workforce Education Training 
(WET) 
 
Document the transfer of $104.691 million CSS dollars to CFTN in the amount of 
$41 million and $63.691 million to WET for FY 2025-26.  This shift will preserve 
these funds for future use where they will be needed following implementation of 
the Behavioral Health Services Act (BHSA).  Annual MHSA revenues continue to 
increase faster than spending and remain highly volatile.  MHSA CSS funds must 
be spent within three years to avoid reversion.  CSS funds may be shifted to CFTN 
and/or WET, in which the reversion timeline is 10 years. 
 
Ongoing programming is currently well funded, the limitation on current service 
expansion is related to staffing, not funding.  The implementation of BHSA will 
result in a substantial decrease in the ability to fund both WET and CFTN 
categories due to the reduction in Behavioral Health Services and Supports 
(BHSS) (formerly CSS) allocations. 
 

2. CFTN: Kedren Children’s Community Care Village (CCCV)  
 
Project implementation delays in FY 2024/2025 prevented full use of approved 
CFTN and INN funds for the CCCV. The Department is proposing to carryover 
unspent FY 2024/2025 funds totaling $10,357,048.03 into FY 2025/2026.  The 
updated FY 2025–2026 allocation will be $80,126,300.03.  This does not represent 
a change to agreement terms or total contract allocation. 

 
3. CFTN: Our SPOT and Well-Being Project 
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In partnership with the Los Angeles County Department of Parks and Recreations, 
DMH will utilize CFTN to fund renovations at LA County parks across the County 
intended to create public spaces that promote positive social interactions 
and support community well-being in County parks.  LA County Parks and DMH 
selected 14 parks based on several factors including existing year-round 
Our SPOT Teen Centers, Countywide Park Needs Assessment, Office of Violence 
Prevention high violence scores, DMH equity data, and Los Angeles County Equity 
Explorer Index data.  Work will include renovation of existing outdoor open space 
as a new well-being space, including accessibility upgrades; trees and landscaping 
with irrigation; lighting and shade; seating elements including permanent benches 
designated in an “Open to Chat” style to encourage conversation and social 
connection; informational signage to teach wellbeing strategies; and related 
improvements. Selected parks will also include the renovation of an existing 
unprogrammed area into an outdoor Our SPOT space that includes paving, 
landscaping, shade, lighting, security fencing, seating, and related improvements. 
While the thematic design elements and enhancements are similar program wide, 
each Well-being and Our SPOT space varies in design, shape, and size to reflect 
community input.  CFTN expenditures for this project are estimated at $10 million. 
 

4. CFTN: Treatment Facility  
 
Department is proposing to utilize, where appropriate, MHSA/BHSA Capital 
Facilities dollars to provide match or gap funding to ensure completion of a capital 
project that will result in additional treatment facility beds coming online for the 
public mental health system. The additional MHSA/BHSA CFTN dollars will be 
utilized to address a funding gap required to complete capital projects.  CFTN 
expenditures for this project are estimated at $10 million. 

 
5. CFTN: Urgent Care Center 

 
The Department intends to allocate approximately $14 million in Capital Facilities 
and Technological Needs funds toward the construction and tenant improvements 
necessary to prepare facility space for operation as a Crisis Stabilization Unit. 
 

6. Housing: Residential Care Facility  
 
The Department is proposing to utilize approximately $4 million in Housing funds 
to assist with completion of capital project work necessary to increase the pool of 
available residential care facility beds. 
 

7. Prudent Reserve 
 
The Department will be shifting $22,585,000 from CSS into the Prudent Reserve.  
This total represents the maximum available for this transfer. 
 

8. Administrative Action 
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The following administrative actions are being included to correct naming 
conventions and to include a program that was inadvertently omitted from the 
previous Annual Update:  

a. The correct naming convention for the Hollywood 2.0 project is being 
documented to ensure consistency across all MHSA materials. 

b. The TAY Wellness Center is also formally known as the Martin Luther King 
Jr. Medical Campus Transitional Age Youth Drop-In Center. This alternate 
name is being added for accuracy and alignment with program operations. 

c. The Modern Call Center was unintentionally omitted from the prior Annual 
Update. This is to document it as a continuing project for FY 2025/2026 
under Technological Needs. 

 

Please note that the Innovation Project: Program Improvements for Valued Outpatient 
Treatment's (PIVOT)’s three components were open for public comment and feedback 
from March 7, 2025, through April 7, 2025. The Commission for Behavioral Health 
approved PIVOT on August 29, 2025. This notice confirms that the program will begin 
spending in Fiscal Year 2025-26 and that PIVOT consist of the following three 
components identified in the FY 25-26 MHSA Annual Update: 

1. P.A.T.H.W.A.Y.S Providing Access to Treatment, Health, Wellness, and Youth 
Support  

2. Transformation from Peer Resource Centers to Clubhouse 
3. Support for FSP Transformation   
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VI. PROGRAMS AND SERVICES (BY COMPONENT) 
This section provides FY 2023-24 outcome data and program information for existing MHSA 
programs and is organized by component: Community Services and Supports, Prevention and 
Early Intervention, Workforce Education and Training, Capital Facilities and Technological Needs 
and Innovation. 

Community Services and Supports (CSS)  
As the largest component with 76% of the total MHSA allocation, CSS was designed with service 
categories that shape the integrated system of care for clients diagnosed with SMI. In FY 2023-
24, approximately 162,836 unique clients received a direct mental health service through CSS.  

The CSS component of the plan includes the following programs: 

• Full Service Partnership (FSP) 
• Outpatient Care Services (OCS) 
• Alternative Crisis Services (ACS) 
• Housing Services 
• Linkage 
• Planning, Outreach and Engagement Services (POE) 

Table 6. CSS clients served by Service Area in FY 2023-24. 
Service Area Number of Clients Served* 
SA1- Antelope Valley 12,330 
SA2- San Fernando Valley 26,259 
SA3- San Gabriel Valley 24,457 
SA4- Metro Los Angeles 35,809 
SA5- West Los Angeles 11,017 
SA6- South Los Angeles 26,592 
SA7- East Los Angeles 15,861 
SA8- South Bay 32,567 

*Clients served may have received services in more than one service area.  Number of clients  
counted are for direct services and do not include outreach efforts.  
 
The next few pages provide a summary of information for each CSS program. 
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Full Service Partnership (FSP) 
 
Program Description: FSP programs provide a wide array of services and supports, 
guided by a commitment by providers to do “whatever it takes” within the resources 
available to help the highest acuity clients within defined populations make progress 
on their paths to recovery and wellness. 

FSP services are provided by multi-disciplinary teams of professional and 
paraprofessional and volunteer providers who have received specialized training 
preparing them to work effectively with children and young adults (ages 0-20) and 
adults (ages 21+); FSP teams provide 24/7 crisis services and develop plans with 
the client to do whatever it takes within the resources available and the recovery 
plan agreed between the client and the FSP provider team to help clients meet 
individualized recovery, resiliency, and development and/or recovery goals or 
treatment plan; and FSP teams are responsive and appropriate to the cultural and 
linguistic needs of the client and their families. 

Intended Outcomes: Reduce serious mental health systems, homelessness, 
incarceration, and hospitalization.  Increase independent living and overall quality of 
life. 

Key Activities: 

• Outreach and engagement (provided to potential FSP clients prior to enrollment in a FSP 
program; used to build a relationship between the FSP program and potential client and 
to determine if the potential client is appropriate for FSP services) including outreach and 
engagement in community spaces such as libraries and parks. 

• Clinical services (24/7 crisis response services; counseling and psychotherapy; field-
based services; integrated treatment for co-occurring mental health and substance abuse 
disorder; case management to provide linkages to services to employment, education, 
housing and physical health care) 

• Nonclinical services (peer and parent support services; self-help and family support 
groups; wellness centers; respite care) 
 

FY 2023-24 Update: 
As part of the previous Three-Year Plan, FSP programs and services were 
developed to provide comprehensive mental health services to clients requiring 
intensive treatment. Services are provided by a multi-disciplinary team based on a 
specific number of client slots. Services provided to clients enrolled in FSP may 
include, but are not limited to, 24/7 crisis response (in-person when needed); 
ongoing intensive mental health treatment; linkage to housing; employment 
services; and co-occurring mental il lness and substance use treatment services. 
Adult FSP services aim to help clients who are enrolled in the program increase 
their ability to function at optimal levels, decrease homelessness and 
incarcerations, and reduce unnecessary medical and psychiatric urgent care and 
emergency room visits and hospitalizations. For those clients that are homeless, 
Adult FSP services will help them transition from street to home by providing 
immediate and ongoing assistance with securing and maintaining housing. 
Child/Young Adult (YA) FSP services include but are not limited to individual and 
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family counseling, 24/7 assessment and crisis services, Intensive Care Coordination 
(ICC), and Intensive Home-Based Services (IHBS). The intent of these services is 
to help clients and/or families increase their ability to function at optimal levels. 
Existing FSP programs serve children and young adults between the ages of 0-20 
and adults 21+. 
 
In FY 2024-25, Legal Entity (LE) contracts will be amended to extend contracts 
through the end of FY 2025-26. In addition, LACDMH anticipates doing a re-
solicitation process for Adult FSP that will align with the requirements set forth by 
the Department of Health Care Services (DHCS) and the Behavioral Health 
Transformation (BHT).  
 
On March 5, 2024, California voters passed Proposition 1, which will modernize and 
reform the Mental Health Services Act (MHSA). This will require counties to provide 
specific programs such as Assertive Community Treatment (ACT), Forensic 
Assertive Community Treatment (FACT), High Fidelity Wraparound, Individual 
Placement and Support (IPS), and lower levels of FSP.      

 

FY 2023-24 FSP Data and Outcomes  
As of June 30, 2024, LACDMH had FSP slots as shown in the next table. 
 
Table 7. FSP Slots 
Program Number of Slots 
Child/Youth (includes Wraparound and Intensive Field Capable 
Clinical Services) 

3,673 

Adult (includes Assisted Outpatient Treatment and Homeless) 9,426 
 
 
Table 8. FSP Summary: age group, average cost per client, unique clients served and total 
number of clients to be served 
Age Group Average Cost 

per Client 
Number of 
Unique Clients Served1 

Total Number to be served in  
FY 2025-262 

Children $30,418 2,684 2,746 

TAY $23,019 2,281 2,277 

Adult $18,314 6,460 6,512 

Older Adult $16,026 1,619 1,656 
1Cost is based on direct mental health services, not inclusive of community outreach services or client supportive services 
expenditures. 
2FY 2025-26 total number to be served, reflects an average of the two prior fiscal years. 
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Figure 17. FSP Clients Served    Figure 18. FSP Clients Served by Age Group 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Figure 19. FSP Clients Served by Ethnicity                Figure 20. FSP Clients Served by Service 
Area 
                   *Number of New Clients is a subset of Number of Clients Served 
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Figure 21. FSP Residential Outcomes 
 

 
 
Outcome data for clients with open outcomes in FY 2023-24 with a data cut off of 6/30/2024. Clients had a baseline sometime before 
6/30/2023 and no disenrollment Key Event Change before 7/1/23 unless they also had a reestablishment that was active during FY 
2023-24. Figures represent cumulative changes, inclusive of all clients served in FY 2023-24.   
 
 

Disenrollment 
 
FSP disenrollment can apply to either an interruption or a discontinuation of service.  An 
interruption of service is defined as a temporary situation in which the client is expected to return 
to services within 12 months or less from the date of last contact.  A discontinuation of service is 
defined as a long-term situation in which the client is not expected to return to FSP services for 
more than 12 months from date of last contact.  
 
The reasons for disenrollment are as follows:  

- Target population criteria not met.  
- Client decided to discontinue FSP participation after partnership was established. 
- Client moved to another county/service area. 
- Client cannot be located after attempts to contact client. 
- Community services/program interrupted – client will be detained or incarcerated in the 

juvenile or adult system for over 90 days. 
- Community services/program interrupted- client will require residential/institutional mental 

health services - Institutions for Mental Disease (IMD), Mental Health Rehabilitation 
Center (MHRC) or State Hospital 

- Client has successfully met his/her goals such that discontinuation of FSP is appropriate; 
Client’s needs can be met in a lower level of Care.   

- Client is deceased. 
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Figure 22. FSP Disenrollment 

 
  



MHSA Annual Update Fiscal Year 2025-26 
61 | Page 

 

Outpatient Care Services (OCS) 
 
Program Description: Outpatient Care Services (OCS) provides a broad array of integrated 
community-based, clinic and/or field-based services in a recovery-focused supportive system of 
care.  This system of care provides a full continuum of services to all age groups. As part of this 
continuum, clients can receive mental health services, which may include evidence based or 
community defined evidence-based treatment and supports in a timely manner in the most 
appropriate setting to meet their needs.  Training and equipment are essential to support 
evidence-based practices and community defined evidence-based treatment.  OCS is inclusive 
and strives to provide culturally sensitive and linguistically appropriate services to meet the needs 
of the diverse communities of Los Angeles County.  

LACDMH believes that wellness, recovery, and peer services are essential to the entire 
continuum of care. Services provided are developed with an Anti-Racism Diversity and Inclusion 
(ARDI) lens. In addition, the LACDMH is integrating its Wellness teams into outpatient service 
sites. Peer Resource Centers remain as standalone services. Peer Resource Centers include 
peer support (individual and group), advocacy, linkage, social connections and supports.  

OCS aims meet clients where they are to engage individuals in services and assist them in moving 
toward recovery and achieving self-determined, meaningful goals that promote connectedness, 
mental and physical wellbeing, and meaningful use of time.  All age groups have access to core 
components of mental health services based on their level of engagement and commitment.  
These services include assessments, individual and/or group therapy, crisis intervention, case 
management, housing, employment support, peer support, co-occurring disorders treatment, 
medication support services (MSS) and Medication Assisted Treatment (MAT).  The intensity, 
location (community/field or office/clinic) and duration of the service(s) depend on the 
individualized need of each client and will likely change over time.  While most clients generally 
move from more intensive to less intensive services, some clients may need more intensive 
services for periods of time due to a variety of factors. These factors include, but are not limited 
to, the emergence or exacerbation of a severe mental illness; non-adherence to treatment 
recommendations; a substance use disorder; and exposure to trauma, violence, or external 
psychosocial stressors such as housing, employment, relationship, or legal problems. The 
primary goal of OCS to engage individuals in active participation in their treatment journey toward 
recovery. 

Priority Population: 

• Children (0-15), Comprehensive Services 
• Transition Age Youth (16-25), Comprehensive Services, Enhanced Emergency Shelter 

Program, Supported Employment Individual Placement and Support (SEIPS), Probation 
Camps and Drop-in Centers 

• Adults (24-59), Comprehensive Services 
• Older Adults, Comprehensive Services, and Geriatric Evaluation Networks Encompassing 

Services Intervention Support (GENESIS) program 

Key Activities: 

• Clinical services (individual, group, and family therapy; crisis resolution/intervention; 
evidence-based treatments; medication support services, including MAT; outreach and 
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engagement which includes outreach and engagement in community spaces such as 
libraries and parks; co-occurring disorder services; screenings and assessments to 
determine level of care needs; and case management)  

• Ancillary services (Peer Resource Centers; peer support; family education and support; 
linkage to various resources; housing services; and vocational and pre-vocational 
services). 

 
 

FY 2023-24 OCS Data and Outcomes  
Table 9. OCS Summary: age group, average cost per client, unique clients served and total 
number of clients to be served 
 
Age Group Average Cost 

per Client 
Number of 
Unique Clients Served1 

Total Number to be served in  
FY 2025-262 

Children $6976 22,870 21,732 

TAY $4,982 20,126 20,291 

Adult $4,419 63,183 64,229 
Older Adult $4,510 18,034 18,170 
1Cost is based on direct mental health services, not inclusive of community outreach services or client supportive services 
expenditures. 
2FY 2025-26 total number to be served, reflects an average of the two prior fiscal years. 
 
 
Figure 23. OCS Clients Served    Figure 24. OCS Clients Served by Age 
Group 
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Figure 25. OCS Clients Served by Ethnicity           Figure 26. FSP Clients Served by Service Area 

 
 
Changes or modifications for FY 2025-26: 

The Department has adopted a level of care tool that will be implemented across the entire 
system, directly operated and contracted providers. Over the next year, the Department will 
develop and implement lower levels of Full-Service Partnership (FSP) programs, which will align 
with the level of care tool, providing consumers with a fluid continuum of care trajectory. As the 
Department continues to pivot to meet the needs of special populations, including people 
experiencing homelessness and/or justice involvement, and expanding field-based services and 
training to successfully engage and work with clients effectively in the field.  
  
In addition, the Department will focus on age group specialization that require expertise in 
programming, engagement, and outreach. Age group leads will be identified to develop age-
specific mental health treatment that offers therapeutic approaches and interventions tailored to 
address the unique psychological, emotional, and developmental needs of individuals at different 
stages of life.  
  
Due to best practices, OCS requires initial in person services to establish mental and physical 
health baselines. The Department continues to provide telehealth as an option per consumer 
choice for on-going services.  Where possible, telework is used as both a retention and access to 
care strategy and staff morale booster.  
   
OCS will continue to create and expand programming around specialty mental health needs, such 
as eating disorders, perinatal/maternal mental health, men’s/fatherhood mental health, and co-
occurring mental health and substance use disorders. To enhance these efforts, champions have 
been enlisted in the areas of men’s/fatherhood mental health, perinatal/maternal mental health, 
and LGBTQIA2S+ mental health.  
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Alternative Crisis Services (ACS) 
 
Program Description:  

Alternative Crisis Services (ACS) provides a comprehensive range of services and supports for 
mentally ill individuals that are designed to provide alternatives to emergency room care, acute 
inpatient hospitalization and institutional care; reduce homelessness; and prevent incarceration. 
These programs are essential to crisis intervention and stabilization, service integration, and 
linkage to community-based programs, e.g., FSP and Assertive Community Treatment programs, 
housing alternatives, and treatment for co-occurring substance abuse. ACS serves individuals 18 
years of age and older of all genders, race/ethnicities, and languages spoken.  

In 2019, Countywide Resource Management integrated with the Managed Care Division and 
changed its name to the Intensive Care Division.  It remains responsible for overall administrative, 
clinical, integrative, and fiscal aspects of programs that serve the most severely ill individuals with 
mental illness.  This includes planning, developing, and implementing urgent care centers and 
enriched residential programs for these specialized populations.  Also, it coordinates functions to 
maximize the flow of clients between various levels of care and community-based mental health 
services and supports. 

LACDMH MHSA ACS programs: 

• Psychiatric Urgent Care Centers 
• Enriched Residential Services (ERS) 
• Crisis Residential Treatment Programs (CRTP) 
• Law Enforcement Teams (LET) 
• Restorative Care Villages 
• Psychiatric Mobile Response Teams (PMRT) 
• 988 Crisis Call Center Services (also known as The 988 Suicide & Crisis Lifeline) 

– See the Suicide Prevention section for outcomes and program content.  
• Therapeutic Transportation (Services began in FY 2024-25) 

 
Intended Outcomes: 

• Reduce utilization of psychiatric emergency rooms and inpatient acute psychiatry 
• Reduce incarceration of persons with severe and persistent mental illness 

Key Activities:  

• Divert clients as appropriate to mental health urgent cares 
• Divert clients as appropriate to Crisis Residential Treatment Programs 
• Utilize mental health clinician teams in the fields as alternatives to crisis response 

 
During FY 2023-24, the Department of Mental Health (DMH) added four (4) Crisis Residential 
Treatment Program (CRTP) facilities and one (1) on June 14, 2023. The total number of CRTP 
facilities is 19 (12 on county campuses and 6 in the community).  To respond to urgent placement 
needs, DMH also approved 20 Single Case Agreements (SCAs) for the Enriched Residential 
Services (ERS) Program in FY 2023-24 and admitted 2 single cases to an ERS provider at the 
end of FY 2023-24.   

 In addition to adding treatment beds to the DMH network, the Department also focused on 
expanding its mobile crisis response services by holding hiring fairs and recruiting staff. DMH also 
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contracted with three (3) providers to assist in providing service countywide during evenings and 
weekends, with the ultimate goal of providing 24/7 services by December 2023. 

By July 2024, Sycamores, Vista and Brain Health were all on board to provide Field Intervention 
Teams (FIT) services under their Mobile Crisis Outreach Teams (MCOT) contract across the 
Service Areas.  In FY 2023-24, all MCOT providers began to provide services at 4 pm Monday 
through Friday and increased their teams to respond to calls in 60 minutes or less.  MCOT teams 
are expected to provide services 24/7 during the week and holidays.     

Also, DMH expanded their bed network to support clients requiring acute psychiatric services 
brought by law enforcement, ambulances and DMH staff, including FIT, Psychiatric Mobile Crisis 
Response (PMRT) and MCOT.  In November 2023, DMH secured 42 guaranteed beds at four (4) 
hospitals including Mission Community Hospital, Adventist Health Glendale, LA Downtown 
Medical Center, and College Medical Center.  This enabled them to secure a bed at one of the 
four hospitals through a DMH Provider Line and admit the patient directly.   

DMH successfully hired Community Health Workers (CHW)/Peers and continued to fill vacancies 
on the PMRT teams as well as other crisis response teams: Law Enforcement Co-response 
Teams (LET), Therapeutic Transportation Teams (TTT) and School Threat Assessment 
Response Teams (START).  In January 2024, DMH implemented a Therapeutic Transportation 
Pilot Project in Santa Monica consisting of a clinician, CHW, and driver.  The team will handle 
calls through the 911 system for clients that are non-combative, non-agitated, and experiencing 
a mental health crisis.  As a result of the multiple hiring fairs, lateral transfers and using the 
certified hiring list, PMRT was increased to 51 teams, a PMRT mid- and nocturnal shift were 
implemented to meet the needs of the community.  Additionally, DMH was able to hire staff for 
the LET and START program. DMH continues to encounter difficulties in hiring and retaining staff 
because of the lack of telework options due to the nature of field work requiring in-person 
evaluation and assessment.   

With the expansion of MCOT teams, PMRT teams, and other ACR programs, DMH was able to 
provide crisis services 24/7 by November 2023.  DMH will continue to utilize overtime PMRT staff 
to fill gaps in coverage.   

During FY 2023-24, LACDMH continued its investment in the development of Permanent 
Supportive Housing (PSH) PSH for homeless or chronically homeless individuals and families 
who are living with SMI or Serious Emotional Disturbances (SED).   

Psychiatric Urgent Care Centers (UCC) 

Psychiatric UCCs are Medi-Cal certified and Lanterman Petris Short (LPS) designated free-
standing crisis stabilization units that provide rapid access to mental health evaluation and 
assessment, crisis intervention and medication support 24-hours per day, 7 days per week.  UCCs 
also provide case management for individuals experiencing psychological distress and/or 
psychiatric crisis. UCC services, including integrated services for co-occurring disorders, are 
focused on stabilization and linkage to recovery-oriented community-based resources. Clients are 
permitted to stay in the UCC chair 23 hours and 59 minutes that are licensed by the California 
Department of Health Care Services. 
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Table 10. Location of the Current UCCs 

Urgent Care Center Service 
Area Location Address Phone 

Starview High Desert  1 Lancaster 415 East Avenue I 
Lancaster, CA 93535 

Ph: (661) 522-6770 
Fax: (661) 723-9079 

Behavioral Health UCC 2 San Fernando Valley 
14228 Saranac Lane 
Sylmar, CA 91342 
 

Ph: (747) 315-6108 
Office: (747) 315-6100 

Star View BHUCC 3 
East – City of 

Industry/East San 
Gabriel 

18501 Gale Ave. Ste. 100 
City of Industry, CA 91748 

Ph: (626) 626-4997 

Exodus (Eastside UCC) 4 Downtown Los 
Angeles 

1920 Marengo Street 
Los Angeles, CA 90033 

Ph: (323) 276-6400 
Fax: (323) 276-6498 

Exodus (Westside UCC) 5 West Los Angeles 
11444 W. Washington Blvd., 
Ste D. 
Los Angeles, CA  90066 

Ph: (310) 253-9494 
Fax: (310) 253-9495 

Exodus (MLK UCC) 6 South Los Angeles 12021 S. Wilmington Ave., 
Los Angeles, CA  90059 

Ph: (562) 295-4617 

Exodus (Harbor UCC) 8 Harbor-
UCLA/Torrance 

1000 W Carson Street, Bldg. 
2 South 
Torrance, CA 90502 

Ph: (424) 405-5888 

Providence Little Company 
of Mary OBHC2 8 San Pedro 

1300 W. 7th Street San 
Pedro, CA 90732 
 

Ph: (310) 832-3311 

Star View BHUCC 8 Long Beach 3210 Long Beach Blvd. 
Long Beach, CA 90807 

Ph: (562) 548-6565 

Telecare (La Casa1 

MHUCC2) 8 Long Beach 
6060 Paramount Blvd. 
Long Beach, CA 90805 
 

Ph: (562) 790-1860 
Fax: (562) 529-2463 

Pacifica Hospital of the 
Valley Behavioral Health 
UCC 

2 San Fernando Valley 
14228 Saranac Lane 
Sylmar, CA  91342 

Ph: (747) 315-6108  
Off: (747) 315-6100 

1 La Casa is an exception; it is not open 24-hours per day, 7 days a week. It is LPS-designated. 
2 MHUCC = Mental Health UCC; OBHC = Outpatient Behavioral Health Center. 
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The following graphs provide an overview of FY 2023-24 outcomes of the UCCs.  Olive View UCC 
has two components:  Crisis Stabilization Unit (CSU) - 7913 and Outpatient UCC - 7591 that does 
not operate 24/7.  

Figure 27.   FY 2023-24 UCC New admissions by age group 

 

 

Figure 28.   Clients with a psychiatric emergency assessment within 30 days of an UCC 
assessment 
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Figure 29.  Clients returning to UCC within 30 days of prior UCC visit 

 

 

 

Figure 30.  Clients who were homeless upon admission to UCCs 
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Enriched Residential Services (ERS) 

ERS is designed to provide supportive on-site mental health services at selected licensed Adult 
Residential Facilities, and in some instances, assisted living, congregate housing or other 
independent living situations. The program also assists clients transitioning from acute inpatient 
and institutional settings to the community by providing intensive mental health, substance abuse 
treatment and supportive services.   

Table 11. Enriched Residential Services Facilities 

Anne Sippi Clinic 
5335 Craner Ave. 
North Hollywood, CA 91601 
Ph: (818) 927-4045 
Fax: (818) 927-4016 

Bridges – Casitas Esperanza 
11927 Elliott Ave. 
El Monte, CA 91732-3740 
Ph: (626) 350-5304 

Cedar Street Homes 
11401 Bloomfield St. Bldg. 305 
Norwalk, CA 90650 
Ph: (562) 207-9660 
Fax: (562) 207-9680 

Telecare 7 
4335 Atlantic Blvd. 
Long Beach, CA 90807 
Ph: (562) 216-4900 
Fax: (562) 484-3039 

Normandie Village East– 
1338 S. Grand Ave 
Los Angeles, CA 90015 
Ph: (213) 389-5820 
Fax: (213) 389-5802 

Special Services for Groups (SSG) 
11100 Artesia Blvd. Ste. A 
Cerritos, CA 9070 
Ph: (562) 865-1733 
Fax: (213) 389-7993 

A&A Health Services of San Pablo 
13956 San Pablo Ave. 
San Pablo, CA 94806 
Ph: (510) 609-4040 
Fax: (925) 725-4796 

Percy Village 
4063 Whittier Blvd., Suite #202 
Los Angeles, CA 90023 
(323) 268-2100 ext. 234 
Fax (323) 263-3393 
eFax 323-983-7530 

A Brighter Day  
407-409 W 103rd Street, LA, CA. 
90003  
Office: (213) 293-3213   
Office: (888) 243-7412  
eFax: (866) 815-5154  
 

 

Crisis Residential Treatment Programs (CRTP) 

CRTPs are designed to provide short-term, intensive, and supportive services in a home-like 
environment through an active social rehabilitation program that is certified by the California 
Department of Health Services and licensed by the California Department of Social Services, 
Community Care Licensing Division. They are designed to improve the lives and adaptive 
functioning of those they serve. Those admitted to a CRTP can be expected to receive an array 
of services including self-help skills, peer support, individual and group interventions, social skills, 
community re-integration, medication support, co-occurring services, pre-vocational/ educational 
support, and discharge planning.  
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Table 12.  List of current CRTPs 

Hillview Crisis Residential  
12408 Van Nuys Blvd., Bldg. C 
Pacoima, CA 91331 
Ph: (818) 896-1161 x 401 
 

Didi Hirsch Excelsior House  
DiDi Hirsch Comm. MH 
1007 Myrtle Ave. 
Inglewood, CA 90301 
Ph: (310) 412-4191 
Fax: (310) 412-3942 
 

Exodus CRTP  
3754-3756 Overland Avenue 
Los Angeles, CA  90034 
Ph: (424) 384-6130 
Fax: (213) 265-3290 
 

Gateways CRTP  
423 N. Hoover Street 
Los Angeles, CA 90004 
Ph: (323) 300-1830 
Fax: (323) 664-0064 
 

Freehab (Teen Project) CRTP  
8142 Sunland Blvd., 
Sun Valley, CA 91352 
Phone: (818) 582-8832 
Fax: (818) 582-8836 
 

Safe Haven CRTP –  
12580 Lakeland Rd. 
Santa Fe Springs, CA  90670 
Phone: (562) 210-5751 
 

SSG Florence House CRTP   
8627 Juniper Street 
Los Angeles, CA  90002 
Phone: (323) 537-8979 
 

Valley Star LAGMC CRTP 
1774 Zonal Ave. Bldg. B 
Los Angeles, CA 90033 
Phone: (310) 221-6377 

Valley Star MLK CRTP 
12021 Wilmington Ave.  
Los Angeles, CA 90059 
Phone: (213) 222-1681 

Telecare Olive House CRTP  
14149 Bucher Ave. 
Sylmar, CA 91342 
Phone: (747) 999-4232 

Telecare Citrus House CRTP  
7725 Leeds Street Bldg. D 
Downey, CA 90242 
Phone: (562) 445-3001 
 

Telecare Magnolia House CRTP  
1774 Zonal Ave RTP, Bldg. D 
Los Angeles, CA 90033 
Phone: (323) 992-4323 
 

Central Star Rancho Los Amigos 
CRTP 
7745 Leeds St.  
Downey, Ca 90242 
Phone: (562) 719-2866 
 

Central Star Olive View CRTP 
14129 Bucher Ave.  
Sylmar, CA 91342 
Phone: (818) 290-5308 
 

Valley Star Rancho Los Amigos 
CRTP 
7735 Leeds St. 
Downey, CA 90242 
Phone: (562) 719-2865 

Central Star LAGMC CRTP 
1774 ZONAL AVE. BLDG. C 
Los Angeles, CA 90033 
Phone: (310)221-6378 
 

Star View Rancho Los Amigos 
CRTP 
7755 Leeds St.   
Downey, CA 90242 
Phone: (562) 719-2867 

Valley Star OV CRTP 
14119 BUCHER AVE. 
Sylmar, CA 91342 
Phone: (818) 290-5307 

Star View OV CRTP 
14139 BUCHER AVE. 
Sylmar, CA 91342 
Phone: (818) 290-5309 

 

 

Law Enforcement Teams (LET) 

The countywide police and mental health co-responder teams consist of LACDMH staff working 
collaboratively with local police departments in Los Angeles County.  The primary mission of LET 
is to assist patrol officers when responding to 911 calls involving persons with a mental illness.  
These crisis intervention services are aimed to reduce incarcerations, mitigate police use of force, 
and allow patrol officers to return quickly to patrol duties. 

The County’s diverse population requires compassionate and equitable intervention methods 
across the spectrum of care.  LACDMH serves those most vulnerable and at-risk in our community 
through expanded personalized programs and collaboration with other County departments. 

LET co-response teams consist of a law enforcement officer and a LACDMH mental health 
clinician who respond to 911 calls involving mental health crises. These teams ensure that the 
individuals in crisis receive appropriate, specialized care and safe transportation to the treatment 
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facilities.  LET and LACDMH’s Psychiatric Mobile Response Teams (PMRT) support one another 
as resources permit.  Mental health clinicians have already been assigned to work with 40 of the 
46 police departments throughout the County. 

FY 2023-24 Outcomes 

There were 11,674 incidents, of which 27.7% involved homeless individuals; 6.48% resulted in 
arrests; and 50.96% required hospitalizations. 

Approximately 27% (N=3,178) of calls involved homeless individuals. Of MET (cities) 49.3% (N= 
1,286) were homeless followed by Long Beach MET at 30.6% homeless. Of LAPD SMART calls 

22.6% (N=1,042) involved homeless individuals followed by Sherif’s MET calls at 16.5% 
homeless. 

Overall, 50.96% (N=5,949) of all LET incidents resulted in an involuntary applications for further 
evaluation. Of these holds, 84.45% (N=5,024) were adults and 15.55% (N=925) were minors. 

Approximately 6.5% (N= 756) of the calls resulted in an arrest, 2.9% (N=337) being 
misdemeanors and 3.6% (N=419) felonies. Of Sheriff’s MET’s incidents, 9.86% (N=358) resulted 
in arrest which was the highest arrest rate followed by MET (cities) at 6.64% (N=173) then LAPD 
SMART at 4.72% (N=218). 

Psychiatric Mobile Response Teams (PMRT) 

PMRT provides non-law enforcement-based mobile crisis response for clients experiencing a 
psychiatric emergency in the community. PMRT consists of LACDMH clinicians designated to 
perform evaluations for involuntary detention of individuals determined to be at risk of harming 
themselves or others, or who are unable to provide food, clothing, or shelter for themselves. 
PMRT enables successful triage of each situation involving mentally ill, violent or high-risk 
individuals. PMRT provides caring, deescalating and less traumatizing approaches to crisis 
intervention—and whenever possible avoids outcomes that involve hospitalization, incarceration, 
or additional injury. PMRTs’ tactics support clients and their families through trust and attention, 
and ultimately contribute to reducing stigma surrounding mental health and accessing help. This 
service includes coordination and the dispatch of response teams.   

PMRTs also receive community calls that do not rise to the level of direct services; in these 
situations, staff provide information, referrals, and other kinds of alternative support. More than 
23 entities send referrals to PMRT, making it a critical source of care and response across LA 
County. 
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FY 2023-24 Outcomes 

Figure 31. FY 2023-24 Number of PMRT Incidents by Service Area – including non-dispatched 

 

 

 

Figure 32. FY 2023-24 Number of PMRT Field  Incidents by Service Area – excluding non-
dispatched 
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Figure 33. FY 2023-24 PMRT Daytime and After-hours Incidents – including non-dispatched 

 

 

Figure 34. FY-2023-2024-PMRT Daytime and After-hours Field Visits – excluding non-
dispatched 

 

Figure 35. FY-2023-2024-Number of PMRT Incidents by Outcome – including non-dispatched 
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Figure 36. FY-2023-2024-Number of PMRT Field Visits by Outcome – excluding non-dispatched 

 

 

Figure 37. FY 2023-2024-Number of PMRT Incidents by Insurance Status - including non-
dispatched 

 

 

Figure 38. FY-2023-2024-Number of PMRT Field Visits by Insurance Status - – excluding non-
dispatched 
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Figure 39. FY-2023-2024-Number of PMRT Incidents by Gender - including non-dispatched 

 

 

Figure 40. FY-2023-2024-Number of PMRT Field Visits by Gender – excluding non-dispatched 

 

 

Figure 41. FY-2023-2024-Number of PMRT Incidents by Referral Source - including non-
dispatched 
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Figure 42. FY-2023-2024-Number of PMRT Field Visits by Referral Source – excluding non-
dispatched 

 

Figure 43. FY-2023-2024-Number of PMRT Incidents by Dispatch Time Category - including 
non-dispatched 
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Figure 44. FY-2023-2024-Number of PMRT Field Visits by Dispatch Time Category – excluding 
non-dispatched 

 

 

Figure 45. FY-2023-2024-Number of PMRT Field Visits by Call Duration - including non-
dispatched 

 

Figure 46. FY-2023-2024-Number of PMRT Field Visits by Call Duration – excluding non-
dispatched 
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Figure 47. FY-2023-2024-Number of PMRT Requests by Age Group (0-20 v. 21+) - including 
non-dispatched 

 

 

Figure 48. FY-2023-2024-Number of PMRT Requests by Age Group (0-20 v. 21+) – excluding 
non-dispatched 

 

Figure 49. FY-2023-2024-Number of PMRT Requests by Age Group (0-17 v. 18+) - including 
non-dispatched 
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Figure 50. FY-2023-2024-Number of PMRT Incidents by Age Group (0-17 v. 18+) – excluding 
non-dispatched 

 

 

Figure 51. FY-2023-2024-Number of PMRT Requests by Housing Status - including non-
dispatched 

 

 

 

 

 

 

 

 

 

Figure 52. FY-2023-2024-Number of PMRT Field Visit by Housing Status – excluding non-
dispatched 
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Figure 53. FY-2023-2024-Number of PMRT Field Visit Outcome for Individuals Aged 0-17 by 
5585 Status - including non-dispatched 

 

 

Figure 54. Number of PMRT Field Visit Outcome Individuals Aged 0-17 by 5585 Status – 
excluding non-dispatched 
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Figure 55. Mobile Crisis Outreach Team(MCOT) Incidents/Dispatched by Service Area 

 

 

 

Alternative Crisis Services FY 2025-26 

Another three CRTPs are scheduled to join our team in the coming months. Following MHSOAC 
grants to hospitals to open EmPATH units, DMH has been meeting with grant recipients to 
negotiate additional CSU capacity across various emergency departments. DMH continues to 
expand its network of CSUs. This includes the Children and Youth CSU on the MLK campus, the 
Olive View campus, and High Desert campus. These CSUs are currently being solicited and will 
open in the next Fiscal year. The construction of the CSU on High Desert will be completed in the 
fall of 2025, followed by its opening.  

The following programs will continue in FY 25-26 and FY 26-27: Residential and Bridging Care 
(RBC) Program, Psychiatric Urgent Care Centers (UCC), Enriched Residential Services (ERS), 
Crisis Residential Treatment Programs (CRTP), Law Enforcement Teams (LET), Restorative 
Care Villages (RCV) and Psychiatric Mobile Response Teams (PMRT). 
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Housing 
 

Program Description:  

DMH provides a wide variety of housing resources and supportive services for individuals 
experiencing homelessness who have a Serious Mental Illness (SMI) or Serious Emotional 
Disturbance (SED) including temporary housing, permanent housing, move-in assistance, 
eviction prevention and specialty mental health and housing case management services.  DMH 
also administers funds that support capital development, capital improvements and operating 
subsidies.   
 
Intended Outcomes 

• Assist DMH clients who are homeless to obtain interim and/or permanent housing. 
• Assist DMH clients living in permanent housing to retain housing. 
• Increase the overall number of housing options including interim housing beds, permanent 

supportive housing (PSH) units, licensed residential care beds, other rental subsidies and 
housing resources available to DMH clients. 

Key Activities 

• Provide immediate interim housing and supportive services to DMH clients who are homeless 
to transition them from the streets or jails. 

• Provide financial assistance to help DMH clients transition from incarceration or homelessness 
to permanent housing including assistance with rental subsidies, security deposits, utility 
deposits, furniture, household goods and eviction prevention.   

• Provide specialty mental health, case management and housing retention services to DMH 
clients who are formerly homeless and living in permanent housing. 

• Preserve the stock of Adult Residential Facilities (ARFs) and Residential Care Facilities for the 
Elderly (RCFEs) in Los Angeles County by providing facilities with enhanced rates for DMH 
clients with complex needs and funding for capital improvements.   

• Invest in the capital development of new PSH for individuals who are homeless and have a 
SMI/SED in partnership with the Los Angeles County Development Authority (LACDA) and 
through the use of No Place Like Home (NPLH) funding.  

Manage the current portfolio of PSH that DMH has invested in to ensure that the intended population 
is served and that the resources are utilized. 
 
Housing Programs Overview 
The following DMH programs provided clients who were experiencing homelessness or at risk of 
homelessness with housing resources and supportive services in FY 2023-24: 
 

• Capital Investments Program 
• Housing Supportive Services Program 
• Intensive Case Management Services Program  
• Federal Housing Subsidies Unit  
• Housing Assistance Program  
• Housing for Mental Health Program 
• Diversion, Reentry and Mental Health Program  
• Enriched Residential Care Program   
• Interim Housing Program 
• Enhanced Emergency Shelter Program for Transition Age Youth (TAY)  
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The table below provides the client demographics found across these housing programs.   
 
Table 13. Demographics of Clients Served Across Housing Programs 

 
*While many DMH housing programs serve families experiencing homelessness, none target children directly.  Rather, 
children counted in this and other Age distribution charts within the Housing section account for situations where either 
the child in the assisted family is the eligible DMH client or is being counted as the Head of Household due to their 
parent not being eligible for the housing resource. 
 **In this and other charts within the Housing section, sum of percentages may not total 100% exactly due to rounding. 
***In this and other Race and Ethnicity distribution charts within the Housing section, granular race and ethnicity 
information is aggregated into the categories of Asian/Pacific Islander, Black/African American, Hispanic/Latino, Native 
American and White.  In cases where a client reports multiple racial or ethnic identities, the client is categorized as 
Multiracial/Two or More Races.  Clients who only report a racial or ethnic identity of Other Race or Other are categorized 
as Other.  
 
As shown, DMH served a total of 11,604 unique clients across its housing programs in FY 2023-
24.  The majority of clients served were males and adults ages 26-59.  Black/African American 
clients also represented the largest race/ethnicity group served, which aligns with Greater Los 
Angeles Homeless Count data from the Los Angeles County Homeless Services Authority 
(LAHSA) that has repeatedly shown a disproportionate representation of Black/African American 
people experiencing homelessness in Los Angeles County.  This disparity, however, has reduced 
over the past several years from 40% of the homeless population identifying as Black/African 
American in 2017 to 31% in 2024.  In contrast, LAHSA’s Homeless Count has reflected an over 
70% increase in Latinos experiencing homelessness between 2018 and 2023.  Currently, DMH 
housing programs show an underrepresentation of Latino clients by comparison; although, many 
individuals represented in the data obtained their housing prior to 2018.  Accordingly, DMH 
continues to work to address disparities as shifts occur in the demographics of the County’s 
homeless population.  A table outlining race and ethnicity distributions across various County 
populations is included below.        

 

Age of Clients  
Across All Housing Programs 

Age Group Number 
Served Percentage 

Children* 
(Ages 0-15) 11 0.1% 

TAY (Ages 16-25) 1,032 8.9% 

Adult (Ages 26-59) 7,164 61.7% 

Older Adult 
(Ages 60+) 2,985 25.7% 

Unknown/ 
Not Reported 412 3.6% 

Total 11,604 100% 

Gender of Clients  
Across All Housing Programs 

Gender  Number 
Served Percentage 

Additional Gender 
Category/Other 10 0.1% 

Chose Not to 
Disclose 6 0.1% 

Female 4,939 42.6% 

Female-to-Male 
(FTM)/ 
Transgender Male/  
Trans Man 

16 0.1% 

Genderqueer,  
Neither 
Exclusively Male 
nor Female 

9 0.1% 

Male 5,937 51.2% 
Male-to-Female 
(MTF)/ 
Transgender 
Female/ Trans 
Woman 

66 0.6% 

Unknown/  
Not Reported 621 5.4% 

Total 11,604 100%** 

 

 Race and Ethnicity of Clients 
Across All Housing Programs *** 

Race and Ethnicity Number 
Served Percentage   

Asian/Pacific 
Islander 321 2.8% 

Black/African 
American 4,608 39.7% 

Hispanic/Latino 2,441 21% 

Multiracial/  
Two or More Races 601 5.2% 

Native American 94 0.8% 
White 2,081 17.9% 

Other 241 2.1% 

Unknown/ Not 
Reported 1,217 10.5% 

Total 11,604 100% 
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