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Welfare and Institutions Code Section (WIC) 5847 states that county mental health programs shall
prepare and submit a Three Year Program and Expenditure Plan followed by Annual Updates for Mental
Health Services Act (MHSA) programs and expenditures. The MHSA Three Year Program and
Expenditure Plan provides an opportunity for the Los Angeles County Department of Mental Health
(Department) to review its MHSA programs and services and obtain feedback from a broad array of
stakeholders on those services. Any changes made to the Department’s MHSA program would need to
be in accordance with the MHSA, current regulations and relevant state guidance.

The Department engaged in individual community planning processes for each component of the MHSA, as
guidelines were issued by the California Department of Mental Health. Implementation of each component
began after plan approval by either the California Department of Mental Health or the Mental Health Services
Oversight and Accountability Commission (MHSOAC):

MHSA Component Dates Approved by the State
Community Services and Support (CSS) Plan  Feb. 14, 2006

Workforce Education and Training (WET) Plan  April 8, 2009

Technological Needs (TN) Plan May 8, 2009
Prevention and Early Intervention (PEI) Plan Sept. 27, 2009
Innovation (INN) Plan Feb. 2, 2010
Capital Facilities (CF) Plan April 19, 2010
April 8 September 27
State MHSA Plan Approval Dates Workforce Education  Prevention & Early Pibrusry 2
and Training (WET) Plan  Intervention (PEI) Plan Innovation lll\iNIPIan

February 14 May 8 April 19
Community Services and Information Technology ital .
Supports (CSS) Plan Needs Plan RPN P

The programs funded within each component are described in this document, along with the number of clients
served and relevant program outcomes.

Through the implementation of the MHSA, the Department has strived to create a service continuum for each
age group that spans prevention, early intervention and a broad array of mental health community services and
supports. Each component of the MHSA contributes to an array of services that will increase recovery,
resiliency and create healthier communities.

Any guestions or comments should be directed to:
Debbie Innes-Gomberg, Ph.D.
District Chief, MHSA Implementation and Outcomes Division
Los Angeles County Department of Mental Health
(213) 251-6817 or DIGomberg@dmbh.lacounty.gov

MHSA Annual Update Fiscal Year 2016-17 3



9%
= T

Fiscal Year (FY) 2014-15 at a Glance

Community Services and Supports Plan

The number of unique clients receiving a direct mental health services in Community Services and Supports
programs, 102,088, did not deviate from the unique client count in FY 2013-14. Similarly, ethnicity and primary
language counts did not deviate either. Of the 102,088 clients served, 32,705 were new to the county’s
outpatient mental health system. This represents a 56% increase over FY 2013-14.

FSP programs across age groups continue to produce impressive outcomes particularly in relation to
decreasing homelessness and psychiatric hospitalizations and increasing living independently. As we have
seen in prior years, FSP programs are particularly effective at reducing the days spent homeless or
psychiatrically hospitalized and increasing the days that an FSP partner lives independently. Of particular note
are increases in FSP client employment, over previous years, including:

e 55% increase in the number of days competitively employed

e 93% increase in the number of days spent in supported employment

e 141% in the number of clients receiving supported employment services

e 93% increase in the number of days clients had with paid in-house employment
e 41% increase in the number of clients in paid in-house employment

The Department’s commitment to housing is evident throughout the CSS plan.

e Housing specialists provided housing placement services to 1,555 adult clients and 847 transition age
youth clients.

e The MHSA Housing program funded 4 housing projects that opened during FY 14-15, for a total of 167
units.

e FSP programs dramatically reduced homelessness after enrollment, including reducing days homeless
for adult clients by 71%, 76% for children and their families, 62% for older adult clients and 49% for
transition age youth clients served through FSP.

e FSP programs increase both the number of clients living independently and the number of days they
live independently after enrollment, including a 46% increase in adult clients living independently and a
48% increase in days lived independently for adults and a 32% increase in the number of transition age
youth living independently and a 25% in the number of days they live independently after enroliment.

Prevention and Early Intervention

55,094 clients were served in prevention and early intervention services, 48% of whom were new clients to our
outpatient mental health system. Latino clients continue as the majority ethnic group served through PEI,
representing 64% of clients served.

The Suicide Prevention Center hotline responded to 66,231 calls, chats and texts, including 3,744 Spanish

language calls. 37% of callers identified themselves as between the ages of 15-24. Self-rated suicidal intent
was reduced for those identified as low, medium and high risk.
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Executive Summary

Symptom improvement after completion of an evidence-based, promising or community-defined evidence
practice is strong, exceeding 40% for several practices including:

e Trauma: Alternatives for Families: Cognitive Behavioral Therapy, individual Cognitive Behavioral

Therapy, Trauma Focused Cognitive Behavioral Therapy,

e Conduct disorders: Brief Strategic Family therapy

e Disruptive behaviors: Managing and Adapting Practice

e Anxiety and Depression: Mental Health Integration Program

e Parenting difficulties: Parent-Child Interaction Therapy, Triple P Positive Parenting Program

Innovation

Innovation 1 tested out three (3) distinct models of care integration and found statistically significant reductions
in mental health, physical health and substance use symptoms. The 4™ Innovation 1 model tested out peer
delivered respite care and peer delivered supportive services.

Innovation 2, Building Trauma Resilient Communities through Community Capacity Building, was approved by
the Mental Health Services Oversight and Accountability Commission on May 28, 2015 and is in the Request
for Services solicitation development phase at the time of this posting.

Fiscal Year 2016-17- The Year Ahead

As the Department enters its 0™ year of Mental Health Services Act programs, the MHSA has provided an
architectural structure for a continuum of services that have sought to address the need for alternatives to
inpatient or emergency department care, utilized FSP to implement Assisted Outpatient Treatment as well as to
serve clients with significant histories of homelessness, justice involvement, co-morbid medical, substance use
and medical conditions as well as children involved with the child welfare system.

The Department will continue to leverage MHSA funds to create a full continuum of services and supports for
individuals with mental illness by working with County and City Departments and communities in general to
collectively address the mental health needs of individuals in Los Angeles County.

MHSA Annual Update Fiscal Year 2016-17 5



The Department’s stakeholder process meets Welfare and Institutions Code 5848 on composition of the System
Leadership Team (SLT) and meaningful involvement of stakeholders related to mental health planning, policy,
implementation, monitoring, quality improvement, evaluation and budget allocations. The composition of the
System Leadership Team meets the California Code of Regulations Section 3300 on stakeholder diversity.

To create meaningful stakeholder involvement, the Department engages 3 levels of stakeholder involvement in
ongoing mental health service delivery planning:

0 The 50 member System Leadership Team (SLT) is the Department’s stakeholder workgroup to inform
the implementation and monitoring of MHSA programs. The composition of the expanded SLT is as
follows:

e LA County Chief Executive Office

e Service Area Advisory Committee (SAAC) leadership

e Consumer and family member representation, including NAMI, self-help and the LA County
Client Coalition

e Department of Public Social Services

e Health Care, including the Hospital Association and LA County Department of Public Health, LA
County Department of Health Services

e LA Police Department

e Probation

e Housing development

e Older Adult service providers and LA County Community and Senior Services

e Under-Represented Ethnic Populations, including Asian Pacific Islanders, American Indian,
African American, Latino

e Clergy

e City of Long Beach

e Veterans

e LA County Mental Health Commission

e Unions

e Co-Occurring Joint Action Council

e Education, including the LA Unified School District, universities and charter schools

e Lesbhian, Bisexual, Gay, Transgender and Questioning (LBGTQ)

e LA Department of Children and Family Services

e LA County Commission on Children and Families

e Junior blind

e Statewide perspective

0 The efforts of the SLT are guided by standing committees formed to address specific issues such has
planning, budget mitigation, outcomes. These standing committees are comprised of volunteers from
the SLT and Department managers with responsibility for planning, implementing and managing MHSA
programs. The standing committee represented diverse perspectives and was a microcosm of the
larger SLT. The standing committee was activated to inform the plan to expand CSS services by $84
million. A standing committee was also convened to begin to consider consolidation of MHSA CSS
Work Plans that would map to levels of care. This work will continue within the SLT and the standing
committee into FY 2016-17.

0 The Service Area Advisory Committees (SAAC) continued their planning, aided by service utilization

and outcome information for MHSA funded services in their Service Areas.
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Community Planning Process

The SLT’s work during FY 2015-16 has been to review progress in implementing services added through the
MHSA 3 Year Program and Expenditure Plan as well as allocate $84 million in MHSA CSS expansion funding.
Throughout this process, the SLT has been reviewing the Department's MHSA by understanding how programs
and serves fit into a service continuum

The Department provides training to new System Leadership Team members on the MHSA, the roles and
responsibilities of SLT members and DMH services. The most recent orientation was conducted in August,
2015.

The SLT heard a summary of data and information from the Annual Update on March 16, 2016. The plan was
publically posted on the Department’s website on March 22, 2016 and remains publically posted.

The Public Hearing was convened by the Mental Health Commission on April 28, 2016 and the plan was
approved on May 26, 2016.
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MHSA COUNTY COMPLIANCE CERTIFICATION

County: Los Angeles  Theee-Year Program and Expenditure Plan
B Annual Update
Local Mental Health Acting Director Program Lead
Name: Robin Kay, Ph.D. Name: Debbie Innes-Gomberg, Ph.D.
Telephone Number: (213) 738-4108 Telephone Number: (213) 281.6817
Email: RKay @dmh lacounty.gov Emall: dgomberg @ dmh.jacounty.gov
Local Mental Heakh Maling Address:

County of Los Angeles - Department of Mental Health
MHSA Implementation and Outcomes Division

695 S. Vermont Avenue, 8" Floor

Los Angeles, CA 90005

| hereby centily that | am e official responsible for the administration of countyicty mental health
services in and for said county/city and that the County has complied with all pertinent regulations and
guidelines, laws, and statutes of the Mental Health Services Act In preparning and submitiing this Annual
Update, inchuding stakehoider participation and nonsupplantation requirsments.

This Annual Update has been daveloped with the participation of stakeholders, in accordance with
Welare and Instiutions Code Section 5848 and Tie O of the Calfomia Code of Regulations
Section 3300, Community Planning Process. The draft Annual Update was crculated 10 representatives
of stakeholder inlerests and any inlerested party for 30 days for review and comment and a public
hearng was held by the local mantal health board. All input has been considered with adusimenits
made, as appropriate. The Annual Update and Expenditure Plan, attached hereto, was adopted by the
County Board of Supervisors on September 20, 20186.

Menlal Haalth Senvices Act funds are and will be used in compliance with Welfare and Insttutions Code
Section 5891 and Tie 9 of the Califomia Code of Reguiations Section 3410, Non-Supplant.

Al documants In the altached Annual Update are true and comect.

Mﬁ 252
s - Bate

Bobin Kay, PhD.
Local Mental Health Acting Director (Print) Signature /
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MHSA COUNTY FISCAL ACCOUNTABILITY CERTIFICATION'

County: Los Angeles [] Tnree-Year Program and Expenditura Plan
Il Annual Updele
|:| Annual Revenue and Expandiure Repor
Local Mantal Health Acting Director County Auditor-Controlier
Meame: Robin Kay, Ph.0. Mame: John Maimo
Telephone Mumber: (213) 738-4108 Telephone Mumber: (213) 074-B404
E-mail: AKay& dmh.lzcowmy.gov E-mizil: jnalmo@ audiber, controier, gov

Local Mental Healiin Mziling Addrass:

County of Los Anpgsles - Deparment of Menlal Heatth

Frogram Suppon Bureau - MHSA implementation and Outcomes Divisian
685 S, Vermont Avenue, £ flaor

Los Angeles, CA 80005

| haraby cerify that the Annual Update is inee and corect and that the County has complied with all liscal accountability
requiremants as required by law or as déirected by the stale Depariment of Health Care Senvicas and the Mantal Healih
Services Owersight and Accounlability Commission, and that all expendiiures are consistant with the requiremenis of the
Mental Health Services Act (MHSA), induding Weifare and Insfilulions Code (WIC) sections 5813.5, 5B30, 5840, 5847,
5881, snd 5892 and TWle B of the California Code of Regulaiions seclions 3400 and 3410. | further certdy thal all
expendiluras are consisten] with an sppeoved plan o Updale and thal MHSA lunds will only be used for programs
specified in the MHSA, Other than funds placed In & reserve in accordanse with an approved plan, any funde 2located to
a county which ane not spent for thelr sulhonzed purpose within the 1me pedod specified @ WIC section S852{h) shall
rewverd 1o tha state o be depositsd into the jund and availabie for olher counties in future yeans.

| dectare under panalty of perjury under the laws of this slale thal the loregaing and the sttached updaleirepeart is trua and
corract to the beat of my knowledgs,

Aohin Kay. Ph.D. g:&%'-‘é”ﬂ“‘”” i
Local Mantal Heakh Acting Director (i -] J Date

| heraby cartify that for the fiscal year ended June 30, AO{E, the County has maintained an inlerest-bearing ocal Mental
Health Services {MHS] Fund [WIC 5882 {f)): and that the Counly's linancial statements are audited annually by an
independent auditor and the mos! racent audit repor is datsd for the flscal year ended June 30, 2875 | further
earlify that for the fiscal year ended June 30, 204§, ha Stale MHSA distributions ware recomded B3 revenuas in the local
MHS Fund, thet Counly MHSA expenditures and transfers oul were appropriated by the Board of Supenvisors end
racorded in compliance wilh such appropristions; and thal the County has complied with WIC section 5881 (a), in that
local MEHA funds may not be Ioaned 1o a county general fund or Bny ather county fund,

| daclere wnder penally of parjury undar the laws of this state thel the foregoing and the attached report is true and correcl
bo the best of my knowledge.

John Maimg
County Auditor-ConroBar (PRINT) Si Ciate

'Wltare ard dvalifutions Code Seclions S847T thila) end 8893 (a)
Thies-Yoar Program and Esperssiues Plan, Araual Uipdate CounboCity Cartilication

MHSA Annual Update Fiscal Year 2016-17



LAC

—

Hikla L Sk
Firs 1Hamu

Mellark, Falley-Thecamas
Scvmnnl Phstrat
weiln Kachl

"Tlibin] Tt i
Dirtn Kanabe
Fenntly st
Michael 1, Arsonavich
Felils Isirrt

Exgoutive Commitige

Larry tRasexs, Phi, LCSW
ey
Hetman DeBeas, PRI
Yire Cloir
AL Ha s sisn
Wacani

Revnctan

Mennhers-al-Large
Wil Bl
Levmenie Luk:
Wisami

Lommissioners

FiRsT DisTRECT
Husmrd Sskines, SEEw 103
lawreens: 1, L
Cvialibe S

SECooen DHE1RACT
Hemive La DeBhase: Pl
Jon Wlbes €lrabsine YA
\iarnam

THIRD DIETRECT
Anadid L Gillng, M0, PRAY
Mberibls Sl Sove, 11303
o s By, 03

FozmTH DISTRECT
Larry Gasove P, LCSW
Mlowoa Lok, AMGEF
E i T Ba Toame, SIS

it Dayimicy
Vitunn A, Solns
Juilie A Comeusibuie. M5, LRI
LR TR

HEaLT DEPUTY, 5 DT
Frued Ll

EXECUTIVE THRECTOR
Ty 45 L, MS, PN

COMMBSION S TAFF
L it Hand, MBS
Vb Mpdibngalo, S

Mental Health Commission

Approval Letter

Los Angeles County

Mental Health Commission
*Advocacy, Accountability and Oversight in Action”

June 1, 2016

Robin Kay, Ph.D.

Acting Direcior

Department of Mental Heallh
550 5. Vermont Avenua

Los Angeles, GA 90020

Dear Dr. Kay:

MENTAL HEALTH SERVICES ACT PUBLIC HEARING
FISCAL YEAR 2018-17 ANNUAL UPDATE
MOTICE OF PLAN APPROVAL

On May 26, 2016 the Chairman and a guorum of the Los Angeles County
Mental Health Commission (Commission) made the following motion following
the Publlc Hearing of the Mantal Health Servces Act Fiscal Year 2018-17
Annual Update conducted &t St. Anne's in Los Angeles County:

MOTION: The Los Angeles County Mental Health Commission moves lo
approve the Fiscal Year 2017-16 Annual Update.

It is, therefore, with pleasure that the Commission approve your Department's
submission of the Fiscal Year 2016-17 Annual Update, which was publicaliy
pasted on March 22, 2016 and presentad at tha April 28, 2016 Public Hearing.
Wa would atso like to commeand the Department for continuing to engage the
Sarvice Area Advisory Committeas in the ongoing planning and implemeantation
of the Mantal Heallh Senvices Act and on the outcomes you are achigving.

The Commission looks forward fo your continued progress improving the lives:
of clients receiving services In the public mental health systemn and continuing
our partnership.

Sincaraly,

" g
Larry Gasco, PhD., LCSW
Chairmian
LG MHGETEL

550 Sculk Varmani Averws, 12% Flaar, Los Angales, Caffornia 50420 - Phone: 213,738 4772 - Fax: 213738 2120
Emat issi ;
Websle; hiip: wd 1 ds. [acowmy. oo 1 038 epsinodalidmhiaboul e
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September 20, 2016 BOARD OF SUPERVISORS
COUNTY OF LOS ANGELES
The Honorable Board of Supervisors
County of Los Angeles 29 September 20, 2016
383 Kenneth Hahn Hall of Administration }
500 West Temple Street o g d’%
Los Angeles, California 90012 Ak &
LOR) GLASGOW
Dear Supernvisors: EXECUTIVE OFFICER

ADOPT THE DEPARTMENT OF MENTAL HEALTHS
MENTAL HEALTH SERVICES ACT ANNUAL UPDATE
FOR FISCAL YEAR 2016-17
(ALL SUPERVISORIAL DISTRICTS)

(3 VOTES)

SUBJECT

Reguest adoption of the Department of Mental Health's Mental Health Services Act Annual Update
for Fiscal Year 2016-17.

IT IS RECOMMENDED THAT THE BOARD:

Adopt Department of Mental Health's (DMH) Mental Health Services Act (MHSA) Annual Update
for Fiscal Year (FY)2016-17 (Attachment). The MHSA Annual Update has been cerified by the

County Mental Health Acting Director and the County Auditor-Confroller to meet specified MHSA
requirements in accordance with Welfare and Institutions Code (WIC) Section 5847.

PURPOSE/JUSTIFICATION OF RECOMMENDED ACTION

Adoption of the MHSA Annual Update is necessary in order for the DMH to submit the Annual
Update for FY 2016-17 to the Mental Health Services Oversight and Accountability Commission
(Commission) and is required by WIC Section 5847. Recent amendments to the MHSA require that
the MHSA Three-Year Program and Expenditure Plan and the Annual Updates be adopted

by the County Board of Supervisors. Additionally, it is required that the Three-Year Program

and Expenditure Plan and the Annual Updates be certified by the County Mental Health Acting
Director and the County Auditor-Controller attesting that the County has complied with all

MHSA Annual Update Fiscal Year 2016-17 11




Los Angeles County Board of Supervisors Adopted Letter

The Honorable Board of Supervisors
92002016
Page 2

fiscal accountability requirements as directed by the State Department of Health Care Services
and that all expenditures are consistent with the MHSA requirements. Under the MHSA, a

draft Three-Year Program and Expenditure FPlan and the Annual Updates must be prepared and
circulated for review and comment for at least 30 days to representatives of stakeholder
interests and any interested party who has requested a copy of the draft plans. Additionally,
the MHSA requires that the Mental Health Commission conduct a Public Hearing on the draft
Three-Year Program and Expenditure Plan and the Annual Updates at the close of the 30-day
comment period.

In order to fulfill the latter requirements, DMH posted the MHSA Annual Update on its website
for 30 days for public comments on March 22, 2016. DMH also convened a Public Hearing on
April 28, 2016, where DMH presented the update, addressed public questions, and any
concems. The Mental Health Commission voted to approve the MHSA Annual Update for

FY 2016-17 at its meeting on May 26, 2016.

Imol : f Stratedic Plan Goal
The recommended action supports the County's Strategic Plan Goal 3, Integrated Services
Delivery.

FISCAL IMPACT/FINANCING

There is no net County cost impact associated with the recommended action.

FACTS AND PROVISIONS/LEGAL REQUIREMENTS

Assembly Bill (AB) 1467, chaptered into law on June 27, 2012, implemented changes to the
MHSA law. AB 1467 requires each county mental health program to prepare and submit a
Three-Year Program and Expenditure Plan and the Annual Updates, adopted by the County
Board of Supernvisors and submitted to the Commission. It also requires that the Three-Year
Program and the Annual Updates be cerlified by the County Mental Health Acting Director and
the County Auditor-Controller. This includes the County Mental Health Acting Directors
certification as to the requisite stakeholder participation and compliance with MHSA
non-supplantation provisions.

The Commission provided direction to the counties to complete MHSA Annual Updates through a
memo dated August 2, 2013, and distributed the MHSA Fiscal Accountability Certification Form to be
completed by the County Mental Health Acting Director and County Auditor-Controller.

The public hearing notice requirements referenced in WIC Section 5848, subdivisions (a) and

{b) have been fulfiled and are recorded in the MHSA Three-Year Program and Expenditure

Plan. The County Auditor-Controller and County Mental Health Acting Director have both signedthe
MHSA Fiscal Accountability Certification Form included in the Annual Update.

The MHSA Annual Update for FY 2016-17 builds upon the Department’s approved MHSA Three-
Year Program and Expenditure Plan for each MHSA component. It contains a summary of
MHSAprograms for FY 2014-15, including clients served by MHSA program and Service Area and
program outcomes. In addition, the Annual Update Plan also describes the Department's

ongeoing planning process and progress on implementing the program expansions from the
Three-Year Program and Expenditure Plan for FYs 2014-15 through 2016-17.

MHSA Annual Update Fiscal Year 2016-17 12



Los Angeles County Board of Supervisors Adopted Letter

The Honorable Board of Supervisors
9/20/2016
Page 3

IMPACT ON CURRENT SERVICES (OR PROJECTS)

Board adoption of the MHSA Annual Update for FY 2016-17 will ensure compliance with AB 1467

requirements.

Respectfully submitted,

frdn Kay, Pk

HOBIN KAY, Ph.D.
Acting Director of Mental Health

RE.DMDIGRC: v

. Executive Office, Board of Supervisors
Chief Executive Office
County Counsel
Auditor-Controller
Chairperson, Mental Health Commission

MHSA Annual Update Fiscal Year 2016-17
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ACS:
ACT:
ADLS:

AF-CBT

Al

AILSP:
APF:

ARF:

ART:
ASD:
ASIST:
ASL:
BSFT:
CalSWEC:

CAPPS:

CBITS:
CBO:
CBT:

CDE:
CDOL:
CEO:
CF:
CFOF:
CiMH:
CMHDA:
CORS:
COTS:
CPP:
CSss:
C-SSRS:
CTF:

CW:

DBT:
DCES:

DCFS:

DHS:
DMH:

Alternative Crisis Services
Assertive Community Treatment

Assisted Daily Living Skills

Alternatives for Families - Cognitive Behavioral
Therapy

Aging Initiative

American Indian Life Skills Program
American Psychiatric Foundation

Adult Residential Facility

Aggression Replacement Training
Anti-Stigma and Discrimination

Applied Suicide Intervention Skills Training
American Sign Language

Brief Strategic Family Therapy

CA Social Work Education Center

Center for the Assessment and Prevention of
Prodromal States

Cognitive Behavioral Intervention for Trauma in
Schools

Community-Based Organizations
Cognitive Behavioral Therapy

Community Defined Evidence

Center for Distance and Online Learning
Chief Executive Office

Capital Facilities

Caring for our Families

California Institute for Behavioral Health
California Mental Health Directors’ Association
Crisis Oriented Recovery Services
Commercial-Off-The-Shelf

Child Parent Psychotherapy
Community Services & Supports
Columbia-Suicide Severity Rating Scale

Community Treatment Facility
Countywide

Dialectical Behavioral Therapy

Diabetes Camping and Educational Services

DCFS Los Angeles County Department of
Children and Family Services

Department of Health Services

Department.of Mental Health

MHSA Annual Update Fiscal Year 2016-17

and Definitions

EBP(s):
ECBI:
ECC:

EESP:

EPSDT:

ER:
FCCS:
FFP:

FFT:
FOCUS:
FSP(s):
FSP/PSS:
FSS:

FY:

Grou
CBT:

GROW:
GVRI:
HIPAA:

HOME:
HSRC:
HWLA:
IBHIS:
ICC:
ICM:
IEP(S):
IFCCS:
IHBS:
ILP:
IMD:
Ind CBT:
IMHT:

IMPACT:

IMR:
INN:

IPT:

IS:
ISM:

Evidence Based Practice(s)
Eyeberg Child Behavioral Inventory

Education Coordinating Council

Emergency Shelter Program

Early Periodic Screening, Diagnosis and
Treatment

Emergency Room

Field Capable Clinical Services
Federal Financial Participation
Functional Family Therapy
Families Overcoming Under Stress
Full Service Partnership(s)

Full Service Partnership

Family Support Services

Fiscal Year

Group Cognitive Behavioral Therapy

General Relief Opportunities for Work

Gang Violence Reduction Initiative

Health Insurance Portability and Accountability
Act

Homeless Outreach and Mobile Engagement
Harder-Company Community Research
Healthy Way Los Angeles

Integrated Behavioral Health System
Intensive Care Coordination

Integrated Clinic Model

Individualized Education Program
Intensive Field Capable Clinical Services
Intensive Home Base Services
Independent Living Program

Institution for Mental Disease

Individual Cognitive Behavioral Therapy

Integrated Mobile Health Team

Improving Mood-Promoting Access to
Collaborative Treatment

lliness Management Recovery

Innovation

Interpersonal Psychotherapy for Depression
Integrated System

Integrated Service Management model
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Acronyms & Definitions

DPH:
DTQI:
KEC:
KHEIR:

LACDMH:

LAPD:
LGBTQ:
LIFE:
LIHP:
LPP:
MAP:
MAST:
MDFT:
MDT:
MFT:

MH:
MHC:
MHCLP:
MHFA:
MHIP:
MHRC:
MHSA:

MHSOAC:

MMSE:
MORS:
MOU:
MP:
MPAP:
MPG:
MST:
NACo:
NFP:
OA:
OACT:

OASCOC:

OBPP:
OEF:
OEP:
OND:

0Q:
PATHS:

Department of Public Health
Depression Treatment Quality Improvement

Key Event Change

Korean Health, Education, Information and
Research

Los Angeles County Department of Mental
Health

Los Angeles Police Department
Lesbian/Gay/Bisexual/Transgender/Questioning

Loving Intervention Family Enrichment
Low Income Health Plan

Licensure Preparation Program

Managing and Adapting Practice

Mosaic for Assessment of Student Threats
Multidimensional Family Therapy
Multidisciplinary Team

Masters in Family and Therapy

Mental Health

Mental Health Clinic
Mental Health Court Linkage Program
Mental Health First Aide

Mental Health Integration Program

Mental Health Rehabilitation Center

Mental Health Services Act

Mental Health Services Oversight and
Accountability Commission

Mini-Mental State Examination
Milestones of Recovery Scale
Memorandum of Understanding
Mindful Parenting

Make Parenting a Pleasure
Mindful Parenting Groups
Multisystemic Therapy

National Association of Counties
Nurse Family Partnerships
Older Adult

Older Adult Care Teams

Older Adult System of Care

Olweus Bullying Prevention Program
Operation Enduring Freedom
Outreach and Education Pilot
Operation New Dawn

Outcome Questionnaire

Providing Alternative Thinking Strategies

MHSA Annual Update Fiscal Year 2016-17

ITP:
1Y:
PE:

PEARLS:

PEI:
PEMR(s):
PE-PTSD

PMHS:
PMRT:
PRISM:
PRRCH:
PSH:
PSP:
PST:
PTSD:
PTSD-RI:
QPR:
RFS:
RFSQ:
ROSTCP:

RPP:
RRSR:

SA:

SAAC:
SAPC:
SED:
SF:
SH:
SLT:
SNF:
SPC:
SPMI:
SS:
START:
TAY:
TF-CBT:

TN:
Triple P:
OMA:
UcC:
UCC(s):

Interpreter Training Program
Incredible Years

Prolonged Exposure

Program to Encourage Active, Rewarding Lives
for Seniors

Prevention and Early Intervention

Probation Electronic Medical Records

Prolonged Exposure Therapy for Post-Traumatic
Stress Disorder

Public Mental Health System

Psychiatric Mobile Response Team
Peer-Run Integrated Services Management
Peer-Run Respite Care Homes

Permanent Supportive Housing

Partners in Suicide Prevention

Problem Solving Therapy

Post-Traumatic Stress Disorder

Post-Traumatic Stress Disorder — Reaction
Index

Question, Persuade and Refer
Request For Services

Request For Statement of Qualifications

Recovery Oriented Supervision Training and
Consultation Program

Reflective Parenting Program

Recognizing and Responding to Suicide Risk
Service Area

Service Area Advisory Committee
Substance Prevention and Control
Severely Emotionally Disturbed
Strengthening Families Program
State Hospital

System Leadership Team

Skilled Nursing Facility

Suicide Prevention Center

Severe and Persistently Mentally Il
Seeking Safety

School Threat Assessment And Response Team
Transitional Age Youth

Trauma Focused-Cognitive Behavioral Therapy
Technological Needs

Triple P Positive Parenting Program
Outcome Measures Application
Usual Care

Urgent Care Center(s)
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Acronyms & Definitions

PCIT: Parent-Child Interaction Therapy UCLA: University of California, Los Angeles
PDAT: Public Defender Advocacy Team .IL_J.(I.:“I;IA UCLA Ties Transition Model
UREP: Under-Represented Ethnic Populations
USC: University of Southern California
TSV: Targeted School Violence
VALOR: Veterans' and Loved Ones Recovery
WCRSEC: Women's Community Reintegration Service and
Education Centers
WET: Workforce Education and Training
YOQ: Youth Outcome Questionnaire
YOQ-SR: Youth Outcome Questionnaire — Status Report
YTD: Year To Date

Adult Age Group: Age range is 26 to 59 years old.
Child Age Group: Age range is 0 to 15 years old.
Client contacts are based on Exhibit 6 reporting by program leads for FY 2013-14.

Client Run Center counts are based on client contacts using Community Outreach Services billing. Data as of
February 9, 2015.

New Community Services and Supports clients may have received a non-MHSA mental health service.

New Prevention and Early Intervention clients may have received a non-MHSA mental health service.

Older Adult Age Group: Age range is 60+.

Transitional Age Youth Age Group: Age range is 16 to 25 years old.

Total client cost calculation is based on Mode 15 services, inclusive of Federal Financial Participation (FFP) &
Early Periodic Screening, Diagnosis, and Treatment (EPSDT) Program. Not inclusive of community outreach

services or client supportive services expenditures. Data as of January 4, 2016

Unique client means a single client claimed in the Integrated System. Data as of January 4, 2016
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The number of unique clients receiving a direct mental health service through the
Community Services and Supports (CSS) Plan for Fiscal Year 2014-15: 102,088

Ethnicity Primary Language
e Native American
1%

Other
2%

Pacific Islander
0.21%

Unknown/not

The number of new clients receiving CSS services Countywide with no previous
MHSA service: 32,705

Primary Language

0.47% Other
2%

Pacific Islander

0.15%
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%ﬁ Community Services and Supports
| | Work Plans

Adult Full Service Partnership: A-01

Unique Clients Served: 5,103

Cost: $55,400,776

Average Cost per Client: $ 10,857

Slots Allocated: 4,485 (as of 6/26/2015)

Serves adults, ages 26-59, who have been diagnosed with a severe mental illness and would benefit from an
intensive service program, who are homeless, incarcerated, transitioning from institutional settings, or for whom
care is provided solely through the family and would be at risk of the above if it were not for the family’s support.
Services include a wide array of mental health services, medication support, linkage to community resources,
housing, employment and money management services and assistance in obtaining needed medical care.
Programs target clients from all ethnic communities, with a collaborative focusing specifically on the Asian
Pacific Islander communities.

Focal Population Targeted: Adults with serious mental illness and involved with one or more of the
following: Homeless; Jail; Institutionalized (State Hospital, Institution for Mental Disease, Psychiatric
Emergency Services, Urgent Care Center, County Hospital and/or Fee for Service Hospital); and/or living with
family members without whose support the individual should be at imminent risk of homelessness, jail or
institutionalization.

Full Service Partnership (FSP) Integration Pilot Project: As part of a 2 year pilot, six (6) adult
mental health providers and two (2) older adult providers fiscally and programmatically integrated Field Capable
Clinical Services (FCCS, level 3) into Full Service Partnership (FSP, level 4) services so that all clients are
considered FSP, as long as each client meets FSP criteria as defined in the MHSA CSS regulations.

. Each client receiving services from a pilot agency is rated monthly on the Milestones of
Recovery Scale (MORS) to determine level of recovery as well as rated on eight (8) care
determinants that are matched to level of service need.

o Providers collect FSP outcome data on all clients.

. FCCS funding was transferred to FSP on each agency’s financial summary, to be used
consistent with FSP services and consistent with the Recovery Model.

. The Older Adult Pilot was initiated in April, 2013 and the Adult pilot started in July, 2013.

. All clients in the pilot are eligible for Client Supportive Services funding, based on LAC DMH
Client Supportive Services Guidelines.

. Priority populations aligned with service area needs.

Pilot Goals:

. Reducing distinct financial service categories, broadening the FSP target populations to those
defined in regulation will enhance service packages for clients of varying service intensity to
best meet client needs.

. Increase access to FSP services.

. Provide the appropriate type and amount of service the client needs in a data-informed
manner.
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Community Services and Supports - Adult Work Plans

Increase client program flow (to both improve client functioning and increase service capacity)
and determine optimal length of treatment.

o Flow into the pilot

o Flow between levels of care

o Determinants used to inform readiness for transition to a lower level of service
Ensure services are cost effective.

Assessing Pilot Success:

Each month providers receive a dashboard report outlining focal population percentages,
client ethnicity, number of new enrollments and disenrollments and reason for disenroliments,
MORS score summaries, percent of enrolled clients with level 4 service needs vs. level 3,
percent of clients endorsing each of eight service determinants, living arrangement and
employment status of enrolled clients.
The determinants of level of care are:

1. Client’s current MORS score.

2. Client is unable to manage his/her own financial resources and requires formal or
informal money management.

3. The client is not ready or is unable to coordinate his/her own transportation needs to
and from appointments, education and occupation activities, and or other meaningful
life activities.

4. The client requires formal or informal assistance with two (2) or more of the following
Assisted Daily Living Skills (ADLs): hygiene, shopping, feeding, household chores,
preparing meals, transferring, walking.

5. The client requires at least once per week contact with staff to coordinate his/her care.

6. The client requires formal or informal assistance or support to manage his/her
medication.

7. The client requires assistance or support to manage community relations and minimize
disruptive behaviors.

8. The client has been stable at the current MORS score for less than six (6) months.

The Impact of the Pilot:

Through the work of the providers in this pilot, clinical decision-making that was once guided by the
MORS as a stand-alone measure has evolved to the use of the determinants as a more comprehensive

guide.

The determinants have the potential to serve as a guide to informing service packages at

different levels of care and guide the transition from one level of care or need to another.

Elements of Success in Transitioning Clients from Level 4 to 3:

Stable housing.

Access to a variety of treatment options for substance use.

Family reintegration and the role of the FSP team as either a broker or family finder.

Stable medication through establishing shared decision making, client preparation and trust
building, client education.

Employment/education and increasing meaningful roles for clients through creating a menu of
options, IPS Supported Employment, employing job developers, increasing client motivation
to work, addressing the risk of loss of SSI.

Improving physical health through service co-location, peer health navigation, provider
screening and identification of health issues.

Creating stable income.

Establishing some form of health insurance.

Transportation options for clients, including educating peers on options.
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Community Services and Supports - Adult Work Plans

. Recreational opportunities- identify client preferences, community resources and establish
peer support and partnerships.

. Create social connections via cultural celebrations and opportunities in communities.

. Identify spiritual interests and options.

The Pilot’s Impact on Enrollment and Disenrollment:
. Clients enrolled August, 2013 to March, 2015: 701
. Clients disenrolled August, 2013 to March 19, 2015: 853

. Clients disenrolled due to meeting goals or moving to lower level of care: 300 (35%)
o Out of the 300, 88 moved to a lower level of care
o Out of the 300, 212 met goals and moved to lower level of care

The Department and SLT endorsed removing the “pilot” status of the project and it is now considered a
specialized FSP program serving level 4 and 3 clients who meet FSP criteria.

Significant Changes for FY 2016-17

In FY 2016-17, Adult System of Care (ASOC) expects to focus on ensuring individuals participating in FSP
programs meet their goals and are able to graduate to lower levels of care. This will be done by conducting
monthly case reviews in collaboration with each service area navigator and provider.

ASOC will continue to place great emphasis on the pursuit of improved utilization of assigned slots by utilizing
Impact and Provider meetings to develop collaborative solutions. These meetings will highlight slot utilization
history, outreach/engagement, graduation rates and disenrollments. The goal will be to maintain an accurate
accounting of consumer flow and encourage providers to move consumers to lower levels of care. Finally, FY
2016-17 will focus on increased training and support for delivering services to the forensic population.

Status on Community Services and Supports Program Expansion
(See Appendix I for a complete description of proposals)

Proposal

Status

Implementation

Date (Estimated)

Implementation of Laura's Law/Assisted Outpatient First AOT referral was received on July 7, 2015. July 2015
Treatment (AOT) Program
AOT Evaluation Cou.nty Counsel and the.Ch.|ef Executive Office March 2016

are in the process of reviewing the proposals.
Expand the number of slots for the Adult Full Service Providers in Service Areas | and V have been June 2016
Partnership Services selected.
Slots will b.e addgd to proylders who demo_nstrated Providers in Service Areas IV and V received
success with their Innovation program, which ended July 2015

FSP slots.
June 30, 2015

Services will be split between contracted and

directly operated clinics. The directly operated June 2016
Forensic FSP Services clinics have been identified. Solicitation is being

drafted.
Increase the capacity of Adult FSP o ) ) )
* Expansion originally approved for Field Capable Clinical Services. Five directly operated providers will expand their January 2016
System Leadership Team approved shift from FCCS to FSP on FSP services y
November 17, 2015.
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Community Services and Supports - Adult Work Plans

Disenrollment*

7

«* Total of 1,696 disenrollments

7

< 40% of disenrolled clients met their goals

Pop Crit,
2% Deceased, 3%

Adult Full Service Partnership Disenrollments

HDeceased B Discont Participation @ Interrupted Detained B Interrupted ResInst  BLost Contact B Met Goals BEMoved BEPopCrit HUnknown

Service Area 1 Service Area 2 Service Area 3 Service Area 4 Service Area 5 Service Area 6 Service Area 7 Service Area 8
(21) (426) (121) (281) (155) (297) (125) (256)

*Data extracted from the FSP authorization application on February 3, 2016 and represents disenrollments for
Fiscal Year 2014-15. See Appendix Il for an explanation of disenrollment reasons.
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Community Services and Supports - Adult Work Plans

Outcomes
Client’s baselines are excluded when data does not meet reporting requirements. See Appendix Ill for a list of
reasons data does not meet reporting standards.

71% reduction in days homeless
post-partnership

uNumber of Days B6% reduction in days
Fre hospitalized post-partnership

B Annualized 55% reduction in days in jail post
444,358 Humbaicol Beve -partnership

Post
312,740 48% increase in the number of
days living independently
153,190

Homeless Hospitalzation Independent
Living

i —
e SR 33% reduction in the number of
Pre clients homeless post-
partnership

& Number of Clients L
Post 25% reduction in the nurmber of

clients hospitalized post-
partnership

15% reduction in the number of
clients in jail post-partnership

1,648

46% increase in the number of
clients living independently

Homeless Hospitalization  Independent
Living
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See Appendix IV for employment status definitions. Clients can participate in more than one employment
category at a time.

55% increase in the number of
days spent in competitive
employment

95% increase in the number of
days spent in non-paid

employment
79% increase in the number of
B Average Number of days spent in other gainful
e employment
s 93% increase in the number of
days spent in supportive
employment
' 70% increase in the number of

Compettve  Non Pad Other F.d " Transtional Unemployed days Spel'lt in transiﬁonaj

Empioyment Employment  Gamful tnbmcn Empioyment

Pheruen ARy e ) employment

100% increase in the number of
clients in non-paid employment

4% increase in the number of
clients in other gainful
employment

41% increase in the number of
clients in paid in house
W Number of Chents employl'ﬂent

s 141% increase in the number of

TR clients in supportive employment

100% increase in the number of

clients spent in transitional
ﬂ employment

Hoﬂ l’u:l Other Gainful om In House WNQ Transgional 30% decrease in the number Of
ploy ploy ooy Employmen - % rab
: clients spent in competitive
employment
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Wellness/Client Run Center: A-02

Unique Clients Served: 54,521

Client Contacts: 85,843 (Services provided at Peer-Run Centers)

Wellness Centers are programs staffed by at least 51% consumer staff who provide an array of mental health
and supportive services to clients at higher levels of recovery. Services include medication support, linkage to
physical health and substance use services, self-help and a variety of peer-supported services, including crisis

and self-management skill development.

Significant Changes for FY 2016-17

For FY 2016-17, the Wellness Program will remain the largest program serving the adult population. The focus
will be on the collaboration and integration of healthcare and substance abuse services. Wellness Programs will
continue with the expansion of peer supports with treatment teams in both paid and volunteer roles. A major
emphasis will be placed to hire DMH social workers and peers who will use Individual Placement and Support

(IPS), an Evidence-Based Practice, to provide employment services to Wellness Centers.

Community Services and Supports Program Expansion
(See Appendix I for a complete description of proposals)

Proposal

Status

Implementation Date
(Estimated)

Adjunct services for clients in Wellness
Centers

Providers have been providing services.

2014

The addition of Peer Staff to Wellness Centers

Contracts have been amended. Directly
operated clinics have started hiring.

Contractors: February 2015
Directly Operated: November
2015

Client run centers will be added to Service Areas
I 'and lll. Request for Services is being drafted.

Expand Client Run Centers The Adult System of Care Administration is June 2016
continuing to work with the Contract's Division to
move the solicitation process forward.
Rio Hondo Mental Health Center and San

Supported Employment in Wellness Centers Fernando Mental Health Center will participate in December 2016

a pilot project implementing a supported
employment model.

Housing Specialists in Wellness Centers

In the process of developing a housing specialist
training.

Contractors: July 2015
Directly Operated: December
2015

Pilot Employment Program

A Request for Statement of Qualifications has
been released.

July 2016
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Describe the Impact the CSS Expansion has had on this Program:

CSS expansion has provided additional opportunities to increase services to address the needed support for
Wellness/Client Run Centers. ASOC has added several positons and programs through the CSS expansion. A
total of 69 new Wellness Housing Retention positions were added countywide, to both directly-operated and
contracted agencies, with one position designated to each Wellness Program. These housing specialists have
provided advocacy and skill building for consumers, who lived in the community with their families, and
independent living settings. These housing specialists will also provide housing retention support to consumers.
There was also the expansion of Peer Support staff, who will focus on employment and specific peer support
needs, these positions will expand peers by an additional 69 positions.

The CSS expansion also included the hiring of DMH social workers and peers support staff, who will implement
two IPS pilot programs at San Fernando and Rio Hondo Mental Health Centers, in order to provide specialized
employment services to Wellness consumers and train Wellness staff in the IPS model.

Through the CSS expansion, Wellness will expand the Client Run Centers in Service Areas Ill and VI, which will
result in Client Run Centers in each of the eight Service Areas countywide. This increase has allowed peer
support staff the opportunity to provide increased services to communities and consumers.
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Outcomes

According to a sample survey from 13 providers
and 2,017 clients, Wellness/Client Run Centers’
consumers reported improvement in their daily
lives, and experienced the following:

e 71%usually or sometime did well in
work/ school/ preferred activities.

e 83% usually or sometime made progress
in wellness/ recovery goals.

e 16% worked part or full time

e 86% usually or sometime able to
manage symptoms.

e 82% usually or sometime felt welcomed
and respected by staff.

e 72% usually or sometime have
opportunities to join social, spiritual,
and/ or recreational activities in their
life.

e 50% involved in meaningful activities.

e 79% usually or sometime satisfied with
their role in making decisions about
their care.

e 73% reported living in their own place
(house, apartment, etc.), living with
family, or living with roommates.

Residential Program

4%

Current Employment/Education Activity
N=2,017

Current Living Situation
N=2,017

Sober Living

MHSA Annual Update Fiscal Year 2016-17
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IMD Step-Down Facilities: A-03

Client Contacts: 998

IMD Step-Down

IMD Step-down programs are designed to provide supportive on-site mental health services at selected
licensed Adult Residential Facilities (ARF), 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.

Achievements/Highlights in FY 2014-15

In FY 14-15 IMD Step-down programs expanded by 82 beds. Twenty-two (22) beds were added to expand
services for individuals being released from County hospitals. Sixty (60) beds were developed and
implemented for full implementation of Laura’s Law/Assisted Outpatient Treatment. In FY 14-15 IMD Step-down
programs authorized 780 clients for admission and in FY 14-15 linked 188 clients to Full Service Partnership
programs. Of the 780 clients authorized for treatment, 11% of those were admitted to hospitals and 3 % were
incarcerated in FY 14-15.

Countywide Resource Management liaisons continue to use the Multnomah Community Ability Scale — Revised
(MCAS-R) to assess a client’'s level of functioning during the course of treatment. The MCAS-R has been
instrumental in monitoring a client’s progress and assesses readiness for discharge.

Community Services and Supports Program Expansion
(See Appendix I for a complete proposal description)

Proposal Status Implementation Date
Implementation of Laura's Law/Assisted First AOT referral was received on June 25, June 2015
Outpatient Treatment Program 2015.

Expand the number of beds for the IMD Step-
Down Facilities

Expanded the number of beds by 22. May 2015

Significant changes for FY 2016-17

DMH now refers to IMD Step-down Programs as Enriched Residential Services (ERS). Specialized ERS
programs will be developed to serve justice involved individuals being released from jails and prisons as a result
of changes in the criminal justice system. DMH now refers to IMD Step-down Programs as Enriched Residential
Services (ERS). Specialized ERS programs will be developed to serve justice involved individuals being
released from jails and prisons as a result of changes in the criminal justice system.
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Project 50

Project 50 is a County demonstration project that transitioned 50 of the most vulnerable, chronically homeless
persons from the most concentrated area of homelessness in Los Angeles County (Skid Row) to permanent-
supportive housing. Project 50 was approved by the Board of Supervisors on November 20, 2007 and is a
collaborative effort that includes County departments, the City of Los Angeles, Los Angeles Homeless Services
Association, and Veteran’s Administration, and other community agencies. The program expanded to serve 74
individuals at any given time in 2010 and offers housing and comprehensive integrated supportive services for
chronically homeless individuals with serious mental illness and co-occurring substance abuse disorders and/or
complex medical conditions.

Achievements/Highlights in FY 2014-15

Fifteen (15) new residents moved into the Charles Cobb Apartments, the shelter-plus-care building in which
Project 50 is located. Of the 15 new residents, five (5) were receiving SSI at the time of move-in and ten were
receiving general relief. Project 50 staff helped six (6) of these 10 residents submit an SSI application based on
their mental disability, four (4) of whom have been awarded SSI benefits to-date. Four (4) of 15 new residents
had no medical insurance at the time of move-in. Project 50 staff worked to enroll these four (4) new residents
in the Medi-Cal program. Seventeen Project 50 participants were assisted in obtaining and successfully utilizing
portable Section 8 housing vouchers made available through the federal government via the Housing Authority
for the City of Los Angeles. All 17 former residents are now residing in their own apartment outside of the Skid
Row area and have been connected to mental health services in their new community. Four (4) Project 50
participants actively sought re-employment by taking classes and participating in formal vocational rehabilitation
(Los Angeles Trade Tech College, interning at the Claire Foundation, interning at Step-Up on Second, etc.).
Two (2) Project 50 participants attended the Peer Advocacy Training Certificate Program offered by Skid Row
Housing Trust and have become Peer Advocates for the Trust. Project 50 continues to provide individual
therapy, group therapy, medication management, and community reintegration and rehabilitative services with
subject matter including utilizing public transportation, healthy choice and budget-friendly grocery shopping,
accessing substance abuse recovery programs in the community, and increased community contact via field
trips into the greater Los Angeles area.

Significant changes for FY 2016-17

Project 50 staff will continue to assist participants in obtaining financial benefits including general relief and
when appropriate, social security. Staff will continue to ensure that every participant has health coverage.
Residents who meet criteria for a referral to the Housing Authority for a portable Section 8 housing voucher will
be assisted in the Housing Authority voucher application process and eventually with working to obtain a
Section 8 apartment. Project 50 staff will continue to work to provide mental health, medical, and substance
abuse care from an integrated clinic model framework.
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Adult Housing Services: A-04

Client Contacts: 1,555

The Adult Housing Services include 14 Countywide Housing Specialists that, as part of a Service Area team,
provide housing placement services primarily to individuals and families that are homeless in their assigned
Service Area.

MHSA Housing Program

The MHSA Housing Program provides funding for permanent, supportive, affordable housing for individuals and
their families living with serious mental illness, who are homeless. It is a statewide program that includes a
partnership with California Housing Finance Agency. DMH provides supportive services including mental health
services to tenants living in MHSA funded units.

Below is a list of projects that opened during fiscal year 2014-15 through the MHSA Housing Program:

s MH SA | Total MH SA Capital | MH SA Subsidy Total
Project Sponsor Project Name A |SD| Target Population | Units | Units | Date of Occupancy| Committed Committed Committed
L AFAMILY HOUSING Louis Apatments | 2| 5| Single Adults 18+ 11 46 July 15, 2014 £ 1,133,000 5 1,133,000
Tay (1625} 18+ ;
SCHARP Figueroa Apartments| & [ 2 Adults 60+ 18 19 October 1, 2014 S 1553918 [§ 17440005 3,303,918
ACOMNMUNITY OF
FRIENDS Awalon Apartments | 6| 2 Families 37 61 January 1, 2015 | % 3,558,944 3 3,558,944
Long Beach & 21st
META/PATH VENTURES Street a4 Seniors 21 41 May 15, 2015 S 1897450 | % - | 1,897 450
Total Number of Units| g7 167 Total| § 8149312 | ¢ 1,744,000 | $ 9,803,312

The following report has been prepared by the Countywide Housing, Employment & Education Resource
Development (CHEERD). CHEERD provides administrative oversight, management and technical support for
Housing Policy and Development, Federal Housing Subsidies, Temporary Shelter Program, and Employment
and Education Resouces. CHEERD also provides training and advocacy and develops new housing,
employment and education resources for the mental health system and the community. The CHEERD Division's
services are considered essential to supporting hope, wellness and the recovery of consumers as they reclaim
their hopes, dreams and aspirations.

MHSA Annual Update Fiscal Year 2016-17 29



Community Services and Supports - Adult Work Plans

The Work of the Los Angeles County
Department of Mental Health to
End Homelessness

Dr. Marvin J. Southard, Director, DMH, Darrel Steinberg, California State Senator, and Robin Kay,
Cheef Deputy Director, DMH, at the Sth Anniversary of the MHSA Housing Program at Villas of Gower.

Background
DMH is committed to ending homelessness and assisting those in need with accessing
Permanent Supportive Housing (PSH). We consider the acquisition of housing crucial in
helping individuals achieve self-sufficiency and reaching their full potential, an approach
that is consistent with the Substance Abuse and Mental Health Services Administration’s
declaration that having a stable and safe place to live is integral to supporting a life in
recovery. DMH has worked to end homeless by:
* Developing specialized community-based programs that are equipped to serve the
complex needs of homeless individuals with mental iliness:
* Increasing housing resources including PSH that will expand the available and
desirable housing options for our clients and
* Implementing programs and managing resources that target clients that are homeless.

LAC
DVH

Q:? Lt weaitn Partncring with Clicnts, Familics and C. itics to Create Hope, Wellness and Recovery
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Community-Based Programs

Targeting the Homeless Population

Homeless Dutreach Mobile
Engagement (HOME)
4 DMH direcily-operated team that collaborates with

City and County agencies to conduct outreach in a
coordinated manmner in Senvice Areas 4 and 6. HOME

actively nks individuals fo on-going mental health
services including housing senvices.

Homeless Family Solutions System

A county-wide coordinated system of care for homebess
families, that prowvide rapid re-housing and ongoing
case management services to assist families with
abtaining permanent housing and supportive services.
Families enter the system through regionally-based
Family Solutions Centers (FSCs) where DMH staff
are co-located to provide mental health services to
homeless CaWORKS Welfare-to-Wark famifies.

Full Service Partnership Programs

These child, Tramsition Age Youth, adult and older
adult programs located throughouwt the County serve
clients with intensive neads including those who are
homeless, and provide a full array of fizld-basaed and
intensive mental health services that support recoveny.

Integrated Mobile Health Teams — Full
Service Partnership Programs (IMHT-
FSP)

These specialized FEP programs include a Federally
Qualified Health Center partner and target a2 highly
vulnerable homeless population  with complex
mental health, and health and substance use nesds.
The multidisciplinary teams provide outreach and
engagement and fisld-based integrated mental haatth,
physical health and substance use seracas in Santa
Monica™enice, Long Beach and Skid Row, East LA,
Service Area 6. The goal of the IMHT-FSP program is
to assist clients with obtaining and retaining housing.
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Senate Bill 82 DMH Mobile Triage
Teams (MTT)

These DMH directly-operated teams, one in each
Service Area are comprised of mental health staff
and peer advocates. The MTTs provide fisld-based
outreach and engagement, assessment and short-
term case management services to individualsFamilies
that are homeless. Each team participates in their
lozal Coordinated Entry System (CES) to coordinate
outreach, assess for acuity amd housing needs and
assist them with cbtaining permanent supportive
housing. The goal of the tzams is to actively link
eligible individuals to appropriate on-going services
imzluding housing services.

Metropolitan Transit Authority—Crisis
Response Unit (MTA-CRU)

DMH clinicians partner with LASD deputies to provide
cnsis senvices, WIC 5150 evaluations, transportaton
to acute psychiatric hospitals and finkags to mental
haalth serices.

Law Enforcement Teams (LET)

DMH clinicians partner with officers from 19 law
enforcement agencies in LA Counfy to respond to calls
from 811 or patrol, many of which involve homeless
persans. These law enforcement jurisdictions ulifize
these feams to provide WIC 5150 evaluations amd
linkage to mental health senvices.

Assisted Outpatient Treat—LA (AOT-LA)
DkiH climicians conduct extensive ocutreach and
engagement to individuals, many of whom are
homeless, with a serous mental illness and a history
of unwilingness to participate in treatment. Individuals
that voluntanly accept services are enrodled inan
AOT-FSP program and access to a cnisis residentisl
bed if needed. If the individual is unwilling fo accept
treatment, AOT-LA develops court petitions and
manages the court process o connect AO0T enrollees
with ADT-F5SP programs.
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Project 50 Programs

These teams provide cutreach and engagement, permanent
housing, and integrated mental health, physical health and
substance use freament services o chronically homeless
mentally @ indwiduals living m Skid Row, Venice, Santa
Monica, Hofiywood, and the San Femando Valley. Ten
percent of the program senvices are dedicated to veterans.
One specalized program serves homeless women with
children in need of residential co-occumng substance usel
mental health reatment pror to conneching them to PSH

LAC+USC Street to Home Project
COutreach and engagement senvices that assst indwiduals
that have a mental illness and are chronically homeless
that are living on or in close proximity to the campus of
LAC+USC Medical Center to access permanent supportve
housing. The provider of this program also operates the
Psychiatric Urgent Care Center (LICC) across the sireet from
LAC+USC. The UCC serves as a staging facility to connect
these mdwiduals with mmediate co-occurmng mental healkth
and substances use treatment senvices and o temporary
housing.

Single Adult Model (SAM)

A multi-departmental collaborative that indudes DMH,
DOHS, Department of Public Social Services, Department of
Public Health and Community Development Cormmissaon
that targets smgle adults that are homeless and assists
themn with obiaining permanent housing. SAM has the
following bwo components:
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Projects fior Assistance i Transition [PATH]
Multidisciplinary Integrated Teams (MITS)

The MITs are a component of the County's Single Adult
Model and = a collaborabion with Department of Health
Services who provides a registered nurse to each of the
multidisciplinary teams, The MITS provide street-based
outreach and engagement and a full range of mental
health sennces in each 5A to the most wulnerable
homeless population wih mental illness. Each MIT
participates in their local CES to coordnate outreach,
assess for acuity and housing needs and assist them
with obiaining permanent supportive housing. The MITs
assist chents with obtaming permanent housing and
then prowide supporiive senvices using the evidenced-
based practce Crtical Time Intensention.

General Relief [GR) Parficipants

The target population is single adults that are GR
recipients, homeless and high utdzers of OMH andior
DHS sewvices. The goal of SAM is to permanently house
these ndividuals and to provide the supportve senvices
needed to help them retain their housing.

Veterans and Loved OUnes Recovery
(VALOR) Program

A DMH drectly-operated program that provides a full rmnge
of mental heafth and housing senvices to veterans and their
families, in a supportive envirenment, regardless of formal
Veterans' Administration [WA ) eligibility status and mifitary
dischange.
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Housing Resources Fact Sheet

{As of October 2015)

Temporary Shelter Program

This program provides short-term basic living support
services o consumers and their famdes who are homeless
or at sk of becoming homeless.

# LACDMH contracts with 18 providers.

27 different shelter sites throughout the county.

In FY Z013-14, 210 unigue clients were sened

through the TSP,

» InFY 2014-15, 500 unigue clients were served
through the TSP

= InFY 14-15 of those clients that left the shelter, 46%
transitioned to permanent housing.

-
L

Federal Housing Subsidies

This program secures grants from the Ciy and County
Howsing Awuthorties that provide Shefter Plus Care
certificates, Tenant Based Supportiwe Housing, and
Homeless Section 8 wouchers for PSH for LACDMH chents
that meet the Housing and Urban Dewelopment (HUD)
defintion of homelessness. LACDMH cumently has 13
grants with the City and County of Los Angedes Housing
Authorities for Shelier Plus Care, Tenant Based Supportive
Hoawssing, Homedess Sechon 8. and Homeless Veterans
Initiative as indicated below:
+ 1,200 Shelter Ples Care certficates.
» 20 Homeless Section B wouchers,
F 250 Tenant Based Supportive Howsing wouchers:
+ 50 Homeless Veterans nitiative wouchers
r InFY 2013-14, LACDMH assisted 187 clients with
submitting applications to the Housing Authoriies.
Federal seguestration was in effect most of this year
which resulted m a suspension of the Homesess
Section and Tenant Based Supportive Housing
Programs until Apnl, 2014
r InFY 2014-15, LACDMH assisted 377 clients with
submitfing applications o the Housng Authoribes.
24% Chronically Homeless
T7% Individuals
23% Families
» 03% retenbon rate for Shelter Plus Care
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Housing Assistance Program

This program  provides funding for security deposis,
household goods and eviction prevention for OMH clients
who are homeiess or at nsk of homelessness and have
limited or no mcome.

= InFY 2013-14, B32 were provided housang
Fssistance.

» In FY 2014-15, 840 were provided housng
assistance.

Mental Health Services Act (MHSA)
Housing Program

This program prowvides capital and operating funds for the
development of PSH dedicated to DMH clients.

» The orginal investment of $115 million in 2008 has
increased to $145,011,182 in 2015.

= $118.4 million of the fundmng is currently obligated.

F 47 projects total, 28 of which are cccupied.

= Estimated leverage of over 3550 million of local, state

and federal funding.

Partnered with 27 different housing developers.

= Projects targeting families, transition age youth,

adults and older adults:

Regonalization achieved with projects m all B Sence

Areas and all § Supenssonal Destricis.

* Increase of 2,254 wial units of affordable housing.
234 of which are MHEA-funded Permansnt
Supportive Housing units dedicated 1o those who are
homeless and have mental illness.

W

W

» In2014 154 DMH clients that were homeless moved
into P5H through the MHSA Howsing Program.
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MHSA HOUSING PROGRAM PROJECTS

Age Group MNumber of Projects MNumber of Units
Transitional Age Youth [TAY) 9 Lk
Adults
{Including Older Adult Units) 18 452
CHder Aduliz 7 162
Families
(Including Single Adults & TAY) 4 116
Families 4 83
Total 42 934

MHSA Housing Trust Fund: This funding is used to provide supportive services to
DMH clients living in Permanent Supportive Housing (PSH) throughout LA County.

MHSA HOUSING TRUST FUND PROJECTS

Age Group HNumber of Projects Humber of Units
Transitional Age Youth (TAY) 1 10
Adults
{Including Older Adult Units) 10 322
Chder Adults 1 40
Families
(Including Single Adults & TAY) 4 117
Total 16 489

In 204, 55 DMH clients that were homeless moved into PSH through the Housing
Trust Fund Program.
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Mental Health Homeless Referral
Contact Phone Numbers

T ﬂ- r Service Planning Areas
e - *__‘ | 1 -Animiope Vabey  BE1-IISAST
FaLuL e L -: -Ban Farnards BTSN
Blaion | Rwism - | e et 7100
I | 4 - et 21D EAD
£ -l F10-250 S8
-e -Badh 21A-TIEETTN
- 7-Exi 213-TIBENED
8- Bouh BeyHebor SE3-S35.5047

Phones will be answered Monday — Friday, 8:00 a.m. — 5:00 p.m.
Referrals made outside of those hours will ke addreszsed during the next business day.
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Jail Transition & Linkage Services: A-05

Client Contacts: 27,441

Jail Transition and Linkage Services are designed to perform outreach and engage individuals involved in the
criminal justice system who are receiving services from jail or jail related services (e.g. court workers,
attorneys, etc.). The goal is to successfully link them to community-based services upon their release from jail.
The program addresses the needs of individuals in collaboration with the judicial system by providing
identification, outreach, support, advocacy, linkage, and interagency collaboration in the courtroom and in the
jail. Jail transition and linkage staff work with the MHSA Service Area Navigators as well as service providers to
assist incarcerated individuals with accessing appropriate levels of mental health services and support upon
their release from jail, including housing, benefits and other services as indicated by individual needs and
situations. The goal of these services is to prevent release to the streets, thus alleviating the revolving door of
incarceration and unnecessary emergency/acute psychiatric inpatient services.

Women'’s Reintegration Program

Historically, the Women’s Community Reintegration Services and Education Center (WCRSEC)
had been under the oversight of DMH’s Jail Mental Health Services. As of April 2015, the
Department of Mental Health Adult System of Care (ASOC) has assumed responsibility of
WCRSEC. This program was established over nine years ago with the intent to serve women
with co-occurring mental health and substance use disorders being released from the Women's
Lynwood Jail. During the fiscal year in review, the program has additionally provided services
to women walking in from the community-at-large or referred through other County Departments
co-located in the same building as WCRSEC such as the Department of Child and Family
Services (DCFS) and Department of Public Supportive Services (DPSS).

Achievements/Highlights in FY 2014-15

Between April 2015-June 2015, ASOC has initiated a needs assessment process to review the current
programing and services being provided at WCRSEC to ensure requisite models of care are in place for women
struggling with histories of persistent mental illness and substance abuse, repeated arrests and incarcerations,
physical health disorders, homelessness, unemployment, financial instability and domestic and community
violence. During this time, WCRSEC has served over 350 women seeking mental health services in the form of
medication support, groups to assist with their DCFS cases, individual therapy; substance abuse services, and
linkage to temporary or permanent housing. ASOC/WCRSEC has begun the process of assessing and
improving the volunteer program (including the role of the Wellness Outreach Workers) to create opportunities
for the women to develop skills whilst volunteering at the center which can enhance their resume for future
employment opportunities, including peer-led recovery based services. WCRSEC reopened the Community
Room to provide women and volunteers the opportunity to participate in gainful activity in the hopes of obtaining
future employment. ASOC also began training clinical staff in best practices such as Seeking Safety, Crisis
Oriented Recovery Services, and Cognitive Behavioral Therapy to improve the quality of therapeutic services.
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Significant changes for FY 2016-17

In conjunction with and under the support of ASOC, WCRSEC intends to fully engage in needed jail in-reach
efforts, establish WCRSEC as an education and training center for a variety of integrated care providers and
fully integrate the center into the local community stakeholder network of services. This will include the
implementation of best practices demonstrating positive outcomes with the forensic (aka justice-involved)
population; including Moral Reconation Therapy, Cognitive Behavioral Therapy (CBT), Dialectical Behavioral
Therapy (DBT), and peer-led recovery based services

Mental Health Court Program

The Mental Health Court Linkage Program has two sub-programs funded by MHSA:

1) The Court Liaison Program is a problem-solving collaboration between the Los Angeles County
Department of Mental Health (DMH) and the Los Angeles County Superior Court. It is staffed by a
team of mental health clinicians who are co-located at courts countywide. This recovery based
program serves adults with a mental illness or co-occurring disorder who are involved with the criminal
justice system. The objectives of the program are to increase coordination and collaboration between
the criminal justice and mental health systems, improve access to mental health services and supports,
and enhance continuity of care. The Court Liaison Program further aims to provide ongoing support to
families and to educate the court and the community at large regarding the specific needs of these
individuals. Participation is voluntary and available to those 18 and above. Services include on-site
courthouse outreach to defendants , individual service needs assessment, informing consumers and
the Court of appropriate treatment options, developing diversion, alternative sentencing, and post-
release plans that take into account best fit treatment alternatives and Court stipulations, Linking
consumers to treatment programs and expediting mental health referrals, advocating for the mental
health needs of consumers throughout the criminal proceedings, and supporting and assisting to
defendants and families in navigating the court system.

2) The Community Reintegration Program (CRP) offers an alternative to incarceration for defendants with
a mental illness including those with co-occurring substance abuse. The goal of the Community
Reintegration Program (CRP) and its participating providers is to reintegrate clients into the community
with the skills and resources necessary to maintain stability and avoid re-arrest. The Community
Reintegration Program provides admission to two specialized mental health contract facilities for
judicially involved individuals with mental illness who voluntarily accept treatment in lieu of
incarceration.

Achievements/Highlights in FY 2014-15

e The Mental Health Court Linkage Program successfully shifted to a contract with Social Model Recovery’s
River Community to provide the much needed residential services for criminally involved consumers with a
dual diagnosis. This change will expand ability to service dually diagnosed individuals at a residential level
of care as an alternative to incarceration.

e The Mental Health Court Linkage Program became engaged with and is directly servicing and administering
the San Fernando Van Nuys Courts Diversion and Alternative Sentencing Pilot Program. This innovative
approach to diversion is based upon a housing first model, and provides for permanent housing upon
successful completion.
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Significant Changes for FY 2016-17

County-wide diversion efforts will be overseen by the newly established Office of Diversion and Re-Entry in the
Department of Health Services. This change is expected to bring forth better coordination among different
County departments and enhance the services being provided by the Mental Health Court Linkage Program.

Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)

Proposal Status Implementation Date
Location for new services identified. Newly hired
staff is currently housed at the Women's June 2016
Community Reintegration Program.

Men's Community Reintegration Program
(Men'’s Jail Integration Program)
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Adult Field Capable Clinical Services:
A-06

Cost: $ 39,669,864
Average Cost per Client: $ 4,665

The Adult Field Capable Clinical Services (FCCS) program provides an array of recovery-oriented, field-based
and engagement-focused mental health services to adults. Providers utilize field-based outreach and
engagement strategies to serve the projected number of clients. The goal of Adult FCCS is to build the capacity
of DMH to serve this significantly underserved population with specifically trained professional and
paraprofessional staff working together as part of a multi-disciplinary team. Services provided include: outreach
and engagement; bio-psychosocial assessment; individual and family treatment; evidence-based practices;
medication support, linkage and case management support, treatment for co-occurring disorders, peer
counseling, family education and support, and medication support.

Achievements/Highlights in FY 2014-15

The Adult System of Care Bureau (ASOC) staff has provided numerous program trainings, technical support
visits, and ongoing technical consultation to ensure program implementation. In addition, FCCS providers have
made significant efforts to establish community partnerships with local agencies and groups, including
community centers, churches and substance abuse programs, to further aid in addressing the cultural
disparities which exist in engaging underserved populations.

Significant Changes for FY 2016-17

In the coming fiscal year, FCCS will be further refined as a step-down level of care for the FSP program. Fiscal
Year 2016-17 will also focus on increased training and support for serving the forensic population.

Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)

Proposal Implementation Date
FCCS Service Expansion in Skid Row October 2015
Increasgd capacity to outreach_, engage and serve Under-Represented Ethnic October 2015
Populations (UREP) communities
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Outcomes (as of 2/10/16)

Client’s baselines are excluded when data does not meet reporting requirements. See Appendix lll for a list of
reasons data does not meet reporting standards.

Percent "Yes" Responses at Termintation
of Services between 12 and 18 Months

N=1,390
97%
100% 93% 93% 92%
88%
% 86%
80% -1 f——— — 76%
64% 65%

60% 1 = 55% —

4096 1 - - . - - - - - - - -
20% — — —
0% - oy - -y —r u - 1

Arrangement Free From Satisfied with Accessto Stable Accessto Receives Involvement in Meaningful

Suitable Abuse Living Adukt Medical Needed Medical Community Activities
= Baseline ® Termination between 12 and 18 months of Service

For those terminating between12-18 months of services, adult FCCS clients showed a positive
change in the following areas:

16% increase with their involvement in the community

17% increase in their participation in meaningful activities

8% increase with those satisfied with their living arrangement

7% increase in clients receiving needed medical services

YV VY
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Percent "Yes" Responsesat 18 Month Update

N=3,901
100% T—90%—94%—95% ”
80% 78%- L 7%
60% +— —
40% -
20% -+ —
0% —
Arrangernent Free From Abuse Satisfied with Accessto Stabie Accessto  Receives Needed involvement in Meaningful
Suitable Living Adult Medical Medical Community Activities

® Baseline ® 18 Month Update

After 18 months of services, adult FCCS clients showed a positive change in the following areas:

» 14% increase with their involvement in the community
» 13% increase in their participation in meaningful activities
» 9% increase with those satisfied with their living arrangement
» 7% increase in clients receiving needed medical services
Residential Statusat 18 Month Update
N=5,974
3,500 7
3,128
3,000 + 2,864
2,500 7
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After 18 months of services:
» 42% reduction in the number of clients homeless
» 9% increase in the number of clients living independently
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Children’s Full Service Partnership: C-01

Total Unique Clients Served: 3,006

Focal Population Targeted: Children ages, 0-15 with serious emotional disturbance (SED) and one or
more risk factors: 0-5: at high risk of expulsion from pre-school, DCFS involvement and/or caregiver is SED,
mentally ill or has substance abuse disorder or co-occurring disorder; DCFS or risk of involvement; In transition
to a less restrictive placement; experiencing in school: suspension, violent behaviors, drug possession or use,
and/or suicidal and/or homicidal ideation; involved with probation and is on psychotropic medication and
transitioning back into a less structured home/community setting.

Children’s FSP Program

Unique Clients Served: 2,258

Cost: $ 30,928,200

Average Cost per Client: $ 13,697

Slots Allocated: 1,771 (as of 7/10/2015)

The Children's Full Service Partnership (FSP) program is an intensive in-home mental health
services program for children ages 0 — 15 and their families. Child FSP provides services to
more than 2,000 new children and families annually. The Child FSP program is comprised of
resiliency-focused services created in collaboration with family/caretakers and a multi-
disciplinary team, which develops and implements individualized treatment plans.

Child FSP providers are dedicated to working with children and their families to assist them in
planning and accomplishing goals that are important to the health, well-being, safety and
stability of the family. Services are intensive and may include, but are not limited to, individual
and family counseling, 24/7 assessment and crisis services, substance abuse and domestic
violence counseling and other types of assistance. Services are provided in the family’'s
preferred language, and primarily in the field.

Achievements/Highlights in FY 2014-15

Parent satisfaction is important to Children’s System of Care (CSOC) and we strive to have on-going
communication with the Child FSP participants, their families and the mental health providers to evaluate the
program’s effectiveness. Each year CSOC conducts a countywide survey on an area of interest and collects
success stories to highlight the impact of Child FSP.

For Fiscal Year 2014-2015, CSOC conducted a telephone survey with parents/caregivers of children ages birth
to five years. The survey participants were randomly selected from a mix of currently and previously enrolled
clients. CSOC successfully completed 106 interviews. Respondents reported that participating in Child FSP
helped parents/caregivers to learn new parenting skills (87%), decreased parenting stress (89%), and increased
their confidence in caring for their child (85%). Furthermore, the survey participants informed CSOC of areas
where additional assistance was necessary, including more psycho-education, parent support groups, and
parenting-skill building activities. These findings were shared with all Child FSP providers to make them aware
of parents’ suggestions and guide their efforts to improve services.
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To explore the impact of FSP on children and families, the mental health providers were invited to share
success stories for children graduating from FSP in FY 2014-2015. Several Child FSP agencies provided
success stories, including some written by the parents. All highlighted the positive outcomes that FSP services
had on the families. A parent wrote “I think the FSP program has helped [my daughter] because she has less
tantrums. | learned to set limits with her.” Another parent reported “his grades are now mostly A’'s and B’s with
the occasional C, whereas at this time last year he was failing almost all of his courses. He graduated from a
boot camp program through LAPD with highest honors receiving and MVP award for his graduation class.” The
stories also emphasized additional services which support the child’s success including, but not limited to,
individual counseling for the parent through Family Support Services (FSS), resume building and job search,
and assistance in establishing benefits, such as Medi-Cal. Some of these stories were shared with providers
through CSOC'’s annual newsletter.

Significant Changes for FY 2016-17

There are many upcoming changes for Child FSP, in particular, the expansion of specialty mental health
services for Katie A. Subclass members enrolled in Child FSP. FSP providers received an increase in funds to
provide Intensive Care Coordination (ICC) and Intensive Home Based Services (IHBS) to Katie A. Sub-class
children and their families. To ensure a successful implementation of these services, CSOC Administration will
be conducting trainings throughout the rest of FY 2015-2016 into FY 2016-2017.

To continue our quest for quality improvement during FY 2016-2017, CSOC Administration will focus on
children with juvenile justice involvement, in particular, what FSP can do differently to prevent these children
from entering or having recurring involvement with the juvenile criminal court system. To do this, CSOC
Administration has looked closely at the available data, collaborated with the Transitional Age Youth (TAY)
Division to review the types of offenses our FSP enrolled children and TAY are being charged with and will
conduct family surveys for children that have juvenile justice involvement. The hope is to develop a greater
understanding the needs and issues impacting these children and derive best practices to be utilized throughout
all Child FSP programs.

CSOC Administration will continue communicating with Child FSP providers and families (i.e. client satisfaction

surveys, bi-annual Roundtable meetings for providers, monthly navigator meetings) in order to improve services
and better meet the needs of children and their families.

Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)
Proposal Implementation Date
Katie A. — Intensive Care Coordination Services for FSP December 2015
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Disenrollmen t*

% Total of 992 disenrollments

7

e 57% of disenrolled clients met their goals

7

Pop Crit, 2%

Interrupted
Detained , 3%

nterrupted
Res Inst , 6%

Lost Contact , 7%

Child Full Service Partnership Disenrollments

M Discont Participation | Inte rrupted Detained | Interrupted ResInst M Lost Contact EMet Goals @ Moved W Pop Crit

Service Area 1 Service Area 2 Service Area 3 Service Area 4 Service Area 5 Service Area 6 Service Area 7 Service Area 8
(50) (151) (154) (125) (24) (192) (138) (146)

*Data extracted from the FSP authorization application on February 3, 2016 and represents disenrollments for
Fiscal Year 2014-15. See Appendix Il for an explanation of disenrollment reasons.
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Outcomes

Client’s baselines are excluded when data does not meet reporting requirements. See Appendix Il for a list of
reasons data does not meet reporting standards.

= 10% increase in the number of
clients homeless post-
partnership*

u Number of Clients

Fre 36% reduction in the nurmber of
clients hospitalized post-

W Number of Clients .
Do partnership

132% increase in the number of
- clients in juvenile hall post-

partnership**

Homeless Hospitalzation Juvenile Hall

* There was a 10% increase in the number of clients homeless post-partnership. Data indicates 39 child FSP
clients (approximately 0.51% of the child baselines included) reported being homeless 365 days prior to
partnership and 43 child FSP clients (approximately 0.56% of the child baselines included) after partnership
was established.

** There was a 132% increase in the number of clients in juvenile hall post-partnership. Data indicates 117
child FSP clients (approximately 2% of the child baselines included) reported being in juvenile hall 365 days
prior to partnership and 271 child FSP clients (approximately 4% of the child baselines included) after
partnership was established.
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= 76% reduction in days
horneless post-
partnership

14,762 S = 42% reduction in days
uNumber of Days Pre hospitalized post-
mAnnualized Number of Days Post partnership

0000 = 16% reduction in days in
. 4,778 T 6,375 juvenile hall post-

partnership
= [L
1,161
0

Homeless Hospitalization Juvenile Hall

20000 ¢

15000 |

Children’s Wraparound FSP Program
Unique Clients Served: 781

Cost: $9,451,454

Average Cost per Client: $ 12,102

Slots Allocated: 523

The Wraparound FSP Child program is an intensive mental health program providing Wraparound services and
support to children, ages 0-15, and their families.

In this FSP-supported program, Wraparound provides services that address a child and families identified
needs. It is a child and youth-focused, family-centered, strengths-based, needs-driven planning process that
creates a plan to address a family’s needs in various life domains that include family, emotional, social,
educational, legal, cultural, economic, and housing, etc. Wraparound supports family voice and choice, the use
of informal supports, and other rehabilitative activities provided in the most homelike setting. Wraparound
includes a commitment to create and provide a highly individualized planning process. The plan includes
flexible funding to support the child and family’s material and psychological needs. The Child and Family Team
(CFT) is a primary Wraparound program component that includes a team composed of the youth, parent-
caregiver, the Wraparound facilitator, a child family specialist, parent-partner, a clinician, and natural/informal
supports including relatives and friends participating in a community-based service delivery system. The CFT
persists toward goal attainment until the desirable outcomes for the child and family are achieved.

Wraparound also provides access to an array of mental health services including individual psychotherapy,
intensive-care coordination, and intensive home-based services. In addition, 24/7 crisis intervention is
provided. Service delivery objectives are to assist youth in returning home and successfully remaining home,
preventing out of home care/placement, symptom reduction, and overall improvement of family functioning,
successful school adjustment, and prevention of psychiatric hospitalizations.
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Achievements/Highlights in FY 2014-15

Caregiver Satisfaction: The Wraparound program evaluates how satisfied the participants are with
the program. During FY 2014-15, the Wraparound Program Administration conducted telephone survey
interviews to assess the level of satisfaction reported by a random sample of caregivers of children
participating in the Wraparound program. The parent satisfaction surveys were a part of our
Wraparound annual technical reviews of FSP providers. The satisfaction surveys consisted of items
that measured both fidelity to the Wraparound program, and client satisfaction with various dimensions
of that program. Of the 109 respondents, thirty two parents/caregivers with a child in Wraparound FSP
were interviewed. Their responses to the satisfaction questions showed consistently high levels of
caregiver satisfaction.

ICC/IHB Implementation: During FY 2014-15, the Wraparound Program Administration launched the
countywide use of Intensive Care Coordination (ICC) and Intensive Home Based Services (IHBS) as
important steps toward implementing the Shared Core Practice Model (CPM). As of January, 2014,
DMH expanded the use of the ICC and IHBS services to make these available to FSP program
participants. In FY 2014-15, the Los Angeles Training Consortium, in partnership with DMH, provided
countywide coaching and training on the CPM (which incorporates ICC-IHBS services) to 13 out of 14
Wraparound FSP providers.

Elimination of Wraparound Tiers: At the end of FY 2014-15, the two-tier Wraparound administrative
structure was eliminated. One ramification of eliminating the Tiers is that the pool of potential clients
who may be referred to a Wraparound FSP Child, or FSP TAY programs will be enlarged. Eliminating
Wraparound Tiers has contributed to a broadening of the range of clients referred to Wraparound FSP
programs. For example, clients with needs for more intensive mental health interventions, are now
included among all of our FSP program recipients.

Unmet Needs: During FY 2014-15, the Child Welfare Division launched countywide trainings based on
a model of “underlying needs” that emphasizes the relationship between stressors (including traumatic
stressors); their impact on the coping process; and the resulting unmet needs for a variety of resources
that may have protective effects on traumatized children. All of the Wraparound FSP program providers
have attended or have had an opportunity to attend an unmet needs training. Completing the training
and assessing the clients unmet needs accurately is likely to improve the plan of care, and treatment
interventions developed by CFT members.

Achievements/Highlights in FY 2015-16

Caregiver Satisfaction: Out of 14 FSP providers, 5 of them have already expanded sites across the
County, increasing Wraparound FSP sites by 9. It is expected that once all these sites are open and
servicing clients, there will be a total of 32 Wraparound FSP sites across the County.

New Monthly Activity Tracking Report: During FY 15-16, the Wraparound Program Administration
designed and distributed a new Wraparound Child FSP Activity Tracking Report, and a Wraparound
TAY Activity Tracking Report. Both Activity Tracking Reports are completed by program staff, and
provide selected demographics and information on Wraparound FSP slot utilization. Information
collected using these forms is enhancing the capability of the Wraparound Program Administration to
monitor and track the slot capacity of each Wraparound FSP provider. Finally, these forms assist in the
monitoring of client outcomes.
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Enhanced OMA Tracking Process: Client information collected on the Activity Tracking Report forms
is subsequently entered into a new Wraparound Tracking spreadsheet also developed in FY 15-16. The
data entered in this spreadsheet is then used to monitor and to carry out the timely completion of
clients’ Outcome Measures Application (OMA) forms as required by the MHSA.

Significant Changes for FY 2016-17

For the Wraparound Child and TAY FSP programs, many developments are anticipated as DMH takes
responsibility for the contract administration of the Wraparound program. Expansion of new Wraparound sites
has changed the geographic location of several Wraparound FSP programs which allows us to more effectively
access the Wraparound FSP focal populations.

Continued use of the monthly Wraparound FSP Tracking Report and the Wraparound FSP Tracking
spreadsheet implemented in FY 2015-16, will facilitate more effective monitoring and, hence more stringent
utilization of slots for clients in different age-ranges.

Previous client and caregiver satisfaction surveys of Wraparound FSP have been administered by Wraparound
Program Administration staff. In FY 2016-17, additional satisfaction surveys will be implemented by Service
Area staff. This will allow the Wraparound Program Administration to evaluate the quality of services even more
effectively because we anticipate greater numbers of completed surveys

Outcomes

Client’s baselines are excluded when data does not meet reporting requirements. See Appendix Il for a list of
reasons data does not meet reporting standards.
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* There was a 150% increase in the number of clients in juvenile hall post-partnership. Data indicates 8 child
Wraparound FSP clients (approximately 0.50% of the child wraparound baselines included) reported being in
juvenile hall 365 days prior to partnership and 20 child FSP clients (approximately 1% of the child baselines
included) after partnership was established.
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* There was a 56% increase in the number of days child Wraparound FSP clients spent in juvenile hall post-
partnership. Data indicates 461 days (0.27% of total tenure) were reported spent in juvenile hall 365 days prior
to partnership and 718 days (0.42% of total tenure) were reported spent in juvenile hall after partnership was
established for child Wraparound FSP clients. Total tenure is 170,969 days for all included baselines.

MHSA Annual Update Fiscal Year 2016-17 49



Community Services and Supports - Children’s Work Plans

Family Support Services: C-02

Client Contacts: 294

Family Support Services (FSS) provide access to mental health services such as individual psychotherapy,
couples/group therapy, psychiatry/medication support, crisis intervention, and co-occurring disorders services to
parents, caregivers, and/or other significant support persons of Full Service Partnership’s (FSP) enrolled
children who need services, but who do not meet the criteria to receive their own mental health services. The
Enhanced Respite Care Pilot was launched in April 2013 as a new opportunity to provide support for
parents/caretakers of children enrolled in FSP through the use of FSS Funds.

The purpose of the pilot was to provide short-term relief to parents/caregivers that provide care for an FSP
enrolled child or youth between the ages of 0-15 years old. These services allow parents/caregivers the
opportunity to address their personal and/or other familial care needs. Eight (8) Child FSP agencies
participated in the pilot with an allocation amount of $189,131. Eighty-two (82) children received Respite Care
Services during Fiscal Year (FY) 2014-2015, sixty-four (64) of which were new enrollees.

Achievements/Highlights in FY 2014-15

Families participating in the Respite Care Pilot were surveyed to identify the strengths, areas in need of
improvement, and trends of the services provided in this program. Children's Systems of Care (CSOC)
Administration reached out to all 64 newly enrolled families. Thirty-seven of these families participated in the
survey. The results indicated that 25% of new enrollees were living with a relative caregiver or were in foster
care (one of our target populations), 70% spoke English, 29% spoke Spanish and 1% spoke other languages.
Parents/caretakers reported that respite services allowed them more time to focus on personal needs (73%)
and more than half reported significant stress reduction due to respite services (60%).

Parents’/caregivers’ statements included comments about the staff, “she was fantastic” and “the services were
great help because the attention [the worker] provided to my child.” In addition, they provided suggestions,
“expand the services for ‘us’ (relative caregivers)” and “increase time availability for services.” The Respite
Care Services Program that is set to launch in FY 2016-2017 will target relative caregivers for services, and will
ensure that services are available during those times when families most need them.

Significant changes for FY 2016-17

The Respite Care Services program solicitation process was completed and the program will begin during FY
2016-2017. The program will be available for children 0-15 years of age who are currently receiving public
mental health services through Full Service Partnerships (FSP) or Field Capable Clinical Services (FCCS). The
program will increase to $1,000,000 for the span of two fiscal years and approximately 600 children will receive
respite care services annually. CSOC Administration will continue to monitor the program and provide feedback
to stakeholders regarding the implementation process. Furthermore, CSOC Administration will provide
technical assistance and support to ensure the success of the program.
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Children Field Capable Clinical Services:
C-05

Unique Clients Served: 9,135
Cost: $50,129,582
Average Cost per Client: $ 5,488

Children’s Field Capable Clinical Services (FCCS) program provides an array of resiliency-oriented and field-
based mental health services to children and families. Children’s FCCS programs provide specialized mental
health services delivered by a team of professional and para-professional staff. The focus of FCCS is working
with community partners to provide a wide range of services that meet individual needs.

Intensive Field Capable Clinical Services (IFCCS) was developed in direct response to the State’s
implementation of an array of services called Intensive Care Coordination (ICC) and Intensive Home Based
Services (IHBS) related to the Katie A. lawsuit settlement. It has been in operation in Los Angeles County since
June 1, 2013. .The goal of these services is to provide a coordinated child and family team approach to service
delivery by engaging children and their families and assessing their strengths as well as their underlying needs
to minimize psychiatric hospitalizations, out-of-home placements, and/or placement in juvenile detention
centers. The IFCCS team is tasked with identifying resources and providing linkage to help meet those needs.
For example, IFCCS providers have collaborated with the Federal Bureau of Investigations (FBI) and the
specialized DCFS CSEC units to engage CSEC youth, deliver support, and identify resources. Through the
implementation of IFCCS, the Child Welfare Division (CWD) has identified a significant shift associated with
crisis intervention and stabilization indicating that the child and family team approach has a positive influence on
developing pro-active plans on working with children.

Achievements/Highlights in FY 2014-15

During FY 2014-2015, the IFCCS program served a total of 206 subclass members with intensive mental health
needs throughout Los Angeles (LA) County. Of all referrals received, 70% originated from psychiatric hospitals,
12% from the Children and Youth Welcome Centers, 3% from Exodus Urgent Care Centers, 2% from the Field
Response Operation Team and 13% were Administrative Exceptions. Administrative Exceptions include: a)
child/youth that meet IFCCS criteria, but the child/youth were not seen at one of the referral “hotspots”, b) the
youth may be older than the criteria age but meets all other criteria or ¢) Child/youth does not meet IFCCS
criteria, however, without intensive services the child/youth would quickly deteriorate. IFCCS teams have
served 15 CSEC youth and 11 children birth to 5 years of age.

IFCCS utilizes the Program Improvement Review (PIR) process, which is an adaptation of the Quality Service
Review (QSR), to ensure quality of service provision and evaluate fidelity to the Shared Core Practice Model.
The second round of reviews was completed in August 2015. Strengths were noted in the areas of
Engagement, Intervening, Supports and Services, Assessment and Understanding, and Voice and Choice.
This round of reviews reflects the increased understanding that the providers have around the Shared Core
Practice Model and fidelity to the IFCSS model.
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Significant changes for FY 2016-17

The IFCCS Program is set to expand from 100 slots to 1,500 slots in FY 2016-2017. This expansion will
increase the services for the Katie A. Subclass Members. Unlike other Service Area (SA) based intensive
mental health services, IFCCS will follow the clients throughout LA County to ensure continuity of care and
promote stabilization. The continued success of IFCCS has allowed for the program to continue growing and
the Department will continue to ensure it meets the ongoing needs of this vulnerable population.

Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)

Status Implementation Date
(Estimated)

May 2015

Proposal

Intensive Field Capable Clinical Services'

Increase capacity of Child Field Capable Clinical Services oroviders had contracts amended.

Katie A. - FCCS expansion for Intensive Care
Coordination (ICC) and Intensive In-Home Contracts have been amended. June 2016
Behavioral Services

Describe the Impact the CSS Expansion has had on this Program:

The Mental Health Services Act (MHSA) Three Year Program and Expenditure Plan for Fiscal Years (FY) 2014-
2015 through 2016-2017, determined that the capacity of FCCS, across all age groups, should expand to meet
the needs of the community. Due to the success of the Intensive Field Capable Clinical Services (IFCCS)
Program, it was decided to transform Child FCCS slots into IFCCS slots.

In April 2015, IFCCS expanded by 40 slots. The expansion focused on service delivery for the Commercially
Sexually Exploited Children (CSEC) and children birth to 5 years of age. IFCCS services are specifically
intended to address the more intensive mental health needs of Katie A. subclass members and ensure that
these youth receive medically necessary mental health services. The Katie A. subclass members are defined
as children with open DCFS cases, Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) eligibility,
and:

a. Are in or being considered for: Wraparound, Therapeutic Foster Care or other intensive services,
Therapeutic Behavioral Services, specialized care rate due to behavioral health needs or crisis
stabilization/intervention; or

b. Are currently in or being considered for a group home (RCL 10 or above), a psychiatric hospital or 24
hour mental health treatment facility, or has experienced his/her 3rd or more placement within 24
months due to behavioral health needs.
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Outcomes (asof2/10/16)
Client’s baselines are excluded when data does not meet reporting requirements. See Appendix lll for a list of

reasons data does not meet reporting standards.

Percent "Yes" Responses at Termintation
of Services between 6 and 12 Months
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For those terminating between 6-12 months of services, child FCCS clients showed a positive
change in the following areas:

» 12% increase with their involvement in the community

» 7% increase in their participation in meaningful activities

Percent "Yes" Responsesat 12 Month Update
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After 12 months of child FCCS services, clients showed a positive change in the following areas:
» 14% increase with their involvement in the community
» 8% increase in their participation in meaningful activities
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Percent "Yes" Responses at Termintation
of Services between 0 and 6 Months
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® Baseline W Termination between O and 6 months of Service
For those terminating between 0-6 months of services, IFCCS clients showed a positive change
in the following areas:
» 12% increase with their involvement in the community
» 7% increase in their participation in meaningful activities
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After 6 months of IFCCS services, clients showed a positive change in the following areas:
» 100% increase with their involvement in the community
» 57% increase in their participation in meaningful activities
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Older Adult Full Service Partnership:
OA-01

Unique Clients Served: 896

Cost: $7,567,878

Average Cost per Client: $ 8,446

Slots Allocated: 709 (as of 6/30/2015)

Focal Population Targeted: Older Adult ages 60+ with serious mental illness and one or more of the
following risks: homeless or at imminent risk of homelessness; hospitalizations; jail or at risk of going to jail;
imminent risk for placement in a skilled nursing facility (SNF) or nursing home or being released from
SNF/nursing home; presence of a co-occurring disorder; serious risk of suicide or recurrent history; or is at risk
of abuse or self-neglect.

The Older Adult (OA) FSP program provides services and support to clients ages 60 and older. The OA FSP
assists individuals with mental health and substance abuse issues and ensures linkage to other needed
services, such as benefits establishment, housing, transportation, healthcare and nutrition care. OA FSP
program works collaboratively with the OA client, family, caregivers, and other service providers and offers
services in homes and the community. OA FSPs place an emphasis on delivering services in ways that are
culturally and linguistically appropriate.

Achievements/Highlights in FY 2014-15

e An expansion during FY 14-15 increased the OA FSP slots countywide by 124 during this fiscal year,
bringing the total number of FSP slots to 709 as compared to 585 slots from FY 13-14. This expansion
occurred mid fiscal year.

e In FY 2014-15 the providers engaged in the pilot project are Heritage Clinic (which joined the OA FSP Pilot
Program at its beginnings) and Telecare Corporation, which joined the pilot in September 2014.

e Providers continue to complete a 24 Month + Utilization Review form which examines client’s current
functioning and achievements through FSP, continuing needs, barriers to treatment, and plans to transition
from FSP. OA System of Care Bureau reviewed 94 cases between July 2014 and June 2015, almost
double the number of clients who were reviewed in FY 13-14. Of those reviewed, 38% were either stepped
down to lower level of care or were disenrolled as a result of this review process.

Significant changes for FY 2016-17

Continue to monitor program effectiveness which will improve the access to services as well as flow within the
Older Adult System of Care. Our current focus on justice-involved Older Adults will also impact the clients who
are seen in our field-based programs and strengthen our ability to reach the most vulnerable Older Adults.
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Community Services and Supports Program Expansion
(See Appendix I for a complete proposal description)

Implementation Date

Proposal (Estimated)

Expand the number of slots for the Older Adult Full Service Partnership

Program 2014

Describe the Impact the CSS Expansion has had on this Program:

e The number of OA FSP slots countywide increased by 124 during this fiscal year, bringing the total
number of FSP slots to 709 as compared to 585 slots from FY 13/14, and increasing access to OA
consumers.

e The slot increase has made room for openings in FSP for justice-involved older adults exiting the
system, thereby increasing services to a population much in need of mental health and case
management assistance.

Success Stories

and in and out of IMDs. She was conserved and needed assistance with most activities of daily living.

Upon enrollment in FSP, client moved into a board and care and started to learn how to live more
independently. She learned the importance of taking her medications on a regular basis and took advantage of
the many groups that provider had to offer. She was very active in developing her goals and expressed a
desire to eventually move out of the board and care and live on her own. Due to her motivation and her
commitment to her treatment goals, she is no longer conserved and is living on her own in a low income senior
apartment. She cooks for herself, utilizes public transportation on her own, pays her bills and attends a senior
center where she participates in different activities with other seniors.  She recently graduated from the
provider's Wellness Center and gave a very inspirational speech where she reflected on her growth since
starting at the agency. Client now only receives medication services from provider and is able to access all her
other needs out in the community. She is a true inspiration and we are all so proud of her!

Client is 66 years old and referred to provider’'s older adult FSP in 2013 after a 2-year admission at an

Client enrolled in the FSP Older Adult program in November 2009 after spending years being homeless

IMD. She immigrated to the US with her family when she was 9 yrs old and much of her growing up

years were relatively stable and she graduated with her high school diploma. Young adulthood
brought many challenges as growing up as a flower child in the 60’s she was a free spirit who abused alcohol
and drugs while masking feelings of severe depression, anxiety and mania. Her first marriage ended in divorce
and of her leaving her young son in the care of his father, while she impulsively traveled for adventure and what
she thought was love with another man. Years of domestic violence and undiagnosed mental illness with her
second husband heightened her addiction to alcohol/drugs and triggered a slow downward spiral of her life;
eventually ending in homelessness around the country, uncontrolled addiction and numerous psychiatric
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hospitalizations for suicidal ideations, paranoia and hallucinations; which lead to an eventual LPS
conservatorship.

Client has suffered many losses in her life as both her mother and younger brother passed away unexpectedly
in the late 90’s while she lived with them. Also the loss of her relationship with her son has haunted client since
the day she left and she greatly desires to rebuild this lost relationship. Living as a transient on the streets for
many years, she lost much of her possessions and identity. Because of her disorganized thoughts, paranoia
and poor recollection of her traumatic past, for many years she was untrusting of social service providers with
her personal information which hindered their ability to assist her to re-apply for her Green Card to establish
financial benefits. Upon enroliment to the FSP program in 2013, FSP staff has worked tirelessly with client to
build trust, rapport and confidence in order to acquire information needed to regain her immigration papers and
apply for financial benefits.

In the past year, client has slowly began to share her story and information which lead to successfully obtaining
her birth certificate, CA ID card, death and marriage certificates and divorce decrees which resulted in her
successfully obtaining her Green Card and submit her application for SSI benefits. In addition, with her mental
health symptoms stabilized by the assistance of the correct medication and positive relationship with her FSP
psychiatrist, she successfully appeared in mental health court and was released from LPS conservatorship
which was a proud moment for client in her journey to recovery. Client has started taking walks in the
neighborhood, began becoming more social, meeting friends at coffee shops periodically, she likes to attend
live music shows, go to the library, read art books and attend free yoga classes at the local senior center.

Client’'s next goals are directed towards reconnecting with her younger brother and son who is now in his 40’s
who she has lost all contact. She realizes that her family may not accept her back given her tumultuous past,
but she dreams of one day rekindling her relationship with her son. The team has helped her research and
locate her son and she has made efforts to slowly reach out. She hopes that one day she will have a
conversation with her son to express her apologies and love. Client’s recovery journey continues, but this time
she is headed in the right direction.

lient has a long well-documented history of mental illness and hospitalizations dating back to the early
‘ 1990’s. After her most recent hospitalization at an IMD, client was enrolled in FSP program on 5-10-

2013. Since that time, she has been living in an assisted living facility. Since her enroliment into the
FSP program, client has been able to cope with her symptoms while living in the community and has not had
any episodes of re-admittance into an inpatient psychiatric facility. She has collaborated with the FSP team in
creating an overall goal of living independently. Part of that goal includes living in an apartment on her own and
an objective that attends to her physical health, such as losing weight. According to the FSP team, client
blamed her weight gain on her psychiatric medication.

Over the past 2 years, the FSP team utilized the recovery model tools of the Recovery Centered Clinical
System (RCCS) to begin exploring and developing a plan on how to achieve client’'s goal. Also, the FSP team
began to educate client on the positive effects of the psychotropic medication and how the medicine benefited
her in reaching her goal of independent living. Client continued to receive medication injections during her time
within the program and this appears to have helped give her structure with compliance. Client reported that
when she was not taking the injections, her compliance with the medication was not as consistent which led to
her decompensating more frequently. Her symptoms of paranoia have seemed to decrease during the time
she has participated in the FSP program.
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Using the RCCS tools, the FSP team began by attempting to instill hope, find purpose, and encourage client to
participate in social activities such as: Holiday parties, the Santa Ana zoo, and bowling. Also, the FSP team
began to work with client on exploring going back to school by taking a computer class to help her marketability
in searching for employment. She also was connected to a community employment prep class that taught basic
skills. Additionally, client enrolled into a French class to follow her passion of learning a foreign language.
Client was also linked with supports that centered on her spirituality, she is able to travel to a church in Los
Angeles to attend services and build a support network within the congregation.

In order to reach her goal, the FSP team explored the opportunity of searching for employment to help client
become more independent and afford an apartment on her own. However, the FSP team was able to link client
with a low cost senior housing which she could afford on her social security benefits. The FSP team also linked
her with a low cost cell phone to help her communicate. Additionally, by linking client to a local food bank and
taught client to utilize public transportation; she has been able to independently provide for herself and is
moving towards her goal of independence.
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*Data extracted from the FSP authorization application on February 3, 2016 and represents disenrollments for

Fiscal Year 2014-15. See Appendix Il for an explanation of disenrollment reasons.
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Outcomes (as of 2/10/16)
Client’s baselines are excluded when data does not meet reporting requirements. See Appendix Il for a list of
reasons data does not meet reporting standards.
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Transformation Design Team: OA-02

The Older Adult Transformation Team provides system support to develop the infrastructure of older adult
services within MHSA. The team:

e Monitors outcome measures utilized in the FSP & FCCS programs.
e Utilizes performance-based contracting measures to promote program services.

The Older Adult Systems of Care Bureau (OASOC) Transformation team is comprised of two health program
analysts. The goal of the team is to ensure that our OA consumers receive appropriate and timely mental health
services from our provider agencies, and they do this by providing data and analytic support to the Program
Manager and the Client Supportive Services (CSS) team as they complete their regular site visits. Additionally,
the Transformation Team reviews all aspects related to contracts, compliance, service delivery, operations, and
budgets, and generates detailed reports to evaluate programmatic design and effectiveness.

Achievements/Highlights in FY 2014-15

The OA Transformation Team compiled and analyzed data that assisted in the decision-making process in
determining new slots and increased allocation for the MHSA expansion. This process increased capacity of
our Older Adult field-based programs. The transformation team continues to provide highly skilled and
specialized technical support to the Older Adult MHSA programs. Examples of such support include:

e Complete Service Request Forms (SRF).
Complete 403 packets to shift funds.
Complete Provider File Adjustment Requests (PFAR).
Extract a myriad of reports using various data sources.
Regularly track and monitor MHSA funds for the Older Adult contract providers.
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Field Capable Clinical Services: OA-03

Unique Clients Served: 2,581
Cost: $14,350,076
Average Cost per Client: $ 5,560

Field Capable Clinical Services, also known as FCCS, are specialized services designed to meet the unique
needs of older adults, ages 60 and above, as well as some transitional age older adults, age 55 and above.

FCCS offers an alternative to traditional mental health services for older adults who may be unable to access
services due to impaired mobility, frailty or other limitations. For individuals who may be uncomfortable seeking
services in a traditional clinic, FCCS may be a welcome alternative.

Services and support are provided in home and in the community in settings such as senior centers or health
care provider offices. Currently there are 29 agencies, both directly-operated and contracted, who provide OA
FCCS and are monitored by our team. Services provided include outreach and engagement, bio-psychosocial
assessment, individual and family treatment, medication support, linkage and case management support, and
treatment for co-occurring disorders. FCCS will directly respond to and address the needs of
unserved/underserved older adults by providing screening, assessment, linkage, medication support, and gero-
psychiatric consultation.

Achievements/Highlights in FY 2014-15

o 58% of overall FCCS services were provided in the field, well within the 40-60% benchmark.

e Spanish, Farsi, Korean, Cantonese, Japanese, Armenian, Russian, Tagalog, Vietnamese, and
Mandarin are among the languages spoken by FCCS clients and staff.

e The first annual consumer satisfaction survey was completed mid fiscal year. There was a 33%
response rate which is relatively low; however the fact of it being the first year of the survey may
have accounted for the low rate. 76% stated they were satisfied with the services being offered in
their home. 94% reported that FCCS staff was responsive to their needs when they required
assistance. 96% reported they were receiving services in a language they were most comfortable
speaking.

Significant changes for FY 2016-17

Continue to monitor program effectiveness which will improve the access to services as well as flow
within the Older Adult System of Care. Our process during site visits is designed to review clients who
have been receiving services for longer than 24+ months, and we will continue to do so to enhance
capacity. Our current focus on justice-involved Older Adults will also impact the clients who are seen in
our field-based programs and strengthen our ability to reach the most vulnerable Older Adults.

Community Services and Supports Program Expansion
(See Appendix I for a complete proposal description)

Proposal Implementation Date
P (Estimated)
Increase the capacity of Older Adult Field Capable Clinical Services 2014
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Outcomes (asof2/10/16)

Baselines are excluded when data does not meet reporting requirements. See Appendix Il for a list of reasons
data does not meet reporting standards.

Percent "Yes" Responsesat 18 Month Update
N=1,468

97%

100% T ggm 4% 94%
80%

G —— 9%
89% 3%
84% 88%
81%
I I 75% i 1 I I
65%
[ S— 58% | —
6%
20% 4— - R — —

Arrangement Free From Abuse Satisfied with Accessto Stable Accescto Recelves Needed Involvement in Meaningful
Suitable Living Adult Medical Medical Community Activities

£

= Baseline = 18 Month Update

After 18 months of Older Adult FCCS services, clients showed a positive change in the following areas:
» 26% increase with their involvement in the community
» 25% increase in their participation in meaningful activities

Percent "Yes" Responses at Termintation
of Services between 12 and 18 Months
N=355

96%
94%
sg%  92% gag 2% 93% 90%
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Arrangement Free From Abuse Satisfied with AccesstoStable  Accessto ReceivesNeeded Involvementin  Meaningful
Suitable Living Aduit Medical Medical Community Activities

= Baseline m Termination between 12 and 18 months of Service
For those terminating between 12-18 months of services, Older Adult FCCS clients showed a
positive change in the following areas:
» 35% increase with their involvement in the community
» 23% increase in their participation in meaningful activities
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Service Extenders: OA-04

Stipend Recipients: 30

Service Extenders are volunteers and part of the Older Adult FCCS inter-disciplinary team. They are
consumers in recovery, family members, or other individuals interested in working with Older Adults. They
receive specialized training to serve as members of the team and are paid a small stipend. Service extenders
receive supervision from professional clinical staff within the program in which they are placed.

Achievements/Highlights in FY 2014-15

As of June 2015, there were 28 Service Extenders working in our directly-operated and contracted
agencies.

Languages spoken other than English are Spanish, Tagalog, Mandarin, Cantonese, Khmer, Viethamese,
Korean and Farsi.

Service Extenders continue to meet on a quarterly basis with the OASOC program head where issues
and concerns about their placements are discussed in a supportive atmosphere. This meeting also
provides an opportunity for the Service Extenders to network and learn from each other. This meeting
has a consistent attendance of at least 15 Service Extenders and always includes lively discussion and
feedback. Topics explored include boundaries, cultural competency, working within the FCCS team, as
well as resource and linkage information.

Two of our Service Extenders were hired by DMH as full-time employees in the SB 82 program. Their
position is Mental Health Advocate.

Five of our ten directly-operated OA FCCS programs have at least one Service Extender.

Significant changes for FY 2016-17

Plan and implement a Service Extender Academy to train a new group of volunteers as Service
Extenders.

Continue to encourage and support the five remaining OA FCCS directly-operated clinics to take on at
least one Service Extender.
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Older Adult Training: OA-05

The Older Adult Training Program addresses the training needs of existing mental health professionals and
community partners by providing the following training topics: field safety, elder abuse, documentation, co-
occurring disorders, hoarding, geriatric psychiatry, geropsychiatry fellowship, service extenders and evidence
based practices.

Achievements/Highlights in FY 2014-15
The Older Adults Systems of Care (OASOC) training calendar had several highlights for FY 2014-15:

Focus Group/Presentation Project: Stigma of Mental Health in Older Adult Members of Under
Represented Ethnic Populations (UREP) purpose was to explore the role of stigma as a barrier to
selected under-represented ethnic populations (UREP) accessing mental health care and to put forward
recommendations that would package mental health psycho-educational presentations in a relevant
and culturally competent manner to the intended audience.

Older Adult Consultation Medical Doctor’'s (OACT-MD) Series: OA Systems of Care conducted
OACT-MD Series for training and consultation for psychiatrist, nurse practitioners, nurses & mental
health clinicians to improve the accessibility and quality of mental health services for Older Adults.
Public Speaking Club Graduate Curriculum: OASOC held Speaker Club graduate programs for
consumers who successfully completed Public Speaking curriculum to enhance and practice on their
public speaking skills.

OA MMSE/MoCA: The purpose of this training is to provide an overview of cognitive screening tool(s)
using The Mini Mental State Exam (MMSE)/MoCA.

Outreach and Engagement Strategies: OASOC conducted training workshop to examine outreach
and engagement strategies with an emphasis on Older Adult UREP populations.

Interpersonal Psychotherapy Training (IPT): IPT This course is designed to instruct participants in

the theory and practice of Interpersonal Psychotherapy (IPT). In addition:

(1) 10 bi-weekly 1-hour telephone consultation calls for up to 8 clinicians per cohort for a total of 5
cohorts

(2) Review of 2 portfolios for each of 20 clinicians; 40 audio recording reviews of IPT sessions of
participants.

(3) After completion of audio recording reviews, clinician is eligible for booster training.

Co-Morbidity Training: This training introduced providers to the prevalence of prescription medication
misuse and abuse in older adults

14™ Annual Gero-Psychiatric Breakfast: L.A. County Department of Mental Health in collaboration
with L.A. Care, and Health Net, provided the 14™ Annual Geropsychiatry Breakfast a free continuing
medical education activity for primary care physicians and psychiatrists focusing on adult behavioral
health.

Problem Solving Therapy (PST): PST training included a brief intervention approach that is evidence-
based for those experiencing mild to moderate depression and anxiety.

Screening, Brief Intervention, and Referral to Treatment for Older Adult Clients (SBIRT): SBIRT
was a comprehensive, integrated, public health approach to the delivery of early intervention and
treatment services for persons with co-occurring substance use disorders and those at risk of
developing these disorders.
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o Grief & Loss: The purpose of this workshop was to gain an understanding of the great variety of ways
individuals grieve the loss of a loved one.

o Creating Safe Spaces for Lesbian, Gay, Bisexual and Transgender Seniors: The training included
positive aspects of LGBT aging as well. Examples include: Continual development of social support
networks and how to foster that development, and benefits of non-adherence to societal gender roles
and crisis competence.

o IPT Booster Training: Booster Training (8.0 hr) (Advanced Community Training Course) for
participants.

o Hoarding Forum: The primary goal of this training is to provide tools and strategies for the treatment of
compulsive hoarding.

Significant changes for FY 2016-17

OASOC in FY 2016-2017 will continue to provide more culturally competent and evidenced based practices for
Older Adults service providers. We are focusing on training our staff to address justice-involved Older Adult
clients, as well as implementing a grief & loss support group curriculum. Additionally we continue with our
suicide prevention trainings of which OASOC is the lead for the other age groups, hoarding forum, and OACT-
MD.
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Transitional Age Youth Full Service
Partnership: T-01

Total Unique Clients Served: 1,893

TAY FSP Program

Unique Clients Served: 1,772

Cost: $19,933,844

Average Cost per Client: $ 11,249

Slots Allocated: 1,300 (as of 6/30/2015)

Transition Age Youth (TAY) FSP program delivers intensive mental health services and support to high need
and high-risk Severely Emotionally Disturbed (SED) and Severe and Persistently Mentally Il (SPMI) TAY ages
16 -25. TAY FSPs place an emphasis on recovery and wellness while providing an array of community and
social integration services to assist individuals with developing skills that support self-sufficiency. The
foundation of the TAY FSP program is doing “whatever it takes” to assist individuals with accessing mental
health services and supports (e.g. housing, employment, education and integrated treatment for those with co-
occurring mental health and substance abuse disorders). Unique to FSP programs are a low staff to consumer
ratio, a 24/7 crisis availability and a team approach that is a partnership between mental health staff and
consumers.

Focal Population Targeted: TAY ages 16-25 with serious emotional disturbance and or/severe and
persistent mental illness and one or more of the following risks: homeless or at risk of homelessness; aging out
of child mental health system, child welfare system or juvenile justice system; leaving long term institutional
care; or experiencing 1st psychotic break.

Achievements/Highlights in FY 2014-15

e Expanded capacity to provide FSP services to TAY in Independent Living Program (ILP). Developed and
maintained tracking logs of clients in the three ILPs to monitor the demand/need for services and gain
feedback of program’s effectiveness. The ILP-FSP program had proven to be successful in meeting the
youth’s need for higher level of care.

e Finalized SEI to expand slot capacity in SA 1 TAY FSP, allowing for opportunity to meet the dire need for
intensive level of services in this highly impacted service area.

e The TAY Division finalized the analysis of the Telephonic Client Satisfaction Survey of TAY FSP clients.
The results highlighted methods that contribute to effective service delivery and shed light on areas in need
of improvement. Overall, the overwhelming majority of TAY surveyed (84%) indicated being satisfied with
FSP services.

e Started implementation of the Service Request Tracking System (SRTS), which allows for the
monitoring/tracking of the time it takes for the referral to be processed at each step of the authorization.
This gives an indication of the timeliness of the process.
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Significant changes for FY 2016-17

e Continue to enhance efforts to outreach and engage target populations and communities in effort to connect
them with FSP services as appropriate.
e Arrange for site visits at designated FSP agencies for providing an oversight of service delivery.

e Conduct an updated/revised Telephonic Client Satisfaction Survey to gain insight on program improvement
and effectiveness.

Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)

Proposal Implementation Date
Expand the number of slots for the TAY Full Service Partnership Program | 2014
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Disenrollmen t*

% Total of 740 disenrollments

7

e 36% of disenrolled clients met their goals

7

Pop Crit, 1% Deceased, 1%

TAY Full Service Partnership Disenrollments

@ Deceased @ Discont Participation @ Interrupted Detained B Interrupted Resinst @ Lost Contact @ Met Goals @ Moved mPop Crit @ Unknown

i

Service Area 1 Service Area 2 Service Area 3 Service Area 4 Service Area 5 Service Area 6 Service Area 7 Service Area 8
(21) (95) (95) (115) (a1) (102) (76) (179)

*Data extracted from the FSP authorization application on February 3, 2016 and represents disenrollments for
Fiscal Year 2014-15. See Appendix Il for an explanation of disenrollment reasons.
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Outcomes

Client’s baselines are excluded when data does not meet reporting requirements. See Appendix Il for a list of

reasons data does not meet reporting standards.

W Number of Clents
Pre

B Number of Clents
Post

115

=

Homeiess Hospitaization Iindependent Juvenile Hall
Living

25% reduction in the
number of clients
homeless post-partnership

44% reduction in the
nurmber of clients
hospitalized post-
partnership

4% increase in the number
of clients in jail post-
partnership*

60% reduction in the
number of clients in
juvenile hall post-
partnership

32% increase in the
number of clients living
independently

* There was a 4% increase in the number of clients incarcerated post-partnership. Data indicates 272 TAY FSP
clients (approximately 7% of the TAY baselines included) reported being in jail 365 days prior to partnership and
284 TAY FSP clients (approximately 7% of the TAY baselines included) after partnership was established.
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49% reduction in days

Homeless Hospialzstion Independent

Living

30,883

19,243
13,029
n 5,327

Jail

Juvenile Hall

homeless post-partnership

29% reduction in days
hospitalized post-
partnership

uNumber of
Days Pre

38% reduction in days in

jail post-partnership

@ Annuaslized
Number of
Days Post

58% reduction in days in
juvenile hall post-
partnership

25% increase in the
number of days living
independently

See Appendix IV for employment status definitions. Clients can participate in more than one employment

category at a time.
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358
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= 78% increase in the
number of days spent in
competitive employment

= 726% increase in the
number of days spent in
non-paid employment

= 43% increase in the

Stree Sy Migbrof number of days spent in
DaysPre 2
other gainful employment
of ; ;
u;\:s::awmu = 388% increase in the

number of days spent in
supportive employment

= 70% decrease in the
number of days spent in
transitional employment
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34% decrease in the number of
clients spent in competitive
employment

80% decrease in the number of
clients in non-paid employment

15% decrease in the number of
clients in other gainful
employment

ENumber of Clenis
Pre

@humber of Clients 160% increase in the number of

clients in paid in house

employment

50% decrease in the number of
clients in supportive employment

Compettive Nen Paid Other Ganful  Paid in House  Supportive Transitonal
Empioyment  Empioyment  Empioyment  Empioyment  Empioyment  Employment

600% increase in the number of
clients spent in transitional
employment

TAY Wraparound FSP Program
Unique Clients Served: 123

Cost: $1,092,626

Average Cost per Client: $ 8,883
Slots Allocated: 226

The Wraparound FSP Transition Age Youth (TAY) program is an intensive mental health program providing
Wraparound services and support targeting youths between ages 16-25, with serious emotional disturbance.
The Department of Mental Health has allocated 226 FSP treatment slots for Wraparound services.

Wraparound provides services that address a child and families identified needs. It is a child and youth-focused,
family-centered, strengths-based, needs-driven planning process that creates a plan to address a family’'s
needs in various life domains that include family, emotional, social, educational, legal, cultural, economic, and
housing, etc. Wraparound supports family voice and choice, the use of informal supports, and other
rehabilitative activities provided in the most homelike setting. Wraparound includes a commitment to create and
provide a highly individualized planning process. The plan includes flexible funding to support the child and
family’s material and psychological needs. The Child and Family Team (CFT) is a primary Wraparound program
component that includes a team composed of the youth, parent-caregiver, the Wraparound facilitator, a child
family specialist, parent-partner, a clinician, and natural/informal supports including relatives and friends
participating in a community-based service delivery system. The CFT persists toward goal attainment until the
desirable outcomes for the child and family are achieved.

Wraparound also provides access to an array of mental health services including individual psychotherapy,
intensive-care coordination, and intensive home-based services. In addition, 24/7 crisis intervention is
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provided. Service delivery objectives are to assist youth in returning home and successfully remaining home,
preventing out of home care/placement, symptom reduction, and overall improvement of family functioning,

successful school adjustment, and prevention of psychiatric hospitalizations.

Achievements/Highlights in FY 2014-15

Caregiver Satisfaction: The Wraparound program evaluates how satisfied the participants are with the
program. During FY 2014-15, the Wraparound Program Administration conducted telephone survey interviews
to assess the level of satisfaction reported by a random sample of caregivers of children participating in the
Wraparound program. The parent satisfaction surveys were a part of our Wraparound annual technical reviews
of FSP providers. The satisfaction surveys consisted of items that measured both fidelity to the Wraparound
Program, and client satisfaction with various dimensions of that program. Of the 109 respondents, thirty two
parents/caregivers with a child in Wraparound FSP were interviewed. Their responses to the satisfaction
guestions showed consistently high levels of caregiver satisfaction.

ICC/IHB Implementation: During FY 2014-15, the Wraparound Program Administration launched the
countywide use of Intensive Care Coordination (ICC) and Intensive Home Based Services (IHBS) as important
steps toward implementing the Shared Core Practice Model (CPM). As of January, 2014, DMH expanded the
use of the ICC and IHBS services to make these available to FSP program participants. In FY 2014-15, the Los
Angeles Training Consortium, in partnership with DMH, provided countywide coaching and training on the CPM
(which incorporates ICC-IHBS services) to 13 out of 14 Wraparound FSP providers.

Elimination of Wraparound Tiers: At the end of FY 2014-15, the two-tier Wraparound administrative
structure was eliminated. One ramification of eliminating the Tiers is that the pool of potential clients who may
be referred to a Wraparound FSP Child, or FSP TAY programs will be enlarged. Eliminating Wraparound Tiers
has contributed to a broadening of the range of clients referred to Wraparound FSP programs. For example,
clients with needs for more intensive mental health interventions, are now included among all of our FSP
program recipients.

Unmet Needs: During FY 2014-15, the Child Welfare Division launched countywide trainings based on a model
of “underlying needs” that emphasizes the relationship between stressors (including traumatic stressors); their
impact on the coping process; and the resulting unmet needs for a variety of resources that may have protective
effects on traumatized children. All of the Wraparound FSP program providers have attended or have had an
opportunity to attend an unmet needs training. Completing the training and assessing the clients unmet needs
accurately is likely to improve the plan of care, and treatment interventions developed by CFT members.

Achievements/Highlights in FY 2015-16

Caregiver Satisfaction: Out of 14 FSP providers, 5 of them have already expanded sites across the County,
increasing Wraparound FSP sites by 9. It is expected that once all these sites are open and servicing clients,
there will be a total of 32 Wraparound FSP sites across the County.

New Monthly Activity Tracking Report: During FY 15-16, the Wraparound Program Administration designed
and distributed a new Wraparound Child FSP Activity Tracking Report, and a Wraparound TAY Activity
Tracking Report. Both Activity Tracking Reports are completed by program staff, and provide selected
demographics and information on Wraparound FSP slot utilization. Information collected using these forms is
enhancing the capability of the Wraparound Program Administration to monitor and track the slot capacity of
each Wraparound FSP provider. Finally, these forms assist in the monitoring of client outcomes.
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Enhanced OMA Tracking Process: Client information collected on the Activity Tracking Report forms is
subsequently entered into a new Wraparound Tracking spreadsheet also developed in FY 15-16. The data
entered in this spreadsheet is then used to monitor and to carry out the timely completion of clients’ Outcome
Measures Application (OMA) forms as required by the MHSA.

Significant changes for FY 2016-17

For the Wraparound Child and TAY FSP programs, many developments are anticipated as DMH takes
responsibility for the contract administration of the Wraparound program. Expansion of new Wraparound sites
has changed the geographic location of several Wraparound FSP programs which allows us to more effectively
access the Wraparound FSP focal populations.

Continued use of the monthly Wraparound FSP Tracking Report and the Wraparound FSP Tracking
spreadsheet implemented in FY 2015-16, will facilitate more effective monitoring and, hence more stringent
utilization of slots for clients in different age-ranges.

Previous client and caregiver satisfaction surveys of Wraparound FSP have been administered by Wraparound
Program Administration staff. In FY 2016-17, additional satisfaction surveys will be implemented by Service
Area staff. This will allow the Wraparound Program Administration to evaluate the quality of services even more
effectively because we anticipate greater numbers of completed surveys.
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Outcomes

Baselines are excluded when data does not meet reporting requirements. See Appendix Ill for a list of reasons
data does not meet reporting standards.

73% reduction in days
homeless post-
partnership

81% reduction in days

vV’ 538 |
| - hospitalized post-
T a2 uNumber of partnership
- Days Pre . .
_ 42% reduction in days
_ 243 WAnnuaized living independently”
- Number of
f b _— 141 _ Days Post 90% reduction in days in
juvenile hall post-
. partnership

Homeless Hospitalization Independent Juvenile Hall
Living

* There was a 42% reduction in the number of days TAY Wraparound FSP clients spent living independently
post-partnership. Data indicates 243 days (0.01% of total tenure) was reported spent living independently 365
days prior to partnership and 141 days (0.01% of total tenure) were reported spent in living independently after
partnership was established for TAY Wraparound FSP clients. Total tenure is 29,837 days for all included
baselines.
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75% reduction in the number of
clients homeless post-
partnership

A44% reduction in the number of

clients hospitalized post-
®Number of Clients Post partnership

W Number of Clients Pre

33% reduction in the number of
clients living independenthy”

Increase in the number of clients
in jail post-partnership **

5
o4 ; 4
5 2 ; B0% reduction in the number of
& o . = clients in juvenile hall post-

partnership

Homeless  Hospitalization Independent Jail Juvenile Hall
Living

* There was a 33% reduction in the number of clients living independently post-partnership. Data indicates
three TAY Wraparound FSP clients (approximately .01% of the TAY Wraparound baselines included) reported
living independently 365 days prior to partnership and two TAY Wraparound clients (approximately .01% of the
TAY Wraparound baselines included) after partnership was established.

** There was an increase in the number of clients incarcerated post-partnership. Data indicates zero (0) TAY
Wraparound FSP clients reported being in jail 365 days prior to partnership and four TAY Wraparound clients
(approximately .01% of the TAY Wraparound baselines included) after partnership was established.
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Transitional Age Youth Drop - In Centers:
T-02

Client Contacts: 935

TAY Drop-In Centers are intended as entry points to the mental health system for homeless youth or youth in
unstable living situations. Drop-In Centers provide “low demand, high tolerance” environments in which youth
can find temporary safety and begin to build trusting relationships with staff members who can connect them to
the services and supports they need. Drop-In Centers also help to meet the youths’ basic needs such as
meals, hygiene facilities, clothing, mailing address, and a safe inside place to rest. Generally, these centers are
operated during regular business hours. MHSA funding allows for expanded hours of operation of Drop-In
Centers during evenings and weekends when access to these centers is even more crucial.

Achievements/Highlights in FY 2014-15

e Implemented the third MHSA funded TAY Drop-In Center in Santa Monica — Daniel's Place (Step-Up on
Second Street, Inc.).

e Drop-in Center consumers gained opportunities to be linked with mental health services, substance
treatment centers, and connected with employment opportunities thru job fairs.

Significant changes for FY 2016-17

e Plan to have drop-in centers countywide increasing the number of unique clients being served

Community Services and Supports Program Expansion
(See Appendix I for a complete proposal description)

Implementation Date

Proposal Status (Estimated)

The Orientation for evaluators and facilitators was held on
TAY Drop-In Center expansion | 1/14/16.  Proposals have been reviewed, evaluated, and | June 2016
scored. Contracts Division is reviewing scoring.
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Transitional Age Youth Housing Services:
T-03

Client Contacts: 847

Housing related systems development investments for the TAY population include:

e Enhanced Emergency Shelter Program (EESP) (previously Motel Voucher Program) for TAY
that are homeless, living on the streets and in dire need of immediate short-term shelter while
more permanent housing options are being explored.

e A team of 8 Housing Specialists develop local resources and help TAY find and move into
affordable housing.

Achievements/Highlights in FY 2014-15

e A new shelter was implemented, called Women Shelter of Long Beach, a domestic violence shelter serving
men, women and transgender individuals.

e EESP enhanced the quality of services to TAY by increasing the frequency of the life skills counseling and
healthy living groups.

Significant changes for FY 2016-17

DMH plans to implement additional EESP shelters to more service areas to meet the growing need of the
homeless TAY population struggling with mental illness.
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Transitional Age Youth Probation Camps:
T-04

Client Contacts: 1,415

Department of Mental Health (DMH) staff provides MHSA-funded services to youth in Los Angeles County
Probation Camps, including youth with Severe Emotional Disturbance/Severe and Persistence Mental lliness.
DMH staff and contract providers are co-located in the Probation Camps along with Probation, Juvenile Court
Health Services (JCHS), and Los Angeles County Office of Education (LACOE). Within the Probation Camps
this inter-departmental team provides coordinated care to the youth housed there.

Youth housed in the Probation Camps receive an array of mental health services, including: Assessments;
Individual Group, and Family Therapy; Medication Support; Aftercare and Transition Services. These services
are individually tailored to meet the youth’s needs, including co-occurring disorders and trauma. Interventions
include evidence-based practices such as Aggression Replacement Training (ART), Adapted Dialectical
Behavior Therapy (DBT) and Seeking Safety (SS).

TAY MHSA funds mental health staff at the following Probation camps: Rockey; Paige-Afflerbaugh; Scott-
Scudder, Gonzales, Challenger and Miller. MHSA funding has made it possible for youth to be housed in a
broader array of camps and still receive psychotropic medications.

. Achievements/Highlights in FY 2014-15

Within the Probation Camp system, a Multi-Disciplinary Team (MDT) process has been fully developed and
successfully implemented that includes, Probation, DMH, JCHS, LACOE, parents/caregivers, outside school
districts, among other interested parties. An initial MDT in conducted within 10 days of arrival at camp and
develops a joint case plan for the youth, along with framing aftercare plans. A transition MDT is conducted 30-
45 days prior to release and refines the Aftercare Plan for the youth. As a result, youth leave the Probation
Camps with well-developed plans for returning to the community. The field probation officer participates in
these MDTs so that there is a smooth coordinated plan for return.

DMH and Probation also co-facilitate evidence based groups within the camps. This helps to ensure a
consistent therapeutic approach and clear expectations for youth. DMH also facilitates 5 or 10 week evidence-
based substance abuse/co-occurring disorder groups for the vast majority of youth in camp. In addition, MHSA
funded DMH clinic drivers bring families to the camps to participate in MDTSs, Individual Education Plans and
family therapy. This helps to preserve the connection to family during the time that a youth is in camp. .

Significant changes for FY 2016-17

Planning is underway for the new facility currently under construction in Malibu to replace Camp Kilpatrick.
Numerous workgroups are developing plans for the programming, staffing, training, recruitment, education and
research/outcomes for the new LA model which will be implemented in the new facility. The state of the art
building will enable all the positive changes in the camps over the past few years to develop and solidify even
further. The facility is scheduled to be completed in April 2017.
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The Probation Camps track a number of important outcomes, including the percentage of youth treated and the
number of youth linked to services upon release. Adherence measures are used for the evidence-based
practices and pre-post tests are used to determine the effectiveness of the substance abuse groups.

Perhaps the most telling outcome is the tremendous reduction in the overall population of the Probation Camps
over the past few years. This reflects that youth are able to better reintegrate into their families and
communities when they return.

TAY Probation Camps

as reported in MHSA Annual Updates
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Transitional Age Youth Field Capable
Clinical Services: T-05

Unique Clients Served: 2,766
Cost: $12,953,911
Average Cost per Client: $4,683

The Transitional Age Youth Field Capable Clinical Services (FCCS) program provides an array of resiliency-
oriented, field-based and engagement-focused mental health services to TAY and their families. The TAY
FCCS program provides specialized mental health services delivered by a team of professional and
paraprofessional staff. The focus of the FCCS program is to work with community partners to provide a wide
range of services that meet individual needs. The TAY FCCS program is designed to provide services to
individuals who are isolated, unwilling or unable to access traditional mental health outpatient services due to
location/distance barriers, physical disabilities, or because of the stigma associated with receiving clinic-based
services.

Achievements/Highlights in FY 2014-15

e FCCS has been utilized to a great extent in assisting TAY who had graduated from an FSP program and
requires a lower level of care. It has bridged the gap between the intensive nature of an FSP program and a
less intensive level of service offered by an outpatient treatment program.

e Expanded capacity to provide FCCS services to TAY in Independent Living Program (ILP). Developed and
maintained tracking logs of clients in the three ILPs to monitor the need for services and gain feedback of
program’s effectiveness. The ILP-FCCS program had proven to be successful in meeting the youth's need
for intensive mental health care.

e Finalized SEI to expand slot capacity in SA 1 TAY FCCS, allowing greater access for TAY to this
comprehensive, intensive mental health program.

e FCCS has been of great value for its provision of services in the field or community-based settings, as TAY
is often unwilling or unable to access mental health services in a traditional mental health clinic setting.

Significant changes for FY 2016-17

e The number of TAY clients receiving FCCS services will grow significantly.

e Providers will overcome the challenges of transitioning clients to less intensive services with greater access
to FCCS.

e By providing continuity of care following the graduation from FSP, FCCS programs will contribute to the
reduction of hospitalization, incarceration, institutionalization, and out-of-home placement.

e Through its provision of safe and adequate housing, FCCS will help in the reduction of homelessness
among the TAY who are suffering from SED or SPMI.

e TAY Administration will consult on an on-going basis with providers to help bring them into compliance with
regards to Outcome Measure Application error reports.
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Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)

Proposal

Implementation Date
(Estimated)

Increase the capacity of TAY Field Capable Clinical Services

2014
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Outcomes (as of 2/10/16)
Baselines are excluded when data does not meet reporting requirements. See Appendix Il for a list of reasons
data does not meet reporting standards

Percent "Yes" Responsesat Termintation
of Services Between 12 and 18 Months

N=267

Lo 96% 97%  99% 97%  97%  97% —
80% +— —

60% +— | — |

40% +— — .

20% +— N | I

0% -+ - - -
Arrangement Free From Abuse Satisfied with Living AccesstoStable Accessto Medical ReceivesNeeded Involvement in Meaningful
Suitable Adult Medical Community Activities

m Baseline = Termination between 12 and 18 months of Service

For those terminating between 12-18 months of services, TAY FCCS clients showed a positive
change in the following areas:

15% increase with their involvement in the community

12% increase in their participation in meaningful activities
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Percent "Yes" Responsesat 18 Month Update
N=360
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0% = T T T T
Arrangement Free From Abuse Satisfied with Accessto Stable Accessto Receives Needed Involvement in Meaningful
Suitable Living Adult Medical Medical Community Activities

= Baseline = 18 Month Update
After 18 months of TAY FCCS services, clients showed a positive change in the following areas:
» 15% increase with their involvement in the community

» 11% increase in their participation in meaningful activities

Residential Statusat 18 Month Update

N=751
‘/,/ 557
. 541
soo
~
400
e
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m # of Included Updates
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100 4 65
15 12
o
Foster Homes Inde pendent Residential Care Living with
Living Family

After 18 months of services:
» 91% increase in the number of clients living independently
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Alternative Crisis Services: ACS-01

Client Contacts: 46,580

Alternate 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. Full Service
Partnerships (FSP) and Assertive Community Treatment programs (ACT), 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.

Achievements/Highlights in FY 2014-15

In October 2014, a new psychiatric Urgent Care Center (UCC) opened on the campus of Martin Luther King
Community Hospital with Exodus Foundation as the operator. In FY 14-15, there were three UCCs operational:
Exodus Recovery, Inc. operating the Eastside UCC; DMH operating the Olive View UCC; and Telecare
Corporation operating the Mental Health UCC. These three UCCs served a total of 26,338 clients in FY 14-15.

Significant changes for FY 2016-17

With the implementation of Senate Bill (SB) 82, DMH is anticipating the opening of three nhew UCCs to be
located in the Service Areas 1, 3, and 8. Each new UCC will be able to serve 12 adults (ages 18-54) and six
adolescents (ages 12-17) and a total of up to 54 individuals a day.

Countywide Resource Management (CRM):

Responsible for overall administrative, clinical, integrative and fiscal aspects of the programs. Coordinates
functions to maximize flow of clients between various levels of care and community-based mental health
services and supports.

Residential and Bridging Program:

Involves psychiatric social workers and peer advocates assisting in the coordination of psychiatric services and
supports for TAY, Adults, and Older Adults with complicated psychiatric and medical needs. The program
ensures linkages to appropriate levels and types of mental health and supportive services through collaboration
with Service Area Navigators, Full Service Partnerships, residential providers, self-help groups, and other
community providers. Peer advocates provide support to individuals in IMDs, IMD step-down facilities, and
intensive residential programs to successfully transition to community living.

The County Hospital Adult Linkage Program is part of the Residential and Bridging program and has a mission
to assist in the coordination of psychiatric services for Department of Mental Health (DMH) clients at
Department of Health Services (DHS) County Hospitals in order to ensure linkage of clients being discharged
with the appropriate level and type of mental health, residential, substance abuse, or other specialized
programs. The County Hospital Adult Linkage Program promotes the expectation that clients must be
successfully reintegrated into their communities upon discharge and that all care providers must participate in
client transitions.
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Achievements/Highlights in FY 2014-15

In FY14-15, CRM hired a total of six staff. Four CRM staff was hired to implement the Investment in Mental
Health Wellness Act grant that will use MHSA to fund staff to fully implement three psychiatric Urgent Care
Center (UCC) and 35 Crisis Residential Treatment Programs (CRTPs) proposed under the grant.

DMH developed Requests for Proposals for the UCC and CRTPs and collaborated with County Counsel and
the Chief Executive Office, Real Estate Division to develop new County lease structures that would allow the
county to fulfill the requirements of the grant. In addition, CRM hired two (2) staff to assist with the
implementation of Laura’s Law/Assisted Outpatient Treatment. In Los Angeles County, the Laura's Law
Program is named Assisted Outpatient Treatment. DMH has contracted with 18 Full Service Partnership
agencies and three (3) IMD Step-down programs to deliver the array of integrated mental health services
required to individuals mandated for AOT under Laura’s Law. Fully implemented, the AOT-LA program will
provide an additional 300 FSP slots and 60 IMD Step-down beds.

In FY 14-15, CRM staff facilitated transition of over 16,000 clients between various levels of care. CRM also
conducted assessments, treatment planning, placement at County psychiatric emergency rooms in order to
facilitate linkage to intensive residential settings as swiftly as possible.

Significant changes for FY 2016-17

The CRM staff will continue to develop programs to provide enhanced coordination, linkage and integration of
inpatient and residential services throughout the system thereby enhancing the goals of the MHSA by reducing
re-hospitalization, incarceration, and the need for long-term institutional care, while increasing the potential for
successful community living and recovery. CRM staff will develop additional resources for justice involved
individuals; develop an alternative to state hospitals; and implements three new psychiatric Urgent Care
Centers and 35 Crisis Residential Treatment Programs as part of the Investment in Mental Health Wellness Act.

Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)

Implementation Date
Proposal Status (Estimated)
Crisis Residential Program (CRP): The
Request for Proposal was issued February 17,
2016. A proposer's conference is scheduled
Service Component of SB82 California Health for March 9th and proposals are due on March
Facilities Financing Authority (CHFFA) Grant: 24th.

Urgent Care Centers, Crisis Residential Program

CRP: September 2016
UCC: May 2016

Urgent Care Centers (UCC): Proposals were
reviewed. Telecare Corporation was awarded
the contract for Service Area 3.
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Outcomes

July 1, 2015 through January 31, 2016

New Admissions at Urgent Care Centers (UCCs) by Age Category
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Mote that OVMC has two components: The Crisis Stabilization Unit (7913)and the Outpatient UCC(7591). Data from the CSU are from Sept. 21,2015

through January 31, 2016 only.

New Admissions at UCCs Who Were Homeless upon Admission
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Mote that OVMC has two components: The Crisis Stabilization Unit (7913)) and the Outpatient UCC {7951). Data from the CSU are from Sept. 21, 2015
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Percent of Those with an Assessment at a Psychiatric Emergency Room within 30 Days of a UCC Assessment
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Note that OVMC has two components: The Crisis Stabilization Unit (7913))and the Outpatient UCC (7951). Data from the CSU are from Sept. 21,2015
through January 31, 2016 only.

Percent of Those Who Return to a UCC within 30 Days of a UCC Assessment
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Note that data from the OVMC Crisis Stabilization Unit (C5U) are from Sept. 21,2015 through January 31, 2016 only.
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Service Area Navigator: SN-01

Client Contacts: 17,565

Service Area Navigator Teams assist individuals and families in accessing mental health and other supportive
services and network with community-based organizations in order to strengthen the array of services available
to clients of the mental health system. Such networking creates portals of entry in a variety of settings that
would make the Department’s long-standing goal of “no wrong door” achievable. The Service Area Navigators
increase knowledge of and access to mental health services through the following activities:

° Engaging in joint planning efforts with community partners, including community-based
organizations, other County Departments, intradepartmental staff, schools, health service
programs, faith-based organizations, self-help and advocacy groups, with the goal of increasing
access to mental health services and strengthening the network of services available to clients
in the mental health system.

[ Promoting awareness of mental health issues and the commitment to recovery, wellness and
self-help.

[ Engaging with people and families to quickly identify currently available services, including
supports and services tailored to a client’s particular cultural, ethnic, age and gender identity.

[ Recruiting community-based organizations and professional service providers to become part
of an active locally-based support network for people in the service area, including those most
challenged by mental health issues.

[ Following up with people with whom they have engaged to ensure that they have received the
help they need.

Percent of Referrals by Program Countywide FY 2014-15
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Phone Contacts and Outreach Activities

in FY 14-15
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Planning Outreach & Engagement:
POE-01

Client Contacts: 14,312

Underserved Cultural Communities (UsCC) (formerly known as Under-Represented Ethnic Populations (UREP))
Projects are aimed at serving unserved, underserved and inappropriately served populations with the goal of
reducing racial/ethnic disparities.

Achievements/Highlights

African/African American (AAA) UsCC subcommittee

Ethiopian Community Mental Health Training and Education Project: The Ethiopian Community
Mental Health Training and Education project was a joint effort of the County of Los Angeles
Department of Mental Health and the African Communities Public Health Coalition to reduce the stigma
of mental illness in the Ethiopian community to set a precedent of using culturally appropriate mental
health education when working ethnic communities. This project educated over 200 community
members of Ethiopian descent on basic mental health signs and symptoms. This project was initiated
in 2011 and the implementation phase was between September 1, 2013 and June 30, 2014.

AAA Resource Mapping Project: Funds were allocated to develop a resource dictionary consisting of
community resources, service providers, and agencies in South Los Angeles County where there is a
large African/African American population. The third preprinting/updated version of this popular
resource was released and all 6,000 printed copies were successfully distributed in SA 6 between
November 2014 and March 2015.

AAA Culturally Relevant Brochures: Brochures will be developed that will describe common mental
health conditions experienced in the AAA community. They will be used to educate and inform AAA
communities of the benefits of utilizing mental health services and to provide referrals and contact
information. The Brochures will be translated into two different African languages, Amharic and Swabhili.
This project was initiated in 2012 and the final implementation phase is scheduled to be completed by

May 30, 2016.

AAA Community Mental Health Stigma Reduction Project: The focus of this project was to reduce
the stigma of mental illness by funding agencies to provide outreach, engagement, training, education,
non-traditional well activities, and to employed technological approaches specifically target three
subpopulations of the AAA community. The targeted subpopulations include the LGBTQ community,
the Somali community and the Pan-African Community. Over 60 community workshops,
presentations, and outreach events were completed as a result of this project during the implementation
process that took place between September 1, 2014 and April 1, 2015.

Sierra Leone Community Mental Health Training and Education: Sierra Leone community members
will be trained as advocates and will facilitate community mental health awareness presentations to the
larger community, as well as provide assistance to community members and help them cope with their
losses and concerns related to the Ebola outbreak. This project was implemented on October 1, 2015
and is scheduled to be completed by May 30, 2016.
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American Indian/Alaska Native (Al/AN) UsCC subcommittee

The American Indian/Alaska Native Mental Health Conference: The AI/AN Mental Health
Conference, “Strengthening Native Voices to Build a Healthy Community,” was held on November 4,
2014 and focused on identifying and building on AI/AN cultural and community resources and strengths
to improve mental health outcomes. AI/AN researchers, clinicians, tribal chiefs, community leaders,
veterans and youth presented an array of information related to these topics. Over 300 individuals
attended this conference, which included community members. Status: completed

American Indian/Alaska Native Community Spirit Wellness Project: As part of this project, 5
AI/AN community members (called Community Spirit Healers) were trained to outreach, engage and
educate the AI/AN community, as well as facilitate linkage to mental health services, through
community trainings and forums. This project was implemented on August 1, 2014 and was
successfully completed by July 30, 2015. A total of 30 community presentations targeting the American
Indian/Alaska Native community were conducted countywide during the implementation of this project.

Asian Pacific Islander (API) UsCC subcommittee

APl Consumer and Family Member Training and Employment Program: APl consumers and
family members from various APl ethnic communities, service areas and age groups, were trained to
become culturally competent Peer/Family Advocates and employed at mental health agencies that
serve the APl community. Three community presentations were conducted to identify individuals who
were interested in becoming Peer Advocates. Once the potential Peer Advocates were identified, they
participated in 25 two-hour mental health trainings to prepare for this role. Once trained as a Peer
Advocate, they participated in an internship process and most of them successful gained employment
at a DMH contracted legal entity. This project was completed on July 1, 2015.

Eastern European/Middle Eastern (EE/ME) UsCC subcommittee

Mental Health Media Campaign for the Russian and Armenian Community: A Public Service
Announcement (PSA) focused on mental health, substance abuse and domestic violence awareness
was developed and aired on different local Russian and Armenian TV stations. A total of 4 Russian
and 8 Armenian PSAs were aired. As a result of this project, Los Angeles County Department of
Mental Health ACCESS Hotline reported that there was an increase in the number of Armenian
calls for August 2014 (65 calls), September 2014 (56 calls), and October 2014 (38 calls) compared
to less than 10 calls per month between January 1, 2014 to July 31, 2014. This project was
implemented on August 4, 2014 and was successfully completed on October 31, 2014.

Mental Health Radio Talk Shows for the Farsi-Speaking Community: Mental health radio talk
shows were developed and aired on a local Farsi-speaking radio station and included mental health
topics, such as common diagnoses, acculturation issues and parenting issues. A total of 22 mental
health radio shows aired every Sunday from 2pm — 3pm on a local Farsi speaking radio station, KRIN
670 AM RADIOIRANIAN. This project was implemented on June 7, 2015 and was successfully
completed on November 1, 2015. KRIN was able to assess the great success of the programs from
the phone calls received by KIRN listeners, as well as the increase in calls and attendance in different
programs that were offered through LACDMH participants. According to the radio station, the programs
which included topics generally considered taboo within the community, such as, LGBTQ, domestic
violence, chronic mental health illness within the family, and addiction, brought with them a greater
response when aired. This clearly shows the need for discussion of these subjects as much as
possible.
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Latino UsCC subcommittee

Promotoras de Salud Research Project: This research project measured the effectiveness of the
Promotoras Project Model (PPM) as an outreach and engagement strategy aimed at Latinos. The
results of this study suggested the PPM helps reduce negative outcomes associated with mental
disorders. It does so by improving access to mental health services, reducing the stigma associated
with mental disorders and linking people to mental health resources. As a next step, the Latino UsCC
subcommittee is in the process of completing the PEI application to place the PPM as a “Promising
Practice” model when conducting mental health Outreach and education for the Latino community.
This projected was completed on July 1, 2015.

Health Neighborhoods Mental Health Awareness Outreach Campaign: This project will include the
dissemination of promotional items, which will include mental health information and resources to
unserved Latino communities

Latino Media Outreach Campaign: The media outreach campaign consisted of Advertisements (Ads)
and PSAs that aired on the local Spanish-speaking television and radio stations to increase awareness
of mental health issues and community resources. The television and radio commercials aired on a
daily basis between December 10, 2015 and January 3, 2016 on the local Spanish stations. The Ads
aired on KMEX on television and KLVE-FM on the radio. The KMEX report shows that the original
estimated numbered of Spanish-speaking adults over the age of 18 in the Los Angeles market to be
reached was 14.4% and the final number reached was 17.9%. The KLVE-FM report shows 36.4% of
Spanish-speaking adults over the age of 18 in the Los Angeles market were reached.  This project
was implemented on October 1, 2015 and was successfully completed by January 3, 2016.

Projects in Progress

African/African American (AAA) UsCC subcommittee

Black Male Mental Health Awareness Campaign: The campaign will outreach to black males ages 16
and older. Local Black males will be outreached and educated on mental health issues and available
community resources. Community presentations and focus groups will be conducted using culturally
relevant mental health outreach and engagement strategies. Status: development process

American Indian/Alaska Native (Al/AN) UsCC subcommittee

American Indian/Alaska Native Outreach and Engagement Media Campaign: Two television and
radio advertisements (Ads) were developed and aired on the local television and radio stations to
outreach and educate the AIJ/AN community regarding mental health issues and services. This project
was implemented on October 1, 2015 and was successfully completed by January 3, 2016. The Ads
aired on KABC-TV on television and KNX 10.70 on the radio. The KABC-TV report shows an achieved
rating of 29.1, which means 29.1 of adults over the age of 18 in the Los Angeles market, were reached.
The KNX-AM report shows a gross rating point (GRP) of 14.4, which means the radio spots reached
approximately 14.4% of adults over the age of 18 in the Los Angeles market.

Asian Pacific Islander (API) UsCC subcommittee

APl Family Member Mental Health Outreach, Education and Engagement Program: Linguistically
and culturally appropriate mental health Outreach, Education and Engagement (OEE) events will target
API families in the Korean, Chinese, Vietnamese, Samoan, Cambodian and South Asian communities.
A total of 15 community presentations will be conducted and at least 300 community members will be
outreached to. Status: in progress
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Eastern European/Middle Eastern (EE/ME) UsCC Subcommittee

Community Mental Health Education Project for the Arabic-speaking Community: Mental health
community presentations will be made at schools, in partnership with faith-based organizations, to
increase mental health awareness in the Arabic-speaking community. Materials will be made available
via web-based sites. A total of 2 community presentations have been conducted and 4 more will be
conducted at local mosques and community agencies. The project consultant reported that due to the
recent terrorist attacks in San Bernardino County, the demand for mental health presentations within
the community has significantly increased.

The Armenian Media Project: Mental health TV talk shows, conducted in Armenian, were developed
to target the Armenian community to increase awareness of mental health issues. A total of 44 half-
hour mental health TV talk shows have aired at the Armenian-Russian Television Network (ARTN-
Shant), every Saturday and Sunday from 3:30 pm — 4 pm. The TV shows included the following mental
health topics: Introduction to mental health, immigration and acculturation, loss and grief, older adults,
divorce and its effects on children, bullying, depression, and parenting. This project was implemented
on September 29, 2015 and is expected to be successfully completed on March 6, 2016. ARTN-Shant
reports a great deal of positive feedback from the community regarding the shows and the mental
health information provided.

Mental Health Awareness Project for Law Enforcement: Law enforcement personnel will be trained
on mental health issues pertaining to the Arabic-speaking community. Community presentations will be
held at various sheriffs and/or police departments to inform and educate law enforcement personnel
about common mental health topics and issues pertaining to the Arabic speaking community, including
the psychological effects of racial profiling. This project was implemented on January 4" 2016 and is
expected to be completed on June 30, 2016.

Lesbian, Gay, Bisexual, Transgender, Questioning, Intersex, Two-Spirit (LGBTQIZ2-S) UsCC
subcommittee

The LGBTQ Survey: The survey aims to gather data pertaining to mental health clinicians’ level of
awareness and sensitivity when providing services for the LGBTQ population. This survey will be
released by February 26, 2016.

Clinical Mental Health Trainings for LGBTQ Youth: Four 2-day clinical trainings will be provided to
educate and improve the therapeutic skills of mental health clinicians who provide mental health
services to LGBTQ youth. Thus far, two trainings have taken place in SA 2 and SA 4. This project is
scheduled to be completed by April 30, 2016.

Homeless Outreach and Mobile Engagement Team (HOME)

Formerly known as HOET, HOME provides county-wide, field-based, and dedicated outreach and engagement
services to the most un-served and under-served of the homeless mentally ill population. In this capacity its
staff function as the 'first link in the chain' to ultimately connect the homeless mentally ill individual to recovery
and mental health wellness services through a collaborative effort with other care giving agencies and county
entities. HOME serves predominantly adults and TAY by providing intensive case management services,
linkage to health services, substance abuse, mental health, benefits establishment services, transportation,
assessment for inpatient psychiatric hospitalizations, and any other services required in order to assist the
chronically homeless and mentally ill across gender, cultural and linguistic diversity.

Achievements/Highlights in FY 2014-15

HOME focused its outreach and engagement services in two Service Areas(SA) with the highest number of
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homeless persons based on the 2015 Homeless Count. Previously, HOME provided services in the entire
County. HOME has been involved with the Countywide Coordinated Entry System to increase its collaboration
with other homeless outreach programs to more strategically utilize its limited staffing resources and to provide
more focused and sustained outreach. Increased collaboration has allowed HOME to maximize its
effectiveness through close coordination with new DMH outreach teams PATH-funded DMH Multi-
Interdisciplinary Teams, SB 82 Mobile Triage Teams, Assisted Outpatient Team (Laura’s Law). HOME is also
closely collaborating with other outreach teams that focus on the general homeless population. These
collaborations have included coordinated outreach with local cities, law enforcement to assist homeless along
the riverbeds and, projects at urban hot spots. HOME also worked closely with psychiatric mobile crisis teams
and Assisted Outpatient Treatment programs when mentally ill homeless required involuntary inpatient services.
These collaborations allowed HOME to provide over 4500 services to homeless persons

Significant changes for FY 2016-17

HOME will continue to dedicate its outreach and engagement services in the two Service Areas of the county
which have the highest number of homeless persons. Collaboration and coordination of outreach efforts will be
further increased to work supportively with the Coordinated Entry System and agencies already active in SA 4
and 6. In addition to previously-mentioned collaborations, HOME will expand its work with other city and county
entities including libraries, law enforcement, co-response teams and, fire departments.

Crossover Youth Multidisciplinary Team Program (MDT)

For several years, DMH has participated in a program, referred to as the Crossover Youth Multi-disciplinary
Team program, in cooperation with the Departments of Children and Family Services (DCFS) and Probation.
The purpose of the program is to evaluate youth who are the subject of a WIC§ 241.1 hearing (created for those
youth who are part of the dependency system and then allegedly commit crimes and become simultaneously
part of the delinquency system) and to make recommendations to the juvenile court regarding the legal status of
the referred youth and the services and supports necessary to promote the best interests of the youth and the
safety of the community. The program originated with one psychiatric social worker servicing the Pasadena
Delinquency Court and has now expanded to allow DMH to participate in the program more fully and provide
mental health staffing for the multi-disciplinary teams across the county (there currently are a total of ten PSWs
to cover the ten delinquency courtrooms across Los Angeles County that are participating in this crossover
model). The DMH social workers are co-located in DCFS offices across Los Angeles County. The youth are
identified in the same manner as the 241.1 youth (who will now be treated as MDT cases). Psychiatric Social
Workers are required to do the following:
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Community Services and Supports - Cross Cutting Work Plans

e Review available records of referred youth related to mental health, child welfare, and Probation history.
Records will include, but will not be limited to: court files, police reports, current and past mental health
reports, Individualized Education Plans (IEPs), psychiatric hospital discharge summaries, and DCFS
court reports. Records will be reviewed for the purpose of providing information to the other MDT
members during the meetings and for writing reports.

e Consult with case-carrying Children’s Social Worker and the assigned Deputy Probation Officer, as well
as attorneys, children’s advocates, and others on the multi-disciplinary team.

e Conduct comprehensive mental health evaluations of referred youth (when permitted within the
guidelines of the multi-disciplinary team) and prepare written reports of findings and recommendations
that are then presented to the delinquency judicial officer to assist them with disposition.

e Participate in multi-disciplinary team meetings to discuss findings and recommendations and appear in
juvenile delinquency court hearings as requested.

See Appendix V for a Summary of Findings for the Los Angeles County 241.1 Multidisciplinary Team.

Community Services and Supports Program Expansion

(See Appendix I for a complete proposal description)

Pronosal Status Implementation Date
P (Estimated)
Increased capacity to outreach, engage and serve Under-
Represented Ethnic Populations (UREP) communities Implemented October 2015
Los Angeles Leshian Gay Bisexual Transgender Center's
Recognize, Intervene, Support, and Empower Implemented October 2015
(RISE)Project
%Ielzrr:: Supportive Services Funds-SB82 Mobile Triage Implemented August 2015
Housing for Clients - SB82 Program Implemented August 2015
. . Waiting for board letter to be heard to
Health Nellghborhood and Faith Outreach and request 8 positions, one for each Service May 2016
Coordination Area
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0os Angeles County Clients Served
Through CSS by Service Areas
Fiscal Year 2014-15
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w MENTAL MEALTH

Unique Clients
6,517
New Clients
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Unique Clients
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New Clients
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Community Services and Supports

Ethnicity by Service Area
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Community Services and Supports

Service Service
Area Area
1 2

Service Area 1

English - 88%

Spanish - 8%

Unknown/Not Reported - 3%
Other - 1%

Service Area 2

English - 69%

Spanish - 17%

Armenian - 3%

Farsi — 2%

Unknown/Not Reported - 5%
Other - 3%

Primary Language by Service Area

Service Area 3

English - 71%

Spanish - 18%

Cantonese - 2%
Unknown/Not Reported - 3%
Other - 2%

Service Area 4

English - 73%

Spanish - 16%
Unknown/Not Reported - 4%
Other - 4%

Korean - 2%

Armenian - 1%
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Service Service Service
Area Area Area
3 4 5

Service Service
Area Area
B 7

Service Area 5

English -87%

Spanish - 6%

Unknown/Not Reported - 3%
Farsi - 1%

Other - 3%

Service Area 6

English - 79%

Spanish - 16%
Unknown/Not Reported - 4%
Other - 1%

Spanish
u Other
® Mandarin
N Korean
W Farsi
W English
W Cantonese
B Cambodian

B Armenian

Service Area 7

English - 73%

Spanish - 22%
Unknown/Not Reported - 2%
Other - 2%

Cambodian - 1%

Service Area 8

English - 77%

Spanish - 12%

Cambodian - 3%
Unknown/Not Reported - 5%
Other - 1%

Vietnamese - 1%

Korean - 1%
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MENTAL HEALTH

The Department's Prevention and Early Intervention program consists of 13 programs that, together, provide
prevention services targeted to those at risk for developing a mental iliness as well as those at risk for suicide,
student mental health assessment and intervention for those at risk for suicide or violence, a robust set of
stigma and discrimination reduction activities and campaign entitled Profiles of Hope and an array of early
intervention evidence-based, promising and community-defined evidence practices for individuals across the
age spectrum experiencing early symptoms of a mental illness.

Each evidence-based, promising or community-defined evidence practice has a set of expectations established
by the Department and informed by the practice developers that defines the training and/or certification
necessary to deliver the practice, practice parameters and outcome measures associated with each practice.
Each practice has a practice lead within the Department that oversees the training for the practice, ensures
practice fidelity according to the Department's standards and participates in the Department’s technical
assistance site visits where outcome data, utilization and other measures of fidelity are reviewed with providers.
In addition, the Department’s PEI administration holds quarterly provider meetings where the practice leads
provide updates.

In order to submit an evidence-based, promising or community defined practice for consideration to be
practiced in PEI programs, an application must be completed and submitted to the Department’'s PEI Evidence-
Based Practice Committee, comprised of representatives of the 4 age groups, the MHSA Implementation and
Outcomes Division, a children’s mental health services expert consultant and chaired by the Department’s
Children’s Medical Director and the Program Manager Il overseeing PEI Administration. In addition, experts in
the field familiar with peer reviewed literature are used to review applications and inform decisions.

In consultation with practice developers and local stakeholders, the Department established a general outcome
measure for children and for adults and a focus of treatment specific measure for practices that treat trauma,
depression, anxiety, situational crises, parenting and family difficulties, conduct or disruptive disorders, emotion
regulation, The general and focus of treatment specific measures are collected at the beginning of a PEI
practice and at the end of the practice. The outcomes for each practice presented in this Annual Update are
from individuals who completed a practice and completed both the beginning and end of treatment measures.

Outcome measures are selected through an initial review of measures in use for particular age groups related
to particular foci of treatment. The results of the literature review are then presented to a joint provider-
Department committee and a decision is made on which measures will be used to assess outcomes. Factors
that are considered are the cost of measure, the length of the measure, the languages the measures come in
and whether the developer allows for translation to additional languages (for measures completed by clients),
and more recently, whether the measure is able to be used within electronic health records. The outcome
measures associated with each practice are listed in Appendix
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Prevention and Early Intervention Client Counts

The number of unique clients receiving a direct mental health service through the
PEI Plan: 55,094

Ethnicity Primary Language

Native American
1%

Pacific Islander
0.17%

The number of new clients receiving PEI services Countywide with no previous
MHSA Service: 28,613

Ethnicity Primary Language

Unknown/not
reported
5%

Native American
1%

PacificIslander
0.17%
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Prevention and Early Intervention Client Counts

Evidenced Based Practices (EBPs): Number of Clients Served by EBP for

Fiscal Year 2014-15

Top 10 EBPs Delivered in the County

Practice
Managing and Adapting Practice

Trauma Focused CBT

Seeking Safety

Individual Cognitive Behavioral Therapy
Positive Parenting Program (Triple P)

Child Parent Psychotherapy

Interpersonal Psychotherapy for Depression
Assertive Community Treatment

Crisis Oriented Recovery Services

School Threat Assessment Response

# of Clients Average Cost per Client
17,519 $ 4,060
8,373 $8,198
8,198 $ 3,844
3,559 $1,773
2,714 $2,836
2,179 $ 3,576
2,086 $ 2,646
2,009 $ 7,881
1,864 $ 1,062
1,453 $2,061

Top 5 EBPs Delivered in the County by Age Group

Children # of Clients Adult # of Clients

Managing and Adapting Practice 14,871 Individual Cognitive Behavioral 2,378
Therapy

Trauma Focused CBT 7.244 Seeking Safety 1,924

Triple P Positive Parenting Program 2,642 Assertive Community Treatment 1,556

. Improving Mood-Promoting Access

Seeking Safety 2,320 to Collaborative Treatment 849

Child Parent Psychotherapy 2,153 Interpers_onal Psychotherapy for 581
Depression

Transitional Age Youth # of Clients Older Adult # of Clients

Seeking Safety 3.016 Interpers:onal Psychotherapy for 202
Depression

Managing and Adapting Practice 2,996 Seeking Safety 370

Trauma Focused CBT 1,261 Individual Cognitive Behavioral 348
Therapy

Individual Cognitive Behavioral 797 Assertive Community Treatment 260

Therapy

Interpersonal Psychotherapy for Improving Mood-Promoting Access

. 541 : 219
Depression to Collaborative Treatment
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Prevention and Early Intervention Client Counts

Prevention and Early Intervention
Age Group Breakdown'

N=56,228

SpecialPrograms
1%

OlderAdult
3%

* Clients may have received services in more than one age group.
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Evidence-Based Practice (EBP); Promising Practice (PP); Community Defined
Evidence Practice (CDE)

PEI Early Start-Suicide Prevention: ES-1

The Early Start Suicide Prevention Program provides suicide prevention services through multiple
strategies by strengthening the capacity of existing community resources and creating new
collaborative and comprehensive efforts at the individual, family, and community level. These services
include: community outreach and education in the identification of the suicide risks and protective
factors; linking direct services and improving the quality of care to individuals contemplating,
threatening, or attempting suicide; access to evidence based interventions trained suicide prevention
hotlines; and building the infrastructure to further develop and enhance suicide prevention programs
throughout the county across all age groups and cultures.

EBP/PP/CDEs Implemented:
Latina Youth Program:

The primary goals of Pacific Clinics' School Based Services for the Latina Special Program are: To
promote prevention and early intervention for youth to decrease substance use and depressive
symptoms, which are major risk factors for suicide; Increase youth awareness of high-risk behaviors
and provide immediate assessment and treatment services; Increase access to services while
decreasing barriers and stigma among youth in accepting mental health services; Increase family
awareness about high-risk behaviors and empower families through education about the benefits of
prevention and early intervention and health promotion; Enhance awareness and education among
school staff and community members regarding substance abuse and depression.

The agency's coordination of collaborative relationships with schools, private and public agencies, as
well as other community-based organizations continue to allow it to successfully leverage many
services and resources for the benefit of program participants. One of the most important aspects of the
collaborative effort is the reduction of barriers and increase in access to mental health services by the
community in general and children and adolescents in particular. One way in which this has been
achieved is by locating the program at school sites and providing services at locations and times
convenient to the program participants and their families. The services are provided at no cost to the
participants and that they are provided by staff who are both culturally and linguistically competent,
further enhances the participants' accessibility to treatment.

For FY 2014-15, the program provided services to 214 students who had open cases. With regard to
gender, 56% were female and 46% were male. During intake, 11% indicated a past suicide attempt as
an issue they confronted within the past six months before participating in the LYP, and 33% indicated
suicidal ideation. The program’s staff provided crisis and urgent services as well as preventive
activities such as outreach and education to 2,114 contacts, for a total of 1,830 contact hours.
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Early Intervention Projects and Implementation

A number of risk factors have been associated with higher risk for suicidality in adolescents. The program
identified a number of risk factors, which were targeted for prevention, education and treatment activities, in
addition to treatment of diagnosed mental health illnesses. The risk factors include: Presence of substance use
or abuse, suicidal ideation and past suicide attempts. These risk factors have been perceived in the
professional literature as most predictive of suicidal ideation. In addition, in past years, the program has also
tracked other risk factors such as, running away from home, communication problems at home, poor school
functioning, difficulty regulating emotions, involvement with the legal system, negative peer relations and issues
related to sexual identity and poverty.

As stated previously, the Latina Youth Program was implemented to address the rising incidence of suicidality
in Latina youth. Risk factors associated in the literature with research on suicide, were targeted for prevention
and intervention. The program has been consistently successful at preventing suicide in the participants. As
supported by the program experience over its fourteen years of operation, participants who endorsed suicide
ideation as a significant problem at intake decreased in severity after participating in treatment, based on
participant and parent report. This points to a decrease in thinking about committing suicide and in developing
or carrying out a plan for suicide. During these 14 years we had one completed suicide on May 2014 despite
the fact that the program targets those at higher risk for suicidality. A trend has been noted during recent
evaluation periods, clinicians reported dealing with students who thought about or attempted suicide at a higher
incidence rate than in previous years. Thus, although more students may be attempting suicide, the availability
of easily accessible intervention, including hospitalization is helping keep most severe of cases safe. See
Appendix VII for further details on Pacific Clinic’s Latina Youth Program for FY 14/15.

24/7 Crisis Hotline: The 24/7 Suicide Prevention Crisis Line responded to a total of 66,231 calls, chats, and
texts originating from Los Angeles County , including Spanish-language crisis hotline services to 3,744 callers.
Korean and Vietnamese language services are also available on the Crisis Hotline. The majority of calls (49%)
were concerning suicidal intent, with the remaining concerns being depression (37%) relationship/family issues
(37%), past suicidal ideation/attempt (30%), and anxiety/stress (26%). Additionally, various outreach events
were conducted in LA and Orange County. Types of outreach events include Adolescent, Adult, Adult Clinical,
ASIST, Clinical College, College Clinical, First Responders, lecture, medical, and safeTALK presentations. In
Los Angeles County, 3,852 persons were reached through these outreach efforts. See attached report for
further information on Didi Hirsch data for FY 14/15.
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Outcomes
SUICIDE PREVENTION CENTER HOTLINE Diicli Hirsch
SPC Overall Monthly Report - wETAL FEAL e
CALL AMALYSIS FOR FISCAL YEAR 2014-2015
Fiscal Year 14-15
TOTAL CALLS 61,231
TOTAL CHATS 4,898
TOTAL TEXTS 102
GRAND TOTALS 66,231

Monthly Chat, Text, and Call Volume

B 5,988 5,928

]

5,650
5184 L, 597 5 401 5117 5,003 5,539 5116 i 5,378

July Aug Se=p Oct Movwv Dec Jan Feb March April May June
Total Calls by Language
Fiscal Year 14-15
Korean 39
Spanish 3,744
Vietnamese 21

Spanish Line Monthly Volume

CEL
=% = 298 298
g 237 2R el > = = 243
- - ———
Juhy Aug Sep Oct MNow Dec Jan Feb harch April May June
Total Calls, Chats, and Texts for the Top Counties in California

County Fiscal Year 14-15 Percentage of State
Los Angeles 28,018 53%
Orange 8,047 15%
Riverside 3,008 6%
San Bernadino 3,000 6%
Santa Clara 2,573 5%
Ventura 1,663 3%
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_2014-2015 DEMOGRAPHICS
Fiscal Year 14-15
Female 22,448
Male 18,047
43%
28%
11% 5%
B == . 5 2 -
j——]
African Asian Caucasian/White Hispanic/Latino Mative American/ Mative Hawaiian/ Other
American)Black Alaska Mative Other Pacific
Islander
*Percentages are calculated out of the total number of callers with reported ethnicity.
I7T%
3%
13% 11%
6% e
. m . - -
—
c-14 15-24 25-34 35-44 45-54* 55-g4** B65-74 T5-84 85 and ower

*Percentages are calculated out of the total number of callers with reported age.

High Risk Categories

**The suleide rate in the 55-64 ape proup has steadily increased in the past 10 years.,

*The 45-54 age group has the highest suicide rate in the U.S. (based on 2010 national statistics reported by AAS).

TOP CONCERNS DISCUSSED BY CALLERS (CALLER MAY IDENTIFY MORE THAN ONE)

Caller Concern Fiscal Year 14-15 Percentage
Suicidal Intent 16,865 49%
Depression 12,669 37%
Relationship/Family Issues 12,653 37%
Past Suicidal Ideation/Attempt 10,317 30%
Anxiety/Stress 8,948 26%

choose one or more categories to fit these issues,

*Counselors listen for the reasons callers contacted the hotline, as well as other issues discussed by callers, and
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Rates of Suicide Risk Factors among Callers [Ilers a',r en more than one)

Fiscal Year 14-15 Percentage
History of Psychiatric Diagnosis 14,147 50%
Prior Suicide Attempt 10,123 36%
Substance Abuse - Current or Prior 7,423 26%
Suicide Survivor 4,205 15%
Access to Gun 1,402 5%

**Presence of the above factors significantly increases an individual's risk for suicide attempts; thus, all callers
presenting with crisis or suicide-related issues are assessed for these risk factors. Percentages are calculated out of
the total mumber of calls in which suicide or crisis content was present.

Moderate/Low High/Moderate Atl:en'q:lt in Progress

*Percentages are calculated out of the total number of callers with reported risk levels.

Risk assessment is based on the four core principles of suicide risk: Suicidal Desire, Suicidal Capability, Suicidal Intent,
and Buffers/Connectedness (Joiner et al., 2007). A caller's risk level is determined by the combination of core
principles present. Fore example, a caller who reports having only suicidal desire, as well as buffers, would be rated
as Low Risk. A caller with suicidal desire, capability, and intent present would be rated as High Risk, regardiess of the

presence of buffers.
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INTERVENTION OUTCOMES

Self-rated Suicidal Intent

Callers are asked to answer the guestion: "On a scale of 1 to 5, how likely are you to act upon your suicidal thoughts
and feelings at this time, where 1 represents 'Not likely’ and 5 represents 'Extremely likely'®' Callers rate their intent
both at the start and end of the call. Note: This data is on calls for which information was reported.

Self-Rated Suicidal Intent

Suicide Prevention Center

50
43

= 40 —m— High Rizk [M = 1878)

£T

=8 24 - —4— Medium Risk [N = 2411)

AR 3.0

ZE = —o— Low Risk {N = 2437)

A R i

58 20 15

2= o v

5 ip

0.0
Srart of Call End of Call
High ar Imminent Risk Refers to callers who rated their Sulcidal Intent at 4 or 5 at the beginning of the call.
Medium Risk Refers to callers who rated their Suicidal intent at 3 at the beginning of the call.
Low Risk Refers to callers who rated their Suicidal Intent at 1 or 2 at the beginning of the call.
EMERGENCY RESCUES

Emergency Rescue Type Fiscal Year 14-15 Percentage
Third Party Rescue 1,084 46%
Self-Rescue b44 27%
SPC Initiated Rescue - Voluntary 249 10%
SPC Initiated Rescue - Involuntary 138 6%
Mandated Report 257 11%
Self-Rescue Caller decides to go to the ER/call 911/call PMRT on his/her own (or with help from a third party).
Third Party Rescue Only applies to third party calls; the caller will get person at risk emergency help (911/PMRT/ER).
SPC Initiated Rescue SPC calls 911 or PMRT on caller’s behalf; could be either voluntary or involuntary,
handated Report Includes suspected child abuse, suspected elder/dependent adult abuse, Tarasoff.
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FOLLOW UP PROGRAMS

Please note: There have been changes to our iCarol system and these numbers represent a best
estimate since training is still underway on the additional follow up fields.

Total ¥YTD Contacted Linked No Contact
Short-Term 223 94 40 129
Standard 1,743 867 369 876
Extended 124 55 42 65
Grand Total 2,090 1,020 451 1,070
DEFINITIONS

Short-Term Follow-Up: Offered to callers at imminent risk who do not meet criteria for emergency

rescue. The follow-up call or calls are made within 24 hours after the initial call.
Standard Follow-Up: Offered to moderate - high risk callers. The follow-up call or calls are made 1-7

days after the initial call.
Extended Follow-Up: Offered to callers who received standard follow-up and need continued

assistance (e.g., developing a safety plan and/or connecting to resources). The follow up call or calls
are made 1-8 weeks after the initial call.

OUTREACH AND EDUCATION

Various outreach events were conducted in LA and Orange County. Types of outreach events
include Adolescent, Adult, Adult Clinical, ASIST, Clinical College, College Clinical, First Responders,
Lecture, Medical, and safeTALK presentations.

Individuals reached through these efforts:

County Fiscal Year 14-15
LA 3,852
Orange 4,121
Total 7,973
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Partners in Suicide (PSP) Team for Children, Transition Age Youth (TAY), Adults, and Older Adults:

PSP is designed to increase public awareness of suicide and reduce stigma associated with seeking mental
health and substance abuse services. The team is comprised of eight staff representing each of the four age
groups, and includes six Spanish-speaking members. The team offers education, identifies appropriate tools,
such as evidence-based practices, and provides linkage and referrals to age appropriate services.

PSP Team members participated in a total of 193 suicide prevention events during FY 2014-15, outreaching to
more than 5,600 Los Angeles County residents. These events included countywide educational trainings,
participation in suicide prevention community events, and collaboration with various agencies and partners.
Highlights included the provision of 14 Applied Suicide Intervention Skills Trainings (ASIST) to 368 participants,
and attaining five new provisional ASIST trainers, for a total of 18 trainers (including adjunct trainers). PSP
provided 82 Question, Persuade and Refer (QPR) Trainings throughout the county. Twelve staff members are
qualified as QPR trainers, five of whom are members of the PSP team. Spanish-speaking QPR trainers trained
165 participants this fiscal year. Recognizing and Responding to Suicide Risk (RRSR) was provided via six
trainings FY 2015-16, training a total of 223 participants. Four core PSP members completed the train-the-
trainer program for Assessing and Managing Suicide Risk (AMSR). This training focuses on 24 core
competencies required for clinicians to be successful in their work with suicidal clients. AMSR aims to build
confidence and competence in assessing and managing suicide risk and reduce suicidal behaviors and
completed suicides in the at-risk population. AMSR differs from RRSR in that the training is completed in one
day. We are aiming to roll out AMSR trainings during FY 2015-16.

The PSP team also continues to coordinate and host the Los Angeles County Suicide Prevention Network
which consists of quarterly meetings to increase collaboration and coordination of suicide prevention activities
and includes over forty members from a wide variety of organizations.

DMH in conjunction with Didi Hirsch launched the Fourth Annual Suicide Prevention Summit “Emerging Best
Practices in Suicide Prevention” on September 9, 2014, which coincided with National Suicide Prevention
Week. The PSP team collaborated with various agencies who presented a variety of best practice models. The
models presented included Support Groups for Attempt Survivors, Older Adult Depression Screening, Suicide
Prevention for Law Enforcement, Suicide Firearm Safety, Survivor Outreach team and Community Gatekeeper
for LGBT Older Adults.
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Outcomes

Los Angeles County Department of Mental Health has chosen to implement a suicide prevention program in the
form of training and education that has shown to be effective in changing attitudes, knowledge, and/or behavior

regarding suicide. Participants in these trainings include but are not limited to first responders, teachers,
community members, parents, students, and clinicians. Surveys that directly measure changes regarding

suicide show the following:

Total number of Survey Entries: 2,985
Average Age: 36

Demographics

Ethnicity
B African
Amer can
| Asian American
B Caucasian
® Latino/ Hispanic

m Other

Gender

m Female
m Male

mOther

50.00%

Highest Grade Completed

45.00% - ;,
4000% +~
35.00% +
30.00% +
25.00% .
20.00% 4~
15.00% +
10.00% 4 .
Soos | -
0.00% —_F -. -. : ; ;
e
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W Highest Grade Completed
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Pre and Post Differences

The above chart illustrates that prior to suicide prevention training participants’ level of understanding about
suicide and suicide prevention was lower than at post. Overall, participants showed a 44% positive change
from pre to post assessment; this leads us to believe that their knowledge about suicide and suicide prevention
increased through training and education. 75% of suicide prevention participants reported having a higher level
of education (4+ years of college) and therefore may have had more knowledge about the subject matter to
begin with which in turn could have capped the amount of positive change we could have seen from pre to post
measurement. Other interesting data elements regarding training participants included the following: 74% were
women; 41% were Latino/Hispanic, 17% were Caucasian; and the average age was 36.
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PEI Early Start-School Mental Health Initiative: ES-2

The Early Start School Mental Health Initiative Program focuses on school mental health needs to reduce and
eliminate stigma and discrimination. The program addresses the high need of students with developmental
challenges, emotional stressors, and various mental health risks and reduces violence at educational
institutions through collaborative efforts and partnerships with the community. This is a comprehensive
prevention and early intervention program to prevent violence in schools and create a safe learning
environment. The services include eliminating substance use and abuse; addressing any trauma experiences;
development of school-based crisis management teams; and training. Early screening and assessment of
students of concern are provided at the earliest onset of symptoms.

EBP/PP/CDEs Implemented: School Threat Assessment and Response Team

(START): The three (3) main objectives for START are the following: Prevention and
Reduction of targeted school violence in Los Angeles County, Provision of on-going
support and assistance to students at risk, their families/caregivers and schools through
interventions, trainings, and consultations and Establishment of partnerships with
schools, law enforcement, and other involved community organizations.

PEI Early Start-Anti-Stigma Discrimination: ES-3

The purpose of the Early Start Stigma and Discrimination Project is to reduce and eliminate barriers that
prevent people from utilizing mental health services by prioritizing information and knowledge on early signs
and symptoms of mental illness through client-focused, family support and education and community advocacy
strategies. Core strategies have been identified to reduce stigma and discrimination, increase access to mental
health services, and reduce the need for more intensive mental health services in the future. The services
include: anti-stigma education specifically targeting underrepresented communities through outreach utilizing
culturally sensitive and effective tools; educating and supporting mental health providers; connecting and linking
resources to schools, families, and community agencies; and client and family education and empowerment.

EBP/PP/CDEs Implemented:

Family-focused Strategies to Reduce Mental Health Stigma and Discrimination

The Los Angeles County Alliance for the Mentally Ill provides prevention services countywide
with a focus on reducing mental health stigma seen among and discrimination experienced by
consumers’ families and parents/caregivers. Services include education about mental illness,
treatment, medication, and rehabilitation as well as teach communication and coping skills. The
program includes a family support bureau training program, parental support services, and
consultative services.

The Adult System of Care Anti-Stigma and Discrimination Team participated in 37 events
during FY 2014-2015 and outreached to 959 Los Angeles County community members. These
countywide events provided educational presentations to the faith community and PEI UREP
populations. Community events were also held on college campuses (Cal State Long Beach,
Cal State LA, Cal State Northridge, Long Beach City College).. There was also collaboration
with various agencies including the jails and the Los Angeles County Sheriff Department.
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Children’s Stigma and Discrimination Reduction Project

The project provides trainings to increase public awareness, social acceptance, and inclusion
of people with mental health challenges. The Children’s Anti Stigma and Discrimination project
also known as A Reason to Care and Connect (ARCC), provides education to parents and to
the general community through four trainings in both English and Spanish:

e |t Takes a Community (ITC) is a 10-week course, developed by LA County DMH in
consultation with Ruth Beaglehole specifically to reduce stigma, which includes healing and
communication tools to promote mental wellness and create a world that is empathic to
children.

e Educate, Equip and Support (EES) is a 13-week curriculum, developed by United
Advocates for Children and Families (UACF), which is a general overview of childhood
mental health disorders and strategies aimed at improving the lives of children with mental
health needs and their families. It also includes grief and loss, and how to navigate the
mental health, juvenile justice, special education and the child welfare systems.

e Youth Mental Health First Aid (YMHFA), created by the National Council for Behavioral
Health, is an 8-hour training for parents, neighbors, teachers, and the general community to
help a youth (ages 12-18) who is experiencing a mental health or addictions
challenge. The course introduces common mental health challenges for youth, reviews
typical adolescent development, and teaches a 5-step action plan for how to help young
people in both crisis and non-crisis situations.

e Anti-bullying presentations created to raise awareness of the serious problem of bullying
within our youth, which includes the importance that the bully, the bullied and the bystander
roles play. It also includes identifying early signs and helpful prevention and intervention
strategies on dealing with the three different roles as parents, and as a community
member.

During FY 2014-15, sixty six (66) trainings on ITC, EES, YMHFA, and Bullying were provided to
parents, children and community members countywide.

Older Adults Mental Wellness

For the majority of FY 14/15, the Older Adult Anti-Stigma and Discrimination Team (OA ASD)
was comprised of one Community Services Counselor and two Service Extenders. One of
these promoted to Mental Health Advocate in April 2015 but still provides ASD assistance as
needed. Occasionally, other Older Adult Systems of Care staff provides assistance, particularly
if there is more than one presentation on a given day, or if there is a need for a specific
language. Other than English, languages available for ASD presentations include Spanish,
Farsi, Korean, Mandarin and Chinese.

The OA ASD Team participated in a total of 183 events during fiscal year 2014-2015,
outreaching to more than 2,954 Los Angeles County residents. The majority of presentations
take place in senior housing and senior centers; the remaining are in community centers,
libraries, or civic organizations. The current menu of presentations includes "Depression and
Anxiety," "Good Sleep," “Health, Wellness and Wholeness," "Hoarding," "Holiday Blues,"
"Substance Use," “Preserving your Memory through Brain Exercise,” “Managing your
Medication,” “Psychological Resilience,” “Senior Bullying,” and “Life Transitions.”
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Highlights of OA ASD’s accomplishments include:

Provided over 180 presentations for seniors throughout the county

Participated in 3 Health Fairs throughout the county

Increased number of workshops in areas of SA 3,5, 7

Identified locations for Visually Impaired seniors

Added presentations for Chinese seniors in Mandarin and Cantonese

Added a Service Extender to provide assistance with presentations who was then
promoted to Mental Health Advocate

Significant Changes for FY 2016-17:

e Additional workshop topic, e.g. Loneliness and its Effect on Older Adults
e Increase outreach and number of workshops in SA 1

Profiles of Hope Project

Profiles of Hope project is a set of 10-minute inspirational stories that spotlights high-profile
individuals who candidly share how they overcame stigma and various obstacles to live
successful and productive lives.

Fiscal year 2014-15 did not produce new Profiles of Hope videos; however, the following was
accomplished:

e Completed a Request for Services (RFS) process, assisted in obtaining Board
approval for and finalizing an agreement with a professional marketing firm. The
purpose of this contract is for the vendor to assist DMH in production of new
vignettes for the Profiles of Hope series and design a major marketing plan around
the series. The contract was finalized and activities started in early July, 2015.

e Consulted with DMH staff to the Department’s under-represented ethnic populations
committees on production of a Public Service Announcement (PSA) in Spanish
targeting the Latino population and one that is aimed at gaining attention of the
Native American population.

e Continued to coordinate the Suicide Prevention campaign, “Know the Signs” for Los
Angeles County targeting young African American men, young Latinas and older
Caucasian males. Managed ad campaign that placed English and Spanish language
posters on billboards, busses and trains, and 30 second trailer in local movie
houses. During the campaign, Ms. Piche" participated in the Los Angeles City
Council acknowledgement of lime green as the unifying color for mental health
awareness. City Council also directed that City Hall be lighted in lime green.
Coordinated suicide prevention outdoor campaign in LA County, The message
encourages consumers to know the signs that lead to suicide, to find the words to
talk about it, and to reach out to those who need help.

e Continued to monitor the growing number of “views” of PEI / anti-stigma videos on
LACDMH'’s YouTube Channel.

Outcomes

Through training and education Los Angeles County Department of Mental Health has been able to show
positive results in reducing stigma and discrimination related to mental illness. Surveys were administered at
the beginning and at the end of the training to measure changes in attitudes, knowledge, and/or behavior
related to stigma and discrimination. Each age group (Children, Transitional Age Youth, Adult, and Older Adult)
used a slightly modified version of a general survey that was constructed to assess these changes. Please
note that the analysis for the Adult SDR surveys below reflect Mental Health First Aid (MHFA) training. The
following are results from the analyzed data:
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Adult Surveys = 25

Mental Health First Aid (MHFA) is an interactive 8-hour evidence based training that provides knowledge about
the signs and symptoms of mental illness, safe de-escalation of crisis situations and timely referral to mental
health services. The use of role-playing and other interactive activities enhance the participants’ understanding
and skill set to assess, intervene and provide initial help pending referral/linkage to a mental health
professional. Participants are also provided information about local mental health resources that include
treatment, self-help and other important social supports.

Eighty percent of MHFA training participants either increased their knowledge of stigma or reported no change
because they were already knowledgeable on the subject matter. Eighty percent of MHFA training participants
also reported that they would advocate for someone living with mental iliness. Other points of interest including
the following:

e Prior to the training, 96% of participants’ total scores were in either the Positive Attitudes category (12)
or Very Positive Attitudes category (12). This suggests the vast majority of participants had positive
beliefs about people with mental illness prior to being trained. At “post,” every participant (i.e., 100%)
was in either the Positive Attitudes category or Very Positive Attitudes category.

e Participants whose total score (32) was in the Neutral Attitudes category at “pre” shifted to the Positive
Attitudes category at “post,” with a score of (39).

e There were twelve participants with total scores in the Very Positive Attitudes category at “pre”
treatment. At post, the number increased to nineteen (19) which is an improvement of 58%.

e The average total "pre" score fell within the Positive Attitudes range and the average total “post” score
(46.31) fell in the Very Positive Attitudes range.

Child Surveys = 393

o 41% of participants expressed a greater willingness to talk to someone if feeling sad or depressed following
training than before.

e 40% expressed a greater openness to speaking with a counselor or therapist after training than before.

e After training, 43% of participants indicated increased comfort in disclosing if they were receiving mental
health services to others.

e Prior to training, 83% of participants acknowledged that they would be willing to assist another person in
accessing mental health services. Of those participants, 49% increased their level of commitment to
helping others access mental health services at the end of their training.

TAY Surveys = 40

e Prior to training, 100% of participants that initially were unwilling to disclose that they were receiving mental
health services to others were willing to do so after completing their training.

e Prior to training, 40% of participants reported feeling comfortable with individuals that had a
behavioral/mental health need. For those who did not feel comfortable prior to training, 54% reported
feeling comfortable after the training.

Older Adult Surveys = 439

e 91% of SDR training participants would either agree or at least consider the possibility that their behavior
and/or attitude could impact someone’s ability in accessing mental health services. 59% of participants
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checked off “Agree” and 32% checked off “Maybe” when asked to indicate how much they agree or
disagree with the statement.

e Based on endorsed items, over 85% of respondents demonstrate a “positive attitude” related to the topic of
stigma and discrimination.

e 95% of Spanish older adult surveys showed a “positive attitude” prior to receiving training.
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School Based Services: PEI-1

The School-Based Services Project is intended to (1) build resiliency and increase protective factors among
children, youth and their families; (2) identify as early as possible children and youth who have risk factors for
mental illness; and (3) provide on-site services to address non-academic problems that impede successful
school progress. These programs provide outreach and education; promote mental wellness through universal
and selective prevention strategies; foster a positive school climate; offer early mental health intervention
services on school sites; and provide training in mental health evidence-based programs to school personnel
and providers working with youth and children.

EBP/PP/CDEs Implemented:

1. Aggression Replacement Training

2. Cognitive Behavioral Intervention for Trauma in School
3. Multidimensional Family Therapy

4. Promoting Alternative Thinking Strategies

5. Strengthening Families

Family Education & Support Services: PEI-2

The purpose of the Family Education and Support Project is to build competencies, capacity and resiliency in
parents, family members and other caregivers by teaching a variety of strategies. The project utilizes universal
and selective intervention as well as early intervention approaches for children/youth in stressed families. The
programs will address the risk factors and protective factors that promote positive mental health, concentrating
on parental skill-building through a variety of training, education, individual, group parent, and family interaction
methods.

EBP/PP/CDEs Implemented:

. Caring for Our Families

. Incredible Years

. Managing and Adapting Practice*

. Mindful Parenting*

. Promoting Alternative Thinking Strategies*
. Nurse-Family Partnership

. Nurturing Parenting Program

. Triple P Positive Parenting Program

*Program was added to the PEI Plan after 2009

0O ~NO OIS~ WNDNLPE

At Risk Family Services: PEI-3

The At Risk Family Services Project provides training and assistance to families whose children are at risk for
placement in foster care, group homes, psychiatric hospitals, and other out of home placements. It builds skills
for families with difficult, out of control or substance abusing children who may face the juvenile justice
involvement and provides support to families whose environment and history renders them vulnerable to forces
that lead to destructive behavior and the disintegration of the family.
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EBP/PP/CDEs Implemented:

. Brief Strategic Family Therapy

. Child-Parent Psychotherapy

. Families Over Coming Under Stress (FOCUS)*
. Group Cognitive Behavioral Therapy for Major Depression
. Incredible Years

. Make Parenting a Pleasure

. Mindful Parenting*

. Parent-Child Interaction Therapy

. Reflective Parenting Program

10. Triple P Positive Parenting Program

11. UCLA Ties Transition Model

*Program was added to the PEI Plan after 2009

O©oO~NOOT,WNBE

Trauma Recovery Services: PEI-4

The Trauma Recovery Services Project (1) provides short-term crisis debriefing, grief, and crisis counseling to
clients, family members and staff who have been affected by a traumatic event; and (2) provides more intensive
services to trauma-exposed youth, adults, and older adults to decrease the negative impact and behaviors
resulting from the traumatic events. The programs include outreach and education, psychosocial assessment,
individual short-term crisis counseling, family counseling, youth and parent support groups, case management,
and training for staff that are likely to work with trauma victims.

EBP/PP/CDEs Implemented:

. Child-Parent Psychotherapy

. Crisis Oriented Recovery Services

. Dialectal Behavioral Therapy*

. Depression Treatment Quality Improvement*

. Group Cognitive Behavioral Therapy for Major Depression
. Individual Cognitive Behavioral Therapy*

. Parent-Child Interaction Therapy

. Prolonged Exposure Therapy for Posttraumatic Stress Disorder
. Seeking Safety

10. System Navigators for Veterans

11. Trauma Focused Cognitive Behavioral Therapy

*Program was added to the PEI Plan after 2009

O©CoO~NOOUTA,WNE

Primary Care & Behavioral Health: PEI-5

The Primary Care and Behavioral Health Project develops mental health services within primary care clinics in
order to increase primary care providers’ capacity to offer effective mental health guidance and early
intervention through the implementation of screening, assessment, education, consultation, and referral. The
goal of the project is to prevent patients at primary care clinics from developing severe behavioral health issues
by addressing their mental health issues early on. Behavioral health professionals skilled in consultation and
primary care liaison will be integrated within the primary care system. By offering assistance in identifying
emotional and behavioral issues at a clinic setting, the stigma associated with seeking out mental health
services will be minimized.
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EBP/PP/CDEs Implemented:

1. Alternatives for Families — Cognitive Behavioral Therapy
2. Incredible Years

3. Mental Health Integration Program (formerly IMPACT)
4. Triple P Positive Parenting Program

Early Care & Support for Transition Age Youth: PEI-6

The Early Support and Care for Transition-Age Youth Project (1) builds resiliency, increase protective factors,
and promote positive social behavior among TAY; (2) addresses depressive disorders among the TAY,
especially those from dysfunctional backgrounds; and (3) identifies, supports, treats, and minimizes the impact
for youth who may be in the early stages of a serious mental illness. Emancipating, emancipated, and homeless
TAY are a special focus of this project.

EBP/PP/CDEs Implemented:

1. Aggression Replacement Training

2. Center for the Assessment and Prevention of Prodromal States
3. Group Cognitive Behavioral Therapy for Major Depression

4. Interpersonal Psychotherapy for Depression

5. Multidimensional

Juvenile Justice Services: PEI-7

The Juvenile Justice Services Project builds resiliency and protective factors among children and youth who are
exposed to risk factors that leave them vulnerable to becoming involved in the juvenile justice system. It also
promotes coping and life skills to youths in the juvenile justice system to minimize recidivism and identifies
mental health issues as early as possible in order to provide early intervention services. Services are to be
provided at probation camps throughout the County, residential treatment facilities, health clinics, community
settings, and other non-traditional mental health sites.

EBP/PP/CDEs Implemented:

. Aggression Replacement Training

. Cognitive Behavioral Intervention for Trauma in School

. Functional Family Therapy

. Group Cognitive Behavioral Therapy for Major Depression
. Loving Intervention for Family Enrichment

. Multidimensional Family Therapy

. Multisystemic Therapy

. Trauma Focused Cognitive Behavioral Therapy

O~NO O, WNE

Early Care & Support for Older Adults: PEI-8

The purpose of the Early Care and Support Project for Older Adults is to (1) establish the means to identify and
link older adults who need mental health treatment but are reluctant, are hidden or unknown, and/or unaware of
their situation; (2) prevent and alleviate depressive disorders among the elderly; (3) and provide brief mental
health treatment for individuals. Services are directed at older adults, their family members, caregivers, and
others who interact with and provide services to this senior citizen population.
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EBP/PP/CDEs Implemented:

1. Crisis Oriented Recovery Services

2. Interpersonal Psychotherapy for Depression

3. Program to Encourage Active Rewarding Lives for Seniors(PEARLS)
4. Problem Solving Therapy*

*Program was added to the PEI Plan after 2009

Improving Access for Underserved Populations: PEI-9

The Improving Access for Underserved Populations Project is intended to (1) build resiliency and increase
protective factors among monolingual and limited English-speaking immigrants and underserved cultural
populations, lesbian/gay/bisexual/transgender/ questioning (LGBTQ) individuals, deaf/hard of hearing
individuals and blind/visually impaired individuals and their families; (2) identify as early as possible individuals
who are a risk for emotional and mental problems; and (3) provide culturally and linguistically appropriate early
mental health intervention services. The programs will provide outreach and education as well as promote
mental wellness through universal and selective prevention strategies.

EBP/PP/CDEs Implemented:

1. Group Cognitive Behavioral Therapy for Major Depression

2. Nurse-Family Partnership

3. Prolonged Exposure Therapy for Posttraumatic Stress Disorder
4. Trauma Focused Cognitive Behavioral Therapy

American Indian Project: PEI-10

The American Indian Project (1) builds resiliency and increase protective factors among children, youth and
their families; (2) addresses stressful forces in children/youth lives, teaching coping skills, and diverting suicide
attempts; (3) and identifies as early as possible children and youth who have risk factors for mental illness. The
programs will provide outreach and education; promote mental wellness through universal and selective
prevention strategies; offer early mental health intervention services at comfortable, non-stigmatizing localities;
and involve multi-generations in the American Indian children and youth’s lives. An important emphasis is on
preventing suicide among American Indian youth, given the high rate among this population.

EBP/PP/CDEs Implemented: American Indian Life Skills
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AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY PROJECT(S)
LIMITS) INTERVENTION
ART is a multimodal psycho-educational intervention
designed to alter the behavior of chronically aggressive
adolescents and young children. Its goal is to improve social Children
Adgression skills, anger control, and moral reasoning. The program (ages 5-12) —
99 incorporates three specific interventions: skill-streaming, Skill streaming Only . PEI-1
Replacement L P ] . : Prevention &
1 - anger control training, and training in moral reasoning. Skill- Children ) PEI-6
Training ; . . - Early Intervention
(ART) streaming teaches pro-social skills. In anger control training, (ages 12-15) PEI-7
youths are taught how to respond to their hassles. Training TAY
in moral reasoning is designed to enhance youths’ sense of (ages16-17)
fairness and justice regarding the needs and rights of
others.
AF-CBT is designed to improve the relationships between
children and parents/ caregivers in families involved in
Alternatives physical force/coercion and chronic conflict/hostility. This
f o practice emphasizes training in both intrapersonal and B
or Families — | ! ; : Children
s interpersonal skills designed to enhance self-control,
Cognitive o - . . ) (ages 4-15) .
2 Behavioral strengthen positive parenting practices, improve family TAY Early Intervention PEI-5
Theral cohesion/communication, enhance child coping skills and (ages 16-17)
(AF-Cé)'IY) social skills, and prevent further instances of coercion and 9
aggression. Primary techniques include affect regulation,
behavior management, social skills training, cognitive
restructuring, problem solving, and communication.
AILSP is designed to build life skills and increase suicide
prevention skills for American Indian high school students. It
American is designed to promote self-esteem, identify emotions and Children
Indian Life stress, increase communication and problem solving skills, (ages 14-15)
3 Skills and recognize and eliminate self-destructive behavior 9 TAY Prevention PEI-10
Program (including substance use). AILSP provides American Indian (ages 16-18)
(AILSP) children and TAY information on suicide and suicide 9
intervention training and helps them set personal and
community goals.
BSFT is a short-term, problem-oriented, family-based
intervention designed for children and adolescents who are
Brief displaying or are at risk for developing behavior problems, Children
Strategic including substance abuse. The goal of BSFT is to improve (ages 10-15) Prevention &
4 Family a youth'’s behavior problems by improving family interactions TAY Early Intervention PEI-3
Therapy that are presumed to be directly related to the child’'s (ages 16-18) Y
(BSFT) symptoms, thus reducing risk factors and strengthening
protective factors for adolescent drug abuse and other
conduct problems.
Adapted from the “Family Connections” Model, CFOF
includes community outreach, family assessment, and
individually tailored treatment programs. The goal is to help Children
Caring for families meet the basic needs of their children and reduce )
5 Our Families | the risk of child neglect. The core components include (ages 5-11) . Plre;/etnnon f‘ PEI-2
(CFOF) emergency assistance/concrete services; home-based arly Intervention PEI-3
family intervention (e.g., outcome-driven service plans,
individual and family counseling); service coordination with
referrals targeted toward risk and protective factors; and
multi-family supportive recreational activities.
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AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY PROJECT(S)
LIMITS) INTERVENTION
The focus of this CAPPS PEI Demonstration Pilot will be to
Center for e
the conduct outreach an_d en_gagem_en_t specifically to tho_se
A youth who are experiencing their first-break psychosis and
ssessment " h . - .
and early onset of serious mental illnesses with psychotic Prevention &
6 . features. In order to mitigate mental health challenges and TAY Early Intervention PEI-6
Prevention of . A
reduce the progression of these challenges into mental
Prodromal . - . . T
s health diagnoses, this project will also engage families and
tates A
significant others of the youth as well as the youth
(CAPPS) : f
themselves in PEI services.
CPP is a psychotherapy model that integrates
psychodynamic, attachment, trauma, cognitive-behavioral,
and social-learning theories into a dyadic treatment
Child-Parent | approach. CPP is designed to restore the child-parent Youna Children PEI-3
7 Psychothera | relationship and the child's mental health and developmental @ ges 0-6) Early Intervention PEI-4
py (CPP) progression that have been damaged by the experience of 9
domestic violence. CPP is intended as an early intervention
for young children that may be at risk for acting-out and
experiencing symptoms of depression and trauma.
CBITS is an early intervention for children who have
experienced or have been exposed to traumatic events and
Cognitive are experiencing difficulty related to symptoms of
Behavioral Posttraumatic Stress Disorder (PTSD), depression, or Children
8 Intervention anxiety. To improve access to mental health care, services (ages 10-15) Prevention & Early PEI-1
for Traumain | are delivered within the school setting by clinical staff as 9 TAY Intervention PEI-7
School part of multi-disciplinary treatment teams. CBITS intends to
(CBITS) reduce the impact of trauma-related symptoms, build
resilience, and increase peer and parental support for
students at-risk of school failure.
CORS is a short-term intervention designed to provide
immediate crisis intervention, address identified case
Crisis management needs, and assure hard linkage to ongoing Children
Oriented services. The primary objective is to assist individuals in TAY PEI-4
9 Recovery resolving and/or coping with psychosocial crises by Adults Early Intervention PEI-8
Services mitigating additional stress or psychological harm. It Older Adults
(CORS) promotes the development of coping strategies that
individuals can utilize to help restore them to their previous
level of functioning prior to the crisis event.
DTQI is a comprehensive approach to managing depression
that utilizes quality improvement processes to guide the
Depression therapeutic services to adolescents and young adults. The
T P psychoeducation component helps individuals learn about Children
reatment ; . Do .
. major depression and ways to decrease the likelihood of TAY Prevention & Early
10 Quality . . : PEI-4
| becoming depressed in the future. The psychotherapy Adults Intervention
mprovement SO
(DTQI comp_onent asmsts_lnlelduaIs who are currentl)_/ depressed Older Adults
to gain understanding of factors that have contributed to the
onset and maintenance of their depression and learn ways
to treat their disorder.
DBT serves individuals who have or may be at risk for
symptoms related to emotional dysregulation, which can
result in the subsequent adoption of impulsive and
Dialectical problematic behaviors, including suicidal ideation. DBT Children
11 Behavior incorporates a wide variety of treatment strategies including (ages 12-15) Early Intervention PEI-5
Therapy chain analysis, validation, dialectical strategies, TAY Y PEI-6
(DBT) mindfulness, contingency management, skills training and (ages16-20)
acquisition (core mindfulness, emotion regulation,
interpersonal effectiveness, distress tolerance and self-
management), crisis management, and team consultation.
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AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY PROJECT(S)
LIMITS) INTERVENTION
Didi Hirsch provides 24/7 crisis Hotline services in English,
Early Start Spanish, and Korean. Support services are provided to Children
Suicide attempters and/or those bereaved by a suicide, as well as TAY
12 Prevention - consultation to law enforcement and first responders. This Adults Prevention ES-1
24/7 Crisis practice builds community capacity by offering evidence- Older Adults
Hotline based training in the Applied Suicide Intervention Skills
Training (ASIST) and safe TALK models.
Pacific Clinics provides 24/7 bilingual (Spanish) emergency
Early Start and information telephone counseling, consultation and
Su)i/cide education to schools regarding suicide risk factors among Children
.| teens. It also provides education and support services in the TAY . )
13 Prevention community about warning signs and risk factors for suicide Adults Prevention ES-1
Latina Youth p
p among youth. The program has expanded to include male Older Adults
rogram
as well as female youth, 14 to 25 years of age, who are
identified as being “at risk” for suicide.
The Los Angeles County Office of Education (LACOE),
Center for Distance and Online Learning (CDOL) was
Early Start contracted to design, develop, and maintain a website
Su)i/cide dedicated to provide critical online information and materials
= - on suicide prevention, intervention, and postvention for
revention — . .
school personnel, parents, and students in all 80 K-12 Children
Web-based school districts in Los Angeles County. Launched in January TAY
14 Trg(r:]tl]rg%lfor 2011, the website has been widely publicized throughout the Adults Prevention ES-1
County, State (through the Office of Suicide Prevention), Older Adults
Personnel on . - ; .
Suicide and at rjatlonal conference_s ar_1d mgetmgs_ of various suicide
Prevention prevention networks/organizations (including a recent
Webinar on “Responding after a Suicide: Best Practices for
Schools,” sponsored by the Suicide Prevention Resource
Center).
PSP is designed to increase public awareness of suicide
Early Start and reduce stigma associated with seeking mental health
Y- and substance abuse services. The Team offers education, .
Suicide : i . A Children
: identifies appropriate tools, such as evidence-based
Prevention — ) h ; TAY .
15 . practices, and provides linkage and referrals to age- Prevention ES-1
Partners in : - L . Adults
Suicide (PSP) appropriate services. PSP team _members participate in Older Adults
Team suicide prevention events including countywide educational
trainings, suicide prevention community events, and
collaboration with various agencies and partners.
The START program developed 21 teams composed of a
Early Start law enforcement officer and a DMH clinician who partner
School Mental | with educational institutions (K-12 through higher education) Children
Health — school-based mental health programs, substance abuse TAY
16 School Threat | programs, and other social service providers in the Adults Prevention ES-2
Assessment community to prevent school violence. Staff conducts school Older Adults
Response threat assessments and provides intervention and case
Team management services to those who meet criteria for the
(START) START program.
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AGE GROUPS

PREVENTION

PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY Ilzgi)]ECT[S)
LIMITS) INTERVENTION
Early Start
School Mental
Health — The School Mental Health PEI Demonstration Pilot
Service Area 6 | (SMHPEI Demonstration Pilot) will provide school-based Children .
17 School Mental | mental health outreach and education, on-site school crisis TAY Prevention ES-2
Health intervention, a peer support network, and early screening.
Demonstration
Program
Early Start
DiSst(I:?in?naart]i?)n The Los Angeles County Alliance for the Mentally 11l is
-~ implementing “Family-focused Strategies to Reduce Mental
Family- Health Stigma and_ Discrimine_ltion‘_‘ for consumer_s’ families
18 Focused and par_ents/careglvers. Serwc_es |_nc|ude educat!(_)n e_about Adults Prevention ES-3
Strategies to mental ||Ines§, treatment, _megmatlon, anq reha_bllltatlon, as Older Adults
Reduce Mental well as teaching communication and coping skills. The
; program includes a family support bureau training program,
Health Stigma . ) h
and parental support services, and consultative services.
Discrimination
Early Start The project provides education to parents and the
Stigma and community through two distinct curricula. A 10-week course
Discrimination | developed specifically to reduce stigma includes healing
- and communication tools to promote mental wellness and Adults
19 Children’s creating a world that is empathic to children. A 12-week Older Adults Prevention ES-3
Stigma and curriculum, developed by United Advocates for Children and
Discrimination | Families on childhood mental illnesses which includes topics
Reduction such as grief and loss, and navigating the multiple systems,
Project e.g. mental health, juvenile justice, and DCFS.
The Older Adult Anti-Stigma and Discrimination Team (OA
Early Start ASD) outreaches to residents through countywide
Stigma and educational presentations, community events, and
Discrimination | collaboration with various agencies. OA ASD increases
20 - awareness on mental well-being for older adults throughout Older Adults Prevention ES-3
Older Adults Los Angeles County, particularly among underserved and
Mental underrepresented communities. Presentations are available
Wellness in 5 different languages: English, Spanish, Korean, Chinese
and Farsi.
The Profiles of Hope and accompanying Public Service
Early Start Announcements (PSAs) aim to show that anyone can be
Stigma and subject to the stigma a mental illness has traditionally TAY
21 Discrimination | carried, and change their minds about how they support and Adults Prevention ES-3
- view others with a diagnosis of mental iliness. “Profiles of Older Adults
Profiles of Hope,” a 60-minute film, promotes an anti-stigma message
Hope Project for those diagnosed with mental illness and has been
broadcast on local television stations along with the PSAs.
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PEI Practices Implemented

PROGRAM NAME

DESCRIPTION

AGE GROUPS
SERVED (AGE
LIMITS)

PREVENTION
AND/OR EARLY
INTERVENTION

PEI
PROJECT(S)

22

Early Start
Stigma and
Discrimination

Videos

Six high-profile personalities, experienced and passionate
advocates in promoting hope, wellness and recovery,
donated their time and talent to create 10-15 minute anti-
stigma and discrimination videos that are aired on various
television stations, including: Latina boxing champion Mia
St. John; CSl-Las Vegas actor and musician Robert David
Hall; actress and author Mariette Hartley; psychiatrist in
recovery Clayton Chau, M.D., Ph.D.; Veteran General
Hospital actor Maurice Bernard; and US Vets CEO Steve
Peck, M.S.W.

TAY
Adults
Older Adults

Prevention

ES-3

23

Families Over
Coming Under
Stress
(FOCUS)

Family resiliency training for Military families, couples, and
children who experience difficulties with multiple
deployments, injuries, PTSD, and combat operational
issues. FOCUS believes that poor communication skills and
combat operational stress leads to distortions in thinking
and family detachment. Treatment is delivered to couples
and/or the family as a whole by building upon existing
strengths and positive coping strategies as well as
increasing communication and decreasing stress.

Children
TAY
Adults

Prevention &Early
Intervention

ES-3

24

Functional
Family
Therapy (FFT)

FFT is a family-based, short-term prevention and
intervention program for acting-out youth. It focuses on risk
and protective factors that impact the adolescent,
specifically intrafamilial and extrafamilial factors, and how
they present and influence the therapeutic process. Major
goals are to improve family communication and
supportiveness while decreasing intense negativity these
families experience.

Children
(ages 11-15)
TAY
(ages16-18)

Early Intervention

PEI-4
PEI-9

25

Group
Cognitive
Behavioral
Therapy for
Major
Depression
(Group CBT)

Group CBT focuses on changing an individual's thoughts
(cognitive patterns) in order to change his or her behavior and
emotional state. Treatment is provided in a group format and
assumes maladaptive, or faulty, thinking patterns cause
maladaptive behaviors and negative emotions. The group
format is particularly helpful in challenging distorted perceptions
and bringing thoughts more in-line with reality. Cultural tailoring
of treatment and case management shows increased
effectiveness for low-income Latino and African-American
adults.

TAY
(ages 18-25)
Adults
Older Adults

Prevention &Early
Intervention

PEI-3
PEI-4
PEI-6
PEI-7
PEI-8

26

Incredible
Years

()

IY is based on developmental theories of the role of multiple
interacting risk and protective factors in the development of
conduct problems. Parent training intervention focuses on
strengthening  parenting competency and  parent
involvement in a child's activities to reduce delinquent
behavior. Child training curriculum strengthens children's
social/emotional competencies. Teacher training
intervention focuses on teachers' classroom management
strategies, promoting pro-social behaviors and school
readiness.

Young Children
(ages 2-5)
Children
(ages 6-12)

Prevention &Early
Intervention

PEI-2
PEI-3
PEI-5

MHSA Annual Update Fiscal Year 2016-17

128




PEI Practices Implemented

AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY PROJECT(S)
LIMITS) INTERVENTION
CBT is intended as an early intervention for individuals who
either have or may be at risk for symptoms related to the
Individual early onset of anxiety, depression, and the effects of trauma TAY (18-25) PEI-3
Cognitive that impact various domains of daily living. CBT Adults Prevention &Earl PEI-4
27 Behavioral incorporates a wide variety of treatment strategies including Older Adults Intervention y PEI-5
Therapy psychoeducation, skills acquisition, contingency Directly Operated PEI-6
(Ind. CBT) management, Socratic questioning, behavioral activation, Clinics only PEI-7
exposure, cognitive  modification, acceptance and
mindfulness strategies and behavioral rehearsal.
IPT is a short-term therapy (8-20 weeks) that is based on an
attachment model, in which distress is tied to difficulty in
Interpersonal | interpersonal relationships. IPT targets the TAY population Children
Psychothera | suffering from non-psychotic, uni-polar depression. It targets (ages 9-15) .
28 py for not only symptoms, but improvement in interpersonal TAY Prel\ﬁggc;r:qﬁgarly EE:S
Depression functioning, relationships, and social support. Therapy Adults :
(IPT) focuses on one or more interpersonal problem areas, Older Adults
including interpersonal disputes, role transitions, and grief
and loss issues.
An adaptation of Parent Project, LIFE is a 22-week skills-
Loving based curriculum implemented with parenting
Intervention classes/support groups, youth mental health groups, and
Family multi-family groups for parents with children at risk of or Children )
29 Enrichment involved with the juvenile justice system. The program was (ages 10-18) Barly Intervention PEI-7
Program designed for low-income Latino families with monolingual
(LIFE) (Spanish) parents of children at high-risk of delinquency
and/or school failure.
MPAP is a group-based parent training program designed for
parents and caregivers of children from birth to eight years of
age. The program addresses the stress, isolation, and lack of Children
Make adequate parenting information and social support that many (ages 0-8) ) PE|-2
30 Parenting a parents experience. MPAP begins by recognizing the TAY Prevention PEI-3
Pleasure importance of parents as individuals, and builds on family Adults PEI-6
(MPAP) strengths and helps parents develop strong support networks.
The curriculum focuses first on the need for self-care and Older Adults
personal empowerment, and then moves from an adult focus to
a parent/child/family emphasis.
MAP is designed to improve the quality, efficiency, and
outcomes of children’s mental health services by giving
administrators and practitioners easy access to the most
Managing currgnt _smentlflc |nf0rm_a_t|on and by prow(_jlng user—f_rlendly Young Children PEI-1
and monitoring tools and clinical protocols. Using an online ) .
) . Children Prevention &Early PEI-2
31 Adapting database, the system can suggest formal evidence-based TAY Intervention PEI-3
Practice programs or can provide detailed recommendations about (ages 16-21) PEI-4
(MAP) discrete components of evidence-based treatments relevant 9
to a specific youth’s characteristics. MAP as implemented in
L.A County has four foci of treatment, namely, anxiety,
depression, disruptive behavior, and trauma.
MHSA Annual Update Fiscal Year 2016-17 129




PEI Practices Implemented

PROGRAM NAME

DESCRIPTION

AGE GROUPS
SERVED (AGE
LIMITS)

PREVENTION
AND/OR EARLY
INTERVENTION

PEI
PROJECT(S)

Mental Health
32 First Aid
(MHFA)

MHFA is a public education program that helps the public
identify, understand, and respond to signs of mental
illnesses and substance use disorders. An interactive 8-hour
course, MHFA presents an overview of mental illness and
substance use disorders and introduces participants to risk
factors and warning signs of mental health problems, builds
understanding of their impact, and overviews common
treatments. Participants learn a 5-step action plan
encompassing the skills, resources and knowledge to help
an individual in crisis connect with appropriate professional,
peer, social, and self-help care.

TAY
Adults
Older Adults

Prevention

PEI-2
PEI-9

Mental Health
Integration
33 Program (MHIP)
formerly known
as IMPACT

MHIP delivers specialty mental health services to Tier 2 PEI
and Low-Income Health Plan (LIHP)/Healthy Way LA
enrollees with less intense mental health needs who are
appropriately served through focused, time-limited early
intervention strategies. An integrated behavioral health
intervention program is provided within a primary care
facility or in collaboration with a medical provider. MHIP is
used to treat depressive disorders, anxiety disorders or
PTSD, and to prevent a relapse in symptoms.

Adults

Prevention &Early
Intervention

PEI-5
PEI-8

Mindful
Parenting
Groups
(MP)

34

MP is a 12-week parenting program for parents and
caregivers of infant, toddler and preschool children at risk
for mental health problems and disrupted adoptions.
Parents/caregivers and children are grouped in tight
developmental cohorts with no more than 4-6 months
difference in age for the children.

Young Children
(ages 0-3)

Early Intervention

PEI-3

Multidimensional
35 Family Therapy
(MDFT)

MDFT is a family-based treatment and substance-abuse
prevention program to help adolescents to reduce or
eliminate substance abuse and behavior/conduct problems,
and improve overall family functioning through multiple
components, assessments, and interventions in several
core areas of life. There are also two intermediate
intervention goals for every family: 1) helping the adolescent
achieve an interdependent attachment/bond to
parents/family; and 2) helping the adolescent forge durable
connections with pro-social influences such as schools, peer
groups, and recreational and religious institutions.

Children
(ages 12-15)
TAY
(ages 16-18)

Early Intervention

PEI-1
PEI-6
PEI-7

Multisystemic
36 Therapy
(MST)

MST targets youth with criminal behavior, substance abuse
and emotional disturbance, as well as juvenile probation
youth. MST typically uses a home-based approach to
reduce barriers that keep families from accessing services.
Therapists concentrate on empowering parents and
improving their effectiveness by identifying strengths and
developing natural support systems (e.g. extended family,
friends) and removing barriers (e.g. parental substance
abuse, high stress).

Children
(ages 12-15)TAY
(ages 16-17)

Early Intervention

PEI-7
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PEI Practices Implemented

AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY PROJECT(S)
LIMITS) INTERVENTION
Registered nurses conduct home visits to first-time, low-
income mothers, beginning during pregnancy and
continuing through the child’s second birthday. Nurses begin
Nurse Family | 60-90 minute visits with pregnant mothers early in their Youna Children Prevention &Earl PEI-2
37 Partnership pregnancy (about 16 weeks gestation). Registered nurses @ ges 0-2) Intervention y PEI-9
(NFP) visit weekly for the first month after enroliment and then 9
every other week until the baby is born. Visits may continue
until the baby is two years old. Provided in conjunction with
the L.A. County Department of Public Health.
OBPP is designed to promote the reduction and prevention
ol of bullying behavior and victimization problems for children.
weus ) . . )
. The program is based on an ecological model, intervening
38 p?euleggn with a child’s environment on many levels: the individual Children Prevention PEI-1
Program children who are bullying and being bullied, the families, the (ages 6-15) venti
(OBPP) teachers, and students with the classroom, the school as a
whole, and the community. School staff has the primary
responsibility for introducing and implementing the program.
PCIT provides highly specified, step-by-step, live-coaching
sessions with both the parent/caregiver and the child.
Parent-Child | Parents learn skills through didactic sessions to help Youn
39 Interaction manage behavioral problems in their children. Using a Child 9 Prevention &Early PEI-3
Therapy transmitter and receiver system, the parent/caregiver is fiaren Intervention PEI-4
- b : . f s (ages 2-7)
(PCIT) coached in specific skills as he or she interacts in specific
play with the child. The emphasis is on changing negative
parent/caregiver-child patterns.
PST has been a primary strategy in IMPACT/MHIP and
PEARLS. While PST has generally focused on the
treatment of depression, this strategy can be adapted to a
Problem wide range of problems and populations. PST is intended
Solving for those clients who are experiencing short-term challenges . PEI-8
40 Therapy that may be temporarily impacting their ability to function Older Adults Early Intervention
(PST) normally. This intervention model is particularly designed for
older adults who have diagnoses of dysthymia or mild
depression who are experiencing early signs of mental
illness.
Program to
Encourage PEARLS is a community-based treatment program using
Active methods of problem solving treatment (PST), social and Prevention &Earl PEI-8
41 Rewarding physical activation and increased pleasant events to reduce Older Adults | - y PEI-9
Lives for depression in physically impaired and socially isolated older ntervention
p phy y Imp y
Seniors adults.
(PEARLS)
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PEI Practices Implemented

AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY PROJECT(S)
LIMITS) INTERVENTION
Prolonged PE-PTSD is an early intervention, cognitive behavioral TAY
Exposure — treatment for individuals experiencing symptoms indicative (ages 18-25) PEI-4
Post of early signs of mental health complications due to Adults PEI-7
42 Traumatic experiencing one or more traumatic events. Individual Older Adults Early Intervention PEI9
Stress therapy is designed to help clients process traumatic events Directly Operated
Disorder and reduce their PTSD symptoms as well as depression, Clin)i/cs E)nl
(PE-PTSD) anger, and general anxiety. y
PATHS is a school-based preventive intervention for
children in elementary school. The intervention is designed
Promoting to enhance areas of social-emotional development such as
Alternative self-control, self-esteem, emotional awareness, social skills, Children Prevention &Earl
43 Thinking friendships, and interpersonal problem-solving skills while (ages 5-12) Intervention y PEI-1
Strategies reducing aggression and other behavior problems. Skills
(PATHS) concepts are presented through direct instruction,
discussion, modeling, storytelling, role-playing activities, and
video presentations.
RPP consists of a 10-week workshop that includes
Reflective inst_ruction, discussions and exercises_ to invol\{e parents in Young Children
Parenting topics such as temperament, responding to children’s (ages 2-5) _ PEI-3
44 Program distress, separation, play, discipline, and anger as they Children Early Intervention
relate to issues in their own families. The workshops help
(RPP) . . . e (ages 6-12)
parents /caregivers enhance their reflective functioning and
build strong, healthy bonds with their children.
SS is a present-focused therapy that helps people attain
safety from trauma or PTSD and substance abuse. It Children
Seeking consists of 25 topics that focus on the development of safe (ages 13-15) PEI-4
45 Safety coping skills while utilizing a self-empowerment approach. TAY Early Intervention PEI-6
(SS) The treatment is designed for flexible use and is conducted Adults
in group or individual format, in a variety of settings, and for Older Adults
culturally diverse populations.
SF is a family-skills training intervention designed to
enhance school success and reduce substance use and
aggression among youth. Sessions provide instruction for Children
Strengthening parents_ on understanding thg risk facFors_, for subst_ance use, (ages 3-15) Prevention & Early
46 Families (SF) enhancing pargnt-chlld b_ondlng, monitoring compliance with TAY Intervention PEI-1
parental guidelines, and imposing appropriate (ages 16-18)
consequences, managing anger and family conflict, and
fostering positive child involvement in family tasks. Children
receive instruction on resisting peer influences.
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PEIl Practices Implemented

AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY PROJECT(S)
LIMITS) INTERVENTION
An early intervention for children who may be at risk for
symptoms of depression and psychological trauma,
subsequent to any number of traumatic experiences, PEI-4
Trauma - A .
particularly those individuals who are not currently receiving . PEI-6
Focused ; . T Young Children
" mental health services. Services are specialized mental ; PEI-7
Cognitive . . S . Children .
47 Behavioral health services delivered by clinical staff, as part of multi- TAY Early Intervention PEI-9
disciplinary treatment teams. Program is intended to reduce
Therapy (TF- . ? : (ages16-18)
symptoms of depression and psychological trauma, which
CBT) . .
may be the result of any number of traumatic experiences
(e.g., child sexual abuse, domestic violence, traumatic loss,
etc.), for children and TAY receiving these services.
Trauma This practice for Native American child trauma victims is
Focused CBT ] L
(TE-CBT): based on TF-CBT. Treatment goals are to improve spiritual, _ '
48 A Honorin. mental, physical, emotional, and relational well-being. Children Early Intervention PEI-10
Childreng Traditional aspects of healing with American Indians and
Mending the Alaskan natives from their world view are included.
Circle”
Triple P is intended for the prevention and early intervention
of social, emotional and behavioral problems in childhood,
Triole P the prevention of child maltreatment, and the strengthening Young Children
P of parenting and parental confidence. Levels Two and (ages 0-5)
Positive . . L ; . PEI-2
. Three, which focus on preventive mental health activities, Children Prevention& Early
49 Parenting L . . PEI-3
are being implemented through community-based (ages 6-15) Intervention
Program - . h PEI-5
(Triple P) prgamzayons. Level_s Four and Five, which are ea_lrly TAY
interventions parenting and teen modules, are being (age 16)
implemented by DMH directly operated and contract
agencies.
UCLA TTM is a multi-tiered transitional and supportive
intervention for adoptive parents of high-risk children.
UCLA Ties Families participate in three 3-hour psycho-educational Young Children
50 Transition groups. Additional service and support options are available (0-5) Early Intervention PEI-3
Model (UCLA | to families, including older children, for up to one year (e.g., Children Y
TTM) monthly support sessions, adoption-specific counseling, (ages 6-12)
home visiting if child is less than age 3, interdisciplinary
educational and pediatric consultation).
Military veterans engage veterans and their families in order
to identify and link them to support and services tailored to
the particular cultural, ethnic, age and gender identity of
those seeking assistance. Navigators also engage in joint
Veterans planning efforts with community partners, including veterans TAY
51 System groups, veterans administration, community-based Adults Prevention PEI-4
Navigators organizations, other County Departments, schools, faith- Older Adults
based organizations, etc. with the goal of increasing access
to mental health services and strengthening the network of
services available to veterans. Provided in conjunction with
the L.A. County Department of Military and Veterans Affairs.
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Prevention Programs Description

Six (6) programs were identified to prevent and minimize the impact of mental health issues for consumers and
their families.

e Making Parenting a Pleasure (MPAP) is a promising practice, group-based parent training program
designed for parent educators of parents and/or caregivers of children from birth to eight years of age.
The program is designed to address the stress, isolation, and lack of adequate parenting information
and social support that many parents experience. The curriculum focuses first on the need for self-care
and personal empowerment, and moves from an adult focus to a parent/child/family emphasis. Its
content is adaptable and flexible to fit a wide range of parent education programs and has broad appeal
to families from a wide spectrum of socioeconomic, educational, cultural and geographic backgrounds.
Age group is parents of children (ages 0-8 years).

e Outreach and Education Pilot (OEP) for Underserved Populations focuses on assisting racial/ethnic
minorities and underserved communities in Los Angeles County. OEP provides community-based
outreach, educational workshops, case management, individual counseling, and group sessions
delivered by and for targeted communities. Services can occur in culturally appropriate settings, which
can range from community events to faith-based organizations, as well as other community-based
organizations, primary care settings, community centers, and schools. Such activities are intended to
help identify situations in which educational programs may lessen the impact or prevent more serious
mental health issues from occurring. Serves all ages.

e Outreach and Education Pilot (OEP) for Transition Age Youth (TAY) (ages 16-25): at-risk of or involved
with juvenile justice system; at-risk or on probation; at risk of substance abuse; and at-risk for School
Failure. Services to TAY at-risk populations include community-based outreach, educational
workshops, case management, individual counseling and group sessions, to TAY and their caregivers.
Service delivery sites include juvenile probation settings, group homes, schools, community centers,
community-based organizations, faith centers, and other non-traditional mental health settings.

e Positive Parenting Program (Triple P) is an evidence-based practice that is a multi-level parenting and
family support strategy designed to prevent and treat behavioral, emotional, and developmental
problems in children by enhancing the knowledge, skills and confidence of parents. While
acknowledging and respecting the diversity of family types and cultural backgrounds, the program
builds on existing parenting strengths, and focuses on increasing parents’ abilities to self-regulate and
self-monitor their parenting skills. The Triple P system has interventions for individual families and small
to large groups of parents. Interventions are available in a variety of delivery formats with varying levels
of intensity including individual sessions, group sessions, seminars for large groups, self-help materials
(self-help book and a self-directed online application), and mass media outreach and engagement
materials. Age group is parents of children (ages 0-12 years).

Each prevention program provides one (1) or more types of services including: case management and/or

individual services; workshops or seminars (one-time only services); and group sessions (multiple session
services).
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PEI Prevention Programs

Cost

The average cost per client for community-based prevention programs for FY 2014-15 was $140 for case
management services and $200 for group services. Averages based on 26,161 client case management and
group contacts.

Community-Based Organizations Funded for Fiscal Year 2014-15

The agencies listed in the chart below were funded in FY 2014-15 and based on their performance and
available one-time monies, were funded for an additional year.

Supervisorial .
District Name Prevention Program
JJ=Juvenile Justice; OEP = Outreach and Education Pilot; Triple P = Positive Parenting Program
1. CASA of Los Angeles OEP - TAY
2. Catholic Charities of Los Angeles OEP - Underserved Populations
3. East Los Angeles Women's Center OEP - Underserved Populations
1 4.  ElRancho Unified School District Make Parenting a Pleasure
5. Human Services Association Triple P
6. Little Tokyo Service Center Community Development Corp. Make Parenting a Pleasure
7. St. Barnabas Senior Center of Los Angeles OEP - Underserved Populations
8. Young Nak Outreach & Transformation OEP - Underserved Populations
9. Avalon Carver Community Center Make Parenting a Pleasure
10. Child Alliance, Inc. Make Parenting a Pleasure
11. Crawford Ministries, Inc. Make Parenting a Pleasure
12. Helping Other People Excel OEP - TAY
13. His Sheltering Arms Make Parenting a Pleasure
14. Jeffrey Foundation Make Parenting a Pleasure
2 15. Korean American Family Service Center, Inc. Triple P
16. Lennox School District Make Parenting a Pleasure
17. Office of Samoan Affairs, Inc. OEP - Underserved Populations
18. Pathways LA Triple P
19. United Job Creation OEP - TAY
20. Westside Children’s Center Make Parenting a Pleasure
21. World Mission University OEP Underserved Populations
22. Coalition to Abolish Slavery & Trafficking OEP Underserved Populations
3 23. El Nido Family Centers Make Parenting a Pleasure
24.. Friends of the Family Make Parenting a Pleasure
25.  ABC Unified School District OEP - Underserved Populations
4 26. Cambodian Association of America OEP - Underserved Populations
27. Children and Families, Inc. Make Parenting a Pleasure
28. Refiners Fire Fellowship United Church of Christ OEP - Underserved Populations
29. Paving the Way Foundation OEP -TAY
5 30.. Rancho San Antonio Boys Home, Inc. OEP -TAY
31.. YWCA San Gabriel Valley OEP - Underserved Populations
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The table below lists practice and outcome information for PEI outcomes practices (Data as of 2/27/2015):
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PEIl Outcomes

Dutcomes, Starting July 2011 through June 30, 2005
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PEI Outcomes

Dutcomes, Starting July 2011 throusgh June 30, 2045

Inactive Tx Cycles

Completed Practice

Evidenoe-Eased & . . ; ek e
; . EFETE ETER peoific
Practios
R A o LN, T Dutcome | improwement Pre Dutoome Iimprowement Pre
Eates Cycles Tes Mo
Mezsure | to Post Treatment Mezsure to Post Trestment
FAD Affective
Irsotsement Ma2D
(n=g]
YO0 Tede FAD Affective
Szore 42.30% Resnonsivensss M2
im=35| in=g|
FAD Exhavioral
Cowrtrol M2
{n=2]
FALD
Families O i BE 5% 13.9% :
. 39.92% EL Cammunicstian a2
Under Stress |FOCUS) (n=77) |m=12] tn=g)
==
FAD Gerzrai
YO0-5A FL'-'ul.-.J-:rmng Ma2D
Totsl Score P2 hinal,
fm=11] FAD Proaiem
Sohing M2
{n=g|
FAD Roles s
{n==}
YOO, Tom
Scone 29.5%
Functicnad Family i it E3.7% 34.3% =sazl Mo specefic cutcome massure
Therapy (FFT) TEREE et im=750| |n=307 ¥iOO-5R required for this practice
Todml Score 29,178
[n=345]
Growp Cognitive — S
Bzhawioral Therapy Tar 433k 2E.8% A e
4 : 23 E5% 333 TR 7 Seoee 12.3%% Soone 42.28%
Major Depression {n=257] [p=373| = ;
oreacai] [n=273) [n=12)
ECEIl Imtensity
ft= 1 17.57%
E4.1% 39.5% L | ‘B'E ]
Incredibde Years [Iv] TZ3z% 1,205 : e Score 17.37% e
[m=5&2| |m=335) e ECBI Probiem
iR zcale 33.25%
|n=353}
Indiridual Cognitive S Giom 00 Tote EAD-T Total
Behaviorsl Therapy 323 |'n-:-:-' |r--1fe-' Srore 38.45% Srore 11 13%
= a5l Eed 1 =
n -Anyie n=43] n=
Ind CBT}-& ' =43 =45
Individsal Cognitive e o 04 Tots PHO-2 Toktal
Behawioral Therapy 1 &30 i '3-'.E' _':": : Coors 31.2%% Soore £6.145%
ind CET}-Depression o - [n=t72} [n=156]
s {n=33] [m=331) | |
32.05%
O Too FTS0-RI Adult
Srore 42.37% Severity Score Ma2D
Indiridual Cognitive s e {n=22] {n=3]
Behawiorsl Therapy 217 it : B -
=35 = PTS0-RI Chily
find CET}-Trauma = =34 ¥OO-ER ey
Totsd Score M2 S ; M2l
Seyertty Soore
{n=3]
in=31
MHSA Annual Update Fiscal Year 2016-17 138




PEI Outcomes
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PEIl Outcomes
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PEI Outcomes

Dutcomes, Starting July 2011 through June 30, 2045

Inactive Tu Cycles

Completed Practice

Ewidence-Enzed = | = i R o
Practice C = tm Completed EBP | Completed EBF i s i
a Dutcome | Improvement Pre Dutcome Improvement Pre
Eafes Cycles Yes Mo
Mezsyre | to Post Treatmient Measure to Post Trestmenk
YO0, Tots ECE| Intensity
Srore 12 24% Scmle B34
Reflective Parenting 743% ¥3.7% m=42| [n=34]
39.72% 126 d - -
Frogram [RPF] (=21 [m=22] VTSR ECEI Profiem
Totad Score Ma2D et 101 7.14%
[n=4] [n=34}
30 Tots FTS0-R1 Adult
Smore ¥9.87% Sewertty Score 1.71%
[=3431 Im=3231
YOO, Total FTSD-EI Far=ni
a0.5% ¥9.2% Soore 37.29% Seyerity Score 36.54%
Saeking Safety |55) E2.20% 14 134 . ; T 5 r: = z
eking Safety |55) 2 - [m=23,232) In=E,1%2] [n=8&7] [m=313}
I FTS0-RI Chiley
oS Aoolescent
Totsl Score 32.Ea% 5 i 28.97%
/n=1,420] everity Score
= = L
REFL Anxisty-
Withdrawal Raw N2l
Ecome (R=15)
REFC Attantion
Y00 Tots: Froglems-
Seore 33.53% immaturity Raw Mt
n=39) Sros ':.""'
REBFC Conduic
D R
sarces Baw =
Sooine
Strengtnening Families| . - BEs% 11.4% [n=13}
[SF) " {n=7z] (=1 REFC Mator
Tension EXxcess iicic
Raw Scors 2
fn=43]
ViO-5R RBPC Fsychatic
Totad Score 16.52% Eshmvics  Raw Ne2hi
[m=23] Soore (n=t3}]
REPC Sodalizad
Appression Reaw M2
Store  |n=13)
YOO Tots PTED-RI Far=nt
Sroee 48 58% Sewerity Score £7.4%%
£ - 2 57.5% 47.8% [n=7a3] [r=E%3)
Cognitive Behaviors| Ja TR 10,395 F . b PTE0-F Child]
Therapy [TE-LET) e el gt i T Acolescent
Total Score 26.00% T 2B.1%%
s i Severtty Soore
[n=283| AR
YOO, Tode ECE! Intensity
Sl Pnclis Srore 42 6% Somle IE.28%
- 5 i 57.5% 22 1% |m=343] |m=350}
Panenting Program 3naak"* 3072 . : 3 ;
{Tripie 7} Im=E14] |m=60a] YO-5R ECE] Probd=m
Totsl Seore 36.55% et 1] 24.44%
n=27] |n=350}
141

MHSA Annual Update Fiscal Year 2016-17




PEI Outcomes

Cutcomes, Starting Juty 2011 throwgh lsne 30, 2045
Inactive Tx Cycles Completed Practice
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A general measure and focus of treatment specific measure is administered at the beginning of treatment and
at the end of treatment, with pre- and post-treatment changes analyzed. If the treatment lasts greater than six
months, both measures are given again at the six-month marker.

The MHSA Implementation and Outcomes Division provides regular training on the use of outcome measures
for PEI and use of the PEI OMA web-based application in the form of in-person training as well as webinars and
written guides. For more information on PElI outcome user support, use the following link
www.dmhoma.pbworks.com.

LACDMH’'s MHSA Implementation and Outcomes Division have developed opportunities for providers to utilize
outcome data to enhance their services and to better understand PEI outcome reports.
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PEI Service Area Counts by Service Area
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Ethnicity by Service Area
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Innovation 1:

The Fiscal Year 2015-16 Annual Update contained the final results of the Integrated Clinic Model (ICM), the
Integrated Mobile Health Team (IMHT) and the Integrated Services Management Model (ISM) for under-
represented ethnic populations. The full report can be accessed via the following link
Innovation 1 promoted data-driven decision making at the
program and system level through the development of an evaluation rubric that allowed the Department to
identify a threshold level of success within each model and continue funding those providers through the
Community Services and Supports Plan.
e 3 successful IMHT providers continued through the development of a specialized FSP program.
e 14 successful ICM and ISM providers continued through the development of a new work plan entitled
Integrated Care Program.

The learning from these first three models has been presented over the course of the project at the California
Institute for Behavioral Health Solutions (CiBHS)- County Behavioral Health Directors’ Association (CBHDA)
Policy Forums as well as at the 2014 and 2015 Los Angeles County Integrated Care conferences as well as at
other conferences across the State. In addition, at the Department’s February, 2016 System Leadership Team
(SLT) meeting, successful integration strategies were presented for consideration system wide.

The final model associated with Innovation 1 was the Peer Run Model which tested out two entirely peer run
strategies:

Peer Run Integrated Services Management Model (PRISM): A completely peer run alternative or supplement
to public mental health services that focuses on empowering clients to improve their lives, increase and/or
develop their skills, improve their social support system and lead productive lives.

Peer Run Respite Care Homes (PRRCH): A safe and supportive short term (less than 30 days) living
environment for mental health clients experiencing a crisis operated entirely by individuals with lived experience
of mental illness.

Below is a brief summary of the outcomes for PRISM and PRRCH. The full final outcome report with
demographic and programmatic information can be accessed via the following link:

Consistent with the first 3 integrated care models and to ensure comparability across models and to national
norms, PRISM programs collected the following key indicators of overall health:

Physical health status improvement

Mental health status improvement

Substance use/abuse reduction

Participant satisfaction

Stigma reduction

In addition, staff linkages to other services were also collected based on the guest’s goals.

To measure the participants’ perspective of their behavioral and physical health and well-being, participants
were asked to complete the Integrated Self-Assessment. The baseline Integrated Self-Assessment was
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Innovation

distributed within 30 days of enrollment, and follow-up assessments were given every three months. The
Integrated Self-Assessment includes the Patient Reported Outcomes Measurement Information System
(PROMIS) Global Health Scale, the Creating Healthy Outcomes: Integrated Self-Assessment Supplement
(CHOIS), the Physical Health and Behavior Survey, the PROMIS-Derived Substance Use Scale, and the
Internalized Stigma of Mental lliness Scale (ISMI). All measures were distributed semi-annually, except for the
PROMIS Global Health Scale, which was distributed quarterly. Additionally, all participants were asked to
complete a Feedback Survey developed for the peer programs semi-annually.

Due to the 30 day maximum stay, PRRCH guests were only able to complete one round of assessments,
limiting the opportunity to measure the direct impact of the PRRCH model using longitudinal quantitative
methods. To help compare PRRCH guests to those from other programs, all guests were asked to report on
basic physical health indicators, including height, weight, and blood pressure. Each PRRCH location had scales
and blood pressure cuffs available to guests so that they could assess and report on their health. Guests also
completed the Feedback Survey prior to leaving the respite.

Staff from both the PRISM and PRRCH programs was asked to complete measures to provide an additional
assessment of guest health and recovery. Staff was asked to complete the lllness Management and Recovery
(IMR) Scale as well as the Milestones of Recovery Scale (MORS) quarterly to assess guest mental health and
substance use recovery. Additionally, staff completed the Linkage Tracker. The form was designed to align with
SAMHSA’s Eight Dimensions of Wellness. It includes the emotional, physical, environmental, occupational,
financial, intellectual, and spiritual aspects of a person’s life. These Dimensions of Wellness may help people
better manage their condition and experience recovery. This form is used to track participant goals, referrals
and/or assistance provided to achieve the goals, and the success of each referral.

Assessments were completed and maintained in iIHOMS described above. The system allows participants and
peer staff to complete assessments electronically or to enter data from forms that were completed on paper.

Over the course of the project, both providers developed better ways to collect outcome data. Low sample
sizes of matched data resulted in statistical analysis at the p<.10.

Peer Run Respite Care Homes (PRRCH)

Project Return the Peer .
Support Network SlARES
Clients Served 310 296
White: 44% White: 28%
African American: 30% African American: 33%
Latino: 14% Latino: 17%
Ethnicity American Indian: 1% American Indian: 3%
API: 2% API: 4%
Other/mixed: 3% Other/mixed: 15%
Not reported: 6% Not reported: <1%
IMR Su.bs.cale Average Score 276 292
at admission
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Innovation

The following are the feedback survey outcomes for each provider:

Project Return PRRCH Guest Feedback Survey

Disa
gr.ee,:‘Stn::mglyr it Agree/Strongly
Disagree Agree

I like coming to this program.

Baseline Assessment (N=173 Guests) 0.0% 2.3% 97.7%
if 1 had other choices, | would still come to this program.

Baseline Assessment (N=173 Guests) 1.2% 5.2% 93.6%
People were available to talk with me as often as | felt it was necessary.

Baseline Assessment (N=172 Guests) 1.2% 3.5% 95.3%
| feel safe when | am at this program.

Baseline Assessment (N=171 Guests) 1.2% 2.3% 96.5%
As a result of this program | feel empowered to make positive changes in my life.

Baseline Assessment (N=171 Guests) 1.2% 4.7% 94.2%
This program helps me reach my goals.

Baseline Assessment (N=171 Guests) 1.8% 7.6% 90.6%
This program respects my cultural needs (race, religion, language, etc.).

Baseline Assessment (N=170 Guests) 1.2% 5.3% 93.5%

My mental health, physical health, and substance use concerns are addressed.

Baseline Assessment (N=170 Guests) 0.6% 8.8% 90.6%
My beliefs about health and well-being were respected in this program.

Baseline Assessment (N=171 Guests) 0.0% 5.3% 94.7%
| have found referrals to resources that assisted me and/or my family.

Baseline Assessment (N=172 Guests) 1.7% 16.9% 81.4%
| participated in the decision making about my recovery and wellness,

Baseline Assessment (N=172 Guests) 1.7% 7.0% 91.3%

As a result of this program, | deal more effectively with daily problems.

Baseline Assessment (N=172 Guests) 0.6% 12.2% 87.2%
Participating in this program has made me more effective in my relationships with family and

friends.
Baseline Assessment (N=170 Guests) 2.9% 27.6% 69.4%

After coming to this program, | am better able to work towards my life goals.

Baseline Assessment (N=169 Guests) 1.2% 10.7% 88.2%
| feel comfortable talking about personal matters with peer staff,

Baseline Assessment (N=171 Guests) 1.2% 8.8% 90.1%
| participate in activities with others in the community of my choice.

Baseline Assessment (N=171 Guests) 2.3% 11.1% 86.5%
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Innovation

SHARE! PRRCH Guest Feedback Survey

Di St | St i
isag r_ee/ rongly Rleutral Agree/Strongly
Disagree Agree

| like coming to this program.

Baseline Assessment (N=192 Guests) 1.6% 2.1% 96.4%
If | had other choices, | would still come to this program.

Baseline Assessment (N=191 Guests) 5.8% 8.9% 85.3%
People were available to talk with me as often as | felt it was necessary.

Baseline Assessment (N=188 Guests) 3.2% 53% 91.5%
| feel safe when | am at this program,

Baseline Assessment (N=190 Guests) 3.2% 6.8% 90.0%
As a result of this program | feel empowered to make positive changes in my life.

Baseline Assessment (N=191 Guests) 2.1% 6.8% 91.1%
This program helps me reach my goals.

Baseline Assessment (N=192 Guests) 4.2% 9.9% 85.9%
This program respects my cultural needs (race, religion, language, etc.).

Baseline Assessment (N=191 Guests) 1.0% 6.3% 92.7%

Baseline Assessment (N=186 Guests) 2.2% 5.4% 92.5%

Baseline Assessment (N=190 Guests) 1.6% 5.8% 92.6%

Baseline Assessment (N=190 Guests) 8.9% 153% 75.8%

Baseline Assessment (N=187 Guests) 1.6% 32% 95.2%
As a result of this program, | deal more effectively with daily problems.

Baseline Assessment (N=190 Guests) 2.6% 153% 82.1%

Participating in this program has made me more effective in my relationships with family and

riends.
Baseline Assessment (N=190 Guests) 4.7% 16.8% 78.4%
Baseline Assessment (N=186 Guests) 2.7% 113% 86.0%
Baseline Assessment (N=189 Guests) 5.3% 7.4% 87.3%

| participate in activities with others in the community of my choice.
Baseline Assessment (N=188 Guests) 2.7% 13.3% 84.0%
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Innovation

Based on interviews of residents after a stay at the PRRCH programs, there are 2 areas where PRRCH
programs had significant impact:

Skill Development: Guests shared that respite was important in helping them build relationships coping
and anger management skills. In learning these skills, guests learned and developed more accurate
self-awareness from other respite guests and the peer staff.

Managing Health Issues: Guests reported that their respite stay provided support so they could begin to
treat or manage physical and mental health challenges. Motivation is a key to anyone’s long term
recovery. Many guests reported that they found the motivation they needed at the respite.

Lessons learned based on provider feedback:

Peer staff noted that assisting guests with implementing the tools they acquired in the respite home and
“taking that next step” in their recovery required more than 30 days.

Many guests began their stay in the respite house after experiencing a significant loss related to
violence, family disruption, abuse, or poverty.

Guests that appeared to be lower functioning or unable to meet their basic needs and live
independently, consideration for additional treatment methods such as mental health therapy, AA or
recovery programs and/or medication were available. Peer support methods work effectively in
conjunction or combination with other treatment modalities.

Hiring and training of peer staff to learn how to effectively share their struggles and stories was a critical
piece of peer support and building a relationship of “mutuality”. This included mutual respect, trust and
support based on a reciprocal peer relationship. Guests became hopeful and showed improvement in
their mental, social and spiritual well-being when there was an ability to learn from peers who had
transformed years of struggle with substance abuse and mental health issues.

Guests often had little or no support systems once they returned to the community, which played a
major role in their reentry into a respite home. Guests may have avoided psychiatric hospitalization,
incarcerations, or drug and alcohol abuse if they had support during times of crisis.

Outreach and engagement is vital in building relationships in the community and raising awareness
about respite homes. Initially, people were made aware of respite homes based on referrals from other
agencies. Now, due to the success of respite homes, most people are referred through word of mouth
from previous guests.

Peer Run Integrated Services Management Model (PRISM)

Project Return the Peer

1
Support Network Sl
Clients Served 168 364
White: 35% White: 25%

Ethnicity

African American: 31%
Latino: 13%

American Indian: 1%
API: 4%

Other/mixed: 5%

Not reported: 11%

African American: 35%
Latino: 16%

American Indian: 2%
API: 6%

Other/mixed: 13%

Not reported: 3%

IMR Subscale Average Score
at admission

2.78

2.98
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Innovation

e Six months after joining PRISM, 27.3% of Project Return participants reduced emergency room visits
and 50% of participants maintained no hospital stays compared to baseline.

e Six months after joining PRISM, 26% percent of SHARE! Participants reduced their number of
emergency room visits and 19.2% of participants reduced their number of hospital stays compared to
baseline.

e Project Return participants 30.2% were homeless during the prior six months. No Project Return
participants with matched assessments experienced chronic homelessness six months after enrolling in
the program.

o 23.7% of participants showed a reduction in alcohol consumption and 17.9% showed an improvement
in illegal drug use six months after enroliment.

e PRISM participants experienced significant improvement in several items on the lllness Management
and Recovery scale, including time in structured roles and knowledge about symptoms, treatment and
coping methods after enrolling in the program.

Lessons learned based on provider feedback:

e Outreach and engagement was based on building relationships in the community and raising
awareness about the program. Authenticity was the key to building trust which increased the likelihood
of developing a strong referral process.

e Working in collaboration with other agencies was very helpful to members to improve their overall care.
Peer staff noted that peers, as part of the “team” became influential in the “treatment process.” Peers
were an important part of other peer lives. As one staff stated, “It doesn’t work to be a fixer but try to be
a supporter.

e Hiring and training of peer staff to learn how to effectively share their struggles and stories was a critical
piece of peer support in building a relationship of “mutuality”. This included mutual respect, trust and
support based on a reciprocal peer relationship.

Lessons learned based on guest feedback:

e Guests shared that their stay at the respite house provided support and space so they could then begin
to directly apply the skills they learned and some were able stayed connected to the staff as a
continued support network to better manage their relationships and handle relapse

e Guests who stayed at the respite house stated: “The respite house were able to treat or manage their
physical and mental health issues.”

e The majority of guests agreed that the program helped them feel empowered to make positive changes
in their life.

e Guests reported long lasting relationships with other guests once leaving the respite house.

e After leaving the respite house guests reported that they were able to make decisions on their own
regarding their recovery and wellness.

The following are the feedback survey outcomes from Project Return and Share! PRISM Programs:
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Innovation

Project Return PRISM Guest Feedback Survey

Disagree/Strongly AgreefStrongly
. Neutral
Disagree Agree

| like coming to this program.

Six Month Assessment (N=12 People) 0.0% 33.3% 66.7%
If | had other choices, | would still come to this program.

Baseline Assessment (N=12 People) 8.3% 25.0% 66.7%
People were available to talk with me as often as | felt it was necessary.

Six Month Assessment (N=12 People) 0.0% 0.0% 100.0%
| feel safe when | am at this program.

Six Month Assessment (N=12 People) 0.0% 22.2% 77.8%
As a result of this program | feel em powered to make positive changes in my life.

Six Month Assessment (N=12 People) 0.0% 8.3% 91.7%
This program helps me reach my goals.

Six Month Assessment (N=12 People) 0.0% 25.0% 75.0%

Six Month Assessment (N=12 People) 0.0% 8.3% 91.7%

Six Month Assessment (N=12 People) 0.0% 8.3% 91.7%

Six Month Assessment (N=12 People) 0.0% 8.3% 91.7%
| have found referrals to resources that assisted me and/or my family.

Six Month Assessment (N=12 People) 0.0% 9.1% 90.9%

Six Month Assessment (N=12 People) 0.0% 0.0% 100.0%

Six Month Assessment {N=12 People) 0.0% 41.7% 58.3%

Participating in this program has made me more effective in my relationships with family and
friends

Six Month Assessment (N=12 People) 8.3% 41.7% 50.0%

Six Month Assessment (N=12 People) 0.0% 33.3% 66.7%
| feel comfortable talking about personal matters with peer staff.

Six Month Assessment (N=12 People) 0.0% 0.0% 100.0%

| participate in activities with others in the community of my choice.
Six Month Assessment (N=12 People) 8.3% 25.0% 66.7%
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Innovation

SHARE! PRISM Guest Feedback Survey

Disagree/Strongly Agree/Strongly
. Neutral
Disagree Agree

| like coming to this program.

Twelve Month Assessment {N=68) 0.0% 11.8% 88.2%
If | had other choices, | would still come to this program.

Twelve Month Assessment (N=67) 4.5% 10.4% 85.1%
People were available to talk with me as often as | felt it was necessary.

Twelve Month Assessment (N=67) 4.5% 4.5% 91.0%
| feel safe when | am at this program.

Twelve Month Assessment [N=67) 1.5% 16.4% 82.1%
As a result of this program | feel empowered to make positive changes in my life.

Twelve Month Assessment (N=67) 1.5% 10.4% 28.1%
This program helps me reach my goals.

Twelve Month Assessment (N=67) 0.0% 11.9% 88.1%
This program respects my cultural needs (race, religion, language, etc.).

Twelve Month Assessment (N=67) 1.5% 10.4% 88.1%

Twelve Month Assessment (N=67) 4.5% 16.4% 79.1%
My beliefs about health and well-being were respected in this program.

Twelve Month Assessment (N=66) 6.1% 15.2% 78.8%
| have found referrals to resources that assisted me and/or my family.

Twelve Month Assessment (N=65) 3.1% 9.2% 87.7%

Twelve Month Assessment (N=66) 4.5% 13.6% 81.8%

Twelve Month Assessment {(N=67) 4.5% 10.4% 85.1%

Participating in this program has made me more effective in my relationships with family and

friends.

Twelve Month Assessment (N=66) 4.5% 18.2% 77.3%
Twelve Month Assessment [N=66) 3.0% 10.4% 86.6%
Twelve Month Assessment (N=66) 1.5% 11.9% 86.6%

| participate in activities with others in the community of my choice.
Twelve Month Assessment (N=66) 4.5% 25.8% 69.7%
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Innovation

Innovation 2:

After Mental Health Services Act Oversight and Accountability Commission approval of the Department’s
Innovation 2 Health Neighborhood plan on May 28, 2015, the Department has been drafting the solicitation
Request for Services for lead agencies to propose specific community partnerships to build capacity in 10
geographically-defined areas of Los Angeles County to build community capacity to identify and address
individuals experiencing trauma or who have trauma risk factors. Implementation of the four year project is
projected to begin in the first quarter of Fiscal Year 2016-17. The solicitation for the evaluation of Innovation 2
is expected to have a similar projected time frame.

Over 20 community presentations have been made on Innovation 2 to promote the project and to engage
interested agencies to submit documentation that will allow them to bid on the solicitation once it is released.
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The MHSA Workforce Education and Training Plan, approved April 8, 2009, seek to address the fundamental
concepts of creating and supporting a workforce (both present and future) that is culturally competent,
consumer/family driven and promotes the transformation of mental health services to a strength based
approach that is inclusive of recovery, resilience and wellness. Such tenets are cornerstones of MHSA. The
Plan provides opportunities to recruit, train and re-train public mental health staff to meet those mandates.

For the Los Angeles County, personnel shortages remain a constant concern and the needs far outweigh the
positions available. In particular, there is a need for bilingual and bicultural personnel to provide services to the
underserved unserved populations. In addition, there is a shortage of personnel with expertise relevant to
working with the following populations: 0 to 5, Children/TAY, LGBTQ, Veterans, and Older Adults.

1 75 staff trained through the Recover | § 201 staff members participated in

Oriented Practice (formerly known
as Public Mental Health Workforce

Immersion)

During FY 2014-15, 75 individual staff members of
the public mental health workforce attended the
Public Mental Health Workforce Immersion into
MHSA.

104 Stipends were awarded to 2nd

Year MSW and MFT Student These

stipends were awarded in exchange for a one year
commitment to work in a hard-to-fill area of the
County. Priority is given to individuals representing
un- or under- served populations and/or speaking a
threshold language.

33 individuals completed the Health
Navigator Skill Development

Program

100% of participants self-identified as representing
underserved communities, and 54% spoke a
threshold language.

135 individuals received ongoing
career advisement in order to further
their careers in the public mental

health system
All 135 participants in this program are currently
employed in the public mental health system.

18 mental health consumers
completed the Core Peer Advocate
Training

These individuals with lived experience are interested
in working as mental health peer advocates.

10

the interpreter training program
Interpreters and clinicians trained to effectively

use interpreters.
*Not unique number as some individuals participated in more
than one training component

428 faculty and students attended
MHSA presentations or MHSA
mini-immersion training

These individuals were trained on MHSA core

tenets which support efforts to recruit future
clinicians to public mental health service.

70 participants completed the
Intensive MH Recovery

Specialist Training Program

These participants were trained to work in the
public mental health system as mental health
rehabilitation specialists.

151 supervisors completed the
Recovery Oriented Supervision
Training

These supervisors are currently employed in the
mental health system and are trained to
effectively implement recovery oriented
supervision.

Licensure Examination

Preparation

During FY 2014-15, 253 MSWs, MFT Interns,
and Psychologists were registered in the
Licensure Examination Preparation Program.
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Workforce Education and Training

1-Workforce Education and Training (WET) Coordination
This program provides the funding for the MHSA WET Administrative unit. WET Administration is tasked with
implementation and oversight off all WET-funded activities.

2 -WET County of Los Angeles Oversight Committee

The WET County of Los Angeles Oversight Committee was active throughout the development of the WET
plans and will continue to provide recommendations. The Committee is composed of various subject matter
experts, representing many underserved ethnicities in our County.

3 -Transformation Academy without Walls

Public Mental Health Workforce Immersion into MHSA (Recovery Oriented Practices)

Since FY 2007-08, this program offers public mental health staff (i.e., clerical, clinical staff to program
administrators) a three day immersion program on the tenets of MHSA. The training incorporates the MHSA
experience including consumers sharing their recovery journey. Upon completion, staff is expected to acquire
an understanding of the recovery oriented approach and to also incorporate such concepts into practice in their
work. The delivered curriculum also addresses the integration of mental health, health and co-occurring
disorders.

During FY 2014-15, this program was delivered from July 1st, 2014 through December 31st, 2014.
Subsequently, 75 individual staff members of the public mental health workforce attended this training.

Licensure Preparation Program (LPP)

This program funds licensure preparation study materials and workshops for unlicensed social workers,
marriage and family therapists, and psychologists. All accepted participants must be employed in the public
mental health system and have completed the required clinical hours to take the mandatory Part I, and
thereafter Part Il of the respective licensure board examinations.

The number of participants for each specific exam is as follows:

MSW - Part | 83 53 50 35 15
MEW - Partll 42 20 22 22 4
MFT - Part | G5 35 M4 2T B
MFT - Part |l 42 26 24 22 2
Psych - Part| 15 8 6 G 1
Psych - Partll B 4 4 3 2

Licensure Preparation Program (LPP) — The Licensure Preparation Program will continue with no changes for
FY 2016-2017.
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Workforce Education and Training

Health Navigator Skill Development Program

In preparation for Health Care Reform, this program trains individuals (Peer Advocates, Community Workers
and Medical Case Workers) on knowledge and skills needed to assist consumers navigate and likewise
advocate for themselves in both the public health and mental health systems. This 52 hour course uniquely
incorporates a seven hour orientation for participants’ supervisors and is intended to support the participants’
navigator role. During FY 2014-15, 33 participants completed the training, with 100% identifying with un- or
under- served populations and 54% speaking a threshold language. All 33 participants are certified as Health
Navigators.

Health Navigator Skill Development Program — This program will continue with no significant changes during FY
2016-17.

5 - Recovery Oriented Supervision Trainings

The goal of the Recovery Oriented Supervision Training and Consultation Program (ROSTCP) is to increase
the capacity of the public mental health system to deliver best practice recovery-oriented mental health
services. The ROSTCP is designed for individuals interested in becoming a supervisor, front line supervisor, or
manager as they are the primary individuals who assume the important leadership roles to teach, support, and
elevate the recovery and resilience philosophies among direct service staff in the public mental health system.
The ROSTCP will train supervisors and managers across all age groups and includes all public mental health
programs. Total individuals interested in becoming supervisors, existing supervisors and managers to be
trained are 240 annually.

During FY 2014-15, 151 supervisors completed the program. 620% of these participants represented
individuals from un- or under- served populations and 43% spoke a second language.

The ROSTCP program will cease on June 30, 2016.

6 - Interpreter Training Program

The Interpreter Training Program (ITP) offers trainings for bilingual staff that currently performs or interested in
performing interpreter services to monolingual non-English speaking mental health providers. The use of
linguistically and culturally competent interpreters is important to bridging the language and cultural gap in the
delivery of services in public mental health. The training opportunities and number of attendees were as
follows:

FY 2014-15 Outcomes:

Interpreter Training in Mental Health Setting (21 Hours) 72
Advance Training (7 hours) 22
Training MH Providers in Working with Interpreters (4 Hours) 25
Improving Spanish MH Clinical Terminology Part | (7 hours) 52
Improving Spanish MH Clinical Terminology Part Il (7 hours) 30
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Workforce Education and Training

7 - Training for Community Partners

Faith Based Roundtable Project

This project continues to bring together clergy and mental health staff to address the mental health issues of the
individuals and communities they mutually serve. It has provided an opportunity for faith-based clergy to
understand the essence of mental health services focused on recovery as well as for mental health personnel to
understand and integrate spirituality in the recovery process. As of FY 2014-15, all eight service areas now
participate in these Roundtable sessions. The program continued to fund a consultant in order to assist in
facilitating the roundtable discussions, and provide guidance and structure when needed.

There will be no significant change to the program model during FY 2016-17.

8 - Intensive Mental Health Recovery Specialist Training Program

Mental Health Rehabilitation Specialist Training will prepare consumers and family members with a Bachelor’s
degree, advanced degree, equivalent certification, to work in the field of mental health as psycho-social
rehabilitation specialists. This 12-16 weeks program is delivered in partnership with mental health contractors
and the local community colleges. Successful completion of this program ensures that participants are qualified
to apply for career opportunities in the public mental health system.

During FY 2014-15, two contractors delivered this training and were completed by 70 individuals interested in
employment in the public mental health system. Of these participants, 81% represented individuals from un- or
under- served populations, and 54% spoke a threshold language.

This program ceased on December 31, 2014 and re-solicited with an updated curriculum which currently being
implemented.
9 - Expanded Employment and Professional Advancement Opportunities for

Consumers in the Public Mental Health System

Peer Advocate Training prepares individuals interested in work as mental health peer advocates in the public
mental health system. During FY 2014-15, certificated training consisted of the core peer advocate training.

During FY 2014-15, a total of 18 individuals completed the peer advocate training. Of these participants, 89%
represented individuals from un- or under- served populations, 28% spoke a threshold language, and 39% have
secured employment in the public mental health system.

This program ceased on December 31, 2014. Future training is projected to begin FY 2015-16.
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Workforce Education and Training

10 - Expanded Employment and Professional Advancement Opportunities for
Parent Advocates, Child Advocates and Caregivers in the Public Mental Health
System

This training program is intended to provide knowledge and technical skills to Parent Advocates/Parent Partners
who are committed to: the work of family support for mental health; supporting the employment of parents and
caregivers of children and youth consumers in our public mental health system; and/or promoting resilience and
sustained wellness through an emphasis on increasing the availability of a workforce oriented to self-help,
personal wellness and resilience techniques that are grounded in parent advocate/parent partner
empowerment.

This program will be put out for solicitation with training anticipated to begin FY 2016-17.

11 - Expanded Employment and Professional Advancement Opportunities for
Family Members in the Public Mental Health System

These trainings prepare family members of consumers to develop or augment skills related to community
outreach, advocacy and leadership and decrease barriers to employment. These trainings include such topics
as public speaking, navigating systems, and resource supports for consumers and families. This program is
funded with the intent to target/outreach family members about mental health services in the community
meeting the objective of the program outline in the MHSA-WET Plan.

Train-The-Trainer Presentation
Training Component Participants New Speakers Trained Participants
Adult Consumers Advocacy Speakes 34 144
Family Advocacy Speakers 10 21
Family Support and Advocacy Training 4 40 714
Family Support and Advocacy Training In Spanish 7 160
Family Advocacy Lobby Outreach Program 20 96
Family Advocate and Recovery Training Program 500
Family Advocate Wellness and Diversity Training Program 285
Family Advocate Wellness and Spirituality Training Program 200
Family Advocate and Provider Training Program 100
Parent/Caregiver Advocate Provider Training Program 150
Parent/Caregiver Advocate Wellness and Recovery Training Program 491
Child/Adolescent Consumer Advocacy Speakers Bureau 40 29
Parent Advocacy Speakers' Bureau 15 32
Parent Support and Advocacy Training Bureau 3 10 288
Parent Support and Advocacy Training Bureau in Spanish 8 60
Parent and Teachers Joint Advocacy Program 32 255
TOTALs 7 216 3,525
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Workforce Education and Training

12 - Mental Health Career Advisors

In the effort to meet the workforce needs of the public mental health system, this program is designed to fund
career advisor services. Services include: the provision of ongoing career advisement, coordination and
development of career goals, linkage to job training resources, mentoring, and information sharing and
advocacy. The Mental Health Career Advisors function as a one-stop shop for upward career mobility. A pilot
program began services September 2014.

During FY 2014-15, 135 individuals received an aggregate total of 529 career advisement sessions.
13- High School through University Mental Health Pathway

The County of Los Angeles, thru one contractor, is working on promoting mental health careers to a high school
and the junior high school from where the student body originates. These outreach efforts are currently
delivered in areas of the county where ethnically diverse populations reside.

During FY 2014-15, the first phase of this pilot program, a curriculum was developed and outreach was
completed to two schools in the Antelope Valley/Palmdale area of the County. Implementation of this mental
health recovery focused curriculum is projected to be partially implemented during the 2016-17 academic year.

15 - Partnership with Educational Institutions to Increase the Number of
Professionals in the Public Mental Health System (Immersion of Faculty-MFT,
MSW, etc)

College Faculty Immersion Training Program — Immersion training services update college and graduate school
faculty on the current best practices and requirements for the human services workforce in real-world jobs. This
program delivers in class presentation to students on the core tenets of MHSA; consultative services with
faculty on recovery oriented curriculum enhancement; and MHSA mini immersion training opportunities where
students and faculty learn first about the benefits of MHSA and the recovery process.

During FY 2014-15, a total of 428 faculty and students received curriculum consultation, attended the MHSA
presentations or MHSA mini-immersion.

This program ceased on December 31, 2014.

16 - Recovery Oriented Internship Development (Recovery Oriented and
Integrated Care Internship Training Program)

This program consists of training targeted to supervising field instructors employed in the public mental health
system (PMHS) and their student interns. The purpose of this program is to 1) promote recovery oriented and
integrated care principles and 2) establish standards for student training critical for the preparation of the future
PMHS workforce. Field instructors will have an opportunity to increase their exposure, knowledge and
expertise in recovery oriented and integrated care principles; and augment student interns’ classroom
instruction through training and supervised direct service experience.

During FY 2014-15, participants included 14 supervisors and 40 interns; of the supervisors, 50% represented

an underserved community and 36% spoke a threshold language; of the interns, they self-identified as 45% and
30% respectively.
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The following 8 mental health programs participated during FY 2014-15:

Antelope Valley Mental Health Center
West Valley Mental Health Center
Northeast Mental Health Center
Coastal Asian Pacific MHC

Antelope Valley Enrichment Services
Exodus Recovery

Telecare Inc.

MHALA Village and Wellness Center

19 - Public Mental Health Workforce Financial Incentive Program

The Public Mental Health Workforce Financial Incentive Program is intended to deliver educational/financial
incentives to individuals employed in the public mental health workforce, as well as serve as a potential
recruitment tool. This program will provide 2 different types of awards, as follows:

Tuition Reimbursement Program

This tuition reimbursement program will provide tuition expenses for those individuals interested in
enhancing skills relevant to mental health workforce needs. It will include peer advocates, consumers,
family members; parent advocates and professionals employed in directly operated and contracted
agencies. Tuition reimbursement students will be expected to make a commitment to continue working
in the public mental health system. Additionally, those candidates who are bilingual/bicultural and/or
willing to commit to working with unserved and underserved communities in the County will be given
priority.

Loan Forgiveness Program

Striving to meet MHSA expectations of a linguistically and culturally competent workforce, County of
Los Angeles will explore loan forgiveness programs as a supplement to the loan forgiveness programs
developed by the State.

This program is expected to be implemented by FY 2016-17.

21 - Stipend Program for Psychologists, MSWs, MFTs, Psychiatric Nurse
Practitioners, and Psychiatric Technicians

LACDMH provides 2" year students with education stipends in the amount of $18,500 in exchange for a
contractual obligation to secure employment in a hard-to-fill area of the county for a minimum of 1 year. This
program targets students who are linguistically and/or culturally able to service the traditionally unserved and
underserved populations of the County.

During FY 2014/2015 this program was available to 52 MFT, 52 MSW, and 4 Nurse Practitioners students.
During this award cycle, all but 4 NP stipends were awarded. 74% of all recipients identified from populations
recognized as un- or under- served. During the same cycle, 73% spoke a threshold language.

In addition to the stipends, 6 post-doctoral fellows were likewise funded.
No significant change is expected for this program during FY 2016-17.

MHSA Annual Update Fiscal Year 2016-17 160



General Psychiatric Residency and Child and Adolescent Psychiatry Fellowship
Program (Augustus F. Hawkins Mental Health Clinic (AFH MHC), San Fernando
Mental Health Clinic, and Olive View Urgent Care Center (Olive View UCC)

Project Summary: Programmatic support is provided to residents and fellows while they provide clinical care
through community based, integrated, multidisciplinary team approach within a complex public health system.

Status Report: UCLA Residents and fellows have successfully been receiving guidance and training to
enhance and expand existing clinical services at AFH MHC, San Fernando MHC, and Olive View UCC. Clinical
services to children and adolescents have been provided by fellows at AFH MHC and San Fernando MHC.
Olive View UCC identifies critical needs of every consumer and to address those needs as quickly as possible,
preventing hospitalization and helping to relieve the County’s general emergency rooms. Open seven days a
week, the Olive View UCC provides consumers with a place to get a brief clinical assessment, immediate case
management, medication refills, acute mental health care, and crisis intervention service. This provides a wide
variety of clinical experiences for residents. Residents at all sites provide increased clinical access for clients,
while the addition of the residency and fellowship program has increased the number of DMH training sites and
opportunities for workforce development. The integration of the residents and fellows into service delivery has
enhanced system-wide collaboration between the Department of Health Services (DHS) and DMH.

Academic Supervision and Training (DMH at Harbor UCLA Medical Center)

Project Summary: Academic supervision and training is provided to psychiatry residents and fellow at DMH
at Harbor-UCLA Medical Center.

Status Report: Residents and fellows receive training and academic support in mental health assessment,
evidenced based practices, medication support services, and crisis intervention relevant to community mental
health. Residents and fellows receive specific training in evidence-based practices and academic consultation
with the multidisciplinary team, such as psychiatrists, psychologists, and social workers, for the purpose of
improving the clinical abilities of staff members. Trainings and academic supervision are provided by existing
faculty members of DMH at Harbor-UCLA. Harbor-UCLA faculty and post-doctoral psychology fellows have
provided trainings in evidence-based practices which promote recovery for LACDMH clients. These trainings
have further developed the skills of current LACDMH clinicians and enhanced the quality of care for clients.

UCLA Faculty Consultation Services (Edelman Mental Health Clinic)

Project Summary: Specialty consultation is provided to LACDMH program staff and psychiatrists.

Status Report: Specialized faculty consultation is provided by a UCLA Child and Adolescent psychiatrist who
specializes in the diagnosis and treatment of psychiatric iliness in children and adolescents. The eligible faculty
member provides case consultation based on evidenced base practices every week to the program staff and
psychiatrists at the clinic.
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WET Regional Partnership
Clinical Scholars Program (West Central Mental Health Clinic)

Project Summary: Two UCLA Robert Wood Johnson Foundation psychiatrist scholars have engaged with
community members, DMH administration, and researchers to develop and improve the public mental health
workforce via unique projects and direct service to DMH consumers.

Status Report: Two scholars began with DMH in July 2015. They provide approximately 20 percent of their
time to direct service, such as medication evaluations and medication support services, to consumers at West
Central Mental Health Clinic. They are currently engaged in countywide projects related to expansion of
accessible medications to DMH consumers who suffer with co-occurring disorders and Assisted Outpatient
Treatment for persons who fall in the gap of persons with frequent psychiatric hospitalizations and lack mental
health treatment.

Geropsych Fellowship Services

Project Summary: UCLA Psychiatry fellows are supervised with the provision of services as members of
Older Adults System of Care (OASOC) multidisciplinary teams.

Status Report: The UCLA Geriatric Psychiatry Fellowship at LACDMH consists of two fellows each year for
two days a week, 6 months each. The fellows receive formal and informal training in geriatric psychiatry
through the LACDMH community mental health program GENESIS. The fellows are integrated into a team
approach requiring home visits countywide. They are exposed to the Los Angeles County Elder Abuse
Forensic Center and receive training in Field Safety. Fellows provide clinical services for LACDMH clients.
They do assessments, as well as conducting ongoing therapy and treatment. They lead and participate in a
series of Older Adult Consulting Team trainings; in addition they submit required documentation to obtain CME
approval for their trainings.
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Contract Provider Technology Project (CPTP)

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

Behind Schedule Budget Status: Within Approved Budget

3/19/2008 Project End Date: 6/30/2018

The primary objective is to provide a means for non-governmental agency Short-
Doyle Contract Providers within the LAC-DMH provider network to obtain the funding
necessary to fully participate in the County’s Integrated Information Systems
Infrastructure and address their technological needs consistent with the MHSA
Capital Facilities and Technological Needs Guidelines.

Implementation

e Completed review of IT Project Proposal submissions from Legal
Entity Contract Providers

e CPTT Workgroup Meetings 11/6/2014 and 5/5/2014

e As of June 30, 2015, 118 Technological Needs Funding Agreements
for each contract provider has been fully executed.

Integrated Behavioral Health Information System (IBHIS)

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

Behind Schedule Budget Status: Within Approved Budget

4/1/2009 Project End Date: 6/30/2017

To acquire Commercial-Off-the-Shelf (COTS) and proven software with the
necessary clinical functionality to support the delivery of quality mental health
services consistent with the Mental Health Services Act and integrated with
administrative and financial functionality.

Implementation Phase/Production Roll-Out

e Completed the migration of 121 Directly Operated programs into
IBHIS.

e DMH has implemented software known as JAWS for visually impaired
employees as part of DMH Americans with Disabilities Act (ADA)
compliance. The solution is in production use with one user and
others are considering it.

e Began working with Probation and Sheriff to use Care Connect to
integrate IBHIS data.

e Completed 20 system modifications intended to improve the efficiency
of the claiming process in IBHIS. This is a necessary predecessor to
bringing on legal entities at volume.
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Technological Needs Project

Personal Health Record Awareness & Education

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

Behind Schedule Budget Status: Within Approved Budget

1/13/2015 Project End Date: TBD

Through the stakeholder process, LAC-DMH received considerable feedback
suggesting that many mental health consumers have limited awareness of
Personal Health Record (PHR) and how a PHR may be used as a recovery
and wellness tool. The written and online PHR awareness and education
materials developed through this project will be used to increase
consumer/family understanding and awareness. In addition, the objectives
were also expanded to comply with new Federal Meaningful Use
requirements. As a result, in order to meet all the objectives, this project has
been divided into Phase I, and Phase Il. This status report only addresses
Phase | implementation activities. = The Personal Health Record and
Awareness web application being implemented in this project is
myHealthPointe (mHP) Patient and Practice Portals licensed through
Netsmart.

Phase I: Construction Phase (Software Deployment)

e Project Kick-off, Project Charter, and Planning Documents completed
e Project Team and resources identified and committed

¢ Netsmart Vendor Consultant is now on board

e Requirements and Design work started

e Business Workflow Sessions started

e Demo system provided by the vendor to allow project team to navigate
through some of the functionality

e Training and Communication Material development started

e Started work on DMH Terms and Conditions of Use and Privacy
Statement

e Start Web Development for Client Information site and secure Login
Page

e Started work on standing up the new Test environment
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Technological Needs Project

Consumer/Family Access to Computer Resources

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

On Schedule Budget Status: Within Approved Budget

1/19/2010 Project End Date: 6/30/2018

Promote consumer/family growth and autonomy by increasing access

to computer resources, relevant health information and trainings.

Provide basic computer skills training to consumers allowing them to

effectively utilize the computer resources made available to them.

Provide appropriate access to technical assistance resources when

needed

Expansion Phase
Completed 83 computer installations and 51 ergonomic stand-sit carts

Completed first annual survey
Sent to all site contacts

Reviewed responses and evaluated in preparation to revisit each site

Completed 50% of the planned revisits to existing sites
Corrected unreported issues

Retrained staff and volunteers on library card processing and
computer tutoring

Evaluated adds/moves and changes for existing sites

Identified and introduced basic, intermediate and advanced free
online computer training opportunities

Obtained ability to process library cards for minors at DMH sites
Completed 50% of several phases of project expansion
Identified 50% of the potential new sites

Identified expansion needs for existing sites

Completed 50% of staff and volunteer training on library card
processing and computer tutoring
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Technological Needs Project

Data Warehouse Re-Design

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

Behind Schedule Budget Status: Within Approved Budget

July 2013 Project End Date: To be determined

Redesign the current data warehouse to support the data requirements of the
Department of Mental Health’s new Integrated Behavioral Health Information
System (IBHIS) as well as new data collected from MHSA programs such as
Prevention & Early Intervention (PEI), Workforce Education and Training, and
Innovation. The redesigned data warehouse will include the full scope of MHSA
program and service data including clinical, outcomes, financial, and
administrative data.

Construction Phase (Software Deployment)
e Conceptual Data Model developed
e Business Intelligence Roadmap Document developed

e High Level Extract, Transform and Load (ETL) approach defined and
documented

e High Level Business Rules identified
e Logical Data Model developed
e Physical Data Model developed

Telepsychiatry Implementation

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

On Schedule Budget Status: Within Approved Budget

7/1/2010 Project End Date: 6/30/2018

To address service disparities among remote and underserved populations by
implementing networked videoconferencing at multiple service locations to
allow provision of direct Telepsychiatry treatment services to clients by
psychiatrists and specialty tele-consultation between Psychiatrists and primary
care providers.

Implementation Phase

Completed construction and took occupancy of the permanent TeleMental
Health Hub (in the same site as Harbor UCLA Wellness Center the 2" week of
April, 2015.
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Below are the capital facilities projects in progress. During the implementation phase of the projects, costs
associated with land and materials have increased from the original estimates. Upon completion of the projects
above, remaining funds will be reassessed.

Downtown Mental Health Center

Project Description: Purchased 25,000 sq.ft. building for $3.5 Million and refurbish and retro fit entire
building. . The refurbishment and retro fit of the entire building is finished and was open for business in
December 2015. Building will house 70 staff and service approximately 220 clients per day and provides direct
services to clients in the surrounding vicinity.

Supervisorial District: 2
Cost: $15,900,000

Arcadia Mental Health Center

Project Description: Building of the new 12,000 sq. ft. clinic in existing parking lot of old clinic was finished
September 2015. The Arcadia Mental Health Center provides crisis evaluation and assessment, case
management, psycho-social rehabilitation services, referrals, and individual and group therapy for
approximately 2,400 clients annually.

Supervisorial District: 5
Cost: $13,500,000

San Fernando Courthouse

Project Description: Potential site to relocate West Valley MHC and West Valley FCCS programs.
Department of Public Works has an architecture firm working on the different concepts at this time. The building
will be approximately 17K square feet of renovated space or new construction.

Supervisorial District: 3
Cost: $4,900,000

Exodus Recovery

Project Description: Refurbishment of Ted Watkins Building for Martin Luther King Psychiatric Urgent
Care Center was completed and opened November 2015. The Unit will provide intensive outpatient mental
health services and will have Mental Health Lanterman-Petris-Short (LPS) designated staff.

Supervisorial District: 2
Cost: $1,300,000
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Fiscal Year 2016-17 through Fiscal Year 2018-19 Three-Year Mental Health
Services Expenditure Plan
Funding Summary

County: Los Angeles Date: 3/17/16
MHSA Fundil
A B C D E F

Community | Prevention and Waorkforce l._'.,??rtal

i " 3 Facilities and Prudent
Services and Early Innovation Education and g

. G Technological Resarve
Supports Intervention Training s

&, Estimated FY 2016/17 Funding

1. Estimated Unspent Funds from Prior Fiscal Years 357,960,964 | 153,822,772 47,140,336 26,478,174 11,000,000
2. Estimated New Fy2016/17 Funding 333,001,629 95,?30,-1‘-!3? 2_3..5__9?,4]"5 .
3. Transferin Fy2016/17" o .
4. fccess Local Prudent Resarve in FY2016/17 o
5. Estimated Available Funding for FY2016,17 740971533 249 573,179 72337812 26,478,174 11,000,000
B. Estimated FY2016/17 MHSA Expendituras 479, 597 340 EE,149 431 23,008,720 13,239,087 10,700,000

C. Estimated FY2017/18 Funding

1. Estimated Unspent Funds from Prior Fiscal Years 261374253 161,423,748 43,320,082 13,239,087 300, 00
2. Estimated New FY2017/1E Funding 397,786,738 55,445 6ES 26,170,180
3. Transfer in Frz017/18" o .
4. socess Local Prudent Resarve in FY2017/1E D
5. Estimated Available Funding for Fr2017/18 659 160991 260,870,433 75,400,272 13,239 087 300, 000
D. Estimated FY2017/ 18 Expenditures 470,649,819 EE,149.4351 23,008,720 13,239,087 300,000

E. Estimated FY2018/1% Funding

1. Estimated Unspent Funds from Pricr Fiscal Years 188511172 172,721 002 52,400,552 o o
2. Estimated New FY20L1E/19 Funding 399 E40272 99,962 318 26,305,873
3_ Transfer in FY2o18/18" o
4. Access Local Prudent Ressrve in FY2018/1% D
5. Estimated Available Funding for FY2018,/19 588 360444 272 683 320 78,796,425 o
F. Estimated FY2018/19 Expenditures 470640 819 EE, 149 431 23 008,720 o
. Estimated FY2018/19 Unspent Fund Balance 117,710,624 1E4 533 BED 55,787,705 o

H. Estimated Local Prudent Reserve Balance

1. Estimated Local Prudent Reserve Balance on June 30, 2015 160,725 402
2. Contributions to the Local Prudent Reserve in FY 2015/16 o
3. Distributions from the Local Prudent Reserve in FY 2015/16 1]
4_ Estimated Local Prudent Reserve Balance on June 30, 2016 160,725,402
5_ Contributions to the Local Prudent Reserve in FY 2016/17 o
6. Distributions from the Local Prudent Reserve in FY 2016/17 (i}
7. Estimated Local Prudent Reserve Balance on June 30, 2017 160,725,402
8. Contributions to the Local Prudent Reserve in FY 2017/18 o
9. Distributions from the Local Prudent Reserve in FY 20:17/18 o
10. Estimated Local Prudent Reserve Balance on June 30, 2018 160,725,402

af Fursuant to Welfare and institutions Code Section 3222(b}, Counties miay use 8 portion of their £S5 funds for WET, CFTH, and the Local Frdent Reserve. The total amount of C55 funding used for this
purpose shall not exceaa 20% of the total Bverspe amount Of funds SEOCAtED to that County for the previcus five yesrs.
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Budget

Community Services and Supports (CSS) Component Worksheet

Fiscal Year 2016/17
A B C o] E F
Estimated Total Estimated
Mental Health Estimated C55 |Estimated Medi| Estimated 1991 Behavioral Estimated
Expenditines Funding Cal FFP Realignment Health Other Funding
Subaccount

F5P Programs
1. Children's Full Service Partnerships 115,945 420 63,751,586 25,220,787 0 20,973,047 0|
2 Family Support Services 4,246,877 4,246,877 o 1] (1] ]
3. Children-Field-Capable Clinical Services 88,168,810 12,531 257 46,155 116 0 29 482 437 o
4. TAY Full Service Partnerships 35,876,362 16,549,461 12,534,902 0 6,791,999 ]
5. Dirop-in Centers 408,000 403,000 o 0 [} o
6. TAY Housing Services 687,915 697,915 O 0 0| o
5 TAY Supportive Employment Services 375,000 375,000 o 0 0| o
8. Probation Camp Services 1,184,713 1,184,713 o 1] (1] 0
-5 TAY-Field-Capable Clinical Services 4 675,013 1,194 428 2,178, 609| 0 1,301,521 455
10.  Adult Full Service Partnerships 96,047,741 64,795,804 31,191,471 L] 60,466/ o
11.  ‘Wellness/Client Run Centers 11,351,283 6,469,012 4,445,964 (] 91,367 383,340
12,  IMD Step Down Facilities 6,074,499 3,655,299 2,419,200 0 o 0
13 Adult Housing Services-25M onetime 2,260,634 2,260,634 o L] (1] 0|
14, Adult Supportive Employment Model Pilot 666,938 454 856 212142 0 0 (]
15, Adult Promotores 248,435 2438 435 0l Q o) o
16,  Jzil transition & Linkage Services 452,579 447,473 10,074 [1] 337 4 685
17.  Adul-Field-Capable Clinical Services 18,797,388 10,070,576 8,722,414 o 1,305 3,093
18. Integrated Care Program 3,058,246 1,857,744 1,122 047 0 113 455 o
15,  Older Adult Full Service Partnerships 10,114,886 6,143,454 3,366,432 (4] 0| ]
20. Transformation Design Team a (] o 0 [0 o
21.  Older Adult Field-Capable Clinical Services 5,044,713 6,103,711 2,775,463 0 (&) 165,539
22 04 Training 42772 42,772 o 0 0| o
23 0A Service Extenders 34,425 34,425 o 0 [} o
24 Service Area Navigator Teams 5.667,937 5,633,647 25,777 1] 8,165 347
a5 Planning, Qutreach, Engagement 4497 734 4,482 939 34,795 0 0| o
26.  Altermative Crisis Services 18,653,976 10,598,558 8,008,446 0 43,541 3,431

MNon-FSP Programs
7. Children's Full Service Partnerships a 0| o a o o
8. Family Support Services a 0| o [} o o
29.  Children-Field-Capable Clinical Services 118,264,895 15,808,753 61,909,383 a 39,546,154 o
30. TAY Full Service Partnerships (1] 0| 0 a (] o
31. Drop-in Canters 1,632,000 1,632,000 0 o 0 o
32.  TAY Housing Services 1,628,467 1,628 467 i} a 0 o
33. TAY Supportive Employment Services 125,000 125,000 o a o o
34 Probation Camp Services 3,554,138 3,554,139| o a o o
35,  TAY-Field-Capable Clinical Services 6,270,811 1,602,142 2,922,269 0 1,745,791 610
36 Adult Full Service Partnerships (1] 0| ] a ] o
37.  Weliness/Client Run Centers 85,678,025 48,655,814 33,447 254 a 687,203 2,887,753
38.  IMD Step Down Facilities 6,580,707 3,959,907 2,620,799 o 0 o
39: Adult Housing Services-25M onetime 9,042,538 9,042 538 o a a o
40, Adult Supportive Employment Model Filot 222,333 151,619 70,714 a o o
41.  Adult Promotores 579,681 579,681 i} a 4] o
42 Jail transition & Linkage Services 7,247,068 7,010,513 157,822 a 5,279 73,455
43.  Adult-Field-Capable Clinical Services 25,213,803 13,508,128 11,659,776 a 1,750 4,149
44 Integrated Care Program 17,556,725 10,527,214 6,358,268 1} 671,243 o
45, Dlder Aduft Full ervice Partmerships 1] 0l o a a o
46 Transformation Design Team 478,358 478,358 o a o o
47.  Older Adult Field-Capable Clinical Services 12,132,091 8,187,189 3,722,857 o 4] 222,045
48.  OA Training 171,086 171,086 o a 4] o
43, OA Service Extenders 155,075 155,075 ] a o o
50, Service Area Navigator Teams 3,778,625 3,755,765 17,184 a 5,444 232
L Planning, Outreach, Engagement 11,011,695 10,926,507 a5,183| o0 0 ]
52.  Altermnative Crisis Services 96,470,525 55,825,394 40,302,017 0 329,955 12,160

€55 Administration 33,677,204 32,598,471 1,078,733

55 MHSA Housing Program Assigned Funds 18 450,000 18 450,000

Total C55 Program Estimated Expenditures 898,643,206 479,597,340, 312,338,775 a 101,865,460 4,841,631

F5P Programs as Percent of Total 51.5%
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Budget

CSS Component Worksheet (continued)

Fiscal Year 2017/18

MHSA Annual Update Fiscal Year 2016-17

A B C ] E F
Estimated Total Etimsted
Mental Health EstF:t:d C55 Estin;aﬁ:i:'ledi E‘:mﬁ!e" 19!:1 BeHhavlitc:al DtE::r:a::d
Expenditures unding a ealignmen sub::mun: r Funding
F5P Programs
1 Children's Full Service Partnerships 115,545,420 69,751,586 25,220,787 L1} 20,973,047 0|
2. Famify Support Services 4,246,877 4,246,877 0| 0 0l 0|
3. Children-Fieid-Capable Clinical Services 28,168,810 12,531,257, 46,155,116 0 29,452,437 0|
4. TAY Full Service Partnerships 35,876,362 16,543,461 12,534,502 0 6,791,353 o
5. Drop-in Centers 408,000 408,000 1] 0 0| 0|
6. TAY Housing Services 697,915 697,915 0| 0 0| (1]
7. TAY Supportive Employment Services 375,000 375,000 0| 1] 0| 8]
B. Probation Camp Services 1,184,713 1,184 713 0| 0 0l 0|
3.  TAY-Fieid-Capable Clinical Services 4.675,013 1,194,428 2,178,609 0 1,301,521 455
10.  Adult Full Service Partnerships 96,047,741 64,795,804 31,191,471 o0 60,466 0
11.  Weliness/Client Run Centers 11,391,283 6,469,012 4,445 964 o 91,367 383,940
12.  IMD Step Down Facilities 5,074,438 3,655,295 2,419,200 fi] ol o
13. Adult Housing Services-25M onetime 200,634 B00,634 0| a 0l 0|
14. Adult Supportive Employment Model Pilot 666,958 454 BESE| 212 143 0 ) 0|
15. Adult Promotores 248,435 248,435 0| 0 0| 0|
1&. Jzil transition & Linkage Services 462,573 247,473 10,074 0 337 4 689
17.  Aduh-Field-Capable Clinical Services 18,797,387 10,070,576, 8,722,414 0 1,308 3,083
18.  Integrated Care Program 3,098,246 1,857,744 1,122,047 fi] 118,455 o
19. Older Adult Full Service Partnerships 10,114,886 6,148,454 3,966,432 i} 0 o
20. Transformation Design Team 0 0| 1] 0 ) 0|
21. Older Adult Field-Capable Clinical Services 9,044,713 5,103,711 2,775,463 a (¥ 165,539
22. DA Training 42,772 42,772 o o0 0| o
OA Service Extenders 34,425 34,425 0| 0 0| 0|
2%, Service Area Mawvigator Teams 5,667,937 5,633,647, 25,777 0 8,168 247
a5, Planning, Outreach, Engagement 4,497 734 4,462 9359 34 795 0 0| 0|
25. Altermative Crisis Services 18,653,976 10,598,557 8,008,346 0 43,541 3,431
Mon-F5P Programs
27. Children's Full 3ervice Partnerships a 0| 1] a L 0
28. Famify Support Services a 0| 0| a ol O
29, Children-Field-Capable Clinical Services 148,360,979 21,086,250 77,664,859 o 49,609,870 0|
30, TAY Full Service Partnerships a 0| 0| a o O
31. Drop-in Centers 1,632,000 1,632,000 o o 0 ()
32.  TAY Houwsing Services 1,628,467 1,628,467 o o 0 0|
33. TAY Supportive Employment Services 125,000 135,000 o a o o
34. Probation Camp Services 3,554,139 3,554,139 a (i o
35, TAY-Field-Capable Clinical Services 7,866,609 2,009,855 3,665,929 a 2,150, 060| 765
36. Adu't Full Service Partnerships 0 (] a 0 [ u]
37. Weliness/Client Run Centers 93,466,936 53,079,070 36,487,913 o 749,676 3,150,276
38 IMD Step Down Facilities 6,580,707 3,959,907 2,620,739 o (8] 0|
35. Adult Housing Services-25M onetime 3,202,538 3,202,538 o 0 (i ]
40. Adult Supportive Employment Model Pilot 222,333 151 619 70,714 1] (] o
41, Adult Fromotores 579,681 579,681 o a [ 0|
43 Izil transition & Linkage Services 7,247,068 7,010,512 157,822 a 5,273 73,455
43.  Adul-Field-Capable Clinical Services 39,763,704 21,303,141 12,451,260 o 2,760 6,543
a4, Integrated Care Program 17,556,725 10,527,214 6,358,263 o 671,243 0|
45, Qlder Adult Full 3ervice Partnerships a o] ] (1] ol nl
45, Transformation Design Team 478,358 478,358 1] a L 0
47, Older Adult Field-Capable Clinical Services 10,871,050 7,336,151 3,335,893 a 0| 158,966
48, 0A Training 171,086 171,086 o o (] 0|
49. DA Service Extenders 195,075 195,075 o o 0| (0}
50 Service Area Navigator Teams 3,778,625 3,755,765 17,184 0 5,444 232
L Planning, Outreach, Engagement 11,011,695 10,526,507 85,183 L1} o o
52. Altemative Crisis Services 96,470,525 55,825,354 40,302,017 a 329,955 13,160
C55 Administration 33,677,204 32,598,471 1,078,733
C55 MHSA Housing Program Assigned Funds 750,000 750,000
Total C55 Program Estimated Expenditures 926,412 857 470,649,813 338,242 486 1] 112 436,928 5,083,624
F5P Programs as Percent of Total 92.9%

170



Budget

CSS Component Worksheet (continued)

Fiscal Year 2018/19

A B C [u] E F
Estimated Total e
Mental Health Es:l:\:tded CS5 Estin;::e:::ledi E::'rmrated 1991 Be:av:::al D::Etlr:a:?
Expenditures unding ealignment SUb::munt r Funding

F5P Programs
1. Childran’s Full Service Partnerships 115,945 430 69,751,586 25,220,787 a 20,973,047 o
2 Family Support Services 4,246,877 4,246,877 0 o 0 ]
3. Children-Field-Capable Clinical Services 28,168,810 13 531,357 45,155,116 o 25,482,437 0|
a. TAY Full Service Partnerships 35,876,362 16,545 461 12,534,502 i} 6,791,999 (]
5. Drop-in Centers 408,000 403, 000| (v a [v] 0|
6. TAY Housing Services 697,915 657,915/ 0 o 0| (]
. TAY Supportive Employment Services 375,000 375,000 (1] (1] [v] v
8. Probation Camp Services 1,184,713 1,184,713 (n] 1] [x] 0|
9.  TAY-Field-Capable Clinical Services 4,675,013 1,194 428 2,178,609 (1] 1,301,521 455
10.  Adult Full Service Partnerships 96,047,741 64,795,804 31,191,471 [i] 60,466 0|
11 Weliness/Client Run Centers 11,391,383 6,463 012 4,446 564 a 51,367 383,340
1Z, IMD Step Down Facilities 6,074,438 3,655,253 2,415 3200 a a| o
13. Adult Housing Services-25M onetime 800,634 800,534 0 a 0| o
14, Adult Supportive Employment Model Pilot 665,958 454 BEE| 212 143 o (5] ]
1s. Adult Promotores 248,435 248,435 n] (1] [+]
1s. Jail transition & Linkage Services 462,579 247 473 10,074 a 337 4,683
17. Adult-Field-Capable Clinical Services 18,797,387 10,070,576 8,722,414 a 1,305 3,093
18, Integrated Care Program 3,098,246 1,857,744 1,122 047 a 118,455 0|
19.  Older Adult Full Service Partnerships 10,114,886 6,143,454 3,966,432 1] o 0|
20. Transformation Design Team (1] o (n] 0 [v] ]
21.  Older Adult Field-Capable Clinical Services 9,044,713 6,103,711 2,775,463 [1] o 165,539
22, O0A Training 42 FT2 42,772 0 o 0| o
23. 04 Service Extenders 34,425 34,425 0 a Lu] o
24, Service Area Mavigator Teams 5,667,937 5,633,647 25777 (1] 8,166 347
a5, Planning, Outreach, Engagement 4,497,734 4,462,335 34 785 (1] [v] 0|
26. Alternative Crisis Services 18.653.976 10,598,557 8.008 446 i) 43,541 _3.431

Non-F5P Programs
27. Children's Full Service Partnerships o 0 0| a 0 0|
28. Famiky Support Services o 0 1] (1] 0 ]
28,  Children-Field-Capzble Clinical Services 148,360,979 21,086,250 77,664,853 (1] 49,609,870 0|
30. TAY Full Service Partmerships a 0 (1] 0 ]
31. Drop-in Centers 1,632,000 1,632,000 o| 1] 0 0|
32. TAY Housing Services 1,628,467 1,628 467 o a L¥] o
33. TAY Supportive Employment Services 125,000 125,000 0| a (4] 0|
34. Probation Camp Services 3,554,139 3,554,135 a 0 0|
35.  TAY-Field-Capable Clinical Services 7,866,609 2,009,855 3,665,929 o 2,130,080, 765
36. Adult Full Service Partnerships a [v] o a 0| ]
37. Weliness/Client Run Centers 93,466,936 53,073,070 36,487,913 a 749,676 3,150,276
38. IMD Step Down Facilities 6,580,707 3,959,507 2,620,799 a [s] o
39. Adutt Housing Services-25M onetime 3,202,538 3,202,538 0| a Q| 0|
40.  Adult Supportive Employment Model Pilot 232,333 151,613 70,714 a o 0|
1. Adult Promotores 579,681 575,681 ] a (5] ]
42 Jail transition & Linkage Services 7,247,068 7,010,512 157,822 o 5,273 73,455
43.  Adulr-Field-Capable Clinical Services 39,763,704 21,303,141 18,451 260 o 2,760 6,543
a4 Integrated Care Program 17,556,725 10,527,214 6,358, 268 1] 671,243 8]
45 Older Adult Full Service Partnerships a (] 8] 1] [+] 0|
45, Transformation Design Team 478,358 478,358 ] a [¢] 4]
a47. Older Adult Field-Capable Clinical Services 10,871,050 7,236,131 3,335,893 a L#] 138,966
48. 04 Training 171,086 171,088 o a Lv] o
49. 04 Service Extenders 195,075 195,075 o a 0| o
50. Service Area Mavigator Teams 3,778,625 3,755,765 17,184 a 5,444 232
51 Planning, Qutreach, Engagement 11,011,695 10,926,507 85,188 1] (1] 4]
52.  Alternative Crisis Services 96,470,525 55,825,394 40,302,017 a 329,355 13,160

C55 Administration 33,677,204 32,538,471 1,078,733

C55 MHSA Housing Program Assigned Funds 750,000 750,000

Total €55 Program Estimated Expenditures 926,412,857 470,649,813 338,242 486 a 117,436,928 5,083,624

F5P Programs as Percent of Total 92 9%
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Budget

PEI Component Worksheet (continued)

Fiscal Year 2016/17

A B C 1] E F
Estimated Total —
Mental Health Est'rmah_ad PEl |Estimated Medi Estim?ted 1391| EBehavioral Et'rmate:_i
Expenditures Funding Cal FFP Realignment Health Other Funding
Subaccount
PEl Programs - Prevention
1. PEl Early Start-Suicide Prevention 760,763 235,141 313,278 208,345
2. PEl Early Start-School Mental Health Initiative 10,100,833 3,175,132 4,159 467 2,766,294
3. PEIl Early Start-Stigma Discrimination 459,939 144578 189,359 125,962
4. School-based Services 0 1] 0 a
5. Family Education and Support Services 4365321 1,372,517 1,758,015 1,195,738
6. At-risk Family Services 0 0 0 a
7. Trauma Recovery Services 0 o 0 o
8. Primary Care & Behavioral Health 0 L1 0 Li]
9. Early Care & Support for TAY 517,725 162,743 213,195 141 787
10. Juvenile Justice Services 0| L] il 0
11. Early Care & Support for Older Adults 0y L1} 0 o
12, Improving Access for Underserved Populations oy 0 0 a
13. American Indian Project 53,386 12,643 16,571 11,020 13,146
PEl Programs - Early Intervention o 0 0
14. PE| Early 5tart-Suicide Prevention 0 o 0 o
15. PEl Early Start-School Mental Health Initiative 0 0 0 a
16. PE! Early Start-3tigma Discrimination o L1} 0 0
17. School-based Services 19,632 979 6,171,465 8,084,703 5,376,811
18. Family Education and Support Services 21,586 945 6,785,678 8,889,331 5,911,936
13, At-risk Family Services 31,036,657 8,274,732 13,670,358 9,091,506
20. Trauma Recovery Services 63,530 538 18,271,011 30,184 813 20,074,708
21. Primary Care & Behavioral Health 16,874 087 5,304,230 6,948,614 4,621,243
22. Early Care & Support for TAY 44,084 740 11,753,487 15,417,473 12,913,780
23. luvenile Justice Services 22,219 241 6,984,435 9,149,705 6,085,101
24. Early Care & Support for Older Adults 4,881 417 1,534,433 2,010,128 1,336,856
25. Improving Access for Underserved Populations 12,340,150 3,879,024 5,081,575 3,379,551
26. American Indian Project 1522521 604,328 791,679 526,514
PEI Administration 13,473 843 13,475 848
PEl Assigned Funds 0
Total PEl Program Estimated Expenditures 272 848 195 88,145,431 110,918,312 0| 73,767,306 13,144
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Budget

PEI Component Worksheet (continued)

Fiscal Year 2017/13

A B C D E F
Estimated Total A
Mental Health Est;ma:_zd PEI Eslin;:e;:ﬂedi E:imfted 1591 Be:auli:.ml. m?:ir:a::_j
Expenditures unding ealignment 5ub::munt r Funding
PEI Programs - Prevention
1. PEl Early Start-Suicide Prevention 760,768 235,141 313,278 208,345
2. PEl Early 5tart-School Mental Health Initiative 10,100 893 3,175,132 4,158 467 2,766,294
3. PEI Early 5tart-5tigma Discrimination 459,939 144 578 189,399 125,962
4. School-based Services 0 0 i) 0
5. Family Education and Support Services 4,366,321 1,372,517 1,758,016 1,195,738
6. At-risk Family Services 0 1] ] L1}
7. Trauma Recovery Services 0 a (] 0
8. Primary Care & Behavioral Health 0 a (4] L]
9. Early Care & Support for TAY 517,725 162,743 213,195 141,787
10. Juvenile Justice Services 0| a0 ] 0
11. Early Care & Support for Older Adults 0 0 1] o
12, Improving Access for Underserved Populations o 1] (1] 0
13. American Indian Project 53,386 12 648 16,571 11,020 13,145
PEl Programs - Early Intervention 0 0 o0
14. PEl Early 5tart-Suicide Prevention 0 L] (1] o0
15. PEIl Early Start-3chool Mental Health Initiative o 0 ) o
16. PEI Early Start-5tigma Discrimination o a ] o
17. School-based Services 13,632, 979 6,171 465 8,084,703 5,376,811
18. Family Education and Support Services 21,586, 945 6, 785,678 8,889,331 5,911,936
15. At-risk Family Services 31,036,657 8274732 13,670,359 9,091,606
20. Trauma Recovery Services 68,530,538 18,271,011 30,184 819 20,074,708
21. Primary Care & Behavioral Health 16,874, 087 5,304,230 6,948 614 4621,243
22. Early Care & Support for TAY 44 034, 740 11 753,487 19,417 473 12,913,780
23. luvenile Justice Services 22,219 241 6,584 435 8,148,705 6,085,101
24. Early Care & Support for Older Adults 4,881 417 1534433 2,010,128 1,336,856
25. Improving Access for Underserved Populations 12,340,150 3,875,024 5,081,575 3,375,551
26. American Indian Project 1922521 604,328 791,679 526,514
PEl Administration 13,473,843 13 473,848
PEl Assigned Funds 0
Total PEI Program Estimated Expenditures 272,848,195 88,143,431 110,918,312 0 73,767,306 13,145
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Budget

PEI Component Worksheet (continued)

Fiscal Year 2018/19
A B C D E F
Estimated Total E kit o
Mental Health Estli:m-a:zd PEI Estin;::nz:::ﬂedi E:in‘ft&d 1991 BeHhavlin.:ar Dt?:rn;a:a-i
Gipeninmss unding ealipnment SHh:;:mnt r Funding
PEI Programs - Prevention
1. PEIl Early Start-Suicide Prevention 760,768 233,141 313,278 208,349
2. PEl Early Start-School Mental Health Initiative 10,100,893 3,175,132 4,159,467 2 766,294
3. PEl Early Start-3tigma Discrimination 459,939 144 578 185,399 125 952
4. School-based Services 0 1] 0 a
5. Family Education and Support Services 4366321 1,372,517 1,738,016 1,195,788
6. At-risk Family Services ] o il L1}
7. Trauma Recowvery Services 1] o Q a
8. Primary Care & Behavioral Health ] [ (i) a
9. Early Care & Support for TAY 517,725 162,743 213,195 141,787
10. Juvenile Justice Services o 1] (i) a
11. Early Care & Support for Older Adults ] 0 il 0
12. Improving Access for Underserved Populations 0 [0} i a
13. American Indian Project 53,386 12,649 16571 11,020 13,146
PEIl Programs - Early Intervention o i a
14, PEIl Early Start-Suicide Prevention o 0 0 a
15. PE!I Early Start-School Mental Health Initiative 0 1} lu] 0
16. PEI Early Start-Stigma Discrimination ] a 0 a
17. School-based Services 19,632,973 6,171,465 8,084,703 5,376,811
18. Family Education and Support Services 21,586 945 6,785,678 8,889,331 5,911,936
13, At-risk Family Services 31,035,697 §,274,732 13,670,352 9,001,606
20. Trauma Recovery Services 68,530,538 18,271,011 30,184 819 20,074,708
21. Primary Care & Behavioral Health 16,874,087 5,304,230 6,948 614 4621,243
22. Early Care & Support for TAY 44,084,740 11,753,487 19,417,473 12,913,780
23. Juvenile Justice Services 22,219,241 6,984,435 9,143,705 6,085,101
24. Early Care & Support for Older Adults 4,881,417 1534433 2,010,128 1,336,856
25, Improving Access for Underserved Populations 12 340150 3,879,024 5081575 3,379,551
26. American Indian Project 1,522,521 604,328 791,679 526,514
PEI Administration 13,473,848 13,479,848
PEl Assigned Funds 0|
Total PEl Program Estimated Expenditures 272,848 195 88,149,431 110,918,312 0 73,767,306 13,145
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Innovation Component Worksheet

Fiscal Year 2016/17

A B C D E F
., Estimated
E::::::fﬂ;?::' Estimated INN |Estimated Medi| Estimated 1991 |  Behavioral Estimated
Expendimes Funding Cal FFP Realignment Health Other Funding
Subaccount
INN Programs
1. Evaluation 1,000,000 1,000,000 0
2. Innovation #2 20,000,000 20,000,000 0|
INN Administration 2,008,720 2,008,720
Total INN Program Estimated Expenditures 23,008,720 23,008,720 0| 0 0
Fiscal Year 2017/18
A B C D E F
" Estimated
E;:;:::leﬁ;?:;l Estimated INN |Estimated Medi| Estimated 1991 |  Behavioral Estimated
T Funding Cal FFP Realignment Health Other Funding
Subaccount
INN Programs
1. Evaluation 1,000,000 1,000,000
2. Innovation #2 20,000,000 20,000,000
INN Administration 2,008,720 2,008,720
Total INN Program Estimated Expenditures 23,008,720 23,008,720 0| 0 0
Fiscal Year 2018/19
A B C D E F
: Estimated
E;::::fﬂ;ﬁ':ﬁ' Estimated INN |Estimated Medi| Estimated 1991 |  Behavioral Estimated
Expenditures Funding Cal FFP Realignment Health Other Funding
Subaccount
INM Programs
1. Evaluation 1,000,000 1,000,000
2. Innovation #2 20,000,000 20,000,000
INN Administration 2,008,720 2,008,720
Total INN Program Estimated Expenditures 23,008,720 23,008,720 0 0 0
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Budget

Workforce, Education and Training (WET) Component Worksheet

Fiscal Year 2016/17
A B C D E F
Estimated Total : . ; ; EStimE_‘tEd -
Mental Health Est1mateld WET |Estimated Medi Estlm?ted 1991| Behavioral Estlmatetli
iiaiituisa Funding Cal FFP Realignment Health Other Funding
Subaccount
WET Programs
1. Training and Technical Assistance 1,006,357 1,006,357
2. Mental Health Career Pathway 4,190,258 4,190,258
3. Rasidency and Internship 200,239 200,239
4, Financial Incentive 6,671,038 6,671,038
WET Administration 1,171,195 1,171,195
Total WET Program Estimated Expenditures 13,239,087 13,239,087 1] 0 4]
Fiscal Year 2017/18
A B C D E F
Estimated Total . i | . Estim?ted .
Mental Health Estimated WET |Estimated Medi{ Estimated 1991 Behavioral Estimated
Epesiitares Fupding Cal FFP Realignment Health Other Funding
Subaccount
WET Programs
1. Training and Technical Assistance 1,006,357 1,006,357
2. Mental Health Career Pathway 4,190,258 4,190,258
3. Residency and Internship 200,239 200,239
4. Financial Incentive 6,671,038 6,671,038
WET Administration 1,171,195 1,171,195
Total WET Program Estimated Expenditures 13,239,087 13,239,087 1] 0 0
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Budget

Capital Facilities/Technological Needs (CFTN) Component Worksheet

Fiscal Yea

r2016/17

A

B

C

D

E

Estimated Total
Mental Health

Expenditures

Estimated CFTN
Funding

Estimated Medi|
Cal FFP

Estimated 1991
Realignment

Estimated
Behavioral
Health
Subaccount

Estimated
Other Funding

CFTN Programs - Capital Facilities Projects
1. Downtown Parking Space
2

ek A

10.

8,200,000

20 090 00 o0

8,200,000

CFTN Programs - Technological Needs Projects
11. Contract Provider Technology Needs Project
12,

13-
14.
15.
16.
17.
18.
19.
20.

2,500,000

2,500,000

CFTN Administration

ol oo oo o o o o

0

Total CFTN Program Estimated Expenditures

10,700,000

10,700,000

Fiscal Yea

r2017/18

A

B

C

D

E

Estimated Total
Mental Health

Expenditures

Estimated CFTN
Funding

Estimated Medi|
Cal FFP

Estimated 1991
Realignment

Estimated
Behavioral
Health
Subaccount

Estimated
Other Funding

CFTN Programs - Capital Facilities Projects
1

Tl e - R R S

10.

o 0 0 0 o0 oo oo o

CFTN Programs - Technological Needs Projects
11. Contract Provider Technology Needs Project
12
13
14.

5.
16.
17.
18.
19.
20.

300,000

300,000

CFTN Administration

ol oo 0o 0 oo o o

Total CFTN Program Estimated Expenditures

300,000

300,000
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Fiscal Year 2014-15 MHSA Services by
Component

Community Services and Supports Plan

Stakeholder Recommended Changes from Previously Approved Plan

The Department’s Executive Managemeant Team identified 3 trend of under-spending within the C55 Plan
and asked the SLT for an age group allecation methodology for 330 million in each of the next 3 Fiscal
Yaars. After reserving 310 million for Bosrd of Supervisor expansion program priorities, the SLT
approved the follvwing age group percent distribution of net 555 dollars:

Child: 13% TAY: 13% Adult: 51 Oider Adult: 13%

This would result in an additional 2.6 million allecation for child, TAY and Older Adults and 312.2 million
for adults for each of the Fiscal Years 2014-15, 20158-16, 2016-1T7.

After reviewing 51 proposals, the SLT recommendsd to the Depariment and to the Meantal Heslhh
Commission the follewing program expansions and new programs.

Board Priorities with Stakeholder support from SLT

1.  Implementation of Lawra’s Law/fAssisted Outpatient Treatment via the expansion of adult FSP
zervices, Service &Area Mavigation Teams and Ahernative Crisis Servipes:

NMHSA Component ond Work Pion: Adult, Assisted Outpatient Treatment Program is an expansion of the
followning Adult C55 programs:

= Bervice Arsa Mavigstion Teams — 500 evalustions per year
= Full Service Partnership — Adult, 300 sdditional slots
= Alternstive Crisis Services — capacity to serve &0 additional clients

Whot & being expondsd? Assembly Bill 1421 =stablished the Assisted Outpatient Trestment (AOT)
Demonstration Project Act of 2002, known 35 Lawra's Law. Lawra's Law addresses the nesds of mentally
ill adults by providing & precess to allow court-ordered cutpatient treatment. The legislation established an
option for counties to provide 3 way for cowrts, probation, and the mental health systems to address the
nesds of individusls who are wunsble to benefit from meantal heslth trestmeant programs in the community
without supsrvision. The unigue programmatic componsnt of Lawra's Law is the AOT Team. These teams
scresn reguests, conduct extensive outresch and engagement, develop petitions and manage the court
processes to connect AODT enrollees with service providers primarity those who are Full Sarvice
Partnership Providers (FSP). Extensive cutreach and engagement must be completed by this t=am in
order to adegustely assess for the lew's detailed critena. Swocessful implementation is predicated wpon
extensive inter-agency collsborstion and provision of significant resowrces from the cowrts, Cownty
Couwnsel, Public Defendsr, the District Attorney’s office, and local law enforceament. Lawrs’s Law ennoliess
reguire higher levels of care, which may inclede on-site2 mental health and supportive services to
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CSS Program Expansion Proposals

New Programs
1: Community Mental Health Promoters/Community Health Workers

Progrom Description: This proposal seeks to add Community Mental Health Prometers/Community
Health Workers as a directly operated. cross-cutting program across age groups, within each Service
Area. Menial Health Promoters/Community Health Workers are frained and stipend community members
who are trusted members of andior have an unusually close understanding of the community served.
Mental Health Promoters /| Community Health Workers {CHW =] generally share the ethnicity, language,
sacigeconomic siatus, and |ife expeniences of the community mambers they serve. These social atiributes
and trusting relationships enable CHW= 1o serve a5 educators, stigma busters, and as a liaison, link, or
intermediary betweesn health, mental health and social services and the community o faciltste access o
and enmeliment in services and improve the quality and cultural competence of services. Promoters/CHW's
buwild individual and community capacity by imcreasing mental health Enowledge and self-sufficiency
through a range of activities such as outreach, community education, informal counseling, social support,
and advocacy among communities such as Hispanic/Lating and Asian Pacific Islander communities.

Target Populotion: Minority ethnic and cultural underserved individuzls and families who traditionally do
not seek mental health services or do not understand the sympioms of mental health as a result of

cultural beliefs andior the stigma associated with sesking mental health services. A special emphasis i=
an limguistic capacity o serve linguistically isolated populations.

Program Gools:
General: PromotersiCHWs can enhance a community's understanding of mental health symptoms,
syndromes, and available treatments, They can assist with provider-client communication; preventive
care; follow-up, and referral; and navigation of the mental health/health and educational systems for all
age groups. Promoters/CHWs build individual and community capacity by imcreasing mental health
knowledge and self-sufficiency through a ramge of activities such as outreach, community education,
informal counseling, social support, amd advocacy among communities swch as Hispanic/Latino
communities
Specifics: Roll Out is planned over a 3-year period.
al ‘fear1
1. Foll out of Promoters/Health Mavigator Teams im each Service Area, following an
established and tested madel, including initial training, coaching and presentations for a
small core group of participants.
2. Translate all prepared and available presentations from Spanish to English.
3. Train in-house trainers with the help of Training Consultant to assure sustainability.

1. Complete roll cut and training of all selected Promoters. Increase paricipants as neesded
by SA.
2. Develop Strategies to adapt program to other languages and cultural groups.
¢l ‘Year 3: Roll out expanded program, including translated and culurally adapted trainings, to other
cultural and Enguistic groups within the 54, according to the needs of the different regions.

Intended Progrom Outoomes:
a) Decrease stigma and fear, associated with either being diagnosed with a mental illness or

saeking mental heakh senvices.
b} Improve timely access to mental health services for underserved populations

I0|Page
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CSS Program Expansion Proposals

c] Increase community awareness of mental health services, particularty for finguistically and
culturally underserved groups.

d) Coordinate senvices between healih/mental healkh service providers for community members
seeking their assisiance.

Estimoted Budget by FY: FY 14515 $350.000

Fy 16M18: $350,000
FY 18M17: $350,000

2. Integration of Co-Cocumng Mental Health and Substance Abuse Disorders (COD) Treatment
Practices Training and Technical Assistance:
Estimoted Budget by FY: Fy 1618 5170,000
FY 18M17: 170,000

Issues Reguiring Action or Further Discussion

Durnng the planning process, a concem was expressed that adult MHSA programs where peer staffing
was mandated as part of the program are not being staffed accordingly. The Depariment agreed fo
review peer siaffing discrepancies and hold providers (contracted and directly operated) to the
expectations documented im FSP guidelines, Wellness Center BFS reguirements and contractwal
lamguage.

Ofder Adult

Existing Programs

Older Adult Full Service Partnership (OA-01)
Expand slots by 122 over the three fiscal years.

Transformation Design Team (COA-02)
Mo changes to previously approved work plan.

Field Capable Clinical Services [DA-03)
Increase capacity by 456 clients over the three fiscal years.

Service Extenders [ OA-04)
Mo changes to previously approved work plan.

Older Adults Training (DA-05)
Mo changes to previously approved work plan.

Housing Trust Fund (A-04)
5250,000 per Fiscal Year for older adult housing development.

11|Page
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Services Cutting Across Age Groups

Existing Programs

Systemn Mavigators (SM-01)
See Assisted Outpatient Treatment program under Board priorities abowe for service expansions.

Alternative Crisis Services (ACS-01)
See programs listed under Board pricrities above for service expansions.

Flanning, Outreach & Engagement (POE-01)
Strategies to enhance existing outreach and engagement serices include:

a)

B
el

d)

e

f)

Identifying specific cutreach and engagement strategies to engage TAY into services, including
the use of social media and technology.

Cutreach and engage TAY who are victims of commerzial/sexual exploitaticn.

Focus TAY outreach efforts in high schools, alternative schools, community colleges, universities
and tradefvocational schools.

Foecus outreach and engagement efforis at unserved and under-served ethnic communities, using
the UREP recommendations.

Cwtreach and engage the TAY LBGTQ community with early signs of mental iliness.

Incorporate leaming from the Integrated Services Management Model Innovation programs to the
outreach and engagement process, including the wutilization of effective non-traditional
approaches.

Prevention and Early Intervention

Stakeholder Recommended Changes from Previously Approved Plan

Mo changes will be made to the current PEl Plan.

Potential Changes Requiring Additional Stakeholder Discussion and Input:

al

Am interest was expressed to categorize eary intervention services at the level of the PEI
Program rather than at the more granular level of the eary intervention Evidence-Based Practice,
Promising Practice or Community-Defined Evidence practice. Each program would still consist of
one of more of these practices but would be augmented with other services, such as employment
suppart or shori-term targeted case management that would aid in the transition back to a pre-
morbid or higher level of functioning.

The Department will examine its Preventon programs in the next planning cycle to prontize those
maost at risk of developing @ mental illness and the programs and services that align with eary
mtervention and. to some degree, TS5 programs.

The Department will review the resufts of the PEl Statewide Projects that have created local
impact in Los Angeles County to determine whether those efforts should continue.

Focus and build capacity to target TAY and Older Adult for stigma and discimination reduction
and Suicide Prevention frainings, presentations, and services. Utilize Mental Health First Aid;
Questicn, Persuade, Refer; Applied Suicide Intervention Skills Training.

Identify and integrate best practices related to stigma reduction in schools setfings targeting TAY.
Provide fraining to reduce staff stigma. The proposal, entitled “From the inside out: Tuming the

Tide of Stigma and Discrimination” would train staff. consumers, family members amd other

12 |Fage
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friendly community members to counter stigmatizimg and discriminatory language and behavior in
thie community with direct, respectful and assertive messages.

gl A DHE psychiatrist is funded for the provision of psychiatric services, including consultaton and
directive services to clients receiving mental health services through the DMH/DHS Collaboration
Program. Clients will receive integrated physical and mental health services provided through a
primary care provider and treatment team.

Workforce Education and Training

Stakeholder Recommended Changes from Previously Approved Plan
Mo recommended changes from previcusly approved plan.

Potential Changes Requiring Additional Stakeholder Discussion and Input
Expand WET Project & to include a TAY-focused pesr cerification process to prepare TAY aged

ndividuals to work as peer advocates within the mental health system. Individuals frained would be able
to prowide peer services in cutreaching to TAY and for TAY accessing mental health services.

Capital Facilities and Technological Needs:

Stakeholder Recommended Changes from Previously Approved Plan

The sllocated amount for Capital Faciliies (CF) and Information Technology (IT) s $131,007,000.
Stakeholders determined 70% ($81,704.800) of funds above would support IT Projecis, with the
remainder to support CF Projects.

Change: Move 33 million from CF Projects to IT to suppert the continued deployment of the Integrated
Behavioral Health Information System (IBHIS), chamging the initial ratio of TH to CF funds from T0%30%
to T2% TH, 28% CF. The recommended change was approved by the SLT.

Innovation

The integrated Mobile Heslth Team, Integrated Clinic Maodel and Integrated Sernvices Management Model
all are scheduled to conclude on June 30, 2015, The Integrated Peer Run Medel will conclude on June
30, 2018

The Department is beginning the process of identifying potential new Innovation projects that would begin
sometime during FY 2015-108.

e

13|Pa
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COUNTY OF LOS ANGELES — DEPARTMENT OF MENTAL HEALTH

PROGRAM SUPPORT BUREAU — MHSA IMPLEMENTATION AND QUTCOMES DIVISION

Proposal for use of Unallocated Funds
MHSA Community Services and Supports (CSS) Plan

This proposal was approved by the Department’s System Leadership Team at its June 17, 2015
meeting.

OME-TIME INVESTMENTS:

MHSA Housing Program (A-04) £17.5 million + $200,000

= This funding will be transferred to the California Housing Finance Agency who
administers this statewide program and will be used to continue the development of
permanent, supportive, affordable housing for individuals fiving with serious mental
illness, who are homeless, and their families. This program serves all populations
including families, Transition Age Youth, Adults and Older Adults.

200,000 was allocated to the Housing Trust Fund in the 3 year plan for FY 14-15 but
was not used due fto implementation delays. Per a recommendation from the
Department's MHSA Housing Advisory Commitiee, the funding will be transfemed to the
California Housing Finance Agency who administers this statewide program and will be
used for the development of permanent, supportive, affordable housing for individusals
living with serious mental illness, who are homeless, and their families. This program
serves all populations including families, Transition Age Youth, Adults and Older Adults.

MHSA Housing Trust Fund {A-04) 57.5 million
This funding will be used to provide supportive senvices andior other housing supports to those
individualz living with serious mental iliness, who arefwere homeless, and their families and
hawe or are in the process of transitioning into permanent housing.

Los Angeles Lesbian Gay Bizexual Transgender Center's Recognize, Intervene, Support,

and Empower (RISE) Project (POE-01) $350,000

The Lesbhian-Gay-Bisexual-Transgender-Questioning (LGBTQ) population iz a non-ethnic,
cuftural underserved population in Los Angeles. The extent of senvice gaps, especially within
the public mental health system is significant. Individuals within this population are more often
tracked solely through their ethnic, language, and age groupings. Risk and wvulnerability for
mental health, co-morbid, and co-occurming izsues are higher in LGBTQ populations especially
in responze to high levels of stigma and discrimination; their higher occurmrence of depression
and anxiety are known risk factors for attempted and completed suicides. LGBTQ children and
youth are more often subjected to intense bullying and other harsh behaviors from their peers
and classmates, and sometimes rejection from their families. Within the Los Angeles County
dependency system, a recent study revealed that nearly 20-percent of childrenfyouth ages 12 -
21 in out-of-home placement self-identified az LGBTQ. Reducing the number of youth,
including LGBTQ youth in long-term foster care, i a prorty focus of the LA, County
dependency system. Long-term foster care iz statistically significant for less optimal sel-
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MHSA CSS One-Time and Ongoing Funding Proposal
Page 2

sufficiency outcomes with respect to emofional well-being, homelessness, educational
attainment, employment, etc. The DMH will fulfill itz obligation to outreach and engage the
unique mental health needs of DCFS LGBTQ children and youth in out-of-home placement and
family caregiving settings through the MHSA Planning-Outreach-Engagement (POE) plan. DMH
will help fund the Los Angeles LGBT Center's R..5.E. (Recognize, Intervene, Support, and
Empower) Project. This project will provide outreach, engagement, linkage, and psychosocial
strategies to youth, families, caregivers, and service workers with the goal of improving family
acceptance, functioning, and improving the self-sufficiency trajectory for this population.

Pilot Employment Program — Wellness Centers (A-02) §250,000 each vear for 2 years
This funding will be used to provide employment services to DMH clients in two directly
operated wellness centers. The funding will be allocated through a selicitation to an agency
with an expertise in providing employment services with the goal of increaszing the number of
DMH clients that achieve their empioyment recovery goals.

Assisted Outpatient Treatment (AOT) Evaluation (A-01) $300,000
Thiz funding will go to evaluate the effectivensss of the Department's AOT program. The
evaluation will focus on:
= Effectiveness: Assess the effectiveness of AOT to determine and contrast promising
practices for effective outreach to and outcomes of and between AOT eligible
subgroups (including but not limited to):
1. Clients referred to AOT-LA who do not receive AOT outreach services.
2. Clients referred to AQT-LA who meet AOT eligibility criteria and who
voluntarily accept services.
3. Clients referred to AOT-LA who mest ADT eligibility criteria who refuse
voluntary services and for whom a court order is not sought.
4. Clhents referred to AOT-LA who mest AQT eligibility criteria and who sign a
Settlement Agreement with the Court.
5. Clents referred to AOT-LA who meet AOT eligibility criteria and who are
court ordered to receive AOT =ervices.
Community Improvement. Assess the extent the program contributes to improving
the local community.
Stakeholder Satisfaction: Assess the satisfaction levels of stakeholder groups,
including clients and providers.
= Cost Assess the cost effectiveness of treatment (voluntary or mandated).

ONGOING INVESTMENT S:

Katie A. — FCCS expansion for Intensive Care Coordination (ICC) and Intensive In-Home
Behavioral Services (IHBS) (C-05) $3.3 million
Az a result of the State of California Katie A. settlement agreement, Loz Angeles County was
mandated o address the needs of “Katie A. Subclass™ members. Defined azs DCFS involved
children most in need of specialty mental health services, subclass members are entitled to
receive Intensive Care Coordination (ICC) and Intensive Home Based Services (IHBS). Child
Welfare Division will incorporate ICC and IHBS into the expansion of Intensive Field Capable
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MHSA C55 One-Time and Ongoing Funding Proposal
Page 3

Clinical Services programs to DMH contract providers across all Service Areas to specifically
address the needs of Katie A. Subclass members in order to comply with the setilement
agreement. Both services are consistent with FCCS.

Katie A. — Intensive Care Coordination Services for FSP (C-01) $1.6 million
Children’s Full Service Partnership (FSP) will incorporate ICC and the CFT process for the Katie
A Subclass members receiving services in the program to assist with the Depariment of Mental
Health {DMH) compliance of the Katie A settlement agreement. Adding ICC to Child FSP will
make the program more consistent with Wraparound that provides a very similar service at a
cost of $6,000 more per slot than Child FSP.

Historically, Katie A. Subclass members fill approximately 33% (587) of Child FSP slots. The
Department of Mental Health proposed augmenting 30% of each providers cument Child FSP
glot allocation to bring ICC services in FSP for Katie A. Subclass members. This method of
distribution ensures each provider will be accountable for providing a standardized service
delivery system to the Katie A. Subclass while simultaneously meeting the needs of its FSP
clientale.

Health Neighborhood and Faith Outreach and Coordination (POE-1) £900,000
This will fund the positions necessary to coordinate faith outreach and Health MNeighborhood
development in each of the Service Arsas. To meet the objectives of the County's Siralegic
Initiative 4: Healthy Neighborhood Projects, the Depariment of Mental Health is developing the
capacity of high-need/underserved communities for improving mental weliness and resiliency,
reducing juvenile and adult delinguency and addressing homelessness. This aligns with
LACDMH's Strategic Plan Goal 3 Enhance the community’s socigl and emotional well-being
through collaborative partnerships. This program intends to develop, streamline, integrate and
focus the ability of the Los Angeles County Department of Mental Health (LACDMH) to improve
health literacy, neighborhood resources and community's capacity for collective action to
address issues of weliness, resiliency, justice involvement and homelessness. The program will
implement a logic model for community partnership development and activation focused on
high-need/underserved communities where justice involvement and homelessness are
prevalent. The program will use local faith communities as loci for engaging grassroots and
organizational actors for collective action. It will leverage existing outreach and engagement
efforts focused on faith communities such as the Service Area clergy meetings, Faith Based
Advocacy Council mestings, DMH Clergy Roundtable Program and the Clergy Academy
Program. Given the resource limitations and the local focus of parinership development, at
least one local “community weliness and resiliency ligison” is needed per Service Area. The
liaison will work closely with the Department’s Community & Government Relations Division for
outreach, engagement and education focused on faith communities.

Client Supportive Services Funds — SB 82 Mobile Triage Team (POE-1) £800,000
This funding will be used to support the outreach and engagement of individuals who are
homeless, veterans andlor older adults in crisis as identified by the 5B 82 DMH Mokile Triage
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Teams. The funding will provide basic necessities such as food, water, toilefries and blankets
and other items such as transportation and birth cerdificates. The 5B B2 funding precluded
funding for non-service expenditures.

Housing for Clients — SB 82 Program (POE-1) $300,000
Thiz funding will be used to provide temporary shelier to individualsffamilies in crisis, as
identified by 5B 82 DMH Mobile Triage Teams. The funding will be used for temporary shelter
while a long temm treatment plan is being developed and implemented. The 5B 82 funding
precluded funding for non-service expenditures.

Expansion of FCCS Capacity (C-05, T-05, A-06, OA-3) $3.6 Million
Expand capacity and broaden service continuity by adding FCCS services to all current FSP
programs without an FCCS component for each age group. This would inciude Assisted
Cutpatient Treatment (AOT) contactors with FSP slots.

FCCS Service Expansion in Skid Row (A-06) $1.5 million
Expand FCCS capacity specifically to the Downtown LA Skid Row area, focusing on mentally ill
adults who are homeless or at risk of homelessness.

Increased capacity to outreach, engage and serve Under-Represented Ethnic
Populations (UREP) communities (A-06 Adult FCCS and POE-01) $1.23 million
Post Innovation — 1, expand cument FCCS and outreach and engagement capacity to the
Samoan community and to meet critical language needs of Ammenian and Farsi speaking
Consumers.

Service Redirection from PEIl to FCCS (C-05, T-05, A-06, OA-3) $28.4 million
System of care capacity was reduced during years where CGF/realignment was reduced. While
agencies received Prevention and Early Intenvention funding, an unmet remains related to
serving clients with sericus mental iliness or serious emotional disturbance that don't meet FSP
criteria. This action creates system capacity to address this unmet need.

Forensic FSP (F-FSP) Services (A-01) %3 million
Thiz would expand FSP capacity to serve individuale with criminal justice histories who are at
risk of re-incarceration, institutionalization, homelessness, or psychiatric in-patient services. F-
FSP =zemnvices support individuals as they reintegrate into the community and transition to lower
levels of care. Participanis engage in the development of their recovery and wellness focused
treatment plan with their provider. Services are evidenced based and designed to meet the
special needs of the forensic population. The treatment team is available 24/7 to provide phone
and in-person crisis services to the client.

Men's Jail Integration Program (A-05) $2.5 million
The Department of Mental Health Adult System of Care (AS0C) will establish a Men's
Community Reintegration/Re-entry Services and Education Center (MCRSEC) to serve men
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with co-occurring mental health and substance use disorders being released from the Men's
Central Jaill (MCJ) or Twin Towers Comectional Facility (TTCF). MCRSEC will provide
innovation models of care for men struggling with histories of persistent mental illness and
substance abuse, repeated amests and incarcerations, physical health disorders,
homelessness, unemployment, financial instability and domestic and community viclence.
MCRSEC will algo serve and an education and training center for a variety of integrated care
providers.

Law Enforcement Team (Hew Work Plan Proposed - LE-01) $5.7 million
The DMH Emergency Outreach Bureau (EOB) plans to expand its Mental Health - Law
Enforcement Teams (MH-LET) that provide field based crizgis intervention services to children,
adolescents, TAY and adults throughout Los Angeles County. The expansion will fund mental
health staff to create 42 new teams with law enforcement agencies that have expressed an
interest in establishing a parinership with DMH. This funding will cover the cost of the mental
health staff. Law enforcement agencies will fund their officers.

The teams are based on a co-response model: one licensed mental health clinician is partnered
with a law enforcement officer to respond to 911 calls or patrol car requests for assistance
involving persons suspected of having a mental iliness. Teams provide crisis intervention
including assessment for WIC 5150, de-escalate potentially viclent interactions betwesen clients,
family members and police, make appropriate referrals to community agencies, and/or facifitate
hospitalization. The teams/programs serve to decrease the need for inpatient psychiatric
hospitalzation by providing immediate field based services. Additionally, clinical staff will
provide training to law enforcement officers on mental heafth and sfrategies when engaging
persons with mental illness.

Expansion of Mobile Interdisciplinary Teams (MITs) (A-06) S600,000
Thiz funding will provide additional staff for the Multidisciplinary Integrated Teams cumently
funded by DMH/County Homeless Prevention Initiative in key areas of the County reflecting high
incidence of homelessness, as follows: one (1) additional team in Skid Row, one (1) additional
staff in Service Areas 2 and B, and two (2) additional staff in Service Area & will increase
capacity to engage, link individuals that are homeless to mental health programs and support
clients in accessing and retaining housing.

TAY Drop-In Center expansion (T-02) §250,000
Drop-ln Centers provide temporary safety and basic supports for Serously Emotionally
Disturbed (SED) and Severs and Persistently Mentally Il {(SPMI) TAY who are living on the
sfreets or in unstable living situations. Drop-in Centers provide “low-demand, high tolerance”
environments in which TAY can make new friends, participate in social acfivities, access
computers, books, music, and games. As the youth is ready, staff persons can connect them to
the services and supports, including linkages t© ongeing mental health and co-cccuming
services, they need in order to work toward stability and recovery. The initial MHSA C55 plan
for Drop-In Centers was approved in 2009 and DMH contracted with two agencies to provide
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Drop-ln Center services in different Service Areas. MHSA funding provides the opportunity for
the agencies to leverage their existing non-MHSA funded Drop-In Centers to operate and
provide services and supports during extended hours during the week and on the
weekends. With the growth and availability of additional MHSA funding during the past years,
DMH iz now able to fund a Drop-In Center in all eight Service Areas. This will allow DMH to
engage the TAY population in services and supports to promote their wellness and recovery

throughout the County.
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LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH
COUNTYWIDE PROGRAMS — FULL SERVICE PARTNERSHIP

GUIDELINES
SUBJECT GUIDELINE NO. EFFECTIVE DATE PAGE
DISENROLLMENT GUIDELINES VIIl. 11/1/2006 1o0f3
PURPOSE: To establish a procedure for the disenrolliment of a Full Senvice
Partnership (FSP) client from a F5P program.
DEFINITIOMN: Disenrollment can apply to either an interruption or a discontinuation of

service. An interruption of service iz defined as a temporary situation in
which the client iz expected to return to 2ervices within twelve (12)
months or less from the date of last contact. A discontinuation of
zervice is defined as & long-term situation in which the client is not
expected to return to services for more than twehee (12) months from
the date of last contact. The reasons for dizsenrollment are az follows:

1.

k2

Target population criteria are not met. Client is found not to
meet target population; in most cases, clients who are
dizscoverad to have mo major mental iliness or serouz emotional
disturbance (SED).

Client decided to discontinue Full Service Partnership

participation after pardnership established. Client has either
withdrawn consent or refused services.

Client moved to another countyiservice area. Client relocated to
a geographic area either outside or within LA, County, and has
discontinued FSP services.

After repested attempis to contact client, client cannct be
located. Client iz missing, has not made contact with FSP
agency. Agency may request dizenrollment of a client after
multiple documented outreach attempts for at least thirty (30)
days but not more than ninety (90) days.

Community services/program interrupted — Client's
circumstances reflect 3 need for residentialinstitutional mental
health services at this time {such a5, an Institute for Mental
Disease (IMD}, Mental Health Rehabilitation Center (IMHRC) or
State Hospital (SH). Client is admitted to an IMD, MHRC or SH.

Community services/program interrupted — Client will be
detained in juvenile hall or will be serving campfranchy

CY Alisiliprizon sentence. Client is anficipated to remain in one
of these faciliies for over ninety (90) days.
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FSP Disenrollment Guidelines

LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH
COUNTYWIDE PROGRAMS — FULL SERVICE PARTNERSHIP

GUIDELINES

SUBJECT

GUIDELINE MO. EFFECTIVE DATE PAGE

DISENROLLMENT GUIDELINES VIl 111172006 2of3

7. Client has successiully met his/her goals such that

discontinuation of Full Service Partnership iz appropriate. Client
has successfully met hisher goals, as demonstrated by
invelvement in meaningful activities, such as, employment,
education, velunteerizm or other 2ocial activities and is living in
the least resirictive environment possible, such as an
apartment. The client no longer needs intensive =ervices.

Client is deceased. This includes clients who died from either
natural or unnatural causes after their date of enrcliment.

GUIDELINES: Countywide Programs Administration must authorize all requests for
client dizenroliment from the FSP program prior to an agency officially
terminating services.

1.

()

Upon determining that a client meetz dizenrollment criteria, the
F3P agency will complete the Full Service Partnership
Disenrollment Request Form and submit it to the age-
appropriate Impact Unit Coordinator for pre-authorization of
disenrollment.

Impact Unit Coordinator will review the disenroliment request
within five {5) business days of receipt. Clients that meet FSP
dizenrollment criteria will be pre-authorized and forwarded to
Countywide Programs Administration. For clients that do not
meet disenrollment criteria, Impact Unit Coordinator will
complete and send Full Senvice Parinership Digenrollment/
Transfer Request Supplemental Form to FSP program. FSP
program must continue sernvices.

Countywide Programs staff will review the request for
dizenrollment and pre-authorization information and will notify
the F3P program and Impact Unit of authorization for
disenrollment within two {2) business days. Once disenmoliment
iz authorized, the FSP program may close the casze in the DMH
Integrated System (13) and relevant Data Collection System
[see VILA. QOuicomes Data Collection or http://dmhoma.pbwiki.com].

If Countywide Programs staff does mot authorize client for
dizenrollment they will complete and send Full Service
Partnership Dizenrcliment /Transfer Request Supplemental
Form to FSP program and Impact Unit. FSP program must
continue services.
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FSP Disenrollment Guidelines

LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH
COUNTYWIDE PROGRAMS — FULL SERVICE PARTNERSHIP

GUIDELINES
SUBJECT GUIDELIME NO. EFFECTIVE DATE PAGE
DISENROLLMENT GUIDELINES VIl 111172006 Jofd

4. If FSP agency does nof agree with the decision of the Impact
Unit or Countywide Programs Administration, then agency may
file anm appeal (see lll.B. Procedure for Filing Appeals Related to

FSP Client Enrollment, Disenrollment or Transfer).

A client transferring from one FSP program to ancther FSP program is
not considered a disenrollment (s=e YV.C. Transfer of Clients Between
Full Service Partnership Programs).

FORMS: # Full Service Partnership Disenrcliment Request Form
# Full Service Partnership Dizenrcllment/Transfer Request
Supplemental Form

REFERENCES: = hitpZidmhoma.pbwikicom (Los Angeles County DMH Outcome
Measures Application {OMA) Wikl website)
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Full Service Partnership Outcomes Measures Application
Living Arrangement Exception Reasons and Corrections
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FSP Baseline Exception Reasons
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FSP Baseline Exception Reasons

Full Service Partnership Outcomes Measures Application
Employment Exception Reasons and Corrections

Baseline Data

e Total Weeks Not Equal to or Greater than 52: Assessments where the total number of weeks for all
employment statuses including unemployed and retired does not equal 52 weeks or greater.

e Partnership Date Missing. The Partnership Date signifies the start of the program (1st day of service
claimed). For FSP, Partnership Date = enrollment date and cannot pre-date the Countywide
Administration Authorization Date.

e Duplicate Baseline Detected: Only one baseline should be done for a client unless the client has been
disenrolled from FSP for more than 365 days. The “new start of FSP” must be greater than 365 days
from the date of disenrollment (partnership status change) in the disenrollment Key Event Change
(KEC). The mistake often involves an agency creating a second baseline or when additional baselines
are done for a client when he/she transfers to another agency or re-enrolls back to services when client
has not been away for more than 365 days from the status change date on the disenroliment KEC.

Key Event Change (KEC) Data

e Conflicting Current Employment/Unemployment: When nothing is reported in all of the Current
Employment fields and No is answered to the question: Is the client unemployed at this time?

e Missing Date of Employment Change: An employment change is indicated on the KEC but the Date
of Employment Status Change is left blank.

e Conflicting Employment/Unemployment KEC: When there is nothing reported in all of the Current
Employment fields and “No” is answered to the question, “Is the client unemployed at this time?”

e Missing Partnership Status Change on Disenrollment or Reestablishment: A disenrollment or
reestablishment is indicated on the KEC but the Date of Partnership Status Change is left blank.

e Employment Change Date on KEC Prior to Partnership Date: A KEC should not reflect a change
that occurred prior to the client’s enrollment in the FSP program.

e Unemployment Reason Reported and Unemployment Not Checked: The KEC reported a reason
for unemployment without indicating the client is unemployed.

e Unemployment Checked and No Reason Given: Unemployment is indicated on the KEC but the
reasons for unemployment are left blank.

e Unemployment Reason Conflicts with Unemployment Status: The KEC indicates the client is
employed at the time, but answered the reasons for unemployment.

MHSA Annual Update Fiscal Year 2016-17 204



FSP Baseline Exception Reasons

Field Capable Clinical Services Outcomes Measures Application
Baseline Exception Reasons and Corrections

Exception Reasons:

Baseline excluded because the FCCS update is missing data.

Baseline excluded because more than 1 update has the same assessment date.
FCCS update is tied to a baseline that is excluded.

Baseline is missing data.

Multiple baselines for the same clinical episode.

YV V.V VY
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Full Service Partnership Outcomes Measures
Employment Status Definitions

Competitive Employment: Paid employment in the community in a position that is also open to individuals
without disability.

Supportive Employment: Competitive Employment (see above) with ongoing on-site or off-site job related
support services provided.

Transitional Employment / Enclave: Paid jobs in the community that are 1) open only to individuals with a
disability AND 2) are either time-limited for the purpose of moving to a more permanent job OR are part of a
group of disabled individuals who are working as a team in the midst of teams of non-disabled individuals who
are performing the same work.

Paid In-House Work (Sheltered Workshop / Work Experience / Agency-Owned Business): Paid jobs open
only to program participants with a disability. A Sheltered Workshop usually offers sub-minimum wage work in a
simulated environment. A Work Experience (Adjustment) Program within an agency provides exposure to the
standard expectations and advantages of employment. An Agency- Owned Business serves customers outside
the agency and provides realistic work experiences and can be located at the program site or in the community.

Non-paid (Volunteer) Work: Experience Non-paid (volunteer) jobs in an agency or volunteer work in the
community that provides exposure to the standard expectations of employment.

Other Gainful / Employment Activity: Any informal employment activity that increases the client's income
(e.g., recycling, gardening, babysitting) OR participation in formal structured classes and/or workshops
providing instruction on issues pertinent to getting a job. (Does not include such activities as panhandling or
illegal activities such as prostitution.)
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A Summary of Findings for the Los Angeles County 241.1 Multidisciplinary Team
Report to the Los Angeles County Board of Supervisors—May 2015

Denise C. Herz, Ph.D.
School of Criminal Justice & Criminalistics
California State University—Los Angeles

Overview of the 241.1 MDT Research Project

The 241.1 Multidisciplinary Team {(MDT) began as a pilot program in the Pasadena
delinquency courts in May 2007 under the direction of Judge Michael Nash and the
Crossover Committee (an interdisciplinary committee tasked with improving the 241.1
process in Los Angeles County). Since that time, all participating agencies have contributed
to data collection efforts. The amount and type of data have varied over time because no
resources were dedicated to data collection, and the task added to an already long list of
responsibilities for these agencies. Nonetheless, the agencies were committed to driving
practice with data and worked with Dr. Denise Herz to capture the evolution of the MDT
program with as much data as possible.

With the passage of the Board Motion to provide funds to support the addition of DMH
psychiatric social workers for the 241.1 MDT, the need for data grew to include the
tracking of outcomes for youth who received a 241.1 MDT assessment and plan. To
support this requirement, the agencies and Dr. Herz devoted their time to develop data
collection tools. and DCFS committed resources through their Bureau of Information
Systems to build a 241.1 web-based application to collect data from all agencies at the time

of the referral, following the t, and fall g di i Their work isa
testament to their commitment to the 241.1 MDT ngram  and youth impacted by it

ially since no additional resources were provided to support the data collection
requirement.

The 241.1 Data Subcommittee members include the following individuals (NOTE: a few of
the original members listed below were promoted and moved into different assignments):

» Department of Children and Family Services (DCFS): Wilhelmina Bradley (241.1
Unit), and several representatives from the DCFS Education Unit including Patricia
Armani, Denise Prybylla, Gerardo Beltran, and Marcelino Ramos

Probation: Michael Verner, Mirsha Gomez, Suzanne Lyles, and Delores Bryant-
White

Department of Mental Health [DMH): Nancy Gilbert

California State University—Los Angeles: Denise Herz

v

¥

v

While designed by this committee, the 241.1 Application was programmed by Marcelino
Ramos from DCFS-BIS. Without the commitment of all these individuals the 241.1
Application, the data it captures, or this report would not have been possible.
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services status for tracked youth at two points in time: 6 months after their
disposition and 1 year after their disposition er until both the dependency and
delinquency cases close—whichever comes first. DMH is also responsible for
reporting the services youth received from DMH during these two timeframes.

Types of 241.1 Referrals

There are several types of referrals made to the 241.1 Units. Youth who had an open 300
case and had a pending delinquency petition were the original target population for data
collection and the development of the 241.1 MDT: however, the 241.1 Application collects
data on all types of referrals.

The target group for this report is still youth with an open 300 case and a pending
delinquency petition, but for the first time since data collection began on crossever youth
in Los Angeles, we now can report the distribution of all types of referrals. For clarity,a
brief description of the different types of referrals is provided below:

* 300 youth with a pending delinquency petition: These youth have an open DCFS
court-invalved case, are charged with criminal charges, and are awaiting a
delinquency court hearing (hereafter referred to as “300 youth”).

* Emergency Referral (ER), Voluntary Family Maintenance (VFM), Legal Guardian (LG)
with a pending delinquency petition: These youth do not have substantiated cases in
dependency court, but they were involved with DCFS in some way when they were

charged with a criminal offense and, consequently. face a delinquency court hearing.

= Declared 602 youth with a pending dependency decision: These youth are wards of
the delinquency court at the time of their referral and subsequently, a case is
opened on them in DCFS.

- s: Youth with r were previously 241.1 referrals who
received a delinquency disposition and are now returning to court because (1) the
court has requested to see them: (2] they committed a new charge; and for (3] they
are being charged with a Probation violation.

* Reverse 241.1 and AB 12 Referrals: These are referrals for wards of the delinquency
court who are requesting a return to dependency because their delinquency
dispositions are coming to an end (NOTE: AB 12 is a bit more complicated than this
description—readers are referenced to the protocols for AB 12 youth for more
specific information).

It should be noted that except for reassessment referrals, all referrals are “new”—in other
words, even though the youth referred may have been on Probation in the past, they are
not under Probation supervision at the time of the referral. Additionally. some youth
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The data system previously in place to record 241.1 referrals was a stand-alone ACCESS
database that simply captured the referrals and limited information related to those
referrals. All data presented in previous reports have required additional data collection
above and beyond the ACCESS database due to limited information contained within it.

The Data Subcommittee merged all previous research efforts with the information required
by the Board Motion to create a comprehensive data collection tool. Marcelino Ramos,
DCFS/BIS, was then tasked with building a 241.1 application to capture all of this
information and give Probation and DMH access to limited screens for data entry.
Additionally, Patty Armani, Education Consultant Services Program, was working with BIS
to create the On-Line Education Consultant Services System. To avoid duplication of
systems, BIS worked to connect the 241.1 Application to this system for efficient and
effective data collection. The 241.1 Application was finished in two phases—the first phase
was completed in January 2014 [Referral and Initial Form information) and the second
phase was completed in February 2014 (Tracking Information).

Overview of Data and Methods Used for the Current Report

The use of the 241.1 Application to capture all 241.1 referrals made to the DCFS and
Probation 241.1 Units began on October 1, 2013. The database was used to collect three
types of data: Referral Information, Initial Data and Tracking Data.

Referral Information: Basic information is captured in the 241.1 Applicatien for all
241.1 referrals received. Inaddition to demographic and type of 241.1 referral
administrative, it also captures administrative information needed by the DCFS
241.1 Unit to process the referrals.

Initial Data: For all cases except reassessments, additional characteristics are
captured in the 241.1 Application by each agency participating on the Team. For
example, DCFS enters information on the youth's history in the agency, Probation
enters information about the current offense and prior contact with the juvenile
justice system, DMH enters general information on the youth's behavioral health
needs (if applicable}, and Education Consultants/contracted agencies provide
information on the youth's educational status/background. These data reflect the
youth's status at the time of the referral, and it is important to note that the
information entered by the agencies reflects that contained in the 241.1 Joint
Assessment and submitted to the delinquency court in preparation for the 241.1
hearings (i.e. no additional information is collected).

Tracking Data: The collection of "Tracking Data” is more limited in scope (i.e., it is
only collected for a subsample of referred youth). The subsample of youth is
identified each month (beginning in October 2013) from all youth who have an open
300 case prior to receiving a disposition from the delinquency court. Specifically,
up to 30 of these youth in any particular month are selected as tracking cases. If this
list is less than 30, all youth are selected for tracking, but when the number of youth
exceeds 30, a random sample of 30 is selected. Both DCFS and Probation are
responsible for reporting data on the educational status, placement status, and
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receive multiple 241.1 referrals within the same timeframe; thus, unless the narrative ina
particular section indicates otherwise, the unit of analysis is referrals not individuals. In
the case of referrals, one youth may be represented several times due to multiple referrals.

Purpose of this Report
The current report presents a summary of 241.1 referrals in 2013 and 2014 and the
dispositions received by “300 youth” in 2012, 2013, and 2014. Additionally, the

characteristics of “300 youth™ and tracked cases as well as the 6-month outcomes for
tracked youths are presented.

Results for 241.1 Referral Types and Dispositions

Types of 241.1 Referrals (Table 1)

# The overall number of 24 1.1 referrals received in 2013 and 2014 was similar across
years,

» Wh the general categories of referrals, the distribution of referrals was
similar across years—with about half of the cases falling into "new” cases with a
pending delinquency petition, and more than a third of cases falling into
“reassessment.” One difference was noticeable, though: the percentage of “new”
referrals was slightly higher than reassessments in 2013, but in 2014, the percentage
of reassessments was slightly higher than “new" cases.

¥

The data in 2014 allow for a deeper understanding of the general categories of
referrals discussed above. Based on more detailed iformation, "300 youth” account
far the langest proportion of “aew” cases, but they do not mpreﬁentthe majority of
all 241.1 referrals. Forr
request/order” is the slightly more pr!valenrthan other types ofreassessments
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Summary of Findings for LA County 241.1 MDT

Table 1: Type of 241.1 Referrals Received in 2013 and 2014

2013 Referrals | 2014 Referrals

[N=1,058]) (N=1,021)
Tvpe of Referral N | % N | L]
“New" 24 1.1 Referrals
300 w/pending delinquency hearing 592 56.0 311 30.5
ER, VFM, or LG w/pending delinquency - == 105 10.3
300 pending w/pending delinquency hearing 77 7.5
Declared 602 with ER, VFM, or LG - - 23 22
Declared 602 with pending 300 — - 21 2.1

Reassessments—Hearings for 241.1 Cases Already Processed

Reassessment-Any Type Combined 413 39.0 -
Reassessment-Court Request,/Order 236 23.1
Reassessment-New Arrest = = 177 17.3
Reassessment-Violation (WIC 777) 59 58
Reverse 241.1 42 4.0 12 12

AB12 11 1.0 -
* Data collected in 2012 was limited to “300 Youth with o Pending Delinquency Petition,” 'In 2013, there were @
total of 1,133 referrais: however, 112 (9.99%] were rejected for processing (Le, they did nat meet the eriteria to
be processed and were excluded from analysis in this report.

Types of Dispositions for “300 Youth” 241.1 Referrals (Table 2)

» Even though the majority of youth received an informal probation disposition, type
of informal probation varied by year. In 2012 and 2013, youth were most likely to
receive WIC 790, and in 2014, youth were most likely to receive a WIC 654.2
disposition.

v

When youth received dual jurisdiction, they were most likely to receive 300/602
Suitable Placement in 2013 and 2014. Although the pattern was similar in 2012,
youth received a similar percentage 300/602 Home on Probation and 300/602
Suitable Placement dispositions.

Al

Youth were almost twice as likely to receive an informal probation dispesitien in
2012 asin 2013 and 2014. Conversely, 241.1 youth were nearly twice as likely to
receive a dual jurisdiction disposition in 2014 compared to 2012 and 2013; and in
2013, youth were approximately twice as likely to become a 602 ward (300 case
terminated) in 2012 and 2014.
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Table 3: Distribution of Multiple “New” 241.1 Referrals for “300 Youth” (N=402)

N %%
1 Referral 277 68.9
2 Referrals 78 19.4
3 Referrals 35 8.7
4 Referrals g 2.2
5 Referrals 3 B

Finally, it is important to note that 10% and 20% of Initial Data was missing across
agencies. Even though missing data is always a concern, we do not believe the missing
data, if completed, would change the results dramatically if at all. Moreover, missing data
will be corrected in future reports.

Demographic Characteristics of 241.1 Referrals
“300 Youth” Only (Table 4)

v

Approximately two-thirds of these 24 1.1 referrals were male, and a third were female.
The proportion of females in this population is higher than in the general juvenile justice
system population (typically 20%).

v

Just under half of these 241.1 referrals were African-American and a similar percentage
were Latino. African-American youth were over-represented at much higher rates in this
population compared to the general population as well as the child welfare or juvenile
justice systems individually.

v

These 241.1 referrals were 16 years old [on average] at the time of their current arrests.

v

These youth were most likely to live in group homes at the time of their referral followed
by home and with relatives, and just under a fifth of these youth were AWOL from their
living situation at the time of their arrest.

¥

Just under half of these referrals were from enly five DCFS Offices: South County,
Wateridge, Vermont Corridor, Compton, and Belvedere,
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Table 2: Dispositions for “300 Youth” 241.1 Referrals in 2012, 2013, and 2014*

2012 Referrals | 2013 Referrals | 2014 Referrals
{N=255)! (N=588) (N=311)
N [ % N | w N [ ®%
Case Dismissed 17| &7 20] 34| 13| 42
Informal Probation
WIC 654.2 54 212 83 15.0 51 164
WIC 725(a) 56 220 Bl 13.8 44 14.2
WIC 790 69 271 108 18.4 36 11.6
Dual Jurisdiction
300,602 Home on Probation 13 7.5 19 3.2 29 9.3
300,602 Suitable Placement 18 Zx 60 10.2 65 20.9
300/602 Camp 7 2.8 3 9 10 3.2
602 Wardship (300 Closed)
602 Home on Probation 2 B 17 29 1 3
602 Suitable Placement 5 2.0 27 46 4 13
602 Camp == 6 1.0 4 13
602 DJJ 1 2 =
Other/Missing/Pending 8 i | 156 26.5 54 17.4

*NOTES: Data reflect all refernals rather than unique youth—ie, one youth may have m
one timeframe. 11 conzrast to 2013 and 2014 which contain a year’s worth of data, the dara in 2012 were only
available for the months of January through June, but there is no reason to suspect that the second halfof the
year would alter the findings of the first half, Finally, the data for 2012 include the beginning of the 2411 MDT
expansion across all delinguency courts.

referrals within

Characteristics of 24 1.1 Referrals

The data presented in this section are taken from the Initial Forms completed by all
agencies for “300 youth" between October 2013 and December 2014. No other 241.1
referral types are included in this analysis. The unit of analysis for this section is the
individual youth rather than referrals; thus, no youth is represented more than once in the
findings presented. During this timeframe, there were 427 241.1 referrals for "300 Youth,"
which yielded a total of 402 unique youth. The table on the next page shows the number of
referrals across thess youth. As shown in Table 3, the majority (68.9%) only had one “new”
241.1 referral during this time, but 19.4% had two, 8.7% had three, and 3.0% had four or
five referrals.

Revised 6/1/15

Table 4: Demographic Characteristics of 241.1 Referrals—"300 Youth" Only (N=402)

[ %
Demographics
Female 36.6%
Male 63.4%
African-American 44.5%
Latino 43.3%
Caucasian B.2%
Rounded Average Age at Time of 241.1 Referral 16 years old
Living Sitnation at Time of Referral
Group Home 32.3%
Home 17.2%
Relative (Lezal Guardian and Not) 16.6%
Foster Care or Legal Guardian 9.9%
Other 20.0%
Missing 16.7%
AWOL at Time of Arrest 15.2%
DCFS Dffice
South County 10.7%
Wateridge 10.4%
Vermont Corridor 3.7%
Compton &7%
Belvedere £.2%
Lancaster 5.5%
Pasadena 5.5%
Glendora 5.2%
Torrance 5.0%
San Fernando Valley 4.7%
Santa Clarita 4.7%
Metro North 4.5%
Pomona 45%
Palmdale 4.2%
All Other Offices 12.4%
Revised 6/1/15 B|Page
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Summary of Findings for LA County 241.1 MDT

Invelvement with the Child Welfare System (Table 5)

# Atthe time of their 241.1 referral, the average number of previous referrals to DCFS
for 241.1 tracked youth and /or their families was 10.3.

# The average number of years 241.1 tracked youth spent in the child welfare system
was 5 years, and this time was consecutive for half of these youth.

# The permanency plan for a third of these youth at the time of their 241.1 referral
was permanent planned living arrangements followed by reunification, remain at
home, and guardianship.

# The Children’s Law Center provided counsel for almost all these youth, with more
youth in Unit L.

Table 5: Involvement in Child Welfare System for 241.1 Referrals
“300 Youth” Only (N=402)

Yo
Average # of Referrals for Youth's Family 10.3 Referrals (SD=7.4 Ref)
Average Length in the System 5.4 Years (5D=4.70 Years)
Time is Consecutive 50.5%
Has Prior 241.1 Referral 12.4%
Permanency Goal at Time of Referral
Permanent Planned Living Arrangements 32.8%
Reunification 23.6%
Remain at Home 18.9%
Guardianshi 6.5%
Other 2.1%
Missing 16.2%
Dependency Counsel
Children's Law Center Unit 1 33.3%
Children's Law Center Unit 2 22.6%
Children's Law Center Unit 3 20.9%
Panel Attorney 4.2%
Other 2.7%
Missing 16.2%

Revised 6/1/15 9|Page

Prior Offenses

Criminal Charges 23.4%

Status Offenses 17.7%

Missing Data 9.7%
Delinguency Counsel

Public Defender 74.4%

Alternate Public Defender 9.7%

Panel Attorney 5.2%

Other +7%

Missing 9.7%
*Youth may have multiple charges across offense categories; thus. the offense categories do not add
up to 100%.

Mental Health and Substance Abuse Problems (Table 7)

» One-quarter to one-third of 241.1 referrals had a history of hospitalization for
mental illness, were prescribed medication, and/or experienced suicide ideation.
Just about one-tenth of these youth had attempted suicide at some point in the past.

» Three-quarters of these 241.1 referrals had a mental health diagnosis, and slightly
more than half had a pattern of alcohol/drug use and/or diagnosed abuse or
dependency.

Table 7: The Prevalence of Mental Health and Substance Abuse Problems
for 241.1 Referrals “300 Youth" Only (N=402)

%

Mental Health History

Ever Placed in Psychiatric Hospital 31.6%

Experienced Suicidal Ideation 22.7%

Ever Attempted Suicide 9.9%

Prescribed Psychotropic Medication 26.6%
Mental Health Diagnoses

No 1.7%

Tes 73.9%

Unknown/Missing 244%
Current Mental Health and /or Substance Abuse Problems

No Substance Abuse Problem 214%

Misuse /Pattern of Use 23.1%

Abuse/Dependency 35.6%

Revised 6/1/13 1l |Page
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Invelvement with the Juvenile Justice System (Table 6)

# Justover a third of these 241.1 referrals were detained at juvenile hall at the time of
their arrest.

» These youth were most likely to be charged with a violent charge in the current
arrest followed by property offenses, and other offenses. Three-quarters of the
violent charges involved an assault of some sort, and over half of the charges were
felonies.

» Slightly more than one-quarter of the charges occurred at the youths' living
situations and just under a fifth occurred at school.

# Less than 10% of female 241.1 referrals were recommended for the STAR Court—a
program specifically designed for sexually exploited youth.

# One-quarter of youth had a prior criminal charge, and just under a fifth had a prior
status offense at the time of their 241.1 referral.

# The majority (three-quarters) of these 241.1 referrals were represented by the
Public Defender’s Office.

Table 6: Involvement in Juvenile Justice System for 241.1 Referrals
“300 Youth” Only (N=402)

%
Detained at Time of Arrest 35.1%
Most Serious Current Charge
Violent Offense 40.2%
% Violent Offenses Involving an Assault 76.2%
Property Offense 35.3%
Other Offense 28.1%
Type of Charge
Felony 51.7%
707b Offense 7.5%
Misdemeanor 43.5%
Was Offense Related to..?
Living Situation 28.6%
School 15.4%
Missing 9.7%
Recommendation to STAR Court (U of Female Youth) 6.1%
Revised 6/1/15
| Unknown/Missing [ 195% |

Educational Status and Characteristics (Table 8)

Partial school records were available for 241.1 referrals more often than complete
school records.

More than a third of these youth did not have an active educational rights holder at
the time of the 241.1 assessment.

Only two-thirds were enrolled in school at the time of the 241.1 assessment, and a
few of these youth were enrolled during their detention in juvenile hall,

Only one-fifth of these youth were attending school regularly: fewer were doing well
or doing average academically, half were credit deficient, and a third were either
special education eligible or needed to be assessed for eligibility.

Table 8: Educational Status and Characteristics for 241.1 Referrals
“300 Youth" Only (N=402)

Revised 6/1/15

%

School Records Available

Yes-Partial Records 66.9%

Yes-Complete Records 3.7%

Missing 19.4%
Youth Does Not Have an Active Educational Rights Holder 40.1%
Enrolled in School at Time of 241.1 Assessment

In the Community 53.7%

In Juvenile Hall 16.1%

Missing 20.9%
Regular Attendance at School within Past Year 20.8%
Doing Well or Average at Time of 241.1 Assessment 17.5%
Credit Deficient at Time 0f 241.1 Assessment 49.0%
Special Education

Receiving 31.1%

Needs/Assessment Recommended by MDT 16.3%
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241.1 MDT Meetings: Assessment and Post-Disposition
“300 Youth” Only (N=402)

MDT Meetings for “300 Youth” (Tables 9 and 10)

# According to the 241.1 Application data available, fewer than three-quarters of these
241.1 youth received an Assessment 241.1 MDT meeting.

# Assessment meetings were attended by a 241.1 DCFS social worker, a 241.1 Deputy
Probation Officer, a DMH representative /psychiatric social worker, and an
educational consultant (DCFS or contracted agency) nearly all the time. Advocates
and program representatives were in attendance much less, and parents/caregivers
as well as youth rarely, if ever, attended this meeting.

» Slightly less than one-third of these youth received a Post-241.1 MDT meeting.

v

Post-241.1 MDT meetings were most likely to be attended by the 241.1 DCFS social
worker, the case carrying social worker, a DMH representative /psychiatric social
worker, the parents/caregivers/family, and the youth. Also in attendance, albeit less
often, were Probation representatives, educational consultants, and advocates (e.g.
CLC) and program representatives (NOTE: Probation may have attended most if not
all the meetings but the Probation representatives covered meetings individually
rather than together).

Table 9: Assessment 241.1 MDT Meetings and Who Attended for 241.1 Referrals
“300 Youth” Only (N=402)

Y
Received an Assessment 241.1 MDT Meeting 71.9%
Who Attended the Assessment 241.1 MDT Meeting
241.1 Unit DCFS CSW 99.6%
241.1 Unit Probation Officer 99.0%
DMH/Psychiatric Social Worker 96.5%
Education Consultant 92.0%
Other DCFS Social Worker (e.g. case-carrying CSW) 99.6%
Children’s Law Center 10.3%
Other Program Representative /Advocate 10.3%
Parents/Caregivers 1.0%
Youth T%
Revised 6/1/15 13|Page

Table 11: Prevalence of Mental Health Problems for 241.1 Tracked Youth (N=62)

%
Does Youth have a Mental Health Diagnoses 75.8%
Unknown/Missing 12.6%
Mental Health History
Ever Placed in Psychiatric Hospital 33.9%
Experienced Suicidal Ideation 27.4%
Ever Attempted Suicide 12.9%
Prescribed Psychotropic Medication 27.4%
241.1 Tracked Youth Receiving Mental Health Services in
Tracking Period 1 55 (88.7%)

Table 12: Top Four Mental Health Services Received and Youth Status
in Those Services at the End of Tracking Period 1 (N=55)

Table 10: Post-241.1 MDT Meetings and Who Attended for 241.1 Referrals
“300 Youth” Only (N=402)

Received a Post 241.1 MDT Meeting 368%

Who Attended the Post 241.1 MDT Meeting
241.1 Unit DCFS CSW 99.1%
241.1 Unit Probation Officer 48.3%
DMH /Psychiatric Social Worker 91.4%
Education Consultant 284%
Other DCES Social Worker (e.g., case-carrying CSW) 51.4%
Supervising Deputy Probation Officer 55.2%
Children’s Law Center 16.4%
Other Program Representative /Advocate 29.3%
Parents/Caregivers/Other Family 81.2%
Youth 92.2%

Results for Services Received by Tracked Youth

Tracking data collected in the first period provided msight into which services youth
received and the extent to which they were participating in these services as well as which
Probation conditions tracked youth received. Specifically, this section identifies the
services tracked 24 1.1 youth received and their status in those services at the end of
tracking period 1 (i.e. 6 months after disposition).

Mental Health Services Received During Tracking Period 1 (Tables 11 and 12)

» Based on the prevalence of diagnoses and history of mental 1 health problems, it
would appear that at least three-quarters of 241.1 tracked youth need mental health
services. According to the service data provided, nearly all youth received some type
of mental health service (NOTE: The data currently available do not allow for testing
the “appropriateness” of services).

=

The top four mental health services received by 241.1 tracked youth were: (1)
individual counseling. (2) group counseling, (3) medication monitoring, and (4)
family counseling.

v

Half or more of these youth were participating in services at the end of the tracking
period, but between a quarter and a third of youth were not participating in these
services.

Revised 6/1/13 14|P

Status in Services at End of Tracking Period
Type of Service Not
Received N (%) Refer Part Attending | Comp Term

Individual
Treatment 55 [100%) G 71.2% 25.4% 5.4%
Group
Treatment 29 [52.7%) 6.8% 65.5% 31.0% 3.4% =
Medication
Monitoring 24 (43.6%) 66.7% 16.0%
Family
Treatment 18 (32.7%) 16.7% 55.5% 27.8% 5.5% ==

NOTE: *---* denotes "Not Applicable.” Percentages across the types of services do not necessarily
add to 100% because the status could be missing for a particular service. Additionally, percentages
may add to more than 100% if a particular service was entered more than once.

Revised 6/1/15 15|Page
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Substance Abuse Services Received During Tracking Period 1 (Tables 13 and
14)

v

Based on the prevalence of substance abuse problems for 241.1 tracked youth. it
would appear that at least one-half of youth need substance abuse services, with a
third needing services more intensive than alcohol and drug education. According to
the service data provided. just over half of the tracked youth received some type of
substance abuse service [NOTE: The data currently available do not allow for testing
“appropriateness” of services).

v

Over half of youth receiving substance abuse services received drug and alcohol
education, one quarter received outpatient treatment, and less than one-fifth were
placed in inpatient treatment.

¥ Half or more of these youth were participating in services at the end of the tracking
period, but between a quarter and a third of youth were not participating in these
services,

Table 13: Prevalence of Substance Abuse for 241.1 Tracked Youth (N=62)

ki)

Current Mental Health and/or Substance Abuse Problems

No Substance Abuse Problem 40.3%

Misuse /Pattern of Use 21.0%

Abuse/Dependency 33.8%

Unknown/Missing 4.8%
241.1 Tracked Youth Receiving Substance Abuse Services in -
Tracking Period 1 . 34 (548%)

Revised 6/1/13
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Table 14: Substance Abuse Treatment Services Received and = . 3
Youth Status in Those Services at the End of Tracking Period 1 (N=34) Table 15: Behavioral/Social Programs Received and
Youth Status in Those Programs at the End of Tracking Period 1 (N=52)

Status in Services at End of Tracking Period
Type of Service Not NOTE: 52 out of the 62 (83.9%) Tracked Youth Received a Behavioral/Social Service
Received N (%) Refer Part | Attending | Comp | Term Status in Services at End of Tracking Period
Drug/Aleohol Type of Service Not
Education 18 (52.9%) 22.29% 50.0% = 27.8% Received N (%6) Refer Part Attending | Comp Term
Drug/Alcohol Anger
Outpatient 9 [26.5%) 44,49, 55.6% — Management 33 [63.4%) 18.1% 60.1% 9.0% 6.0% 3.0%
Drug/Alcohol Independent
Inpatient & [17.6%) 40.0% 40.0% 40.0% Living Program 13 [25.0%) 53.80 | 23.1% 23.1% e
NOTE: - denctes “Not Applicable.” Percentages across the types of services do not necessarily add Life Skills
100% because the status could e missing for a particular service, Additionally, pereentages may add to more Program 11(21.2%) 27.2% | 63.6% 9.0% =
than 100% if a particular service was entered more than once, Mentoring
Program 8({15.4%) 37.5% 37.5% 12.5% 12.5% ==
NOTE. "~ denotes “Not Applicable,” Percentages across the types of services do not necessarily add to

100 because the status could be missing for a particular service. Additionally, percentages may add to more

than 100% if a particular service was entered more than once.
Behavioral/Social Services During Tracking Period 1 (Table 15)

» 0fall 241.1 tracked youth, over three-quarters received atleast one
‘behavioral/social service.

Educational Services During Tracking Period 1 (Table 16)

=

The top four behavioral/social services were (1) anger management (Not ART); (2) » 0fall 24 1.1 tracked youth, over three-quarters received atleast one educational
independent living programs; (3] life skill programs; and (4] mentoring programs. e L

* Participation rates were highest for 241.1 tracked youth placed in life skills training % The top three educational services received by 241.1 tracked youth were (1)
and anger management (Not ART). Participation was lowest for independent living tutormg; (2) attendance monitoring: and (3) referrals for AB 167 and 317E
programs and for mentoring programs—in both situations, a high percentage of (combined in this analysis),
youth were referred only and had not been able to access those services yet. SRR

» "Referral only” rates were highest for scheduling an individualized education plan
meeting, making an AB 126/317E referral, and accessing assistance for the CAHSEE.
Participation rates were highest for tutoring and attendance monitoring but non-
attendance was highest among tutoring services as well. Non-attendance was also
Iugh for credit recovery and CAHSEE assistance programs.

Revised 6/1/15 17|Page Revised 6/1/15 18[Page
Table 16: Educational/School-Based Services Received and . - i
Youth Status in Those Services at the End of Tracking Period 1 (N=53) Table 17: Probation Conditions Received by Type (N=58)
NOTE: 53 out of the 62 (65.5%) Tracked Youth Received an Educational Service NOTE: 58 out of the 62 (93.5%) Tracked Youth had Probation Conditions from the Court.
Status in Services at End of Tracking Period B . .
Type of Service Not Probation Condition Received N (%)
" Received N (%% Refer Part Attending | Com Term
Tutoring (%) = P 9-Attend School and Maintain Grades 55 [94.8%)
Services 35 (66.0%) 17.1% | 48.6% 31.4% 28% 30-Participate in Family Counseling 46 (79.3%)
Attendance 8-Perform Community Service 41 (70.7%)
Monitoring 32 [60.4%) 9.4% 56.2% 15.6% 9.4% 6.3% 17-Not Drink Alcoholic Beverages 36 [62.1%)
AB126& 9a-Participate in HS Grad/GED/WIN Program 20 (50.0%)
217:::umbmed 24(45.3%) 25.0% 12.5% 12.5% 16.7% 16.7% 19-Must Submit to Drug Testing 22 (37.9%)
redi
10-Participate in Afterschool /Tutoring Program
Recovery 22 [41.5%) 27.2% | 364% | 227% | 94% o - f1tinrmg Prog 22 (37.9%)
Individual Educ, 18-Not Be Around Using or Selling Drugs 20 (34.5%)
Plan Meeting 21 [39.6%) 38.1% | 23.8% 14.3% 10.0 s 13b-Do Not Participate in Gang Activity 18 (31.0%)
CAHSEE 20-Random Testing for Drugs/Alcohol 17 (29.3%)
Assistance 16 (30.2%) 43.7% 6.2% 31.2% 18.8%
NOTE: —— denotes ‘Not Applicable.” Percentizes across the types of services do not necessarily add to
100% because the status could be missing for a particular service. Additionally, percentages may add to more Findings for 241.1 Tracked Youth Dutcomes
than 100% if a particular service was entered more than once.
Using data collected from the first tracking period, this section explores how youth are
doing on the following measures: school performance, reassessments, and new violations
Probation Conditions (Table 17)

and/or arrests.

» Based on the data provided in the 241.1 Application, all but two of the 241.1 tracked
youth received probation conditions.

Educational Outcomes at the End of Tracking Period 1
#» The top four Probation conditions received by 241.1 tracked youth were: (1] attend (Table 18)
school and maintain grades; (2) participate in family counseling: (3] perform
community service; and (4) do not drink alcoholic beverages.

v

Between the 241.1 assessment and the end of tracking period 1, enrollment in

school dropped slightly (-2%).
¥ NOTE: Due to time constraints, youth status on each of the conditions is not reported

but will be included in the next report. # The percentage of credit deficient youth dropped slightly (-3%).

v

Regular attendance increased dramatically (+39%) while sporadic attendance and
poor attendance dropped (-24% and -3%, respectively).

¥ Doing poorly at school dropped 23 percentage points while doing average (mostly
C's) increased 24 percentage points.

Revised 6/1/15 19|P Revised 6/1/15
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Table 18: Educational Outcomes for Tracked Youth
at the End of Tracking Period 1 [N=62)

At the
Eeginning At the End
of Period1 | of Period 1
Enrolled in School 50.4% 88.3%
Graduated/GED 3.2%
Credit Deficient 61.3% 58.1%
School Attendance
Attends Regularly 24.2% 62.9%
Attends Sporadicall 38.7% 14.5%
Poor Attend 22.6% 19.4%
Academic Performance at the End of Period 1*
Doing Well 12.9% 11.3%
Doing Average 8.1% 32.3%
Doing Poorly 64.5% 42.0%
Unknown 15.5% 15.5%

Recidivism at the End of Tracking Period 1 (Table 19)

» Between the 241.1 assessment and the end of tracking period 1, one-fifth of 241.1
tracked youth were referred fora 241.1 reassessment.

# One third of these youth had a court violation (e.g. a bench warrant) during the
tracking period, and slightly less than one-fifth had a WIC 777 probation vielation
filed.

> 14.5% of 241.1 tracked youth had a new citation and 16.1% were re-arrested fora
new criminal offense within 6 months of their disposition.

Revised 6/1/15 21 |Page

% These youth are struggling at school and engaged in behavioral problems that often
lead to their current arrest (i.e., the charge occurred at school).

# Almost all of these youth have an indication of 2 mental health problem and/or an
alcohol/drug problem.

System Responses

4 Almost all of the 241.1 tracked youth received mental health services and most were
participating in those services during Tracking Period 1, non-attendance rates were
highest for group treatment and family treatment. Slightly less than a fifth were
referred but hadn't accessed services yet.

Only half of 241.1 tracked youth received alcohoel/drug services, but half these services
were alcohel/drug education. Nen-attendance rates exceed participation rates for
outpatient treatment and the two rates were equivalent for inpatient services.

More than three-quarters of 241.1 tracked youth received behavioral /social
intervenﬁons Participation rates were highest for anger management and life skills

pr g and non-attend rates were highest for independent living programs.
“Referral only rates were also very high for independent living and mentoring.

Over three-quarters of 241.1 tracked youth received educational services related to
tutoring, enrollment or credit recovery. Most youth were participating in these
services,

Over three-quarters of 24 1.1 tracked youth also received one or more educational
services. Tutoring and attendance monitoring had the highest rates of participation but
tutoring also had one of the highest non-attendance rates. Non-attendance was also
high for credit recovery programs. "Referral only” rates were high for all educational
services except tutoring and attendance monitoring,

The top four Probation conditions received by 241.1 tracked youth were: (1) attend
school and maintain grades; (2) participate in family counseling; (3) perform
community service; and (4) do not drink alcohalic beverages.

Table 19: Reassessments and Recidivism for Tracked 241.1 Youth (N=62)

At the End
of Period 1
Referred fora 241.1 Hearing 19.4%
Violations During Period 1
Court Violations During this Period | 30.6%
WIC 777 Violations During this Period | 17.7%
New Charges During Period 1
New Citations During this Period [ 145%
New Arrests During this Period | 16.1%

Summary of Findings

The findings from the 241.1 data collected by DCFS, Probation, and the Department of
Mental Health provide unprecedented insight into “who” 24 1.1 youth are, the challenges
they face, the services and conditions they receive, their participation/adherence to those
services and conditions, and their outcomes. Although the numbers for tracked cases was
still relatively small, the findings are consistent with last year’'s report and previous
research completed in Los Angeles County and nationwide on crossover youth. Confidence
in these findings and increased insight into these youths’ experiences will continue to grow
as the number of 241.1 youth included in analysis for future reports increases over time. In
sum, this is what the current findings tell us:

Characteristics

# Females are more likely to be in the crossover population (i.e., WIC 241.1/involved in
both child welfare and juvenile justice systems) than in the general juvenile justice
population.

% The overrepresentation of African-American youth is greater within the crossover
population than in the child welfare and juvenile justice systems individually.

# These youth and their families have multiple contacts with child welfare and the youth
have long lengths of stay in the child welfare system.

% By the time they reach the 241.1 referral stage, many of these youth have had previous
contact with the juvenile justice system by way of a criminal charge and/or a status
offense.

# They are most likely to live in a group homes or with relatives; and at least a third of
their arrests are related to their living situations.

Revised 6/1/15 22|Page

with youth on the margins of poor performance.

s

Recidivism, as measured by new arrests, at the end of tracking was only 16.1%. NOTE:
Once recidivism rates are measured at 1 year after dispasition, the performance of these
youth can be compared to the recidivism rates of 241.1 youth not served hy the MDT
(collected from a previous study).

Es

It should be noted, though, that a significant number had received bench warrants
and /or were referred for a 241.1 reassessment.

Conclusion and Recommendations

Similar to last year's report. these findings indicate that youth are receiving services
related to the challenges they face. However, it appears that substance abuse continues to
be an issue for some youth. Such problems can. in turn affect their placement, education,
and recidivism outcomes. The results presented in this report raise questions about the
appropriateness of treatment as well as the ability of agencies to connect youth and
families to appropriate services.

The literature on effective programming and outcomes for youth with complex needs and
risk factors is clear: Effective services require (1) matching youth needs and risks to
appropriate levels of service, (2) using multi-modal treatments to address different risks
and needs (often related) simultaneously, and (3) meaningfully engaging youth and their
families in services. The findings presented in the current report lay the foundation for
looking at these issues more directly for dually-involved youth in Los Angeles County, and
as the data continue to grow, it will be possible to track trends for these youth and
determine what characteristics and services are related to more positive cutcomes and
how strategies can be built to address the characteristics of youth with more challenging
outcomes.

One final note is on the need to provide appropriate resources for data collection mandates
is necessary. As mentioned earlier in this report, the design and implementation of the
241.1 Application is a major accomplishment and “labor of love” for a number of agency
staff who work with dually-invelved youth on a daily basis. Despite the Board's mandate to
collect data, no resources were provided to support this work. Consequently, staff
waorkloads continuously impact the timeliness and accuracy of data entered into the

database (e.g. in theory, this report should have contained information on tracked youth
for six to eight months rather than three months). If resourced appropriately (i.e. each
agency would have daily access to a staff person who is knowledgeable in data information
systems and data collection), the data produced in the 241.1 Application could be used for

Outcomes for 241.1 Tracked youth

4 241.1 tracked youth appeared to improve their attendance and their academic
performance over time; however, the change, while positive, was modest and greater
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real-time analysis and case management of all 241.1 cases. Until that time, however,
2411 ication data will i to need prior to analysis, which
will delay report writing, and unfortunately, will result in the Application being
underutilized and undervalued by all of its participating agencies.

Revised 6/1/15 25|Page
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Pacific Clinic’s Latina Youth Program for FY 14/15

THE PURPOSE OF THIS REPORT:

The purpose of this report is to summarize progress with regard to ongoing operation and outcomes
of Pacific Clinics' School Based Services for the Latina Youth Program (LYP), for the Fiscal Year
2014-2015 (FY14-15). This includes documentation of education and outreach activities as well as
prevention and intervention activities. Additionally, information on client demographics is provided.

Data for this evaluation was gathered through various sources. There was a review of past program
reports, printed materials, and forms. Client data has been reviewed through various reports used by
Pacific Clinics to monitor programs. An analysis of outcomes based on this data was carried out.

SUMMARY

The program provided services to 214 participants in this, its 14th year. Participants ranged in age
from 6 to 21 years, and were distributed among first through 12th grades, and some college students.
With regard to language 45% speak English as their primary language at home. Nineteen percent
speak Spanish as their primary language at home. And, in 36% of the homes the children prefer
English while the parents prefer Spanish. During this FY 54% of the program participants were female
and 46% were male. The greatest majority of program participants were Latinas/os (74%). Caucasian
participants made up 13% of the program population. The following ethnic groups represented one
percent of the program population, each: African American (AA), Asian/Pacific Islanders (API) and
American Indians. Participants endorsing the “Other” category with regard to ethnicity or not providing
information represented 10% of the total participant population. Program participants accessed
services in multiple locations. They had the option of receiving services at the schools, their homes,
other locations within the community or at the program headquarters. And, while the average cost per
client served in Los Angeles through PEI funding in FY 13-14 was $4,539 (figures not yet available for
FY 14-15) for children, and $4,223 for TAY, Pacific Clinic’'s average cost per client served through the
LYP was $3,130 in FY 14-15. There was one incident of a completed suicide during the fiscal year
2013-2014, despite the fact that the program targets those at higher risk for suicidality. Thus,
although more students may be attempting suicide, the availability of easily accessible intervention,
including hospitalization is helping keep even these most severe of cases safe.

In addition to direct services, Pacific Clinics provided a number of Outreach and Engagement
activities throughout FY 14-15. These include, but were not limited to Anti-Stigma and Discrimination
presentations; Suicide Prevention Trainings; Mental Health Promotion Presentations; as well as
Services to Community Residents. These activities resulted in a total number of 2114 contacts and
represent 1830 hours of trainings, presentations and other services.
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Pacific Clinic’s Latina Youth Program for FY 14/15

Table 1:

7495, 7896,
Program Area 7902
Anti-Stigma and Discrimination 66
FSP 1
Community Capacity Building 15
Education/Training 95
Employment/Vocational 11
IMD/Residential and Building 5
Suicide Prevention 118
LSP- Public Guardian 1
Wellness Client-run 1
Community Client Services 1164
Mental Health Promotion 950
Total Number of Contacts 2114

The agency's coordination of collaborative relationships with schools, private and public agencies, as
well as other community-based organizations continue to allow it to successfully leverage many
services and resources for the benefit of program participants. One of the most important aspects of
the collaborative effort continues to be the reduction of barriers and increase in access to mental
health services by the community in general and children and adolescents in particular. One way in
which this has been achieved is by locating the program at school sites, and providing services at
locations and times convenient to the program participants and their families. The fact that the
services are provided at no cost to the participants and that they are provided by staff who are both
culturally and linguistically competent, further enhances the participants' accessibility to treatment.
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Pacific Clinic’s Latina Youth Program for FY 14/15

Table 2:
2010-2011
& 2011-
YEAR 2014-2015 2001-2002 | 2002-2003 | 2003-2004 | 2005-2006 2008-2009 2012
extension
Open
Cases 214 105 126 253 259 202 116
Gender 100% 67.5% 64.1% 46.7% 48.5% 48%
54% Female
Female Female Female Female Female Female
32.5% 35.9%
46% Male 53.3 Male 52% Male
Male Male 51.5% Male
Age
Range (in 6to 21 11to 18 4to018 4to017 3t018 6to 18 3to0 25
years)
Grade Pre-K to Pre-K to Pre-K to Pre-K to
1st to College | 6th to 12th 1st to 12th
12th 12th 12th College
Primary 45% Eng 34% Eng 49% Eng 41.7% Eng | 48.6% Eng 43% Eng 53% Eng
Language
at Home : 47% 21% 18% 19% 20% 5% Spanish
19% Spanish Spanish Spanish Spanish Spanish Spanish
36% Both 19% Both 30% Both 41.3% 32.4% Both 37% Both 42% Both
Both
Ethnicity . 100% 100% 92.4% 84.2% 92.5% 88%
74% Latinas . . . . . .
Latinas Latinas Latinas Latinas Latinas Latinas
13% 5.3% 9.5% 4% 8%
Caucasian Caucasian Caucasian Caucasian Caucasian
1% AA 2.3%AA 2% AA 1.5% AA 1% AA
1% API 1.5% API 2% API
1%
Am.Indian
10% Other 4.3% Other | 0.5% Other 1% Other
221
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Pacific Clinic’s Latina Youth Program for FY 14/15

Table three below reflects the number of individuals and their families who received services in each
of the indicated contract years, as well as their gender, age and grade ranges. The primary language
spoken at home is reported as either English, Spanish or both and the ethnic breakdown of the
participants, with the majority being Latinas/os, as this is the focus population of the program. At
intake, participants are asked to endorse a number of problem areas reflecting those that are risk
factors for suicidal behavior. The table above reflects the number of participants who endorsed
Substance Abuse, Past Suicidal Attempts and Suicidal Ideation as issues they confronted within the

past six months before participating in the LYP.

Table 3:

A summary of

program
participant
characteristics
is provided in
the table below | 20.50% 26% 19% 11.40% | 8.50% 16% 19%
for the FY 14-
15 and select
previous years:
Substance
Abuse
Past Suicide
11% 24% 10% 5% 5% 13% 8%
Attempt
Suicide
. 33% 55% 26% 27% 21% 29% 25%
Ideation
42% 23% 27% 88.6 % 18.6% 28% 68%
None None None MediCal None None None
42% 3%
35% 32% . 75.3% 71% 21%
] MediCal- | Healthy
Health EPSDT | MedicCal epspT | Famili EPSDT | EPSDT | EPSDT
Insurance amilies
(CEE 31% 8.4%
Other Other
23% 45% 6.2% 1% 11%
Other Other Other Other Other
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Pacific Clinic’s Latina Youth Program for FY 14/15

PROCEAM | Male | Female Ethuicity Total Age Total PROCRAM (M | F Ethnicity Total | Age
7902 SFS 954
7 11 Amgrican Indian 0 & o 12 | 21 | American Indian 0 &
Monrovia
Total 18 Elack/African 0 7 1 T | 33 | Black/African 0 7
Filipino L] 1 ] Filipino 1 ]
Latino/Hispanic 12 b 2 Latino/Hispanic 15 ke
Laotian 0 10 1 Laotian 0 10
Samopan 0 1T i Samoan 0 11
White'Cancasian 1 12 0 White/'Caucasian 4 12
Other 3 13 0 Other 3 13
TOTAL 18 14 3 TOTAL 33 14
15 1 15
18 4 16
17 3 17
12 1 18
1z 1 g 3
20 0 a0 3
21 0 21
TOTAL 18 T 33
TOTAL
PROGRAM | Male | Female Ethnicity Total | Age Total CLIENTS 214
A B 7 American Indian 0 & 0
Pasadena | oval | 15 | Black/African 1 7 0
SEA Filipino 0 B 0
Latino/Hispanic 13 ] 0
Laotian 0 10 0
Samoan 0 11 0
White/Caucasian 1 12 0
Other 0 13 0
TOTAL 15 14 0
15 2
16 2
17 g
18 0
19 3
20 0
21 0
TOTAL | 15
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Pacific Clinic’s Latina Youth Program for FY 14/15

PROGRAM GOALS AND OBJECTIVES

The primary goals of the Program are:

e To promote prevention and early intervention for youth to decrease substance use and
depressive symptoms which are major risk factors for
suicide

e To increase youth awareness of high-risk behaviors and provide immediate assessment and
treatment services.

e To increase access to services while decreasing barriers and stigma among youth in
accepting mental health services.

e To increase family awareness about high-risk behaviors and empower families through
education about the benefits of prevention and early intervention and
health promotion.

e To enhance awareness and education among school staff and community members regarding
substance abuse and depression.

Progress on these goals is measured by the following objectives:

Partner with the program’s core schools in the program service area to develop and conduct parents’
workshops to raise family and community awareness about youth high-risk behaviors, cultural
variance, stigma around mental illness, and communication strategies. Program activities in this area
have yielded 950 unduplicated contacts during this fiscal year.

Based on promising and best practice models of care, program staff will provide individual and family
treatment interventions to consumers to improve their level of functioning and reduce risky
behaviors. Direct mental health services were delivered to 214 children/youth and their families
during this fiscal year.

Based on best practice models, the program will organize and conduct parenting classes in English
and in Spanish. Ninety-five parents participated in parenting classes during this fiscal year.

Train new program staff in evidence-based (EBP) or best practice models. During this FY staff have
received training in the following EBPs: Aggression Replacement Therapy (ART), Crisis Oriented
Recovery Services (CORS), Child-Parent Psychotherapy (CPP), Interpersonal Psychotherapy (IPT),
Managing and Adapting Practice (MAP), Trauma-focused Cognitive Behavioral Therapy (TFCBT),
Promoting Alternative Thinking Strategies (PATHS), Seeking Safety, Positive Parenting Program
(TRIPLE P), Incredible Years (1Y), and Cognitive Behavioral Therapy (CBT). In addition to these, in
the past program years, staff have received training in Parent Child Interaction Therapy (PCIT),
Dialectical Behavior Therapy (DBT), and Functional Family Therapy (FFT), as well as integrated
mental health and substance abuse treatment including technigues like motivational interviewing.
Additionally, the Latina Youth Program has been recognized by the Los Angeles County Department
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of Mental Health as a Community Based Practice, recognizing its status as a set of interventions
which in effect comprise a promising approach to preventing suicide among Latina youth.

Provide education sessions for local school staff on youth high-risk behaviors, mental health stigma,
and youth communication strategies for staff at each of the schools in the program service area,
where services are co-located. During this fiscal year 82 unduplicated school staff participated in
these activities.

Organize and conduct peer groups to provide support and education for participants on issues of
youth violence, substance abuse, family conflict, anger management, healthy relationships, peer
pressure, safe sex practices, and effective interpersonal communication. A total of 118 individuals
participated in program activities related to these topics.

Briefly, the program provided outreach and education as well as crisis intervention and urgent
response to service area residents, for a total of 2114 individuals through 10 distinct activity
categories. Additionally, the program provided mental health treatment to 214 individuals and their
families. Parents received topic-specific education in areas related to program goals and participated
in weekly parenting groups. Clinical staff received training on various Evidence Based Practice
models, and all program participants were screened to assess whether they met the criteria for
inclusion in one of these practices. School staff received training on high-risk behaviors, mental
health stigma and other important issues. Peer support groups had weekly participation of students.
Overall, the program, as in past years continues to successfully address important unmet needs in an
effective manner to traditionally underserved communities. The program takes into account the
community’s cultural values and linguistic needs, and addresses these with a great deal of expertise.

PROGRAM APPROACH

ENGAGEMENT OF PARTICIPANTS AND FAMILY MEMBERS

The program’s success in engaging and retaining clients and their families to participate in the
program, is attributable to their philosophy of being culturally humble at all phases of client
interaction, from outreach, to engagement, treatment and termination. The program staff receives
training, supervision and consultation when working with families from cultural groups other than the
Latino community. In this regard, the LYP is fortunate to have access to Pacific Clinics’ multicultural
staff and training opportunities. With regard to Latinos, not only are staff alert to the cultural nuances
of the community, but they are also keenly aware of any particular family’s culture. This is important
as different members of a family may be at various levels of acculturation. Being able to ask
guestions and understand how this level may vary among extended family, parents and child/youth
clients, is an important aspect of successfully connecting with and engaging a family into treatment.

Research (Dillman Carpentier, et. al., 2007) supports this approach as one which provides Latino
clients the greatest opportunity to access services. There is a strong sense that investing a great deal
of time and effort “up front” inevitably results in more successful working relations with the participants
and their families. For example, in the past, staff's ability to advocate for families within the school,
community, and other social service agencies although very time and effort intensive, earns them a
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great deal of trust with program families. So much so, that when it comes to having to initiate difficult
procedures such as a mandated child abuse report, hospitalization or other types of difficult
processes involving families, the participants are able to work through their anger, confusion, sense
of being betrayed, etc., and learn new techniques, such as different discipline approaches, different
communication and anger management skills, etc., and continue to successfully work with program
staff.

Staff is trained to attend to factors related to language; ethnicity; and cultural values. Additionally,
staff are also encouraged to attend to issues related to socioeconomic status, gender and sexual
orientation. With regard to language, the majority of program staff are able to communicate
effectively, but informally in English and Spanish. Additionally, they are familiar to different extents
with idiomatic expressions, which can vary depending on a client’s country of origin. This is important
because so many of the program participants, even within one single family, are at different levels of
language proficiency, whether their primary language is Spanish or English. With regard to ethnicity,
the clinicians expressed awareness of the differences that occur within the Latino community based
on country of origin, regional differences within certain Latin American countries, issues related to
varying colors of skin among Latinos and the idea of a Mestizo identity, or one which combines both
the indigenous and foreign cultural/racial roots. Additionally, as stated above, staff is aware of and
seek consultation on issues which vary within other cultures such as the API, Native American and
African American ethnic communities. Issues related to LGBTQZ2SI (Lesbian, Gay, Bisexual,
Transgender, Queer/Questioning, Two-Spirited and Intersex) individuals and families, challenge the
administration and staff to develop further awareness and sources of training and consultation
opportunities.

With regard to cultural considerations, the program approach is to gather information about the
family’s values; economic functioning; health beliefs; spiritual/religious beliefs; myths they associate
with mental illness and substance use; as well as sociopolitical issues including those related to
immigration and legal status for immigrant communities. Having this information enables clinicians to
help the family identify areas of strength on which to build new skill sets or expand support, which
helps them better manage the challenges of dealing with an at risk youth. There exists a need to
develop this astuteness with other communities. For example, the staff needs to develop awareness
about how sexism, homophobia, and stigma related to transgenderism impact the communities within
which the program staff works.

Staff is aware that despite varying levels of acculturation, Latinos are generally considered to be
family oriented. Thus, the program has adopted the cultural values of Familismo, Respeto,
Collectivismo, and Personalismo as described in the Maternal & Child Health Bureau, 1999. These
values are incorporated in all aspects of the program, from development of new service provision
strategies, to client engagement, through to service delivery and termination. As a point of reference
the values are described below:

Familismo recognizes the immediate and extended family as the backbone of the Latino
community. Positive relationships among family members are highly valued. And these relationships
are viewed as preventive and protective factors which reduce the incidence of high-risk behavior in

MHSA Annual Update Fiscal Year 2016-17 227



Pacific Clinic’s Latina Youth Program for FY 14/15

youth. The program emphasizes this value by directly discussing strategies to improve
communication skills and mutual respect in all aspects of the work with participants and their families,
as well as actively engaging families in all areas of decision making and service delivery.

Collectivismo extends the value placed on positive working relationships out into the community.
The literature indicates that Latinos prefer to work in groups and generally live in close knit
communities. Latino students have been known to do better in goal attaining activities, when working
in groups with other students. The program incorporates this value by emphasizing the involvement
of the entire community in identifying and addressing the stressors which lead to high-risk behavior
and suicide in youth. School staffs, as well as staff in other agencies are engaged in learning about
high-risk behavior identification. Strong collaborative relationships with schools, community and
government agencies helps students and their families access the program readily. Likewise,
program staff is better able to refer and advocate for program participants in other agencies because
of the trust and respect the program has earned in the community.

Respeto as a value places emphasis on social status and bestows ultimate decision making power
on authority figures. The value of mutual respect as well as respect for elders is taught to youth
participants. Parents and other authority figures are taught about the developmental needs of youth in
establishing autonomy. Additionally, parents are supported in becoming empowered by gaining new
parenting tools which help them regain their appropriate place as authoritative leaders of their
families. This happens through family therapy and parenting groups. Parents are encouraged to
explore their own issues and supported in increasing their skills and confidence with regard to
parenting their children at different developmental stages.

Personalismo as a value highlights the importance placed on interpersonal relationships. Latinos
use relationships as the context within which information is obtained and goals are attained. Young
people, particularly those in middle school, are more likely to turn to family for advice, as opposed to
unfamiliar others. Research has found that young Latinas state that they turn to their mother, father or
sister when they have a problem. By becoming an integral part of school communities and integrating
the family into treatment, the program builds on this value. By being available to the entire family in a
proactive and practical manner, the program builds strong relationships and becomes an important
resource for participants, their families and the community.

With regard to gender and sexual orientation, the staff has made greater efforts to be proactive in
discussing issues related to participants’ gender and sexual identity. In the past, “Safe Zones” were
established by simply having visual cues throughout the program offices, such as posters expressing
the importance of respect for all, or small cards with the rainbow flag and “Safe Zone” design, which
let participants know that the staff was welcoming and respectful of all. However, these interventions
are dependent on staff with sensitivity to LGBTQ2SI, and are not sustainable once that staff leave
and the practices are not systematized.

PROGRAM DESIGN

The program’s design incorporates five key components which fit well with the above approach and
directly _address the community’s cultural values as well as issues_related to access. These
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components are Prevention, Outreach, Educational and Support Groups, Comprehensive Mental
Health and Substance Abuse Treatment Services, and the use of Evidence Based or Community
Based Practices. The program’s goals and objectives are directly addressed by these components.

Prevention is one of the five key design components of the program. In recognition of the need for
comprehensive approaches to suicide prevention the U.S. Department of Health and Human Services
published the National Strategy for Suicide Prevention. The document outlines 11 specific objectives:

e Promote awareness that suicide is a public health problem that is preventable.
e Develop broad-based support for suicide prevention.

e Develop and implement strategies to reduce the stigma associated with being a consumer of
mental health, substance abuse and suicide prevention services.

o Develop and implement community-based suicide prevention programs.

e Promote efforts to reduce access to lethal means and methods of self-harm.

o Implement training for recognition of at-risk behavior and delivery of effective treatment.

o Develop and promote effective clinical and professional practices.

e Increase access to and community linkages with mental health and substance abuse services.

e Improve reporting and portrayals of suicidal behavior, mental illness and substance abuse in
the entertainment and news media.

e Promote and support research on suicide and suicide prevention.

e Improve and expand surveillance systems.

These 11 principles, to some extent or another, are incorporated throughout all program activities,
including design, outreach, education and support groups, school and community presentations,
individual and family therapy, and community and school collaborations. Likewise, program staff
strives to contribute to large scale suicide prevention and education efforts by participating in and
contributing to media presentations and community events.

Outreach efforts target various segments of the community and reflect the cultural value of
“collectivismo”. The school community, including teachers and other guidance staff are engaged
through educational workshops and by having program staff at the school sites be available for
consultation on a very accessible basis. For example, program clinicians help teachers include
clinical as well as behavioral principles into their lesson plans, to help better address the needs of
students with various emotional needs. Youth outreach efforts include presentations by program staff
at school assemblies and classroom lectures. These activities have resulted in a high number of self-
referrals and referrals of friends by word of mouth to the program. Parent outreach takes place via
formal presentation to parent organizations, sending information home with students and parent-to-
parent word of mouth. Outreach to community agencies is achieved via formal program
presentations, as well as networking by program staff. These activities have resulted in a number of
formal and informal collaborative relationships. Community members are engaged through
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presentations at local churches, county offices and word of mouth. Additionally, efforts which expand
the program’s reach beyond the local community, include trainings to students at the university level
and training to professionals through conferences, as well as media presentations.

Educational and support groups are offered to youth, parents, and community members. These
provide an opportunity to address prevention and to identify needs for services. Education groups
focus on specific topics related to high risk behavior, including substance abuse, and suicide. They
are offered in various formats to allow for reaching a large humber of community members as well as
provide an opportunity for more in depth discussion in smaller groups. Peer support groups for
students and parenting groups for parents help connect program participants to others with similar
issues and concerns.

Comprehensive Mental Health as well as Substance Abuse Treatment Services are offered to
consumers and their families in a flexible manner. The focus here is on accessibility. Thus, services
are offered at the school sites, in the home, at the program offices, and in other places in the
community that are most convenient to consumers and their families. The program services include
Comprehensive Individual and Family Assessment; Case Management; Support and Advocacy;
Mental health Counseling; Medication Support; Substance Abuse Prevention and Treatment
Services; and Crisis Intervention.

PERFORMANCE ON CONTRACT OBJECTIVES

Objective 1: Partner with schools in the program service area to develop and conduct parent
workshops, to raise family and community awareness about youth high-risk behaviors, cultural
variance, stigma around mental illness, and communication strategies.

During the current evaluation period staff provided 1829 contact hours of services, for a total of 2114

contacts, in addition to direct services to 214 individuals and their families, to raise awareness about
youth high-risk behaviors, cultural diversity, stigma, communication strategies and many other topics,
to parents, family members and community at large. The activities were divided into four types:
Support groups; Community Outreach and Presentations; Presentations to Students and
Presentations to School Staff. Community outreach presentations are conducted at monthly school
district meetings, the Board of Education meetings, and Service Area meetings. Additionally, program
staff have developed and implemented a number of “Wellness Conferences “and media
presentations.

Objective 2: Based on evidence-based and best practice models of care, program staff provides
individual and family treatment interventions to consumers to improve level of functioning and reduce
risky behaviors.

During this contract year the program clinicians provided individual and family ongoing treatment to
214 student participants and their families. This group’s specific demographics are listed earlier in this
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report. To summarize, 54% of participants were female and 46% male. They ranged in age from six
to twenty-one years and were within the first grade to college level, with regard to school. Forty-five
percent of the participants spoke English as their primary language, and nineteen percent spoke
Spanish as their primary language, while in thirty-six percent of the homes, both languages were
spoken. Seventy-four percent of the program participants were Latinas/os; thirteen percent were
Caucasian and one percent each were African American, Asian/Pacific Islander or American Indian.
Ten percent of participants either endorsed “Other” for ethnicity or did not provide the information
requested. Twenty and one-half percent of participants endorsed having substance use or abuse
issues within the past six months before enrolling in the program. Likewise, eleven percent endorsed
past suicide attempts or suicidal ideation.

Objective 3: Based on best practice models, the program organized and conducted parenting
classes in English and in Spanish.

The program provided parenting and related information to parents, through a number of distinct
activities. These included parenting classes, parenting workshops and educational presentations to
parents, presented in English and Spanish. Additional groups focused on the following topics: Trauma
and Parenting; Crisis Management; Substance use and abuse in the family and its impact on teens;
Domestic Violence at home and in dating relationships; Child and Adolescent Development; and
Communication. Program activities targeted school problems, minority mental health issues,
community resources as important areas about which to provide education. Ninety-five parents
participated in parenting classes and a total of 950 contacts were made in the community with various
other activities.

Objective 4: Train new program staff in evidence-based or best practice models, and integrated
mental health and substance abuse treatment including techniques like motivational interviewing.

Clinicians, Team Supervisors, and administrative staff have all received training in Evidence Based
and Community Based Practices. Each staff has received training and supervision on a minimum of
two and a maximum of four Evidence Based Practices. In total, consumers in the program have
access to twelve different Evidence Based Practices, depending on whether they meet criteria for that
practice. The twelve available options are: Aggression Replacement Therapy (ART), Crisis Oriented
Recovery Services (CORS), Child-Parent Psychotherapy (CPP), Interpersonal Psychotherapy (IPT),
Managing and Adapting Practice (MAP), Trauma-focused Cognitive Behavioral Therapy (TFCBT),
Promoting Alternative Thinking Strategies (PATHS), Seeking Safety, Positive Parenting Program
(TRIPLE P), Incredible Years (1Y), and Cognitive Behavioral Therapy (CBT). In addition to these, in
the past program years, staff have received training in Parent Child Interaction Therapy (PCIT),
Dialectical Behavior Therapy (DBT), and Functional Family Therapy (FFT), as well as integrated
mental health and substance abuse treatment including techniques like motivational interviewing.
Additionally, the Latina Youth Program has been recognized by the Los Angeles County Department
of Mental Health as a Community Based Practice, recognizing its status as a set of interventions
which in effect comprise a promising approach to preventing suicide among Latina youth.
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All program participants are screened to assess whether they meet the criteria for participation in the
programs. Once eligibility is confirmed, the participants are offered services under these intervention
models. If the participants are in agreement, the lead clinician in the specific intervention model is
consulted, and a referral made. The evidence based models are by design, very specific and fidelity
to the model is important. In consultation with the trainers, some adjustments have been made, to
provide for cultural appropriateness. Training on motivational interviewing has been done in past
years and is consistently used in the work particularly when substance abuse is an issue.

Objective 5: Provide education sessions for local school staff on youth high-risk behaviors, mental
health stigma, and youth communication strategies for staff at each of the schools in the program
service area.

Education for local school staff has taken place in a variety of ways during this contract year. Eighty-

two school staff has received education regarding mental health issues impacting students and
families. The topics covered high-risk behavior, specific symptoms of ADHD, depression, mental
health stigma, communication strategies, positive discipline, accessing community resources, and
general information about the program services and how to refer students. In addition to this, program
staff based in the school sites provided consultation to school personnel, including teachers,
counselors, school psychologists, principals, assistant principals, speech therapist, and others, on
child abuse and neglect; developing lesson plans for at- risk youth; what risk factors are most
commonly faced by students and other mental health issues impacting individuals in the program
service area.

Objective 6: Organize and conduct peer groups to provide support and education for participants on
issues of youth violence, substance abuse, family conflict, anger management, healthy relationships,
peer pressure, safe sex practices, and effective interpersonal communication.

Weekly peer support groups were provided to students during this contract year. Girls’ Process
groups were developed and provided at the middle and high school levels. These groups covered
topics ranging from depression, impulse control, youth violence, substance abuse, communication,
healthier relationships, self-cutting behavior, safer sex and other issues salient to the participants.
Students were encouraged to use journaling, along with ongoing group participation to develop
healthier social skills and stronger boundaries. Boys’ groups also held at the middle and high school
level addressed masculinity, respect, conflict resolution, substance abuse, safe sex, cyber bullying,
school bullying and communication skills. Aggression Replacement Training (ART) groups met for 12
weeks each, and taught participants skills relevant to decision making, impulse control and anger
management. Additional groups met which addressed issues impacting impulse control, social skills,
anger management, time management and boundaries. All groups were held at the various school
sites and had weekly attendance ranging from 2 to 12 students.
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OUTCOMES

A number of risk factors have been associated with higher risk for suicidality in adolescents. The
program identified a number of risk factors, which were targeted for prevention, education and
treatment activities, in addition to treatment of diagnosed mental health illnesses. The risk factors
include: Presence of substance use or abuse, suicidal ideation and past suicide attempts. These risk
factors have been perceived in the professional literature as most predictive of suicidal ideation. In
addition, in past years, the program has also tracked other risk factors such as, running away from
home, communication problems at home, poor school functioning, difficulty regulating emotions,
involvement with the legal system, negative peer relations and issues related to sexual identity and
poverty.

As stated previously, the Latina Youth Program was implemented to address the rising incidence of
suicidality in Latina youth. Risk factors associated in the literature with research on suicide, were
targeted for prevention and intervention. The program has been consistently successful at preventing
suicide in the participants. As supported by the program experience over it's fourteen years of
operation, participants who endorsed suicide ideation as a significant problem at intake decreased in
severity after participating in treatment, based on participant and parent report. This points to a
decrease in thinking about committing suicide and in developing or carrying out a plan for suicide. A
trend has been noted during recent evaluation periods, clinicians reported dealing with students who
thought about or attempted suicide at a higher incidence rate than in previous years. During these 14
years we had one completed suicide on May 2014 despite the fact that the program targets those at
higher risk for suicidality. Thus, although more students may be attempting suicide, the availability of
easily accessible intervention, including hospitalization is helping keep even these most severe of
cases safe.
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MHSA ANNUAL UPDATE FISCAL YEAR (FY) 201617
AVAILABLE FOR PUELIC REVIEW

March 22, 2016

The Los Angeles County Deparment of Mental Hesalth (LACDOMH), as required under
the Mental Health Services Act (MHSA), i= opening a Public Review and Comment
penod forthe MHSA Y 2016/2017 Annusl Update. The Public Review and Comment
pernod wil begin March 22, 2016 and expires Aprnl 20, 2016. Dunng the Publc
Rewview and Comment penod, an open Public Hearng will be held at 5t. Anne’s, 155
M. Ococidental Bhd., Los Angeles, CA& 80026, The Public Heanng will be hosted by
the Los Angeles County Mentsl Health Commission on Aprl 28, 2016 and the
reception is scheduled to begin at 11:00 AM.

The document wunder meview s posted on  the LACDMH 2 website
(hitp:idmih .lscounty.gov'wps/ootalldmhipress centedannouncements), &and hard
copies are awvailable st the LACDMH MHSA Implementstion and Cutcomes Division,
685 South Vemnont Avenue, 8th Floor, Los Angeles, CA 30005, Any member of the
public may request & hard copy of the document by contacting Debbie Innes-
Gomberg, Ph.D. &t 213-251-6817.

To provide input, recommendations and comments, please email your comments to

DIGomberg@dmh.lacounty.gov or submit written comments to:

Los Angeles County Deparment of Mental Health
MHSA Implementation and Cutcormes Division
Attention: MHSA Annusal Update FY 20162017
695 5. Vemont Avenue, 8th Floor

Los Angeles, CA 90005

Fax: (213} 361-2762
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Public Hearing Announcement

County of Los Angeles - Depariment of Mental Health
Mental Health Services Act (MHSA) I_AC
MHSA Annual Update Fiscal Year (FY) 2016/17  dDMH
30-day Public Review and Gomment Period S CornEns

March 22, 2018 — April 20, 2016

PUBLIC REVIEW

Personal Information (OPTIONAL)

Famme:

Agency! Organization: E-mail address:

Mailing Address:

Comments

Any member of the public may submit written comments on or before April 20, 2016, Written comments can
be submitted on this form by e-mail to DiGombergiidm b lacounty gov or by letter addressed to:

County of Los Angeles - Depariment of Mental Health
MHSA Implemenization and Outcomes Division
Attention: Debbie Innes-Gomberg

5 Vermont Ave, 8* Floor

Los Angeles, CA S0005

Fax # (213) 351-2T62
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Public Hearing Announcement

PUBLIC ANNOUNCEMENT

PUBLIC HEARING OF THE
MHSA ANNUAL UPDATE FISCAL YEAR 2016/17

LOS ANGELES COUNTY MENTAL HEALTH COMMISSION
Dr. Larry Gasco, Chairperson, Presiding

Thursday, April 28, 2016
11:00 AM — 2:00 PM
St Anne’s Anditorium

155 N. Occidental Blvd.
Los Angeles, CA 920026

Public Hearing Goals
+ An open forum featuring a presentation on the status of programs funded by the Mental

Health Services Act and an opportunity for public comments and feedback on the
Department's MHSA's programs.

Agenda
1100 — 11:30 Reception (Lunch provided)
11:30 —11:40 Opening Session (Welcome & Introductions) - Dr. Gasco
1140 —11:50 Onvenview of Public Hearing Process - Susan Rajlal
1150 — 1235 MHSA Annual Update - Dr. Innes-Gomberg
12235 - 1235 Public Comments Period - Dr. Gasco
135 - 145 *Next Steps — May 26, 2016 Full Commission Mesting

Spanish & Horean translation services will be available
For Amernizan Sign Language and other translation services contact
Aleksan Meymaryan at (213) 251-6525 by Thursday, Aprl 14, 2018
+ MHSA documents and meetings are posted for public review and comments at
hittp=/{dmnh |lacounty. gowwps/potal/dmhfipress center/fannouncemenis
¢ Media inguines: Kathleen Piche, PIO, (213) 7384041

The Commission will be conducting its regular full mesting on May 28, 2016

LAC ®
SDMH

W
|
Eoyin s

o o, b T

For more information, please contact the Office of the Mental Health Commission at
(213) 7384772 or email your guestions to Mentalhealthcommission@dmh.lacounty.gov
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Mental Health Services Act (MHSA)
Annual Update Fiscal Year 2016-17
Summary

Debbie Innes-Gomberg, Ph.D.
Mental Health Commission Public Hearing
April 28, 2016

LAC
b

Content of Annual Update

Executive Summary

Community Services and Supports (CSS) plan programs

¢ Unique clients served

* Cost

* Average cost per client

* Program outcomes

¢ Any significant changes for Fiscal Year 2016-17
Prevention and Early Intervention (PEI) programs

* Unique clients served, countywide and by service area
* Primary language and ethnicity, countywide and by service area
* Average cost per practice

* Qutcomes per practice

Innovation

WET

Capital Facilities and Technological Needs

Budget

MHSA Annual Update Fiscal Year 2016-17

Purpose and Facts

Key Dates

The Mental Health Services Act stipulates that counties
shall prepare and submit an MHSA Three-Year Program
and Expenditure Plan with Annual Updates

The Plan requires a 30 day public comment period and a
public hearing

Mental Health Director and County Auditor Controller
Certification as to compliance with laws and regulations
The plan must be approved by the Mental Health
Commission and adopted by the Board of Supervisors

Information and data presented is from the prior Fiscal
Year (FY) 2014-15

March 16, 2016

Presentation of the Annual Update to the
System Leadership Team (SLT)

March 22 — April 20, 2016 Public posting for 30 days

April 20, 2016

Review with SLT of any significant public
comments

April 28,2016

Public Hearing convened by the Mental
Health Commission

Mental Health Commission deliberation on

May 26, 2016 approval of the Annual Update
Board letter submission and adoption,
posting of final Annual Update on website
June — July 2016 and submission to the Mental Health

Services Oversight and Accountability
Commission
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Community Services and
Supports (CSS) Plan

+ Unique clients receiving a direct mental health service:
102,088

+ 32,705 were new clients with no previous CSS outpatient mental
health services

Ethnicity Primary Language

CSS Clients with no Previous
MHSA Services by FY

New Community Services & Supports
Clients with no Previous MHSA Services

32,276 32,705
25,003
20,000 \/
15,000
& v

14,405

FY 2011-12 FY 201213 FY 201314 FY 201415
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CSS Unique Clients Served by FY

Community Services & Supports

Unique Clients Served

103,000
p 102,088
102,000 e
/ 102,330 bl
101,000 /
100,000 /
99,000 /
98,000
96,710
96,000
95,000
94,000
93,000
FY 2011-12 FY 2012-13 FY 2013-14 FY 2014-15

CSS Unique Clients Served by Service Area

Unique Clients Served New Clients Served

1 6,517 2,841
2 16,300 5,726
3 8,903 3,358
4 25,234 10,899
5 6,069 1,068
6 19,742 8,438
7 7,148 2,252
8 18,609 6,475
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Full Service Partnership (FSP)
FY 2014-15

CSS Unique Client Counts by Service Area by FY

Community Services & Supports Age Group Unique Clients Average Slots Allocated
Unique Client Counts by Service Area Served Cost/Client*
e Child 2,258 $13,697 1,771
100,000 Child Wraparound 781 $12,102 523
uservice Areas TAY 1,772 $11,249 1,300
0,000 WService Area7
uservie Areas TAY Wraparound 123 $8,883 226
cono Ser Adult 5,103 $10,857 4,485
Bservice Areas
40,000 [ Msenedcead Older Adult 896 $8,446 709
W Service Area 2
MService Areal
20,000
*Cost is based on Mode 15 services, not inclusive of community
° FY 201213 FY 201314 Y 2014-15 outreach services or client supportive services expenditures. [

FSP Unique Clients Served by FY FSP Disenrollment

FSP - Unique Clients Served by Age Group Full Service Partnership Disenroliments by Age Group
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FSP Disenrollment

FSP Disenrollments AcrossFiscal Years

2,000
1,737
1,800
P e
1,600
1,400
1438
e I3 — o
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1,000 =
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Fiscal Year 2012-13 Fiscal Year 2013-1 Fiscal Year 2014-15

FSP Living Arrangement Qutcomes-
Child

= 76% reduction in days
homeless post-
partnership

= 42% reduction in days

e of O e hospitalized post
partnership

= 16% reduction in days in
juvenile hall post
partnership

FSP Disenrollment

Percentage of FSP Disenrollments with Met Goals
by Age Group

36% 36% mFiscol Year 2012-13
0% $ik
 Fiscal Year 2013-14

30% 24% 26% = Fiscal Year 2014-15

Child TAY Adult Oider Adult

FSP Living Arrangement Outcomes-
Child

= 10% increase in the number of
clients homeless past
‘partnership®

= 35% reduction in the number of
clients hospitalized past

partnsrship

= 132% increase in the number of
clients in juy‘e&ile hall post-
partnership

T the thechikd

included) after partnership was established.
** There wasa juvenile hall i i 117 chikd

dthe
thechild

baselines induded) after parmnarship wasestablished.
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FSP Living Arrangement Outcomes-
TAY

FSP Living Arrangement Outcomes-
TAY

Hosptaliation  Independent
Liing

49% redustion in days
homeless poskpartnership

29% reduction in days
hospitalized post
partnership

38% reduction in days in
Jail pot-partnership

53% reduction in days in
jwvenile hall post-
partnership

25% increase in the
number of days living
independently

FSP Employment Outcomes-

TAY

Clients can participate in more than one employment category at a time.
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25% reduction in the
number of clients
homeless postpartnership
44% reduction in the
number of clients
hospitalized post
partnership

4% increase in the numbex
of clients in jail post-
partnership

60% reduction in the
number of clients in
juvenile hall post-
partnership

2% incraase in the
number of clients ving
independently

TaY
included) sfter partnership was established.

7% ofthe TAY bassiines.

FSP Employment Outcomes-

TAY
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= . het S irasaniin 80% decrease in the number of
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vt Notaa G an bt et G ¥ansions! smployment I] Sy decrease in the number of
e e e Erpiamen Evpiment - j clients in supportive employment
s

600% increase in the number of

clients spent in transitional
employment

Clients can participate in more than one employment category at a time.
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FSP Living Arrangement Outcomes-
Adult

71% reduction in days homeless
postpartnership

B5% reduction in days
hospitalized post parinership
5% reduction in days in jall post
-parnership

48% increase in the number of
days liing independently

Homeess  Hosptalastion independont

55% increase in the number of
days spent in competitive
emplayment

-
= 95% increase in the number of
- days spent in non-paid
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= 79% increase in the number of

wll [R— days spent in other gainful

e employment
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Clients can participate in more than ene employment category ata time. [
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FSP Living Arrangement Outcomes-
Adult

33% reduction in the number of
clients homeless post-
panership

25% reduction in the number of

clents hospitalized post
partnership

16% reduction in the number of
clients in jail post-partnership
6% increase in the number of
clents living irdzpendently

FSP Employment Outcomes - Adult

100% increase in the number of
clients in non-paid employment
4% increase in the number of
clients in other gainful
employment

41% increase in the number of
clients in paid in house

employment

141% increase in the number of
clients in supportive employment
100% increase in the number of
clients spent in transitional
employment

30% decrease in the number of
clients spent in competiive
employment

()

Clients can participate in more than one employment category ata time.
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FSP Living Arrangement Outcomes-

Older Adult

= 33% reduction in the number of
clients homeless pest
partnership

. | = 20% reduction in the number of
clients hospitalized post-
patnership

= 15% reduction in the number of
clients in jail post-partne rship

= 7% increase in the number of
lients living indep endently

Field Capable Clinical Services (FCCS)

forFY 2014-15

Age Group Unique Clients Average
Served Cost/Client

Child 9,135 $5,488
TAY 2,766 $4,683
Adult 8,504 $4,665
Older Adult 2,581 $5,560

FSP Living Arrangement Outcomes-

Older Adult

= 62% reduction in days

homeless post-partnership

= 30% reduction in days
hospitalized post-
partnership

= 11% reduction in the
number of days living

 Number of Days
Pre

W AnAuszed independently

SL R— | tumberof
P 30,879 Post el = 39% reduction in days in
o jail post-partnership

: Hesphalistion independent ™
g

FCCS Unique Clients Served by FY

FCCS- Unique Clients Served by Age Group

MHSA Annual Update Fiscal Year 2016-17
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Wellness & Client Run Centers

* 54,521 unique clients served (direct mental health service)
- 85,843 client contacts (as reported through peer services,

Mode 45)
Proposal*

Implementation
Date

Adjunct services for clientsin Wellness
Centers
The additionof Peer Staffto Wellness
Centers

Expand ClientRun Centers

Supported inWellness

Providershave been providing services.

Contracts have been amended. Directly
operated clinicshave started hiring.
Client run centers will be added to Service
AreasVland lIl. Developing solicitation
Rio Hondo Mental Health Center and San
| Health Center will

Centers.

Housing SpecialistsinWellnessCenters

Pilot Employment Program

participateina pilot project implementing a

supported employment model.

2014

Contractors: February 2015
Directly Operated: November 2015

June 2016 (estimated)

December 2016 (estimated)

specialstiraining
A Request for Statement of Qual fications
has been released

Contractors:July 2015
Directly Operated: December 2015

July 2016 (estimated)

ThreeYear \ Fiscal Years. 016-17.

IMD Step-Down Facilities

* Fiscal Year 2014-15 expanded program by 82 beds

* Total beds: 545

 Client contacts: 998

MHSA Annual Update Fiscal Year 2016-17

Wellness & Client Run Centers

* 69 Housing retention specialist positions added

* Supported Employment - Individual Placement and Support
modules added at 2 county operated Wellness Centers

Current Employment/Education Activity
N=2,017

CurrentLiving Situation
Ne2,017

Alternative Crisis Services:
Urgent Care Centers (UCCs)

= 26,338 clients served in Fiscal Year 2014-15

« New UCC opened on the campus of Martin Luther King
Community Hospital

' | I I I
(o — 5

New Admissions
at UCCs by

Age Category
7/1/15-1/31/16

53

i

¥ 58353

o[t

vough ey 3, 086
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Alternative Crisis Services: UCCs Alternative Crisis Services: UCCs
New Admissions at UCCs Who Were Homeless upon Admission Percent of Those with an Assessment at a Psychiatric Emergency Room
7/1/15-1/31/16 within 30 Days of a UCC Assessment

i

H

§

¥

§

¥

§

3

§

H

§

§

H

H

The criss tabil e 79su)

ecah 31,253 . sy S 3556

I I 7/1/15-1/31/16

Housing specialists provided housing placement services

Alternative Crisis Services: UCCs Housing Services
Percent of Those Who Return to a UCC within 30 Days of a UCC Assessment
7/1/15-1/31/16
- to 1,555 adult clients and 847 transition age youth clients
- The MHSA Housing program funded 4 housing projects
- that opened during FY 2014-15, for a total of 167 units
: Women's Shelter of Long Beach opened serving men,
women and transgender victims of domestic violence

§

H

§
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Linkage Services Systems Development Supports

+ Jail Linkage: 27,441 contacts
* Service Area Navigation: 17,565 contacts

Family Support Services (Children’s work plan)
* Client contacts: 294
* Enhanced Respite Care Pilot

Service Area Navigation
Percent of Referrals by Program Countywide F¥ 2014-15 * 8 child FSP providers participated
N-3,020 p! p P

Specialized Foster
Community-Based Care

* 82 child FSP partners received respite care services

* Parents/caregivers reported respite services allowed
them more time to focus on personal needs and more

PE| Services.
6.53%

UrgentCare__————— than half reported significant stress reduction
g NS IR Service Extenders (Older Adult work plan)
1.42%

* 30 older adults received stipends

Field Capable Clinical
Services
5.33%

+ 2 have successfully sought employment in system

Systems Development Supports Planning, Outreach and Engagement
TAY Probation Camp Services Client contacts: 14,312

6 camps have an array of mental health services including: Underserved Cultural Communities (UCC) Projects

» Aggression Replacement Treatment Homeless outreach

+ Adapted Dialectical Behavior Therapy Crossover Youth Multi-Disciplinary Team (WIC 241.1)

+ Seeking Safety
Multi-Disciplinary Team (MDT) meeting 45 days prior to
release focused on aftercare plan
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Prevention & Early Intervention (PEI)

* Unique clients served: 55,094
+ 28,613 were new clients with no previous MHSA service

- Primary Langusge

Asian
2%

i

_Other

2%
[ Native American
%

Pacficislander
a7

PEI New Clients with no
Previous MHSA Services by FY

New Clients with no
Previous MHSA Services

45,000
40,000 v i’L 38,154
35,000 o N
20,000 N 28613
25,000 N
20,000 N -
15,000
10,000 16,741
5,000

[

FY 2011-12 FY 2012-13 FY 2013-14 FY 2014-15
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' PEI Unique Clients Served by FY

Unique Clients Served

80,000 73,1490
70,000 e
628
60,000
61,422 55,094
50,000 P
40,000

30,000 /
20,000 /

10,000 W o0m2

FY2009-10 FY2010-11 FY2011-12 FY2012-13 FY2013-14  FY2014-15

PEI-Early Intervention Practices

« Symptom improvement exceeded 40% after completion of an evidence-
based, promising or community-defined evidence practice for several
practices including:

* Trauma:
* Alternatives for Families - Cognitive Behavioral Therapy
+ Individual Cognitive Behavioral Therapy
+ Trauma Focused Cognitive Behavioral Therapy
* Child Parent Psychotherapy
Severe Behaviors/Conduct Disorders:
« Brief Strategic Family Therapy
+ Multisystemic Therapy
Depression: Depression Treatment Quality Improvement
Anxiety and Depression: Mental Health Integration Program
Parenting Difficulties:
+ Parent-Child Interaction Therapy
« Triple P Positive Parenting Program
Managing and Adapting Practice

247



Public Hearing Powerpoint Presentation

PEI-Suicide Prevention PEI - Suicide Prevention

Suicide Prevention Center .
Latina Youth Program:

Responded to 61,231 calls including 3,744 Spanish language calls

- Responded to 4,898 chats * Outreach and education to 2,114 contacts
* Responded to 102 texts * 214 open cases
* 37% of callers identified between the ages of 15-24 Partners in Suicide Teams:
* Self-rated suicidal intent reduced for those identified as low, « Goal is to increase public awareness of suicide
medium and high risk P
* 8 staff across 4 age groups
Self-Rated Suicidal Intent
SIS foition el * Participated in 193 suicide prevention events

= \ g - 478 * Applied Suicide Intervention Skills Training (ASIST)

E H 6 30 19 —#— Madium Rk (N = 2411) .

;“‘ \_\ e * Question, Persuade, Refer (QPR)

B, — o * Recognizing and Responding to Suicide Risk (RRSR)

- V : - o . .

Parenting

all ages, TAY population at risk of juvenile
justice involvement, substance abuse and
school failure

= prefPost
20 o |

Avg. Pre Score Avg. Post Score

PEI - Suicide Prevention Prevention & Early Intervention (PEI)
Measured Changes in Knowledge, Attitudes, Prevention program focus:
and Behaviors around Suicide
Qutreach and education for underserved of
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Innovation 1

Presentation

Promoted data-driven decision making at the program and

system level
« Use of an evaluation rubric

+ Departmentwas able to identify a threshold level of

success within each model

« Departmentwasable to continue funding those
providers through the Community Services and Supports

Plan

3 successful Integrated Mobile Health Team (IMHT) providers

continued through the development of a
program

specialized FSP

14 successful Integrated Clinic Medel (ICM) and Community-
Designed Integrated Service Management Model (ISM)
providers continued through the development of a new work

plan entitled Integrated Care Program

Innovation 1-Peer Run Model

PRRCH

Project Return: 310 Clients Served

* Guests were more likely to identify as White (43.9%), followed by

African/African American (30.3%)

© Most prevalent linkages: Educational, living arrangement support, social

skills self-help, community events

Project Return PRRCH IMR Subscale Scores.

Recovery Subscale (mean of items 1, 2, 4, 8, & 12) 2,81 (N-266)
Management subscale (mean of items 6, 7,9, & 11) 331 (N-266)
Substance Use Subscale (maximum of items 14 & 15) 169 (N-257)
Overall IMR Score (mean of items 1-15) 276 (N-265)

Blood Pressure fanges

o o
0%
% ank
. % ao
ey 0%
0% nax g Fl
0% B a0
oo% 2%

1% i 8%
. 0%

o . || o -

Unsereigt [ s

Baselne Assossmont (¥:151 Guest) e e s

The average scores indicate that guests
were less impacted by alcohol/drug use
or further along in their substance use
recovery when they enrolled in the
program than with self-management and
coping with their mental health and/or
wellness.

In general, most Project
Return PRRCH guests had
BMIs that were normal
(37.1%) or obese (33.1%).
The majority of guests at
Project Return had pre-
hypertension blood pressure

o o (86.2%).
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Innovation 1-Peer Run Model

Peer Run Respite Care Homes (PRRCH):

For mental health clients experiencing a crisis

Safe and supportive living environment
Short term (less than 30 days)

Operated entirely by individuals with lived experience
of mental illness

Innovation 1-Peer Run Model
PRRCH

* SHARE!: 296 Clients Served
* Guests were most likely to identify as African/African American (32.4%) and

White (27.7%)

Most prevalent linkages: Social skills self-help, substance abuse self-help,

emotional wellness

SHARE! PRRCH IMR Subscale Scores The average scores indicate that SHARE!

Recovery Subscale (mean of tems 1, 2,4, 8, & 12)
Management Subscale (mean of items 6, 7, 9, & 11)
Substance Use subscale (maximum of items 14 & 15)
Overall IMR Score (mean of items 1-15)

sEEEEEEE

1%

[rrmm——

262 (N=255)
3.49 (N=255)
2.89 (N=255)
292 (N-255)

Blood prassune Ranges

sz

guests were experiencing more difficulty with
self-management when they enrolled in the
PRRCH program than with coping with their
mental health and/or wellness and substance
use.

In general, SHARE! PRRCH
guests had  BMI's fairly
evenly distributed  among
normal, overweight and
obese  categories.  The
majority of guests at SHARE!
had pre-hypertension blood
pressure (54.2%)
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Innovation 1-Peer Run Model
PRISM

Innovation 1-Peer Run Model

Peer Run Integrated Services Management Model (PRISM): - Project Return: 168 Clients Served
* A completely peer run alternative or supplement to public * Most participants at Project Return identified as White (34.5%) and
mental health services African/African American (31.0%)

Most prevalent linkages: Physical health-related, assistance with living
arrangements, emotional self-help

« Empowers clients
« To improve their lives

L The average scores indicate that participants
« Increase and/or develop their skills Recovery Subscale (mean of tems 3, 2,4,8, & 12) 3,00 (N-144) were less impacted by alcohol/drug use or

further along in their substance use recovery

« Improve their social support system e e AR SHpeny when they enrolled in the program than
o Substance Use Subscale (maximum of items 14 & 15) 147 (N=128) with self-management and coping with their

- Lead productive lives Overall IMR Score (mean of items 1-15) 278 (N=144) mental hedith andjor wellness,
* Key services - Satne st - e n general, most participants
H had BMIs that were nermal

. o o

Linkage leow | 928, ’[’,"‘ Py (39.2%) or obese (39.2%).
- Peer Support 0% ﬂ — | 0% The majority of participants
wox o had  normal or  pre-
= Housing Support (including providing rental subsidies) % L= H o Dypertension blood pressure

[e——— (83.8%).

. PP e

o o ; : ] PRRCH Measures:
Most of the participants at SHARE! identified as African/African American
(34.9%) and White (25.3%) Physical health indicators, including height, weight, and blood
Most prevalent linkages: Emotional self-help, referral to PRRCH, social skills pressure

Recovery Subscale {mean of items 1, 2, 4, 8, & 12) 321 (N=278) participanis were experiencing more )

Mgt sl esnofems 673,01) | soopvarg Sy wilh selfmanagenent when 3-6 month follow-up survey with 45 guests

Innovation 1-Peer Run Model Innovation 1-Peer Run Model
PRISM Measures
self-help, money management, occupational Guest feedback survey- 55% completion rate for Project Return and

* SHARE!: 364 Clients Served
The sversge sores ndcete that SHARE! 66% completion rate for SHARE!
e vonguam  andor walnesssndsubstance use. PRISM Measures:

Scine o " Sesne Bhod resns Ranges {1 general, most SHARE! PRISM Physical health indicators (BMI and BP), PROMIS Global Health,
son = participants ‘ ?::&M:tget Creating Healthy Outcomes: Integrated Self-Assessment (CHQIS)

o ] " FECI|e u%. A ‘E i majority of participants were Internalized Stigma
B !

arow
awn T el

0% overweight or obese (58.5%).

o ax—aw Half of participants had pre-

0%
oAk o LI —
Unteruet Nomsl Ovewst Obese ot

asaline Ascssment (V<229 Peopil

lliness Management and Recovery Scale
: sam: rewss | hypertension blood pressure

o "o | (80 g

= Baseine Asesment (4120 Pl

Linkages
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Innovation 1-Peer Run Model
Learning

Essential Trainings:
Intentional Peer Support
Peer Advocate Certification Training
Wellness Recovery Action Plan (WRAP)Training
Peer Roles:
Facilitating and providing social support
Finding appropriate linkages and referrals for clients
Helping clients improve their quality of life by reducing

dependency on the system (finding employment, housing,
health navigation)

Innovation 2

Building Trauma Resilient Communities through Community
Capacity Building:
Over 20 presentations completed

Solicitation completed and being reviewed by DMH—> County
Counsel & CEO

Anticipated release — May 2016
Implementation anticipated — October 2016
Evaluation RFS to be submitted for DMH review by March 25, 2016

MHSA Annual Update Fiscal Year 2016-17

Innovation 1-Peer Run Model
Key Findings

PRRCH:
Service utilization, including cost study, is in process
Increased quality of life-physical, mental, social and/or spiritual
Increased social support and coping skills

PRISM :
65% of linkages with housing resources and support were successful

75% of linkages with emotional self-help support and educational
groups were successful

Mental health and physical health change unable to be assessed due
to low number of matched pairs

Reductions in average number of days spent homeless but not
statistically significant

SHARE! Achieved a statistically significant reduction in emergency
department utilization 12 months after the start of services

High levels of satisfaction

Workforce Education and Training

Health Navigators Skills Development Program: 33 trained,
100% represent UREP while 54% spoke a threshold language.
Interpreter Training: 94 (duplicated) participated in the basic 3
day and advanced trainings

Intensive Mental Health Recovery Specialist: 70 participants
completed training to qualify as; 81% represent UREP and 54%
spoke a threshold language

Stipend Program Awards: 52 MFT, 52 MSW, and 4 Nurse
Practitioner students and 73% spoke a thresholdlanguage
Peer Advocates Training: 18 individuals, 89% represented
individuals from un- or under-served populations, 28% spoke
a threshold language, and 39% have secured employmentin
the public mental health system
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Capital Facilities and
Information Technology Needs

Information Technology Needs Projects

* Contract Provider Technology Project

¢ Integrated Behavioral Health Information System (IBHIS)
*+ Personal Health Record Awareness & Education
« Consumer/Family Access to Computer Resources
« Data Warehouse Re-Design

« Telepsychiatry Implementation

Capital Facilities

* Downtown Mental Health Center, Sup District 2
* Arcadia Mental Health Center, Sup District 5

+ San Fernando Courthouse, Sup District 3

* Exodus Recovery, Sup District 2

For More Information Contact:

Debbie Innes-Gomberg, Ph.D.
Los Angeles County Department of Mental Health
Program Support Bureau
MHSA Implementation and Outcomes Division
DIGomberg@dmbh.lacounty.gov
(213) 251-6817

MHSA Annual Update Fiscal Year 2016-17

Estimated MHSA Annual Allocation
By Fiscal Year

2014-15  $366.2 $91.6 $24.1 $481.9
2015-16  $307.5 $76.9 $20.2 $404.6
2016-17  $382.9 $95.7 $25.2 $503.8
2017-18  $397.6 $99.4 $26.2 $523.2

Projections are in millions. Los Angeles estimate is based on 28.56%
of State allocation outlined in DHCS info notice 13-15.

Allocations don’t include Medi-Cal or EPSDT or unspent funds from
previous fiscal years.
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THURSDAY, APRILZ2E, 2016

MEMNTAL HEALTH SERVICES ACT

ANMUAL UPDATE FISCAL YEAR 2016-17 5 UMRMAR™Y

155 M. OCCIDENTAL BLVD.

LOS AMGELES, CA 90026

CAPTICHMEDBY TOTAL RECALL, WA CURCAFTIOMER. COM

Larry Gasco, Chair of the Mental Haalth Commission, welcomed to group.

Susan Rajlal, Legislative Analyst for the LACDMH, discussed the purpose and relevant
detzils related to requirement of a Public Haaring.

Debbie Innes-Gomberg, Program Manager III—MHSA Implementation and Outcomes
Drivision, presentad slides summarizing the components of the Annual Update and took
questions intermittentty.

== AUDIEMCE MEMEER: CANYOUHELPME UNDERSTANDLUNERUE CLIENT?

== DEEBIE INNES-GOMBERG: A UNEQUE CLIENT IS OMEINCIVIDU AL WHO
MAY HAVE BEEN SERVED ACROSS PROGRAMS, SO, FOR EXAMPLE, IFI'M A CLIENTIN
A FULL SERVICE PARTNERSHIP PROGRAM, AND I GRADUATETO A WELLNESS
CENTER, I'M COUNTEDONCE. THATSA UNIQUE CLIENT. THANK ¥YOU FOR ASKING
THAT.

== COMMISSIONER: ARE THOSE POWERPOINTS AVAILABLE?
== DEEBIE INNES-GOMEERG: YES, THEYHAVETHE SLIDES, CORRECT?

=> AUDIENCE MEMEER: [AWAY FROM MIC]

»> DEBEIE INNES-GOMBERG: COPIES THE SLIDES; YOU DONT HAVE COPIES
OF THE SLIDES?

== AUDIEMCEMEMEER: [AWAY FROM MIC]

»> DEBBIE INNES-GOMBERG: OURAPOLOGIES. WE'LL GETYOU THOSETO
YOU TMMECTATELY.

»> AUDIENCE MEMEER: [AWAY FROM MIC]

== AUDIEMCEMEMEER: DEEELE I LIKE TOASKFEIR THOSEWITH VISLALL Y-
IMPAIRED THAT GRAPHS BE LARGER, BECAUSE I'M HAVING A PROBLEM. ITHAVEA
READER. SO T LIKE TOMAKESURE I CAN HAVE THIS INFCORMATESMN TN A FORM THAT
I CAN REALLY REVIEWIT. AND ITSJUST TOO SMALL, BECAUSE I HAVE BEEN
THROUGHIT.

»» DEEEIE INNES-GOMEBERG: OKAY, S0WE WILLGET YOU FULLSIZE SLIDES.
OMNE PER PAGE [AUDIENCE MEMEER. IMMEDIATELY RECEIVED LARGERSLIDES] OKAY,
SOGE0ING ON NOW TO FULL SERVIECE PARTHNERSHIF PROGRAMS, YES, JUDY.
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== AUDIENCEMEMBER: HOW ARE YOU DISCERNINGTHE PILCT?

== DEBEIE INNES-GOMEBERG: OKAY, ANYTIME ANYBODY ASES A QUESTION,

WE NEED TO GET THEMICROPHONE. ANDIT'S JUDY RIGHTHERE. OH, YOU'VE GOT
A MICROPHOME. OKAY. SORRY. WE'RERECORDING THIS.

== AUDIENCEMEMBER: HOW ARE YOU DISCERNING EETWEEN REGULAR FSP
AND THE PILOT?

== DEBEIE INNES-GOMBERG: THEPILOT ISACTUALLY FSP. 50 THE PILOT,

AND WHAT JUDY ISEEFERRING TO IS AN INTEGRATED PILOT THAT IS INCLUSIVE OF
PEOPLE THAT ARE AT RISK OF THE FOCAL POPULATIONS FOR FSP. ANDTHATS
INCLUDED IN THE 5,100 THERE, BECAUSEITSFSP, M5, LAMONT,

== AUDIENCEMEMEER: IJUST WANT TOSAY THAT MAYEBE YOU ALSO NEED
FOR OTHER PEOPLETC TELLYOL WHAT THE MHSA SERVICE ACTS SAYS WHO YOU
SHOULD SERVE.

== DEBEIE INNES-GOMEBERG: THATSA GOOD SUGGESTION. IN A FULL
SERVICE PARTHNERSHIF, WHAT WE CALL THE FOCAL POPULATION OR THE TARGET

POPULATIONS ARE INDIVIDUALS EITHER AT RISK OF OR EXPERIENCING
HOMELESSNESS, INCARCERATIONS, HOSPITALLZATEONS, AND

INSTITUTEONALLZATION IN GEMERAL. AND THATS PRIMARILY AN ADULT, AN OLDER
ADULT FSCAL POPULATECN.

FOR CHILDREN, IT'S REALLY KIDS AT RISKOF FAILING IN SCHOOL KIDS THAT
HAVE A SERIOUS EMOTEONAL DISTURBANCE AND HAVENT RECEIVED SERVICES YET
BUT THEY NEEDTHAT LEVELOF CARE. THOSE DEFINITIONS ARE IN THEMHSA C55
REGULATEONS.

== AUDIEMCEMEMBER: [AWAY FROM MIC]
== DEBBIE INNES-GOMEBERG: OH, SURE. LIMEHER.

== AUDIENCEMEMEER: IS IT REALLY 179 OF TAYS ARE DECEASED AND
THAT'S WHY THEY'RE NOT? IS THAT WHAT --

== DEBEIE INNES-GOMEERG: THAT IS WHAT THEDATASAYS. YOURE
RIGHT.

== AUDIEMCEMEMBER: WAIT. THE DECEASED; WHATSTHE 1790 ICANT
TELL-YEAH, DECEASED, RIGHT: THEDARKELUE?

=» DEBBIE INNES-GOMBERG: YOUKNOW, SOMETHING? I'M SORRY, THATS
LOST CONTACTS. MY APOLOGIES.

Qi OH, OKAY, ALLRIGHT, SO THERE'S TWODARK BLUES. I DIDNT SEE THE

BOTTOM ONE. OKAY., I'M LIKE, -- I WAS THINKING, WOW, THEY'RE DECEASED.
THANEK YL,

== DEEEIE INNES-GOMEERG: YEAH, THE PROELEM IS, THE COLORS, WHEN
IT GETS PROJECTED, THEY'RESLIGHTLY DIFFERENT. I APOLOGIZE FOR THAT,
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== AUDIENCEMEMEER: I DIDNTSEETHATDOWNTHERE. OKAY.

== AUDIENCEMEMEER: HIL I'M PHYLLIS KODO ANDI HAVE A QUESTION
ABOUT OUTCOMES ANDMENTAL HEALTH CLIENTS THAT ARE BEING DUMPED FRCiM
HOSPITAL, IS THEREGOING TO BEE LIKE AN OUTCOME FOR THAT, MAYBENEXT
YEAR? ORIS THERE SOMEINFORMATION OM THAT NOW?

== DEEBIE INNES-GOMEERG: DIDYOUSAY CLIENTS BEING DUMPED FROM
HOSPITALS?

== AUDIEMNCEMEMEER: YEAH.

== DEEBIE INNES-GOMEERG: THEMENTAL HEALTH SERVICES ACT, WHICHIS
WHAT THIS IS ABOUT DOESH TFUNDHOSPITALS, SO YOU'RE NOTGOING TO SEE
THAT IN AN ANMUAL UPDATE. BUT,OEVIOUSLY, THATIS A BIG CONCERN FOR THIS
DEPARTMENT.

== AUDIENCE MEMEBER: DEBEIEY
== DEEBIE INNES-GOMEERG: HI, ROEERT.

== ROBERT: HI, DEBEIE. HOW ARE YOU DOING? MY QUESTION IS IT GOES
TOTHE YOUNG TEENAGERS., IGO0 THROUGH A PROGRAMIN UCLA WHERE I WORK
AND DO RESEARCHSTUDY THERE AND THERE'S A LOT OF YOUNG PEOPLE THERE.
SOME OF THE YOUMNG PECPLE DON THAVE A JOB OR HAVE MENTAL HEALTH, AND
THEY'RE TRYING TO FIND A JOB TO NOT GET INVOLVED WITH GANGS., ANDTHIS
HAS NOTHING TO DOWITH THATAND THEY GETIN TROUBLE. SO WHAT CAN WE DO
ABOUT THOSE KIDS? WHAT KIND OF PROGRAMS CAN WE DO FOR KIDS TOSTAY
OUT OF GANGS AND ANYTHING WE CAN DO ABOUT THOSE?

== DEBBIE INNES-GOMBERG: THAT'S A WONDERFUL QUESTION, THEREARE
TRANSITEON AGE YOUTH PROGRAMS IN PARTICULAR, WE'RESTARTING TO FOCUS
ON THE RISK FACTORS ASSOCIATED WITH MENTALILLMESS, AND I KNOW THAT
CURINMOVATEON 2 PLAN IS FOCUSING ON NOT NECESSARILY AS MUCH ON GANGS,
EUT ©ON INDIVIDUALS WHOARE HOMELESS OR PREVIOUSLY HOMELESS, I'M NOT
SURE IF TRANSITION AGEYOUTH -- DOES ANYBODY WANT TO SAY SOMETHING
ABOUT THAT? DO YOU WANT TOSAY ANYTHING?

=» TAY REPRESENTATIVE: WE'RE DOINGA LOT OF OUTREACH AND

ENGAGEMENT IN THECOMMUNITY TO TRY TO OUTREACH TO THOSEYOUTH.
PARTICULARLY THOSE YOLUTHS THAT ARE DISENFRAMNCHISED AND GANG

CONMECTED. AMD WE D2 HAVE A LOT OF PROGRAMS FOR FSP, FCCS ANDWE ALSC
HAVE PREVENTAND EARLY INTERVENTICN PROGRAMS AS WELL.

=» AUDIENCEMEMEER: [AWAY FROM MICROPHOME].

=>= AUDIEMCEMEMEBER: HI, MY MAME ISMS. JACKSON, ANDTO ANSWER YOLUR,
QUESTION, ROBERT, THEY DO HAVE PROGRAMS, ALL COLLEGES TN CALTFORNIAHAS
A PROGRAM FOR THOSE INDIVIDUALS, WHETHER THEY 'REMENTAL CLIENTS THAT
COME OUT OF JAILS, PRISONS, WE HAVE DIFFERENT OUTREACHES OUT HERETHAT
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WE DEALWITH IN THE COMMUNITY ALSO, AND WE'RECQUTHERESPREADING THE
WORD, AND WE'RE OUTHERE PUSHING IT TO MAKESURE ALL THE EACH
INDIVIDUALS, EVEN THE HEALTH WHOLE FAMILIES [SIC] AND CONSIDERS THE
HOMELESS OMES AS WELL THEHOMELESS ONESHAVE THEIR OWHN PROGRAM. AND
EVERYBODY WANTED TO KNOW, EUTDUETO THE FACT, YOU CAN EEHOMEBELESS,
EUT ACCORDING IF YOLU FALL UNDER THAT UMERELLA, UNDERYOUR CO-STATLUS,
BEECAUSEI COULD BE HOMELESS AND/GOT DIAMONDS ON ME, BUTI STILL WONT BE
CONSIDERED HOMELESS,

NOW DUE TO GANGS, I DO GANGPREVENTION, I HAVEHELPED PARENTS OR.
YOUMNG ADULTS, T HELPTHEM GET EMPLOYMENT, THEY DO HAVE PROGRAMS OUT
HERE FOR EACH INDIVIDUAL ANDIF THEY WANT TO WORK, THEY HAVETO GO TO
THE UNEMPLOYMENT OFFICE, THEYOUTH UNEMPLOYMENT OFFICE. MNOT THE
ADULT UNEMPLCYMENT OFFLCE. IT'S TWO DIFEERENT LINEMPLOYMENT FOR EACH
INDIVIDUAL QUT HERE.

SOTHERE'S A GANGOUTREACH FOR EACH INDIVIDUALOUT HERE
CONSIDERING THE CHILDREMN OF THE UNITEDSTATES OF AMERICA.

=> DEBBIE INNES-GOMBERG: THANKYOU VERY MUCH. WE'REGOING TO GO
OME MORE AND THEN I'M GOING TO MOVE US ALONG ONLY BECAUSE OF TIME.

== AUDIENCE MEMEBER: YES, JUSTTO PIGGYBACK, THANKY QU MS, JACKSON
FOR. THAT. BUT OVERALL THEREARE NOTENOUGH PERFORMING ARTS INITIATIVE
PROGRAMS FOR THE YOUTH, WHICHIS WHAT WE SPEJALIZEIN. MY NAMEIS
MELLA DESIRE ANDI'M A FILMMAKER FOR INTERCITY YOUTH, PARTECULARLY FOR
FOSTER AGE KIDS, GANGAND VIOLENCE, ANDEVERYTHING. THESEKIDS NEED AN
OUTLET, THIS ISTHE PROELEM. WE HAVEEMPTY EUILDINGSIN LA, ANDTON OF
STREETS. ANDWHAT WE WANT TO DO IS COMEINE THE FORCES BY HAVING
PRODUCTS, VIDEDS, MUSIC, FILM THATWILL EE MENTORED, WRITTEN, PRODUCED
BY KIDS. YOU HAVE HOLLYWOOD NEXT DOOR,. THEY RE GIVING HOLLYWIOOD ALL
THIS MONEY BY WATCHINGANDEUYINGTHEM MUSIC, NOW IS THETIME FOR
HOLLYWOODTO GIVE ONEPERCENT OF THEIR INCOME TO BUILDIMNG A STUDIO
SPECIFICALLY FOR THESE AGE YOLUTH 24 HOURS 7 DAYS AWEEK SO IFYOU HAVEA
YOUTH ORGANLZATION, IF YOU WORKFOR FOSTER CARE, IFYOU WORK INTAY, IF
YOU WORK ANYWHERE WITH YOUNG PECPLE UNDER THE AGE OF 24, WE'RE
CURRENTLY DOING CASTING RIGHT NOW,

WE ARE CASTINGMAY 207" AND 217 IN SOUTH L.A. ANDALL OF THIS IS FREE
REGISTRATICN. ¥YOU CAN SEGNUPOR TAKE A FLYER BEFOREYOU GO, T WOLULD
LOVE TOGET YOUR CONTACTINFORMATION, THEPOINTIS THE PERFORMING ARTS
INITIATIVE. SOMETHING FOR THE KIDS TO DO FOR FUN 50 THEY CAN GET THEIR.
ANGER QOUT. IFTHEYHAVEBEEN ABUSED, THEY D:ONT WANT TO BE TRIGGERED
THAT EVERY TIME. THEY WANTTO DO SOMETHING TO GET THEM OUT OF THE
ENVIROMNMENT AND ITS PERFORMING ARTS. THATSTHE KEY. UNTILWE DO THAT,
THERE'S ALWAYS GOINGTO BE THIS PROELEM,
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== DEBBIE INNES-GOMBERG: THANKYOU. I APPRECIATE THAT. I'M GOING
TOMOVE US ALONGSO PLEASEHOLDYOUR QUESTEOM AND COMMENTS. THERE
WILL BE PUEBLICCOMMENTS, CEVIOLUSLY, AT THEEND. BUTIWANT TO MAKESLURE
YOU HAVE THE INFORMATEON EEFORETHEENDOF THIS PUBLIC HEARING.

[MOVING ON TO SLIDE 25]

== REBASTEVENS: QUESTIONIN REGARDS TO THEWELLNESS CENTER. ARE
WE GOING TO TALK ABCUT THECENTERS THAT ARE THESERVICE AREAS WHERE
LIKE SERVICEAREAS 67 I UNDERSTAND THATWE DON THAVE ANY WELLMESS
CENTERS. NOTHING THAT'SUP AND OPERATING, BUT WERE OFFERING WELLMESS
SERVICES. CAN YOUBETTER HELP MEUMDERSTAND WHETHER. OR. NOT THATS
GOING TO BE INCLUDED IN THE REPORT THAT WHEREIT DOESNT SPECIFY
WELLMESS CENTERS, BUTIT SPECIFIES SERVICE AREA 6 ONLY HAVING RECEIVING
WELLNESS SERVICES?

== DEBBIE INNES-GOMBERG: EVERYTHING THAT ISREPORTED IN THIS
AMNUAL UPDATEIS REPCRTED AT THELEVEL OF THE WORKPLAN WITHINM A
COMPONENT OF MHSA, IN THIS CASECSS. CLIENTS AT HIGHER LEVELS OF CARE
MAY HAVE ACCESS TOWELLMNESS CENTER SERVICES AT AWELLNESS CENTER. I
CON'T KNOW IF WENDI OR ANYBODY, DENNIS FROM ADULT SYSTEM OF CARE
WANTS TO SAY ANYTHING MOREABOUT THAT?

== AUDIENCE MEMEER: I WISH SOMEECDN WOLLD.

== DEBBIE INNES-GOMBERG: SHE STEPPECOUT. OKAY, WELL COMEBACK
TOTHAT.

ALL RIGHT, VERY IMPORTANT, I'M GOING TO ASKYOU TOHOLDON FOR A
SECOMND.

[CONTINUINGON SLIDE 31]

== AUDIENCEMEMEER: MY NAME IS ANTHAABRAHAM, AND I HAVEA
QUESTION. WHY DOES ALL OF URGENT CARE CENTERS, MOST OF THEM DON'T HAVE
FACILITIES FOR HOMELESS PEOPLE?

== DEBBIE INNES-GOMBERG: I'MGOING TO GO TOASLIDEFOR THAT IN
JUST ASECOND. THE MAICRITY OF THECLIENTS ARE NOTACTUALLY HOMELESS
THAT COME TO AN URGENT CARE CENTER. BUT I D<ONTENOW IF MARY MARX OR
ANYBODY CAN ADDRESS —0OH MARY, THERE YOUARE, IF YOL WANT TO ADDRESS
THAT MORE SPECIFICALLY?

AND THE QUESTION WAS: ARE THERE WITHIN AN URGENT CARE CENTERS
ARE THERE SERVICES FOR HOMELESS OR HOMELESS?

== AUDIENCE MEMEBER: WELL, S0OME OF THEM, I UNDERSTAND, HOMELESS
PEOPLE. BUT CERTAIN AREAS —THERESONE IN HOLLYWOOD AND THEY DON'T
FOCUS OM HOMELESS PEOPLE.
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== MARY MARX: SOWE DONT HAVE AN URGENT CARE CENTERSIN
HOLLYWOCOD, EUT A NUMBER. OF OUR URGENT CARE CENTERS, LIKE THE EXCDUS
EASTSIDE AND WESTSIDE HAVE SOME SHORT-TERM SHELTER BEDS FOR.
INDIVIDUALS THAT ARENEERING TO BE IN SOME TYPEOF HOUSING WHEN THEY
LEAVE THE PROGRAMIFIT'S NOTAVAILAELE. BUTTHEY D HAVE SOCIAL WORKERS
ALSOIN ALL THE UCC'S THAT CONNECT TO THE RESOURCES AVAILAELE ANDWORK

WITH THE HOMELESS PEOPLETHATCOMEIN THERE TO CONMNECT THEM TO
SERVICES.

== AUDIENCE MEMEER: DO YOLU HAVE ANYTHIMNG THAT ¥YOU CAN SHOW ME

ON PAPERWRITTENOUT THAT WHERE THESE PLACES THAT ARE AVAILAELE FOR
HOMELESS PEGPLE?

== MARY MARX: SURE,ICAN GET THOSEFROM OUR PROVIDERS.
== ALUDIENCEMEMEER: THANK YL,

== MARY MARE: LIME-H MM,

== ALUDIENCEMEMEER: I WOULD LIKE A COPY OF THAT ALSO,
== MARY MARXK: QIKAY,

== DEEBIE INMNES-GOMEBERG: WE CANCERTAINLY MAKEIT AVAILAELE., AND
JUST TO ADD TO THE HOMELESS, MARY HAS INCREDIELE STAFF THATPUTTHESE
CHARTS TOGETHER. AND WHAT YOUSEEHERE, NEW ADMISSIONS TO URGENT
CARE CENTERS WHO WERE HOMELESS UPON ADMISSION TO THAT URGENT CARE
CENTERS, AND THISIS ABOUT A YEAR AND A HALF WORTH OF DATA, OR 7/1/15
THROUGH 13116, I SHOULD SAY., ANDTHE BELUE REPRESENTSNOT HOMELESS, SO
THERE'S ONEOF THE OLIVE VIEW FACILITIES TENDS TO ADMIT MORE HOMELESS
PECPLE, BUT FOR THE MOST PART, YOU'RE SEEING PEOPLE THAT ARE NOT
HOMELESS IN THESE URGENT CARECENTERS.

AMND OME OF THE MARKERS OF THE SUCCESS OF AN URGENT CARECENTERS
IS WITHIN 30 DAYS OF AN URGENT CARE CENTER VISIT, DOES THEINDIVIDUAL
PRESENT AT A EMERGENCY DEPARTMENT, HOSPITAL RECEIVE PMRT SERVICES OF.
BECOME INCARCERATED. ALMOST 96% ACROSS-THE-ECOARD OF INDIVIDUALS THAT
ARE ADMITTED INTO AN URGENT CARE CENTERS D30 NOT HAVE A PSYCHIATREC
EMERGENCY ROOM VISITWITHIN 30 DAYS OF BEINGSEEN AT AUCC, SOITS
PRETTY SIGNIFICANT.,  [CONTINUINGON SLIDE 34]

=> PHILLIS: THERES ONE PROGRAM CALLED THE BACK UPLIFE CENTER. ITS
A PRETTY GOOD PROGRAM, BUTTHEY NEVER. HAVE MORE THAN COUPLE OF PECPLE

IN THERE. AND I REALLY FEEL THAT THE COUNTY IS PAYING A LOT OF MOMNEY FOR
RENTAL AND STAFF. THERE'SSOMETIMES MORE STAFF THAN CLIENTS. AND I FEEL

A LOT MORE PECOPLECOULD BE SERVED EEINGIN THEBACK UPLIFE CENTER. THAT
SHOULD BE LCOKEDINTOI BELIEVE.

== DEEBIE INMES-GOMEBERG: WHAT SERVICE AREA IS THATINY DO YOU
KMNOWY
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== PHYLLIS: SERVICEAREA 4,

=> DEBBIE INNES-GOMEERG: 47 OKAY, THANKYOU, [NOT A DMHSERVICE
PROVIDER]

[CONTINUING ON TO SLIDE 37]

== PAT: COUPLEOQFSLT MEETINGS AGO, I ASKEDIFWE COULDGETALIST
OF WHO THE JAIL LINKAGEPEOPLEARE AND SPREAD THEM OUT TO THESERVICE
AREA CO-CHAIRS S0 WHEN PEOPLEASK USWHO THEY COULDCALL IF THEYHAVE A
FAMILY MEMBERIN JAIL. 5O IT WOULD BE REALLY GREAT TO GET WHO THOSE
PEOPLE ARE.

== DEBEIE INNES-GOMEERG: THANKYOU, I THOUGHTWE HADDOMETHAT,
BUT I'M GOINGTO ASK MY STAFF JUSTTO NOTETHAT. ROBINS GOTIT. OKAY,
GREAT. THANKYOU, THANKS, I APPRECIATE THAT, [LIST SUBSEQUENTLY SENT]

PAM, YES? LIMIELHRM.

== PAM: HI, I WAS WONDERING ON THELINKAGE SERVICES, SERVICEAREA
AND NAVIGATION, WHEN YOU SAY"CONTACTS" IS THAT CONTACTS, LIKE THEY GOT
SOME RESOURCES? ANDTHEY WERE GIVEN THE RESOURCES AND THEN SOMEBDDCY
FOLLOWED UP ON WHETHER THEY DIDMORETHAN THAT? ORWAS IT JUST THE
SERVICE WAS—THE INFORMATEON WAS GIVENTO THEM, ANDTHEM —I MEAN, HOW
DO YO KNOW WHAT HAPPENED AFTER. THAT, AFTER THEY GOT THE INFORMATECDN?

=» DEBBIE INNES-GOMBERG: YOUREASKINGA REALLY, REALLY GOOD
QUESTION. WHAT WE REPORTED OM RIGHT HERE ISJUSTTHATA CONTACTWAS
MADE. SOIT MIGHT HAVE EEEN A REFERRAL, THE NAVIGATOR MAY HAVE FELT
THAT AQUESTEON FROM THE FAMILY MEMBER. WERE ABOUT THEMOST
APPROPRIATESERVICE OR SOMEALONG THOSELIMES. EUTTHEQUESTEON I THINK
YOU ASKINGIS HOW DO WE MEASURE THE EFFECTIVENESS OF NAVIGATEON? HOW
00 WE KNOW THE INDIVIDUAL GOT THERE SUCCESSFULLY? TN THECOMINGYEAR,
WE'RE GOING T}, WE ALREADY STARTED TO WORK WITH THE NAVIGATORS ON
GETTING THEIR. FEEDBACK ABOUT HOW THEY MEASURE THE IMPACT OF THEIR
SERVICES., ANDTHE COMING YEAR, WE'RE GOING TO BE INTRODUCOING THAT
MEASLURE.

[CONTINUING ON TO SLIDE 38]

== ROBERT: YEAH, IWANTTO TALK ABOUT, I GOT THIS THING CALLED PAINTED

ERAIN. IDONT KNOW IF YOU KNOW WHAT THAT IS, IT'S A PROGRAM FOR YOUTH,
ITS AN ART PROGRAM. THEY DO MUSIC. THEY DO ART,

AMD I MET THIS GUY THERE, AND HE'S THEHEAD OF MUSIC. HE'SIN A
HEAWVY METAL BAND., ANDISOIWENT TOSEEHIMON SUNSET AND HE STARTED
HIS OWN HEAVY METAL BAND WITHMENTAL HEALTH CLIENTS. AND THEY'RE
GETTINGA LOT OF GIGS5. 50 HE INVITED METO GO SEEHIM AGAININ LONG
BEACH. AND, SO, IMIGHT DO THAT NEXTMONTH, AND ITSPART OF A MENTAL
HEALTH CLIENT YOUTHS, HES ABOUT 20. AND HE'S GOT A FAMILY. ANDHIS
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PARENTS. GO SEE HIM IN CONCERTS.ITS A GREATPROGRAM, THEYOUTH SHE
WAS TALKING ABCUT; HOW THEY HAVE ART ANDMUSIC, TFWE CAN HAVE

PROGRAMS FOR THE YOUTH, IT'S A GREAT PROGHRAM,

== DEBBIE INNES-GOMEBERG: THANKYOU, WE APPREQJATE THAT COMMENT.
I'M GOING TO MOVELS ALONG.

== AUDIENCEMEMEER: [AWAY FROM MIC]

== DEBEIE INNES-GOMBERG: ARE YOUSAYING YOUDONT HAVEA
COMPLETE PACKET OF SLIDES?

»> AUDIENCEMEMBER: NO, WE HAVEONLY UP TO PAGE 32. YOU'REON
PAGE 33 RIGHT NOW.

== DEBEIE INNES-GOMBERG: SLIDE39? MAYEBEIFSOMERCDY COULDCHECK

HERSLIDE PACKET. THANKYOLU, IN THE MEANTIME THOUGH, JUSTRXCUSON
WHAT YOU'RE SEEING ON THE SCREEN.

== AUDIEMCEMEMEER: SHEWAS LOOKING AT THEWRONGSLIDE. SHEWAS
LOOKING AT B,

== DEBBIE INNES-GOMBERG: YEAH, WHAT I'M PRESENTING TOYOUIS A
SYNOPSISOF A LOT OF WORK.

== AUDIEMCE MEMEBER: 29, QIAY,

== DEEBEIE INNES-GOMEERG: IN TERMS OF PLANMNING OUTREACH
ENGAGEMENT., THATSA THIRD COMPONENT OF COMMUNITY ANDSUPPORT PLAN.

[SLIDE 40]

Q: I'M SORRY FOR THE SAKE OF US WHODON TREGULARLY ATTEND, LIKE THE
SLTS, WHEN YOU MENTION FSP, CAN YOU AT LEAST NAMEWHO THEY ARE?

== DEBEIE INNES-GOMEERG: IT WOULDPROBAELY EE MIETALAPARADA-
WARD [WRITTEN PHOMETICALLY] BUTI HAVENT TALKED TC'HER YET.

»> DEBBIE INNES-GOMBERG: SO I'MGOING TO GO INTD PREVENTION AND
EARLY INTERVENTECSN NOW, BUT WHATI WANTED TO DO WAS ASK THE
COMMISSIONS SPECIFICALLY WHETHER. THEY HAD ANY QUESTIONS ABOUT C55
BEFORE WE GOINTO PEL? LARRY.

== LARRY: IWAS TRYINGCATOH UPTOYOU WITHTHESLIDE, THISIS BADK
EARLIER WHENYOU MENTEONED, WHEN WE'RE LOOKING AT THE-- WAY BACK
WHEN WE TALKED ABOUT LIVING ARRANGEMENTS, FSP LIVING ARFRAMGEMENTS AT
LEAST, I THINKIT WAS FOR CHILDREN ANDTAY, THEREWAS AN INCREASE IN
JUVENILEHALL POST PLACEMENT, AND MAYBEI WASNT PAYING ATTENTEON, I
DON T KNOW IF THERES SOME UNDERSTANDING OF WHY THAT WAS?

== DEBBIE INNES-GOMBERG: YEAH, WE'WEBEEN LOOKING INTD THAT. AND
['M LOOKING FOR THE CHILDREN'S SYSTEM OF CARE REPRESENTATIVE. NO, OKAY,
SO THERE'S AVERY LARGE TRAINING, AS I THINK YOUWVE HEARD EARLIER. IN
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MONTEBELLOTODAY, HERESWHAT THE CHILDRENS SYSTEM OF CARE TOLD USAT
THE SYSTEM LEADERSHIP TEAM. THEREARE RISK FACTORS THEY'RE LOOKING INTO

AND I THINKSOMEOF THE CHILD FSP PARTMERS OR CLIENTS ARE STARTINGTO
ENDORSE MORE OF THOSE RISK FACTORS THAT ARETHEN RESULTINGIN A

JUVENILEHALLVISITOR DETENTION.

THIS IS HAPPENINGIN CHILD FSP PROGRAMS IN OTHER COUNTIES AS WELL AND:

OME EXPLANATION WAS THAT THEYTENDTO BE AGINGIN TO THESESORTS OF
ACTIVITIES.

BUT I DO THINK THAT ONEOF THE THINGS THATWAS TALKEDABOUT AT SLT WAS,
WELL, WHAT SCRT OF EVIDENCE-BASED PRACTICES MIGHT EE EFFECTIVEIN
REDUCING ACTINGOUT BEHAVICRS THAT RESULT IN ARRESTS? S0 CHILDREM
SYSTEMOF CARE IS LOOKINGINTOTHAT.

WE SHOULD HAVE THEM COME BACK IN TWOTO THREE MONTH'S TIMEAND TELL LIS
WHAT THEY THINKTHEY MIGHT DO ABOUT THAT.

== LARRY: THANKYOLU,
== DEBBIE INNES-GOMBERG: THANKYOLU, JUDY.

== JUDY: AFEW YEARSAGO, THE DEPARTHMENT OF FAMILY AND CHILDREN
SERVICESDIDASTUDYIN THEANTELCPEVALLEY. WE HAVEAHIGH RATECF
FOSTERYOUTHUPTHERE. ANDTHEY WERE FINDING THAT 20% TO 25% OF
FORMER FOSTER YOUTHWERE DYING BY THE AGEOF 25, SO THAT'S ONEIN FOUR,
OME IN FIVE. SO THE FACT THAT THEFSP, THE TAY FSP ISSHOWING A 2%
MORTALITY RATE IS PHENOMENAL, BECALSE THAT POPULATION IS VERY MUCH AT
HIGH RISEK. SOTHAT SHOWSTHESUCTESS OF THE TAY FSP PROGRAM,

== DEEBBIE INNES-GOMBERG: THANKYOU, THAT PLACES THAT INTO
CONTEXT. I APPRECIATETHAT., THANK YOLU,

YES?

== AUDIENCE MEMEER: S0 YOLU MENTIONED THERE WERE TWO CATESDRIES
THAT HAD OME TIME FUNDS THAT NEEDED TO BE SPENT BY 2017-2018. IS THAT

SEPARATE FROM —IS THAT SEPARATE FROM CUR EEMAIMING EUDGET? ORIS THAT
JUST SORT OF LUMPEDIN WITH THE DIFFERENT AMOUNTS? I DIDNT UNDERSTAND
THAT?

== DEBEIE INNES-GOMBERG: OH, OKAY, I'LL GETTO THE BUDGET PIECEIN A
LITTLE BIT. BUTITS ACTUALLY ONE-TIME ALLOCATEON, ANDIS IN THE ANNUAL

UPDATE, IN THE BUDGET SECTECN... LETSSEE HERE. THISIS ON PAGE 168 OF THE
ANMNUAL UPCATE.

YOU WILLSEE THAT IN FY 16-17, THE ANTIOPATED EXPENDITURES FOR.
WORKFORCE EDUCATION AND TRAINING WHICHIS ONEOF THOSEWOULD BE
£13,239,087, CAPITAL FACILITIES AND TECHNOLOGICAL MEEDS WHICH WAS THE
OTHER OME, WE ANTICIPATED SPENDING 510,700,000, GOING DOWN TO FY 17-18,
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YOl SEE THE REMAINDER. OF THOSE FUNDS EEINGSPENT EECALUSE EY THE END OF
17-18, WE HAVE TOSPEND THAT MONEY, OTHERWISE, IT COULDREVERT BACKTO

THESTATE. DOESTHAT MAKESENSE 50 FAR?

== AUDIEMCEMEMEBER: YEAH, I MEAN, ALSO BECAUSE I SAW ON THEL.A.
COUNTY WEESITETHATIT SAID'WE WERE ALLOCATED 560 MILLION THATHAD TO
BE SPENT BY 2016-2017, SOIDIDN'T KNOWIFWE WERE GOINGTO TAKEON SOME
SORT OF LARGER. PROJECTIN ORDER TOSPEMD THAT: OR IFWE HAD ALEEADY
SPENTIT?

== DEBEIE INNES-GOMEERG: WE ALREADY SPENTIT. IT WAS ALREADY AN

ALLCCATION PLAN TO DO THAT. SO, BASICALLY, WHEN OUR WORKFORCE
ECUCATEON TRAINING PLAN ANDCLUER CAPITAL FACILITIES AND TECHMCLOGICAL

MEEDS PLAN WAS APPROVEDHERELCCALLY ANDAT THESTATE, IT INCLUDED A
PLAN TOSPEND THAT MONEY.

50, FOR EXAMPLE, THE TECHMCLOGICAL NEEDS FUNDED OUR ELECTRONEC

HEALTH RECORD ANDGAVE MONEY TO CONTRACTORS TO D0 SIMILAR SORTS OF
WORK.,

AND THEN QOUR WORKFORCE EDUCATION AND TRAINING, YOU'LL SEETHAT IN
THE ANMUALUPDATE, ASWELL AS IN SOME OF THESE SLIDES WHERE THERE WERE
DIFFERENT PROJECTS THATWE FUNDED. AND, SO, WERE GOINGTO SPEND ALL OF
THAT MONEYBY 17-18,

== AUDIENCE MEMEBER: CKAY, THANKYOU,
== DEBEIE INNES-GOMEERG: YEAH. ARSOILTELY BEEEA.

== REBASTEVENS: CAN YOUTELL USWHATYOU'RE FUNDINGIN SERVICE
AREA 6; BECAUSEI'M SERVICE AREAG., AND I'M A CONSUMER ANDI RECEIVE
SERVICES. ILIKE TOKNCW WHEREL CAN FIND THIS: 50 THAT I CAN EXPERIENCE

Iz

=>= DEBEIE INNES-GOMEERG: SO REBA IS ASKING WHAT IS THETOTAL MHSA

FUNDINGSERVICE AREA? THATSACTUALLY NOT SOMETHING WE 'RE REQUIRED TO
REPORT, BUT ITSSOMETHING WE CANPUTTOGETHER. SO WE WILL TAKE ASHOT

AT THAT. THAT MIGHTEE PARTICULARLY IMPORTANT FOR OUR MEXT 2- OR 3-YEAR
PLAN PROCESS.

[THE LINK TC THE DMH SERVICE DIRECTORY BY SERVICE AREA:

hitp: [/ psbgi.dmh.lacounty.gov/ providerdirectory . htm]
SOLETMEGOINTO PREVENTEDN AND EARLY INTERVENTION,
[CONTINUINGON SLIDE 41]

== DOROTHY: ITHAD AQUESTION ABCOUT THE PEEVEOLISSLIDE., AECOUTTHE

DROP, AND WHO'S BEEN SERVED? AND I UNDERSTAND THAT YOU DON TKNOW
WHAT THE PARTICULAR REASON IS FORIT.
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BUT HAS THEREBEEN ANYSURVEYS OR ANYTHIMNG TAKEN TO TRY TO FIND
OUT THAT REASCIN?

== DEBEIE INNES-GOMBERG: I'MGOING TOASKEITHERLILLIAN OR DR, KAY
[FTHEY WANT TO, IF THEY KNCOW THE ANSWER. TO THAT, THE QUESTEON WAS: DO
WE KNCW ANYTHING ABOUT THISDIPIN TERMS OF UNEQUE CLIENTS SERVED
WITHIN THE LAST TWO FISCAL YEARS FOR PET?

== WEWE BEEN CONDUCTINGSITE VISITS TO EACH OF QUR AGENCIES AND
WEWE ASKEDOUR AGENOES WHY THIS ISOCCURRING? AND FORSOME OF THEM,
ITS WITH THE HEALTH CARE REFORM THEY'RE NOT GETTING AS MANY REFERRALS,
PEOPLE THAT THEY THOUGHT WOULDBE COMINGIN, MAYBE, GETTINGSERVICES
ELSEWHERE? THEY'RE ALSO LOOKING MORE CLOSELY AT THE PEI GUIDELINES,

I THINK WHEN YOUSEE NEW CLIEMTS, THAT OTHER CHARTS THAT FOLLOW
THIS, THEREWERELIKE 0,000 AND ¥OU TAKE A DIP IS THAT INITIALLY WHEN PEI
WAS STARTED, A NUMBEROF CLIENTS WHO MAY HAVE EEEN CARRIED OVER FROM
THE PREVIOUS FUNCIMNG, AND MAY NOT HAVE NOTFIT THE PEI GUIDELIMNES NOW
MORE CLOSELYIN LINE. THESE ARESUPPOSED TO BE INDIVIDUALS WHODON'T
HAVE SEVEREMENTAL ILLMESS OR PRICR HISTORY OF SERIOUS MENTAL
DISTURBAMNCES. SO IT NOWEECOMES AMUCH MORE FXCUSED ON THE EARLY
INTERVENTESN AND THE EARLY ASPECT.

== DEBBIE INNES-GOMBERG: THANEKYOU; ANYTHING TO ADDROBIN?

== NOT REALLY. I MEANTHE ONE THING THAT THEDEPARTHENT IS GOING
TOHAVE TOGRAPPLEWITHIS THAT THEREIS AN IMPACT OF NUMBEROF CLIENTS
SERVED FOR ALL PROGRAMS BASEDON THERATES THAT AGENCIES RECEIVED TO
DELIVER SERVICES.

AND OVER TIME, AS RATESHAVE GONE UP, THERE'S SOME DECREASE INTHE
AMOUNT OF SERVICE. THATSSOMETHING THAT THE DEPARTMENTIS GOINGTO
NEED TO TAKE A LOOK AT OVER THECOURSE OF THE COMING YEAR. IT'S TRUEFOR
EVERY COUNTY. I'VE BEEN ON CONVERSATEONS WITH THE OTHER BEHAVIORAL
HEALTH DIRECTORS, AND IT'S A GENERALTREND. ANDIT S PART OF THE COURSE
OF DOING BUSINESS. WE DO HAVE TO TAKEA LOOK AT IT AND FIGUREOUT HOW
TOAPPROACH IT GOING FORWARD.

== DEBBIE INNES-GOMBERG: THANKYOU, THANK YOU, I'M SORRY,
DORCTHY, DIDYOU HAVEA FOLLOW-LIP?

== DOROTHY: YEAH, THEREASOMI ASK THAT, ASYOU LOOK AT THE
HOMELESS POPULATECM, HOW IT HASJUST, YOU KNOW, EXPLODED. ANDISEE
ALONG WITH THAT IS A MAJORITY DEALINGWITH MENTAL HEALTH ISSUES. 50,
SOMETIMES A PERSON IS DEALINGWITH THOSE ISSUES OUT THERE SO THEY'RE
NOT GOING TO SEEK THE HELP, WHATI'M NOTICING NOW WITH THIS SBB2,
WHERE THEY'RE GOING OUT, YOU KNOW, TRYING TO ADDRESS THEISSUES WITH
THOSE THAT ARE OUT THERE THATS HOMELESS, THAT MAYBE THOSE NUMBERS ARE
GOING TOEND UPSHOOTING BACKUP? SO THAT WAS MINE.
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== DEBEIE INMES-GOMEERG: OKAY, ONEMOREQUESTIEON O COMMENT
AND THEN WE'LLMOWVE ON,

=» AUDIENCEMEMBER: YEAH, I JUST, UH...WOW, SORRY I'M LOUD, BUT
REEA ASKED SOMETHING ABOUT FINDING FUNDING FOR SERVICEAREA B, I'M
S0ORRY, SERVICEAREAS.

AND THE FACT THAT YOU SAID THAT YOU DONT HAVE THAT AVAILABLE, BUT
YOU'WE GOT PUT THAT TOGETHER. THATSHOULD BE THEFIRST THING THAT

SHOULD BEE PUT TOGETHER AS FUNDIMNG REFEREMNCES TO ANYTHING., THIS ISMY
PROELEM.

=» DEBBIE INNES-GOMBERG: OKAY, I'M GOINGTO STOPYOU FOR A SECOND

BECAUSETHE QUESTIONS ARE SUPPOSED TO BE ABOUT THESE SLIDES. PUBLEC
COMMENTS WILL COMEUPAND THATWILL BEFIME.

== AUDIENCE MEMEBER: WILL I HAVE TIMETO ANSWERTHE QUESTIEONY

== DEBEIE INNES-GOMBERG: NO, THISIS ABOUT THIS SLIDE, OKAY? 50
WE'RE GOINGTO MOVE ON,

== AUDIENCE MEMEER: YES, EUT FUNDING IS VERY IMPORTANT AND SO WE
NEED TOGET TO THAT.

== DEEEIE INNES-GOMEERG: WE UNDERSTAND, THAT WAS NOTED. OIKAY,
SO THIS IS NEW CLIENTSWITH NOQ PREVIOUS MHSA SERVICES BY FISCAL YEAR.

[CONTINUING ON SLIDE 44]
== AUDIEMNCE MEMBER: WHAT ARECHATS?

== DEBBIE INNES-GOMEBERG: A CHATIS, UMM, I'M TRYINGTO THINK WHAT
IS ACHAT VERSUSATEXT? ISHOULD KNCW THIS.

== AUDIENCE MEMBER: IS IT A FACEBODOKY

== AUDIENCE MEMBER: IT'S OMLINME.,

== DEBBIE INNES-GOMEERG: ROBIN, ISTHAT RIGHT? OKAY. WHATSTHAT?
== AUDIEMNCE MEMEER: OMLIME.

== DEBEIE INNES-GOMBEERG: OMLIME., CKAY,

== COMMUNICATEON CHAT LIMNE FOR ALL YOUTH, [AWAY FROM MIC]

== AUDIENCEMEMBER: GIVEHER A MIC, PLEASE.

== JACKSON: YES, MY NAME ISJACKSON, ITSACHATLINE TO ALL YOUTHS
USE TO COMMUNICATE ACROSS THEMATEON, ACROSS THECONTIMNENT,

EVERYEBODY USESTHATLIME. THEY HAVE ANCTHER LINE THAT FAMILIES USE IS
AGAIN AND ITSCALLED OWNLOAD, WEWE BEEEN IN TRAINING S0 WE'RE KEEPIMNG

UPWITH EVERYTHING CUT HERE FOR COMMUMNECATION ON NETWORE, DOWN TO
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THE YOUTH ANDEDUCATING THEM; TO USEIT AS WELL 50O IN TRAIMING, WE'VE
EEEN TELLINGALL THECAREGIVERS AND ADULTS AND PARENTS TOGETOUT THERE
AND LEARN HOW TO CATCH THE COMMUNICATEON THROUGH THE COMPUTER
SYSTEM.

=> DEBBIE INNES-GOMBERG: THANKYOU, YOUVE BEEN VERY HELPFUL. I
APPRECIATETHAT.

=» AUDIEMCE MEMEER: YOU'REWELOOME.,
[CONTINUING ON SLIDE 45]
== AUDIENCEMEMBER: [AWAY FROM MIC]

== DEBEIE INNES-GOMBERG: ISREEYME HERE? DID THEY DO ECPRAS PART
OF THE TRAINING?

== MENTAL HEALTH FIRST AID:.
¥ES. THEY DIDNT D ECPR. THEY DIDMENTAL HEALTH FIRSTAID,

=» REBA STEVENS: WHY, BECALSE I WAS NEVER SURVEYED OR ASKED. IT'MA
CLIENT.

=» DEBEIE INNES-GOMEERG: REBA, YOUWEREN T PART OF THE PROGRAM.
== THIS WAS AN INMNOWVATION PROGRAM,

== DEBEIE INNES-GOMBERG: MWOW, INNOVATION 2 WHICH IS OUR SECOND
INNOWVATECN PROJECT, THISIS AECUT BULLDING TRAUMA RESILIENT COMMUNITIES
THROUGH COMMUNITY CAPACITY EUILDING. WE HAVE DONE OVER 20
PRESENTATIONS.

[CONTINUINGON SLIDE 59]

== AUDIENCEMEMEER: ARE THOSE THE STIPEMD PROGRAMS FOR THE
PROFESSIOMALY SOCIAL WORKERS ANDNURSES, ETCETERAY

== DEBBIE INNES-GOMBERG: YES, SECOND PROGRAMIS 52 MFT'S, 52
MASTERS OF SOCIAL WORK, AND 4 NURSE PRACTITIONER STUDENTS AND 73% OF
THOSE INDIVIDUALS SPOKE A THRESHOLD LAMNGUAGE, YES?

== ALUDIENCEMEMEER: WHENYOUSAY 18 INDIVIDUALS, DO ¥OU MEAN
THESE ARE STAFF MEMEERS THAT ARE CURRENTLY FACILITATING THESE TRAININGS

OR 18 INDIVIDUALS THATWERE TRAIMELDR?

== DEBBIE INNES-GOMBERG: I THINK THOSE WERE 18 THAT WERE TRAINED.
ROBIN IS NODDINGYES. OKAY,

== AUDIEMNCE MEMBER: I'M ONE OF THE FACILITATORS AND COORDINATORS
OME OF THE FIVE CONTRACT PROVIDERS THROUGHOUT THECOUNTY TO PROVIDE
THIS TRAINING. I'VETRAINED JUST ABOUT 32 INDIVIDUALS LAST YEAR.

MHSA Annual Update Fiscal Year 2016-17 265



Public Hearing Transcripts

== DEEBIE INNES-GOMBERG: OKAY, WE'REGOINGTO GO BACK AND LOOK
AT OURDATATHEN, THANKY LU,

[CONTINUING ON SLIDE 61]
== AUDIENCEMEMEER: WHAT ISTHE TOTAL BASEDONY

== DEBBIE INNES-GOMBERG: 50O THERES A FISCAL CONSULTANT THATTHE
COUNTY OF DIRECTOR OF ASSOCIATEON USES THAT TAKES THE DEPARTHENT OF
FINANCE DATA AND THEN GIVES US ON PRETTY MUCHON A QUARTERLY BASIS
THIS INFORMATION, SO WHATI DO, EVERY TIMEL GET IT, I'LL UPDATE MY CHARTS
THAT ARE SIMILAR TO THIS TO INDICATE THE OVER. MOST LIKELY TO HAVE IN TERM
OF DOLLARS. ANDTHE DOLLARS COME TS THE COUNTY EVERY MONTH. AND

THEY'RE DIFFERENT EVERY MONTH. YEAH, THISIS MY CONTACT INFORMATICON,
AND, 50, NOW, WE ARE READY FOR PUBLIC COMMENTS.

[PUBLIC COMMENTS]

== DEBBIE INNES-GOMBERG: SO WEVEGOT MS. LAMONT OVER HERE.
WE'LL START WITHMS. LAMONT.

== MS, LAMONT: FOR THE INFORMATEON, ANYBEODY WORRIED ABOUT THE
SERVICE AREAG? FOR THE INFORMATECON FOR ANYBODY WORRYING SERVICE AREA

&, THEY NEED TO ASK THE PECPLE THATS EEEN IN MENTALHEALTH FOR MANY
YEARS, WHO WATCHES THEBUDGET FOR SERVICE AREA 6 ALL THE TIME?

== AUDIENCEMEMEER: MS. LAMONT.

== AUDIENCEMEMEER: AND IFISEE ANYTHING THATSOUNDS WRONG,
THEY'LL HEARFROM ME, OKAY? ANDTHATIS THETRUTH, ANDIWE ALWAYSDONE
THAT.

== DEEBIE INNES-GOMBERG: THANKYOU VERY MUCH; NEXT PLELIC
COMMENT.

== JACKSON: HI, MY NAME IS JACKSON. I'M A FOSTER CARE KINSHIP
APPLICANT ACROSS THENATION FOR ALL AREAS 1 THROUGH 8, BUT I'M FROM
REGICMN OF &, SMALL & AREA 6. AND FOSTER CARE IS DIRFFERENT FRGM KIMSHIP,
FOSTER CARE IS DIFFERENT FROM THEHEALTHY WHOLE FAMILY. FOSTER CARE
HAS ALL DAY TOOLS. BECAUSE; THE CAREGIVER BEEING A FOSTER CARE GIVER HAS
THE FUNDING TO CAKE OF THAT CHILD.

A KINSHIP ISCALLED KIN GAP FUNDING, THISIS A RELATIVECAREGIVER

THAT HAS THE FUNDING FOR THAT CHILD: DEPENDS UPCN IF THATCASELS
CLOSED. NOW BACKTO FOSTER, IFYOU'REAYOUTHANDYOU'REUPTHERE

HOMELESS, YOU AUTOMATICALLY CAN CALL ANYSUBCRISISSTATION TC BE
REALISTICTO BE BACK IN FOSTERCARE UNDER AB12. RFOSTER CARE CHILD WILL
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STAY IN FOSTER CAREUNTILTHEY'RE 21 YEARS OLD. WE HAVE A LIFE SKILL
TRANSITEONAL HOME THEY CAN GO TO,

EVEN IF THEY GO BACKIN THESYSTEM, THEYSTILL HAVE THEIR FIONEY AND:
FUNDINGSEPARATE TO PAY THEIR EENTWHICHIS $836 ON TOP OF WHAT THEY
WOLULD MAKE KEEFING ALL THE FUNCING TO THEMSELVES. KIN GAP IS KINSHIF
YO ONLY GET KINGAPIFYOUR CASEIS OPEM. IT ALL DEPENDS ON HOW THAT
CONFIDENTIAL PAPER IS,

FOR THE YOUTH, THEY RE ALWAYS GOING TO HAVETHEIRS TOD, BECALUSE
ALL SCHOOL DISTRICT HAS A PROGRAM FOR. THE FOSTER CAREAND YOUTHIN THE

COMMUNITY. FORRESPITE ANDFOSTER CAREKIMNSHIP, IN EACHINDIVIDUAL TN ALL
AREAS, WE ALL HAVE TO BE OUR OWN RESPITE. EVEN IF YOU'RE A MENTALCLIENT

AND YOU HAVE TOUSETHEDMH DEPARTMENT, THEY ALSO HAVETHE
WHRAPAROUND SHIELDS AND, ET CETERAAND, ETCETERAS.

MOW, I'M TALKING ABCUT ANYTHING ACROSS-THE-BOARD FOR THE DSM,

DOING ANY OTHER ACTIVITIES OUT THERE, WHAT CUR MAIN GOAL IS TOGETTHE
OTHER CHILDREN UNDER 1% OR JUST AT THAT BECRDER OF 1% S0 THEY CAN HAVE

SOME ACTIVITIES IN THECOMMUNITY AS WELL BECAUSE THEIR. PARENTS DON'T
HAVE THE FUNDING. BECALUSENOT EVERYBODY 'S ECONOMICSKILLIS THESAME.

== DEEBIE INNES-GOMEERG: THANKYCU VERY MUCH.

== STEVE MCNALLY: HI, MY MAMEIS STEVEMCNALLY, IHAVE A QUESTICN.
FIRST THANKS VERY MLUICH. I LOWVE SEEIMG ALL THERESLULTS.

[APPLALSE]

AND I HAVE ACTUALLY TWO QUESTEONS, ONE IS, AND IF THEY'RE TOO BIG,
DO T ANSWER THEM NOW, BUTOMNE IS THE NUMBERS THAT YOLU'RE REPORTING
00 THEY COME FROM INTERNAL SYSTEMS THAT ARE AVAILABLETO ANY COUNTY?

=» DEBBIE INNES-GOMEERG: S5O, YES, YOU'RE TALKING CLIENT COUNTS,
FOR. EXAMPLE?

== STEVE MCNALLY: YEAHALL THATEKINDOFSTUFF.

== DEBEIE INNES-GOMBERG: YES, THE CLIENT COUNTS ANDDOLLARS
ASSOCIATEDWITH THOSEALL COME FROM OUR INTEGRATED EEHAVECRALHEALTH
SYSTEM. 50 ANY TIMEYOLU ENTER A MENTAL HEALTH SERVICE, THEN THAT GETS—
THAT'S HOW THAT GETS COUNTED. EVERY COUNTY IS GOING TO HAVE A LITTLE
BIT OF A DIFFERENTSYSTEM.

== STEVE MCNALLY: AND THEN THESECOND THINGIS, ITSREALLY WHEN
¥OU LOOK AT THESE THREE-YEAR PLANS AND THEY RE UPDATED ANNUALLY, ITS

HARD TO SEE, AND WITH THE RFP PROCESS, ITS HARD TO SEEWHATS ACTUALLY
SPENT ANDUNSPENT; ANDWHEN THESTATE MIGHT BELOOKINGTO TAKE THE

MONEY BACK FOR. OTHERSTUFF, S0OIS THEREA RISK TOANY PART OF YOUR
EUDGET?
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== DEBEIE INNES-GOMBERG: ROBIN? OUR ACTINGDIRECTOR IS GOINGTO
ANSWER THAT.

== ROBIN: 50O, NO. INSHORT,ITISNT. BECAUSEWE HAVEA SYSTEM, IN
SLT 5YSTEM LEADERSHIP TEAM, BUDGET MITIGATION WORK GROUP THAT MEETS
SOMEWHAT REGULARLY., WHATWE DO IN LA, IS THAT WE ROLL MOMNEY
FORWARDS SO ITS FIRST DOLLAR IN, FIRST DOLLAR OUT.

LISING THAT ACCOUNTING PRIMNCIPAL HASENABLED US TO CONTINUETD
FLOW THE MONEY WITHOUT RISKOF REVERSION ., WE ALSO DO, AS DEEEIE
MENTIONED, WHEN WE DEVELOP A LARGE ENOUGH PCOL OF LINSFENT MOMNEY, WE

O A NEW PLAN AND'WE SPEND IT. AND'WEVE BEEN VERY SUCCESSFUL AT DOING
THAT. S0 WE'RE FINERIGHT NOW.

== DEBEIE INNES-GOMBERG: THANKY L,

=> ROSIE TAYEZ: HELLD, MY NAMEIS ROSIE TAYEZ. I'M THECOORDINATOR,
FACILITATOR FOR. MENTAL HEALTH ADVOCATE TRAININGWITH THEWESTSIDE
CENTER. FOR INDEPENDENT LIVING. ANDAS I'VE MENTIONED BEFCORE, DEBEIE, I'M
OME OF THE FIVE CONTRACT PROVIDERS TO FACILITATETHESPECIFIC TRAINING
FOR WHAT USED TO BE PEER ADVOCACY, NOWIT'S MENTAL HEALTH ADVCCACY,

MY THOUGHT WAS, T WANTED TOSHAREWITH YOU THAT IM THEPAST, WE
HAD EXPRESSEDINTEREST FORTHE COMMISSEONERS TO REQUEST A DIALDGLUE
WITH CONTRACT DIVISEDONS IN ORDER TO COUNTYWIDE DISCUSSION BE TALKED
ABOUT REGARDING TO DEVELGP A FIVE ITEM CONTRACT WITH ANY CONTRACT OR,
IN FACT, DIRECT PROVIDER TO PROVIDE PEERSTARF. ANDTHATWOULD BE
SUGGESTED FRCM THESPECTRUM OF ENTRY LEVEL POSITEDN FROM MENTAL
HEALTH ADVCCATE AS A COMMUNITY WORKERAND SENEOR COMMUNITY WORKERS.
SOIWANTED TOHAVE THIS OPPORTUNITY TO EXPRESS THAT WE CONTINUE TO
FEEL THAT AS WE TRAIN INDIVIDUALS, THE CHALLENGE AND THE BARRIERS HAS
EEEN THAT THEREHAS NOTEEEN MUCH EMPLOYMENT OUT THERE FOR MEMTAL
HEALTH ADVCCATES OM THEENTRY LEVEL POSITEON. SO HAVING TO THINK THAT
IFWE CAN — IF THERE WOLULD EE A CONSIDERATEDN FOR DISCUSSEON REGARDING
MAKING IT, OR. IMPLEMENTINGOR MANDATEIT THATWE HAVE THESE POSITIONS
SPECIAL FORMENTAL HEALTH ADVOCATES., BECALUSEWHATIS THEPURPOSEOF
TRAINING INCIVIDUALS ANDTHEM WE CAN'T PLACE THEM FOR EMPLOYMENT ?

AMOTHER CHALLENGEHAS BEEEM THAT AS PART OF OUR PROGRAM, THERE IS
A PEERINTERNSHIP COMPOMNENT TO OUR TRAINING THAT ALSO HAPPENS TO
DEVELCP A BROADER COLLABORATEON AMONG CONTRACT PROVIDERS AND DIRECT
PROVIDERS TO ALLOW THE OPPORTUNITY FOR THESE INDIVIDUALS TO HAVE
INTERNSHIP, TO BE CONSIDERED AT ALL THESE DIRFERENT AGENCIES.

== DEBBIE INNES-GOMBERG: THAMKYOU, WHAT I'M GOING TO ASKYOU
YOUTODOISSEND ME AN E-MAIL. AND I CAN COMNECT ¥YOUWITH COUPLEOF
INDIVIDUALS THAT WOULDLIKE TO TALE TO YOU FURTHER ABOUT YOUR IDEAS.
THANK YOU,
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= [AWAY FROM MIC]
= DEBBIE INNES-GOMBERG: THANKYGOU,

=» ROSE: THAMKYOUFORLETTING ME SPEAK: MY NAMEIS ROSEI'M WITH
THE LACC, LOS ANGELES COUNTY CLIENT COALITEON. ALLI WAS GOINGTOSAY IS
SOMETHING REALSHORT. IN CONNECTEON WITHWHATROBERT KODO HADTO SAY
AMND YO WITH THE PROGRAMS FOR YOUTH AND WHAT SEEMS TO EE BENEFIOAL IN
HELPING THEM TO STOP FALLING INTO THEGANG SITUATEDN. GOODFRIEND OF
MINE WHO WAS AN AUTHOR AND WERITER, WE HAD THIS DISCLSSION SEVERAL
YEARS AGD AND HE MADE A COMMENT THATI NEVER FORGOT, AND HESAIDTHAT
ITS BASICALLY, WHEN SOCIETY FALLS APART, PECOPLE SEEK STRUCTURE. THEY
FIND THAT STRUCTURE, UNFORETUNATELY, IN GANGS. AND THEEKEY WORD, I
EELIEVEHEREIS "STRUCTURE."

50, PROGRAMS THAT ARE BEEING DEVELOPED THAT WILL BE MOST
EENEFICIAL, SIMPLY, I THINK SHOULD HAVE MORESTRUCTURE, THATSWHAT
THEY'RE SEEKING -- STRUCTURE. ANDIT'S AVERY TRUE STATEMENT. HIS NAMEIS
LIONEL ROTH., THANKYOU,

== DEEBIE INMES-GOMEERG: THAMKYOLU. WELL SAID. WE HAVEANOTHER
PUBLIC COMMENT RIGHT THERE.

== AUDIENCEMEMEER: MY MAINPROBLEM IS LACKOFSTAFF TRAIMNIMGIN
FACILITIESSLUCHAS THE LAMP,

A LOT OF FINANCES IS GOING, BUT ITSNOT GOING INTO PROPER STAFF
TRAINING, SOYOUHAVEALCT OF WOMERN IN A FACILITY THAT ARE LOOKING FOR
COUNSELING. THERES TO PEER GROUPS, THERE'S NO CONFIDENCE BUILDING
CLASSES, THERE'SNOTHING. THERE'S A WOMAN THATS BEEN THERE FOR 20 YEARS
— 20 YEARS SITTING THERE POOPING ON HERSELF, ASKING FOR A CIGARETTE EVERY
MINUTE, BUT APS SAYS, THATSHEHAS TO STAY THERE BECAUSE THERE'S LACK OF
FUNDING.

[ GOTOTHE DOWNTOWN WOMEN CENTER TO PEINTSOMEITEMS, AND
BEECAUSE THERE'SNOTA PRINTER THERE FOR. THE LAST THREE WEEKS, COLOR
PRINTER, FORGETIT. YOU'VE GOTSOME NICE COLOR PRINTING RIGHT HERE.
BLACK AND WHITEIS WHAT WE GET.

WHAT I'M TRYING TO SAY IS THERE'S LACK OF FUNDING FOR A LOT OF
THINGS THAT WE NEED FOR DOWNTOWN L.A., FOR HOMELESS, FOR FOSTER, EUT
YET, THERE'S ALWAYS A LOT OF MONEY GOING TO THE SHERIFF'S DEPARTMENT,
ALWAYS GOING TOINCARCERATION, BUT WHEN IT COMES TO PROGRAMS WE NEED
FINANCES, WE NEED' SOLUTEONS, AND YOU GUYS ARE MEETING ON TAXPAYERS
DOLLARS SAYINGWE 'RE MEETING EVERY WEEK ON SOLUTEONS ANDWE SAYING FOR
THE LAST FOURE YEAR. PUTBACK ARTS, PUT BACK SOMETHING POSITIVE. YOL
HAVE TO PUT BACK SOMETHIMNG SIMPLE.
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BECAUSEWERELIVINGIT AND WHEN YOU INSULTUS BY SAYING THAT YOU
&OT AFINE SOMEWHERE TO FIND THE PROPER FUNDIMNGS, NOBODY IS GOINGTO
GIVE YOLU PROPERMUMBERS, AND EVERYTHING IS GOING TO BE SHADY,. AND
YOU'WE GOT POLITICIANS THAT ARE TAKING OUR MONEY ANDWE'RE TIREDOF
GETTINGLESS THANSERVICES, BECALSEYOU GLUYSWANTTC PUT THE MOCNEY
SOMEWHERE ELSE.

AND AFTER AWHILE, ¥'OU CAN'T KEEP SAYING THE SAME THING YEAR AFTER
YEAR AND EXPECTING USTOLEAVEIN THELACK OF AND EXPECTUS TOBETTER
OURSELVES. YOLU HAVE TOSTART PUTTING MONEY IN THESE KIDS TRIGGER AND
TRAUMA AND ALL THIS STUFF.

IFYOU HAVE TO PREVENT THE PROBLEM, YOUNE GOTTO PUTYOUR MONEY
WHERE YOURMOUTHIS, THATSWHERE ITIS, THATS WHEREITSTARTS. I'M
SITTINGHERELISTENING TO THIS, BUTQUESTICONS ON WHERE CAN'WE FIND
CONCRETE NUMBER IS ALL OVER THEPLACE. IJUST WANT TO KNOWWHERE I CAN
&0 ON THE INTERMET THATI CAN PRESS TO SAY, THIS IS HOWMUCH MOMNEY THE
LAMP GETS FOR STAFF SERVICES. THISIS HOW MUCH MONEY COWNTCWN WOMEN
CENTER GETS FOR DONATEON.

ALL OF THIS STUR, WE MEED TO FINDSOMEWHERE WE COULD JUST OME
CLICK AWAY AND SAY THERES THENUMBERS, ALL THISSHADINESS ANDTHEWAY
WE'RE LIVINGIS NOT MATCHINGUP, 50 I NEED TO KNOW WHO I TALK TO. DR,
KAY, IFYOU CAN GIVE ME A DIRECT ANSWER, ORAY?Y [ NEED TO KNOWWHERE
I CAN FIND NUMBERS 50 WE CAN BRING IN THE FUNDING THAT S NEEDED FOR
THESE PLACES.

THIS IS WHAT MY JO0B WOULDLIKETO BE. I'M NOT ASKING FOR YOUTO
EVEN PAY ME. I JUST WANT DIRECT ANSWERS, DONT GIVEME THERUN ARCLIMD,
EECAUSEI WILL TELLSOMEBCDY OFF, BECAUSEI'M TIRED OF BURYING OUR KIDS,
I'M TIRED OF LOOKING AT WOMEN THAT ARE SAYINGI MEEDHELP. ANDYOUWE
GOT STAFF THATSNOT EVEN TRAINED, BUT THEY'RESITTING THERE AND THEY'RE
TAKING MONEY., ANDTHEYRESUPPOSED TO BE ADVOCATES, AND THEY RE MAKING
YOU GO TO DD RESEARCH.

== DEBEIE INNES-GOMEERG: CANIMAKE A RECOMMENDATION, PLEASE?

== AUDIENCE MEMEBER: YES, PLEASEDO BEFCORE I GO OFF THE TANGENT
HERE.

== DEBEIE INNES-GOMEERG: OKAY, MY RECOMMENDATIONIS THAT THE
WAY THE DEPARTHMENT OF MENTAL HEALTHIS STRUCTURED, ANDTHE MENTAL
HEALTH SERVICES ACT IN PARTICULAR WHICH FUNDS OUTPATIENTMENTAL
HEALTH SERVICES IS STRUCTURED IS THAT WE HAVE ASERVICE AREA ADVISORY
PROCESS. AND THE OTHERS 5ACS, AS DOROTHY AND OTHERS, M5, LAMONT KNOW
THE SACS ARE VERY IMPORTANTIN TERMS OF LOCAL PLANNING., ANDTHATS
WHERE I WOLULD 5START.SERVICES ARE ALSO ON OLIR WEBSITE.
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WHAT ARE THE NEEDS OF THE COWNTOWN MENTAL HEALTH AREAS? 1
LUMDERSTAND THAT.

THANEK YL,

== REBASTEVENS: GOOD AFTERNCON, REBASTEPHENS. WHO ARETHE
SERVICE PROVIDERS CURRENTLY EEING FUNDED IN THE SECOND DISTRICT?

== DEBBIE INNES-GOMEERG: REBA, WE CAN GET THAT INFORMATEON EUT
WE'RE NOT REQUIRED TO REPORT THAT AS ANNUAL UPDATE.

== AUDIENCEMEMBER: WHY NOT? THATS THE PROELEM.
== AUDIENCEMEMBER: OKAY, WAIT. HOLDON, ITSMY QUESTION TIME.
== AUDIENCEMEMEER: SORRY.

== DEBBIE INNES-GOMBERG: I'MGIVINGYOU AN ANSWER.

== REBASTEVENS: ANDIAPPREJATEYOURSUPPORT. PLEASE PROVIDE
THE LOCATIONS FOR WELLNESS CENTERSIN SERVICEAREAS S AND THE
DESCRIPTION OF THESERVICEIN DETAL.

=> DEBBIE INNES-GOMBERG: OKAY. SO YOUVEWRITTEN THAT DOWN?
¥OU'LL GET A RESPOMNSE.

== REBASTEVENS: COKAY, ANDTHEN THENEXT QUESTEONIS. IN
REFERENCETO TAY, HOWMANY TAY MOBILEUNITS ARE THERE FOR SERVICE AREA
6*

SOWE DON'T HAVE AN ANSWER. TO THAT EITHER?

== DEBBIE INMES-GOMEERG: DO YOU KNOWTHE NUMBER OF TAY MOEILE

UNITS IN SERVICEAREA 67 IS THAT SOMETHINGTHAT IS—WE CAN CERTAINLY GET
THAT YOU INFORMATEON.

== REBASTEVENS: COKAY. INADDITION TO THAT INFORMATION, I WOLULD
LIKE T KNOW THE TARGET WHERE POPULATION FOR TAY. I'D LIKE TO ALSOKNOW
AS A CONSUMERWITH A DEPARTHMENT OF MENTAL HEALTH LIVINGIN THESECOND

DISTRICT, WHERECAN I FINCPELIN MY COMMUNITY? HOW CAN ISEEIT AND
ACTUALLY EXPERIENCEIT SO I CAN SAY, THAT THEREIT IS. ITSRIGHTTHERE.

== DEBBIE INNES-GOMEERG: IN YOUR AMNUAL UPCATE, WE LIST THE
SERVICESEY SERVICE AREA, INCLUDING THE CIFFERENT TYPES OF PROGRAMS BEY
SERVICE AREAS,

== DEEBIE INNES-GOMEERG: YES. MS. LAMONT.

== M5, LAMONT: OKAY, I THINK THERE STILLNEEDS TO BE BETTER.
UNDERSTANDIMG. FIAYBE NOT. MAYEE I'M WRONG. AND I CANSTANDTOBE
WRONG, YOU KNOW? IFI'M WRONG, CORRECTME,
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WHERN YOL SPEAKOF SERVICEAREA, THESAAC THISIS JUST PARTOF THE
FUNDING FOR THE DEPARTMENT OF MENTAL HEALTH. ALL OF THE —WHAT PEGPLE

SHOULD UNDERSTAND, THISIS JUST A SPECIFIC AMOUNT OF MONEY.

EUT THERE'S ANOTHER AMOUNT OF MONEY THAT THE DEPARTMENT HASTO
FUND WHATEVER, YOl KNOW, DOWNTOWN MEMTAL HEALTH AND ALL THAT.
THAT'S NOT PART OF THIS DISCUSSION. BUTYOU NEEDTO FINDOUT. WE HAVE
THE SERVICE AREA —MHSA({MENTAL HEALTHSERVICES ACT ).

THAT'S WHAT I WANTED YOU TO SAY, DEBEIE, A CHARGE TO SERVETHE
UNDERSERVED, THEINAPPROPRIATELY SERVED, ANDTHE UNSERVED, AND DOESIT
SAY ETHNICMINORITY PEOPLE? IT'SJUST APART OF A PORTION OF THE MONEY
THAT WE'RE TRYING TO SHOW THAT IT CAN BE DONE.

ITS NOT THE TOTALFUNDING OF DEPARTMENT OF MENTALHEALTH. AND,
YOU KNOW, SOMETIMES PEOPLE WILL HAVETO LEARN THESE THIMNGS, THE REASOH
I KNOW WAS THATI WAS THEREIN THE BEGINNING. AND I'M STILLHERE.

[APPLALSE]

AMD I DO —NOW, I WAS EVEN HEREBEFOREWE GOTOUT LUNDER THE
HEALTH SERVICES WHERE WERE GOING BACKTO NOW,. I'WAS ONEOF THE MAIN
PECQPLE TO PULL USOUT FROM UNDER. MENTALHEALTH, SO YOU NEEDTO KNOW
HISTORY ANDYOU NEED TO KINDOF UNDERSTAND WHERE ALL THESE DIFFERENT
FUNDINGS COME FRCOM AND WHOYOUR CHARGE IS BY LAW.

AND THAT'S ALL THE, Y'OU KNOW, THE PROBLEM IS THE MISUNDERST ANDING
AMD NOT UNDERSTANDING THE DIFFERENT PARTS, THISIS JUSTONE SECTION OF,
LIKE THE MILLEOMAIRES GIVEUSWHAT? 155 OFE THEIR MONEY OVER A MILLTON,
DOLLARS.

AND THAT'S WHYIT FLUCTUATES ON HOWMUCH WE GET, BECAUSEIT
DEPENDSON HOW MANY — THAT'SWHY IT FLUCTUATES BECAUSEIT DEPENDS ON
HOW MANY MILLEDMNAIRES WEVE GOTIN CALIFORNIA, OKAY, I'LLLET IT GO, BUT
UNDERSTANDING IS ONEOF THE BEST THINGS IN THEWORLD.

== DR, GASCO: THANK YOUVERY MUCH TO ALL OF YOLU WHO ARE THEDIE
HARDS THAT HAVECONTINUED UPTO THIS POINT, WEARE AT THE SADMOMENT,
WE HAVE TOSAY GOODEYE. BUTIWANTED TOJUST SORTOF TALK ALITTLEEIT
MORE ABOUT THEMEXT STEPS.

NEXT STEPSWOULDEE ALL THETESTIMONY THAT WAS PROVIDED TODAY,
THIS WILL BE INCORPORATEDINTOTHE REPORT, I'M GOINGTO REQUESTIFAT
ALL FOR THE DEPARTMENT TO PROVIDE AWRITTENSTATEMENT TO THEMENTAL
HEALTH COMMISSION BY OUR EXECQUTIVE COMMITTEE MEETING. THAT MAYEE
DIFFICULT TO DO, BUTAT LEAST SOWE CANHAVEA REVIEWOFIT PRIOR TO THE
FULL COMMISSEON MEETING, WHECH WOLULDBE MAY 26 AT WHICH TIMEWE WILL
VOTE SOWHETHEE. TC APPROVE OR NOT APPROVE THE MHSAPLAN,
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[ COWANT TO THANK EVERYONE THAT ASKED QUESTICNS, SOMECF THEM
WERE REALLY QUTSIDE OF THE BOUNDS OF MHSA, BUT THE FACT IS THAT YOLU'RE

HERE. ANDITS IMPCRTANT THATWE HEAR THEM EVEN THOUGHIT'S, AGAIN, NOT
SOMETHING THAT IS REALLY PERTIMENT TO THIS PARTICULAR. PLAN.

S0, AGAIN, I LTKE TO THANE DEEEIEIN PARTECULAR.

[APPLALSE]

SHE HAS DOMEAN QUTSTANDING XOB. AND SCOMEOF HER RESPOMNSES MAY
NOT HAVE BEEN TOTALLY SATISFACTCORY TOYOLU, BUT THAT IS THEANSWER. AND
OME OF THE THINGS THAT I CAN COMMEND DEBEIE FOR IS THAT, SHE'S VERY, VERY
AGREEABLE AND ACCOMMODATES HERSELF TO A DEGREE THAT MOST PECPLE
DONT, TO GO OUT AND ADDRESS COMMUNITY GROUPS, PRICR TO THISDATE,
THIS IS SORT OF A LATE DATE. BUT THEFACT IS THAT YOU'REHEREAND THAT'S

GREAT.

SO PLEASE, IN THE FUTURE FOR THIS COMING YEAR, I'LL GET THE WORD

OUT, ¥YOU KNOW, THERES A LOT OF OPPORTUNITIES AND THESERVICE AREA
ADVISORY COMMITTEES AND MEETINGS AND DEPARTMENTS, ET CETERA, WHICH IS
MORE THAN I CAN DETAIL TO YOU.,

BUTIT'S REALLY IMPCRTANT THAT PARTICIPATION AT THE EARLIEST STAGE
POSSIELE TO ENSURETHAT YOUR COMMENTS ARE REALLY INTEGRATED AS

OPPOSEDTO WHAT WE'RE GOING TO BE DOING NOW WHICHIS TO INCLUDED IN
THE REPORT. IT WILLEE MOREOF AN ADDENDUM, ITSAPLAN. BECAUSEITS A
LITTLE LATE, BUT THAT DOESNT TAKE AWAY FROM THEIMPORTANCE OF WHAT
YOU HAVE TO SAY.

50, AGAIN, BEFOREYOUCOMEUP ANDGRAE THIS MIC THIS AWAY FRCM ME,
SOYOU CAN GO HOME, WE'RE NOW ADJOURNING THIS MEETING, AND THANEK YU
VERY MUCH FCOR EEING HERE.

[MEETING ADJJURNS AT 2:00 P.M.]
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Public Hearing Forms
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Summary: Public Comments

K

COUNTY OF LOS5 ANGELES - DEPARTMENT OF MENTAL HEALTH
PROGRAM SUPPORT EUREAL - MHSA IMPLEMENTATION AND CUTCOMES DIVISION

Summary of Written and COml Public CommentsFiscal Year2016-1T Annual Update

1. Requestfor Service Area allocations for FSP, FCCS and PEl slots to ensure
aquitable distribution of skots in the Service Areas.

Meimiber of Chents Sened
| Prievention & Field Capabbe Clinjcal Services
Service Area E.rl'r
intervention Child TaY Meidude Obder Adult
1 3,420 303 52 a7 Fe)
2 9,105 1,355 #33 2091 %05
| 10,157 1A% 511 1,588 167
i 7516 1.270 305 4020 Ra7
5 1,89 mn 313 352 234)
L] 8,739 L.353 J41 3% 124
I BATS a7r7 342 1,088 7%
.| 8619 1782 £y 155 203
Caunbypaide 5, ML 9,115 2,66 B 504 2581
Slot Allscation
Full Service Partnership
Servion Area Child TAY ducduilt Oider Adult
irfiofras) |{6f30/20A5) |(6f26/2005) | [6/30/2015)
1 50 &3 155 5
2 265 156 26 108
3 252 165 303 134
4 248 419 G086 101
5 7 54 232 28
[ 362 A58 T35 40
! 245 153 390
B 314 238 1,069 118
Counbpwide A £ 7 AL
TOTAL 1.7 1,300 A A85 L]
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Summary: Public Comments

Page 2

2. Whatis the plan forunderserved aress to catch up with resources?
The MHSA 2 Year Plan which will be iniiated in September will review populston
dats, service dsts and trendsto address undersarved areasof the County.

3. Unspecified concem aboutservices at LAMP

4. Requestforb peerstaffat esch directly operated or conkacied pesr providar:
Senior conmnmunity worker

community worker

Mental heslth advocsts

Co-Oceurming Disorders Ments| hesalth adwocate

Crpporunitiesfor pesriniemships

Poo oo

. Requestforservices providers in Service Area b
On4ine provider direciory link atteched to transcript of public hearing

4. Weliness Cenfer locations and description
See attachment for locationsof \Weline == Centers and Client Run Centers. MNote
that there is an adive solicitation for Client Run Centers in Service Aress3 and
G

Thare are no TAY specific Wellness Centers.  Howener, the TAY System of
Care povdes the Wellness Centers with consuliston, Inkege and msources

through the TAY Mawvgstion Team. For Fiscal Year 14-15, the Unigue Client
Count of TAY se2red in the Wellness Ceniers was 5,397, For Fiscal Year 15-16
the countis 5,208 TAY served.

T. Howmany TAY mobile units are there for Senvice Area §7
There ar no TAY specific rmobike unis forany of the Service Aras (nouding SA
G). However, the TAY Mavigaton Tesm works cossly with the SB82 ams and
mobile mesponse tEams o povde sage specific consultation, outreach,
engagement and lnkage o needed resources for TAY youth. The TAY
Mawvgation Team conssts of Maskers Lewel Clincians and Bachebrs level
Housing Specalists. Each of the & Service Aress has a TAY Mavigstion Team
assgned. The primary mle of the Mavgaton Teasm is to assist TAY ywouth by
navigating therm through the vanous hurman semvices sysiems in order o achieve
effactive linkages toneeded mental heslth, housing, and other essential services.

2. Whatis the targetpopulaton for TAY?

The taget populaton for TAY is vouth 16 1o 25 years of age who are Sewrely
Ernotionally Distubed [EELD) andior Sevemrly and Persisiently Mentslby [
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Summary: Public Comments

Page 3

[SPM). The TAY Sysiem of Car has dentified & numiber of prionty TAY
populstion o moene these servoes; sbng wih a specific enphasis on
outresching and engagng TAY who are cumently unsered and undersened.
These pnonty populatons indude the following:

TAY struggling with substance sbuse disorders

TAY whao are homeless orat-risk ofhomelessness

TAY aging out of the chidren's mentsl heslth, chid welars, or pwenie
justice systams

TAY leaving long-temn insttutional care

TAY expenencng their first episode of major mental iliness

I

8. Where can | find PEl services in nmy commmunity’?
We are going to add to the Annual Updste website informnetion on how to scoess
ourmental heslth senvice delivery system

10. Requestfor employmentspecislist positions to be pleced in each program.
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Public Hearing Sign-Sheets
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Wellness & Client Run Centers

COUNTY OF LOS ANGELES - DEFARTMENT OF MENTAL HEALTH
ADULT SYSTEMS OF CARE
WELLMEESS CENTERS

Service S 1
At Mavigetor - Angsla Coldmian {861) 113-3812
Ageney Maimd Prow. & | DAOWAE Priviairy COnEsT Progean Mahagar /T ecnor
Artalops Valley MHC B Coing Dodea s,
151 Eagt Awihok K-E, LML H et B L S Ly
Laniagier 93533 77564 oo CoMustity Sendioe Dhusenr MEken Pasdas, DO
T [5E1] ST4-8400 ' Eizatars Marss
Fax {E51] 713-1185 ar S B, e iy
Artadope Valley MHC JaEle Fandag, DC
34208 Eogt Mt BB
Lancaster S3533 1 ||
T [EE1) 734250
Palbrrdals: MHC Wlary Camatho-Foaiams Wlary Carnaits-Fadibes, PH
5535 E Paimdaia B, S1e 150
Palmdae, 3550 7335 oy JoE e Pard=g, O
Te: [SE1] 575- 1500
Fax [E51] IE5-EG25
Sardice Area 2
Agduis Navigaros - Darrell Sdhodie (B12) 610-6705
Agency Mame Prow. & | DWWMLE Prirsary Congn Progeam Manager Tireccon
ACT Healdh & Wellesi Ounpatient 5002 Gy Erdes? Wagas Modaszd
Risoda Bwd., Sate 103 et B e e o e e b e g PR - T e ]
Mo-mhddge, 91334 T3I7 LE LTche e Logvisiy
Tl [218) 4555358 O Ak Oy ORI L0DT
Diuli Hirgch Were Vs Farad Rama] Mo
1540 East Coinrads Bhvdl, v S I E N ThaReB I ROy
Seadaie, 1305 7812 LE Prog raen Diretmar
Tal: 30§ 751-5304 3107515304
Fas |31E] 343-3431
Hill g Mo tha Frasts B G, Prog. racee
12850 e Mluys Biwe Y AL e AL O s N T e SR
Faelima, 91331 s \E
Tiel: [S18) BSE-11EL, @xr., XTE
Sain Ferfand MHC Cina Db, PH
10505 Bad o B, Saing 100 Wl e Pasdarebiaaie Lsa Wiong, DC
Granads B 91344 TG prg |EeEtdee e e sy g
Tz {818} BSS-1IET e 252 T [218] E33-3400
Fan [B1E] E5€-14£3
Eay Farnatedo Willewss Contar Canal Srmgsen Cia Weg, DC
1060 Bawaa Bl Saoe, 100 CE e AL o by o
Eranada B, 51384 240 eTgal Dl RSCLrgasy
Tai: [E1B) B32-2800 Mara Fandoe-Maais
Fax. |81E] 833-1567 o i e e
San Far nands Walley TWMHT Wlaie Sramms i tana &g, Prograsn Masager
LDy VR s CRne] wE A R Ehermhong Sl P LR T o
14315 Hasni4 Strear, Sate 102 Blatar Dananes
Vi Mys, 31411 L= 1E mdaAasEn BT sAC g
Tal [E18) 9857473
Fax [81E] S0&8-1434
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Wellness & Client Run Centers

COUNTY OF LOE ANGELES - DEFARTMENT OF MENTAL HEALTH
ADULT SYSTEMS OF CARE
WELLNESS CENTERS

Sanita Oarita MHC
23501 e v Driven, Soima 200
Wasata, 91555

CHL R F e Ll

Mo e hlajors, PH

Tei: [E18]588-E300
Fas: (B1E]255-5577

1505 Oy
Tl [EEL} 3B AR00
Fax [EE1] 134-3054
Togaga West Eregg Erde’ Migan Bodonasd
212115 Recoosd: Bivdl T R A S el LT ol 2 00 2 I B 3 Ly
Canigga Pary, 51204 TH3 LE Wichgie Logwasiy
Te': [E18} BE4-BL120 e gl G D B A OL AT 0D
Fax: [B1Z) Z24-T808
Whesr Valloy MISC adaehl Mol Jesug Rovelon, 17
TELL Caroga Ao
Camigga Pard, 51302 B241 oy

Servica Area 3

Bl Nordganos - Bugicne Mafguer (625] 4716535

T [E2E] &41-4371 =1 210
Fax {EZE] 793-3009

Agency Maim Prow. & | DOVLE Priary CofGo Program Manager Diwecion
Arcadiz MHC Eizacmrs Gross Eiiasarh Soos, PH
334 U Dax dag.
Ancadia, I1C0E 1547 oy
Tal: [E2E}E2L-5258
Arcadia Wallncts Cenies Erzmnrn T nas Eizasarn Eoms, FH
301 E. Foousil Bhwidl, Suite 100 ST RE B AL S0 Dy
o T77A | Do
Tl - [E3E] ER1-3554
fae:|ERE) T1-3575
Eridgcs Rlertrg ATV LK
11227 Binon A TR - P T R
El Mo, 917332 7335 LE
T |E2E] Z50-2304 ext. S50
Fax |E36] 3300756
ENE Adriata Whedrand amid ran e rs.com P it e, P e DEngcTar
16D 5. Sewvents Ave Carte Tl Alias PP Lo
La Pugeia, S37448 7172 Lz Cavare DA O Wara Canscias-Begional Dinemns
Ti . [E1E] SE1-E5TL W T EREATE O
Fax: |EXE] SE1-5685
PanliC THndis Aud-ey Raed Tt Lt FatCaam
T amilly Sarvios At aarTorT s g LPa s i B ea e e aics &g
ES Hursat i Sarbias Ruomaoe, Prog. Coord, Lo St
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chiooee@ sac ol TS ong
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Wellness & Client Run Centers

COUNTY OF LOE ANGELES - DEPARTMENT OF MENTAL HEALTH

ADULT SYSTEMSE OF CARE
WELLNEES CEMTERS
Paedibc THils Had W Ak Wy
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Wellness & Client Run Centers

COUNTY OF LOE ANGELES - DEPARTMENT OF MENTAL HEALTH
ADULT SYSTEMS OF CARE
WELLMESS CENTERS
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Wellness & Client Run Centers

COUNTY OF LOS ANGELES - DEPARTMENT OF MENMTAL HEALTH
ADULT 5YSTEMS OF CARE
WELLMEES CEMTERS
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Wellness & Client Run Centers

COUNTY OF LOE ANGELES - DEPARTMENT OF MENTAL HEALTH
ADULT SYSTEMS OF CARE

WELLNESS CENTERS
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Wellness & Client Run Centers

COUNTY OF LOE ANGELES - DEPARTMENT OF MENTAL HEALTH
ADULT SYSTEMS OF CARE
WELLMNEES CEMTERS
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Wellness & Client Run Centers

COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
ADULT SYSTEMS OF CARE
CLIENT RUN CENTERS

Seryice Arma 1
fdult Mavigator - &ngela Coleman [661) 323-3813
Agency Mame Prow. & D0 Con Primary Contact Frogram Manager/Director
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Seryice Arma 4
Adult Mavigator - Phivilis bogre-Haves (30530 6712634
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Wellness & Client Run Centers

COUMNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH

ADULT SYSTEMS OF CARE
CLIENT RUN CEMTERS

Service Area 5
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

How to Locate
Los Angeles County Department of Mental Health Services

Listed are two ways o search for mental health services in the Los Angeles County provided
by the Department of Mental Health:

Option |2 This optoon will link the user directly to the DMH home page.

+ From your internet explorer type http//dmhb.lacounty sov in the address bar and hit
Enter.

-
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0 o e

Rl R =
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E P pEon@
3
-]
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Home page s e e -~ T I
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

How to Locste Los Angeles County Department of Mental HesSh Services
Fags 2

*  Enter an address, city or 2ip code for services, programs and facilites and click “Go”,

*  [f the user does not hawve an address, aty or zip code, dick “Go™
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Rl ﬁl hemdck Puardang
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u-.i:lilw---ﬂ-lh:—nul pﬁurmn-,-i.-u-u l:ﬂ!-ﬂ-".-lut-n-l- = .

Haope, Wialineds g Foovesry DO re] padpie, weas @l fon manis ., Ty e

#  The uzer will be directed to a page allowing the user to cnce again search by address, city,
zip code and/or cross street.

# The uzer will enter the information and dick find.
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

Hiow to Locate Loz Angeies County Department of Mentsi Hesith Sarvices
Foge3

*  The user can conduct an advanced search by selecting a specific age group, program
spedialty or language.

Fl:l:lrh-Ll.l:ﬂEI:hE'll:nlhml-I BRTACHD A S b AT PO T I
Advanced Serviie Locaior £ Adwreas /o DGy #9009 Doosce ssrhy Giess B | m
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LA T LO% BNASLES XS 24T 2N - HII.
w :I?Bmmhl R1 BT ﬂlualm
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

MEMMAWMWHMIEWM
Prg= 4

Option II: This opticn will link the user directly to the Provider Directory Site

*  From your internet explorer type http:// psbai dmb lacounty soviproviderdirectong htm in

the address bar and hit enter.

htt p="ip=bgidm b tesguntyge previderdiectors bim

H'-'m . t & . & i
Rla Edi View Faeordise Took Help
" ” 5r|l5i| - |:|'
s 2| New Tab bl il Shey -|- Fiel Sigglislicey £ Fies Hotreail

YAHOO!

* The webpage will allow the user to click on a senvice area.

W b b o I

Provider Directory
By Service Areas
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

Hiowr 1 Lioscate: Los Amgeles County Department of M=ntsl HesRh Senvices
Fage5s

+  (Once the user selects a service area, the user will be directed to 3 provider directory for
the sarvice arga.

+ The provider directory can be saved as a pdf dooumeant.

Provider Directory

Locatinis of Publicly Futded ¥eilal Health Serbees
Comniy of Los Angebie
Servieodkmad o —— =

Ipr. Habilu Kay. Arilng Dewcter LTI TATERTY

Wy al |ag Amgelen i . Earichisg Hrvs [Sreugh partsodaim doagaed i asegive
Teepartmunir of Mewpinf Healih 4

P : B ‘y '

Quialiny -qnwln-::u;m Jamuary 006
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

How o Lomte Los Angees County Department of Mentsl Heafth Services

Page &

+ The provider directory is categorized by the type of service: 24 hour/residential,
community outreach, crisis services, juvenile justice, and cutpatient.
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