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Dear Supervisors:

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

(3 VOTES)

SUBJECT

Request 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 certified by the

County Mental Health Acting Director and the County Auditor-Controller 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 Heaith Acting
Director and the County Auditor-Controlier attesting that the County has complied with al!
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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 Plan 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, 20186, where DMH presented the update, addressed public questions, and any
concerns. The Mental Health Commission voted to approve the MHSA Annual Update for

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

Implementation of Strategic Plan Goals

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. AB1467 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 Supervisors and submitted to the Commission. It also requires that the Three-Year
Program and the Annual Updates be certified 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 fulfilled 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

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

(Ot /(Q.j’ Ok - )

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

RK:DM:DIG:RC:jv

c. Executive Office, Board of Supervisors
Chief Executive Office
County Counsel
Auditor-Controller
Chairperson, Mental Health Commission
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Weifare 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 individua! 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 Califomia 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 (PE!) Plan Sept. 27, 2009
Innovation (INN) Plan Feb. 2, 2010
Capital Facilities (CF) Plan April 19, 2010
State MHSA Plan Approval Dates woktobe tasaton i”’w:fu'l'f::ﬂ Febraary 2
and tuinh( (wsrman Intervention |pc|) Pan Innovation {INN] Plan

February 14 May 8 April 19
Community Services and Information Technology Capital Facilities Plan
Supports (C55) Man Needs Plan

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 confributes to an array of services that will increase recovery,
resiliency and create healthier communities.

Any questions 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 D!Gomberg@dmh.iacounty.gov
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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 homelessress 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:

¢ 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

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

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

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

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

+ FSP programs dramatically reduced homelessness after enroliment, 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.

s FSP programs increase both the number of clients living independently and the number of days they
live independently after enroliment, 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

ianguage 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.

MHSA Annual Update Fiscal Year 2016-17 4



Executive Summary

P At

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

o Trauma: Altematives for Families: Cognitive Behavioral Therapy, individual Cognitive Behavioral

Therapy, Trauma Focused Cognitive Behavioral Therapy,

» Conduct disorders: Brief Strategic Family therapy

s Disruptive behaviors: Managing and Adapting Practice

* Anxiety and Depression: Mental Health Integration Program

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

fnnovation

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 mode! 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 10" 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 altematives 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.
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The Department’s stakehalder process meets Weifare and Institutions Code 5848 an composition of the System
Leadership Team (SLT) and meaningfui involvement of stakeholders related to mental heaith pianning, policy,
implementation, monitoring, quality improvement, evaluation and budget allocations. The composition of the
System Leadership Team meets the Califomia 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 pianning:

o The 50 member System Leadership Team (SLT) is the Department's stakeholder workgroup to inform
the impiementation and monitoring of MHSA programs. The composition of the expanded SLT is as
foliows:

= LA County Chief Executive Office
* Service Area Advisory Committee (SAAC) leadership
o Consumer and family member representation, including NAMI, self-help and the LA County

Client Coalition

Department of Public Social Services

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

County Department of Health Services

LA Police Depariment

Probation

Housing development

Older Adulf service providers and LA County Community and Senior Services

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

African American, Lalino

Clergy

City of Long Beach

Veterans

LA County Mental Health Commission

Unions

Co-Occurring Joint Action Council

Education, including the LA Unified School Distfrict, universities and charter schools

Lesbian, Bisexual, Gay, Transgender and Questioning (LBGTQ)

LA Department of Children and Family Services

LA County Commission on Children and Families

Junior blind

Statewide perspective

o 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 ptanning, implementing and managing MHSA
programs. The standing committee represented diverse perspectives and was a microcosm of the
iarger SLT. The standing committee was activated to inform the pian to expand CSS services by $84
miflion. A standing committee was aiso convened to begin to consider consolidation of MHSA CSS
Work Plans that would map to leveis of care. This work wilt continue within the SLT and the standing
committee into FY 2016-17.

o The Service Area Advisory Committees (SAAC) continued their planning, aided by service utiiization

and outcome informatior for MHSA funded services in their Service Areas.

MHSA Annual Update Fiscal Year 2016-17 6



Community Planning Process

o B0 A T RS B ALY . RN i3

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 FISCAL ACCOUNTABILITY CE!’-I'!'JFl(’.':l!i«TlC”‘«llt

County: Los Angsles 1 Three-vear Program and Expenditure Plan
M Annuai Update
E:! Annual Revanue and Expersiture Report
Loed Monital Haalkth Azing Directar Courity Auditor-Controllar
Marmw: Aobin Kay, Ph.D. MName: John Nasno
Telaphane Number {2€3) 738-4108 Telephone Number (213} 974-8484
E-mall: Riay & dmh.lacouny.gov E-rmail: jnatmo 8 auditos controlior.gov

Loca Maental Haalth Mailing Addrass:

County of Los Angeies - Departmant of Menial Hesatth

Progran: Suppon Burga: - MHSA implementabon and Outcomaes Division
&85 5, Yarmont Avenos, B loor

to% Angeles, CA 80005

| haraby cerity that the Annual Updsis 15 rus and cormect and that the County has cormplied with all fisca! accoumabiity
requirermants as requived by law or as diteciod by the state Department of Health Care Servicas ang \he Mentsi Health
Services Quirgight and Accountabiity Commission, and that ait axpsnddures a/e corgistert with the requiremenis of ha
Mental Health Services Acl (MHSA), inchuding Weifars and instdutions Code (WIC) sections 5813.5, 5830, 5840, SB47,
5R9Y, and 6892 and Tale B of the Calilornia Code of Regulaliona saciions 3400 and 3410, | further cartéy thal all
supandiiures are consisterd with An appwbvad plah or Lpdita and thal MHSA funda will only be usaed for programs
spucitind in the MHSA, Othar than funds placed In a reserve in accordamcs with an approved plan, any tunds alocatad 1o
a county which ame not spent for thalr sulhinzed purposa within e lime perod specilied » WIC saction 5882{h) shall
revert 10 e state to be deposited into the fund and avisiabie lor othe? Lounlivs n Wture years.

| gactare under penally of parjury under the laws of This siale el 1he karegaing and the atlached updais/reper i Htus ard
zomect to tha beat ol my kntwiedge.

flofun Kay, Ph0, b By, 80 o o
Lol Mankal Heakh Acting Director Srgnaiure ¥ Cate

| beraby cartfy that tor the fisasl year snded Juna 30, EO{E the County has maintained an interest-bearing locat Menial
Haaith Services (MMS} Fund (WIC 5882 {(i]); and thet the Counly's Imancial statements are audited annuafly by an
mdependent suditor and the most recen] auti apod is dated “foxt the fiscal ysar andsd Junie 30, 20487 | turther
curtlly that for the fiscal year endedt june 30, 208, the State MMSA distrbutions wece recomed As revarues in the kcal
MHS Fund; that Courdy MHSA supandilunes and lanaters oul wers appeopssied by w Board of Supenisors and
recorded in compliance with such appropriations; and thal the Counly has compliad with WIC section 5851 {a), in that
locat MSHA Rurds may not be IDaned 1o a county general fund of any other courty Furd,

I daclare yrder pengity of perury under the laws of thiy state thal the foregaing and the aNachad repart is frua an cartest
to the bast of my keowledge

Joln Najing
County Auditor-Cordeolar {PRINT)

"Wattare and ssiutons Code Beciins 5847 (hS) arvd 2493 |3y
Thiea Yorr Progrien and Expencibers P, Arnua! Updats GoltepTiy Somficaron
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Mental Health Commission
Approval Letter

il
Los Angeles County
Mental Health Commission
“Advocacy, Accountability and Oversight in Action™
June 1, 2018

Agten Kay, Ph.D.

Acting Direcior

Department of Menlarl Hezlth
55C 5. Vermont Avenue

Los Angeles, CA 90020

Dear Dr. Kay:

MENTAL HEALTH SERVICES ACT PUBLIC HEARING
FISCAL YEAR 2018-17 ANNUAL UPDAYTE
NOTICE OF PLAN APPROVAL

On May 2€, 2018 the Chairman and a quorumn of the Los Angeles Couniy
Menlal Health Commission (Commission) made the following motion foliowing
the FPubiic Hearing of the Mantal Health Servicas Act Fiscal Year 2016-17
Annual Update conducted at St Anne's in Los Angeles Couniy:

MOTION: The Los Angeles County Mantai Health Commmssion moves to
approve e Fiscal Year 2017-15 Annual Update.

It s, therefore, with pirasure that the Commission approve yow Dapartment's,
submission of the Fiscal Year 2016-17 Annual Update, which was publicaky
pasted on March 22, 2016 and presented at the April 28, 2016 Public Haaring.
We would also ke to commend the Dapartment tor continuing to engags tha
Service Area Advisory Cormmitiees in tha ongoing planning and implamentation
of the Mantal Heallh Services Act and on the outcomes you are achieving.

The Commission looks forward o your continued progress improving the fives
of clients receiving services In the public mental health systern and continuing
our parmership.

Sinceraly,

7

2
i
v & . rf TV

Larry Gasca. Ph.0, LCSW
Chairman
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ACS:
ACT:
ADLS:

AF-CBT
Al:
AILSP:
APF:
ARF:
ART:
ASD:
ASIST:
ASL:
BSFT:

CalSWEC:

CAPPS:

caITs:
CBO:
CBT:
CDE:
CDOL:
CEO:
CF:
CFOF:
CiMH:
CMHDA.
CORS:
COTS:
CPP;
Css:
C-SSRS:
CTF;
CW:
DBT:
DCES:

DCFS:
DHS:
DMH:

LAC |
DVH

T ey a fe

Alternative Crisis Services
Assertive Community Treatment

Assisted Daily Living Skills

Alternatives for Families - Cognitive Behavioral
Therapy

Aging Initiative

Arnerican Indian Life Skills Program
American Psychiatric Foundation

Adult Residential Facility

Aggression Replacernent Training
Anti-Stigma and Discrimination

Applied Suicide Intervention Skills Training
American Sign Language

Brief Strategic Famity Therapy

CA Social Work Education Center

Center for the Assessment and Prevention of
Prodromal States

Cogpnitive Behavioral intervention for Trauma in
Schools

Community-Based Organizations
Cognitive Behavioral Therapy
Community Defined Evidence

Center for Distance and Oniine 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-Sheif

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

Community Treatment Facility
Countywide

Dialecticai Behavioral Therapy

Diabetes Camping and Educational Services

DCFS Los Angeles County Department of
Children and Family Services

Department of Health Services
. Department of Mentat Health

MHSA Annual Update Fiscal Year 2016-17

EBP(s):
ECBI:
ECC:
EESP:

EPSDT:
ER:
FCCS:
FFP:

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

FY:

Group
CBT:

GROW:
GVRI:
HIPAA:

HOME:
HSRC:
HWLA:
IBHIS:
1ICC:
ICM:
IEP(s):
IFCCS:
IHBS:
ILP:
IMD:
Ind CBT:
IMHT:

IMPACT:

IMR:
INN:

Evidence Based Practice(s)
Eyeberg Child Behavioral Inventory
Education Coordinating Council
Emergency Shelter Program

Early Periodic Screening, Diagnosis and
Treatrnent

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 Cornmunity Research
Healthy Way Los Angeles

Integrated Behavioral Health System
Intensive Care Coordination

Integrated Clinic Model

Individuaiized 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

llness Management Recovery

innovation

interpersonal Psychotherapy for Depression

Integrated System

Integrated Service Management model .
14



Acronyms & Definitions
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DPH:
pTal:
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:

QEF:
OEP:
OND:
oQ:
PATHS:

B
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Department of Public Health ITP: Interpreter Training Program

Depression Treatment Quality improvement IY: Incredible Years

Key Event Change PE: Prolonged Exposure

Korean Health, Education, Information and R Program to Encourage Active, Rewarding Lives
Research PEARLS: for Seniors

hc;llt\':lgeles County Departmant of Mental PE!: Prevention and Early Intervention

Los Angeles Police Department PEMR(s): Probation Electronic Medical Records
Lesbian/Gay/BisexualTransgender/Questioning  PE-PTSD: g:::el}::%e;dsoEr;g?sure Therapy for Post-Traumatic
Loving Intervention Family Enrichment PMHS: Public Mental Health System

Low Income Health Plan PMRT: Psychiatric Mobile Response Team
Licensure Preparation Program PRISM: Peer-Run Integrated Services Management
Managing and Adapting Practice PRRCH: Peer-Run Respite Care Homes

Mosaic for Assessment of Student Threats PSH: Permanent Supportive Housing
Multidimensional Family Therapy PSP: Partners in Suicide Prevention
Multidisciplinary Team PST: Problem Solving Therapy

Masters in Family and Therapy PTSD: Post-Traumatic Stress Disorder

Mental Health PTSD-RI: :]%it;Traumatic Stress Disorder — Reaction
Mental Health Clinic QPR: Question, Persuade and Refer

Mentat Health Court Linkage Program RFS: Request For Services

Mental Health First Aide RFSQ: Request For Statement of Qualifications
Mental Health Integration Program ROSTCP: ggzg;?t;yﬁ?:;nr;;dra?:pewision Training and
Mental Health Rehabititation Center RPP: Reflective Parerting Program

Mental Health Services Act ’ RRSR: Recognizing and Responding to Suicide Risk
S S o Seeones

Mini-Mental State Examination SAAC: Service Area Advisory Committee

Milestones of Recovery Scale SAPC: Substance Prevention and Control
Memorandum of Understanding SED: Severely Emotionally Disturbed

Mindful Parenting SF: Strengthening Families Program

Make Parenting a Pleasure SH: State Hospital

Mindful Parenting Groups SLT: System Leadership Team

Multisystemic Therapy SNF: Skilled Nursing Facility

National Association of Counties SPC: Suicide Prevention Center

Nurse Family Partnerships SPMI: Severe and Persistantly Mentally lIf

Older Adult ss: Seeking Safety

Older Adult Care Teams START: School Threat Assessment And Response Team
Older Adult System of Care TAY: Transitional Age Youth

Qiweus Bullying Prevention Program TF-CBT: Trauma Focused-Cognitive Behaviorat Therapy
Operation Enduring Freedom ™ Technological Needs

Outreach and Education Pilot Triple P: Triple P Positive Parenting Program
Operation New Dawn OMA: Outcome Measures Application

Qutcome Questionnaire Uc: Usual Care

Providing Altemative Thinking Strategies UCC(s): Urgent Care Center(s)
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Acronyms & Definitions

PCIT: Parent-Child Interaction Therapy UCLA: University of Califomia, Los Angeles
PDAT: Public Defender Advocacy Team .LIJ_?;A UCLA Ties Transition Model
UREP: Under-Represented Ethnic Populations
USC: University of Southem California
TSV Targeted School Violence
VALOR: Veterans' and Loved Ones Recovery
. Women's Community Reintegration Service and
WCRSEC: Education Centers
WET: Workforce Education and Training
YOQ: Youth Cutcome Questionnaire
YOQ-SR: Youth Qutcome 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 ieads for FY 2013-14.

Client Run Center counts are based on client contacts using Community Outreach Services biling. 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 Federa! Financial Participation (FFP) &
Early Periodic Screening, Diagnosis, and Treatment (EPSDT) Program. Not inclusive of community cutreach

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

Unigue client means a single client claimed in the Integrated System. Data as of January 4, 2016

MHSA Annual Update Fiscal Year 2016-17 16



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

Native American
1

%
.Onher
2%

ko Pacific Islander

0.21%
unknown/not
reported
%
.~ - Cambodian
- 1%
.. Armanian
C %
— Korean
%
Vietnamese
1%
g American Sign
Other 0.04%
%
The number of new clients receiving CSS services Countywide with no previous
MHSA service: 32,705
Ethnicity PrimaryLanguage
B Native American Farsi
A
L 0.47% orner _0.30%
g % T ~Korean
Pacific \stander ' 0.35%
0.15% ' Lo . _ ~.. Armenian
0.43%
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MHSA Annual Update Fiscal Year 2016-17 17



nity Services and Supports
S RN | | T

Ty 2

Adult Full Service Partnership: A-01

Unigue 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 Isiander 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); andfor living with
family members without whose support the individual should be at imminent risk of homeiessness, 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 programmaticaily integrated Field Capable
Clinical Services (FCCS, level 3) into Full Service Partnership (FSP, levei 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 ciient receiving services from a pilot agency is rated monthly on the Milestones of
Recovery Scale (MORS) to determine leve! of recovery as well as rated on eight (8) care
determinants that are matched to level of service need.

Providers coliect 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 Aduit 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 ciient needs in a data-informed
manner.

MHSA Annual Update Fiscal Year 2016-17 18



Community Services and Supports - Adult Work Plans
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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 enroliments and disenroliments 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/fher 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 Impuact 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 ancther.

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 heaith issues.

Creating stable income.

Establishing some form of health insurance.

Transportation options for clients, including educating peers on options.

SECS RPN X A S T B e, A I TS Yo St e S, B draden o St
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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 Disenrollinent:
. Clients enrolled August, 2013 to March, 2015: 701
. Clients disenrolled August, 2013 to March 19, 2015: 853

. Clients disenrolled due to meeting goals or maving to lower level of care: 300 (35%)
o Qut of the 300, 88 moved to a lower level of care
o Qut 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 conductirig
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 ard 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 iower levels of care. Finally, FY

2016-17 will focus on increased training and support for delivering services to the forensic poputation.

Status on Community Services and Supports Program Expansion

{Sae Appendix ] for ¢ complete description of proposafs)

impiementation
Proposal Status Date (Estimated)
Impiementation of Laura's Law/Assisted Outpatient . . July 2015
Treatment (AOT) Program First AQT referral was received on July 7, 2015,
. County Counsei and the Chief Executive Office

AQT Evaluation are in the process of reviewing the proposais. March 2016
Expand the number of slots for the Adult Full Service Providers in Service Areas { and V have been June 2016
Partnership Services selected. u
Siots will be added to providers who demonstrated . . . .
success with their Innovation program, which ended ::rso; I:Izz in Service Areas IV and V receved July 2015
June 30, 2015 )

Services will be spiit 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
November 17, 2015.
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Community Services and Supports - Adult Work Plans
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Disenrollment*

< Total of 1,696 disenroliments

< 40% of disenrolled clients met their goals
Pop Crit,
2% peceased, 3%

Adult Full Service Partnership Disenrollments

Moeceased B Discont Participation M interrupted Detained  Binterrupted Resinst  BLost Contact  BMet Goals  8EMoved BPopCrit 2 Unknown

Service Area 7 Service Ared 8
{125) {256)

Service Area 1 Service Area 2
(21) {426}

{155)

*Data extracted from the FSP authorization application on February 3, 2016 and represents disenroliments 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

Qutcomes

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.

wi Number of Days
Pra

sAnnyalized
Number of Days
Post

Homeless Haspitalization  Independent
Lhdng

o Nurtibes of (lents
Pre

WM unber of Clients
Post

1,648

Homes HMagtalzaton  ndependest
LAng

MHSA Annual Update Fiscal Year 2016-17

71% reduction in days homeless
pest-partnership

B6% reduction in days
hospitalized pest-partnership

55% reduction in days in jail post
-partnership

48% increase in the number of
days living indspendently

33% reduction in the nurmber of
clients homeless post-
partrership

25% reduction in the number of

clients hospitalized post-
partnership

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

46% 1increase in the nurrier of
clients lving independently
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See Appendix |V for employment status definitions. Clients can participate in more than one employment
category at a time.

13
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Empicyren ]

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

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

T9% increase in the number of
days spent in other gainful
employment

93% increase i the number of
days spent in supportive
employment

70% increase in the number of
days spent in transtional
employment

100% increase in the number of
chents in non-pad employment

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

41% increase in the number of
clients in paid in house
employrnent

141% increase in the number of
clients in supportive employment
100% increase in the number of
clients spent in transitional
employment

0% decrease in the number of

clients spent in competitive
employment

MHSA Annual Upd

ate Fiscal Year 2016-17
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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 coltaboration 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 individua!l Placement and Support

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

Community Services and Supports Program Expansion

{See Appendix | for g complete description of preposals)

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
| and lll. Request for Services is being drafted.

a pilot project implementing a supported
employment model.

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

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

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

MHSA Annual Update Fiscal Year 2016-17
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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 Heaith 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 |l 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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Cutcomes

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:

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

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

¢ 16% worked part or full time

e 86% usually or sometime able to
manage symptoms.

* 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.

Residentisl Program

A%

MHSA Annual Update Fiscal Year 2016-17

Current Employment/Education Activity
N=2,017

Emg. Full me, &%

t.of Retab, 4%

Current Living Situation
N=2,017

~bBoard and Care
S n
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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 impiementation 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 Muitnomah Community Ability Scale — Revised
(MCAS-R) to assess a client's ievel 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 | for a complete proposal description)

Proposal Status Implementation Date
implementation of Laura's Law/Assisted First AQOT referral was received on June 25, June 2015
Qutpatient Treatment Program 2015,
Expand the number of beds for the IMD Step-
szwn Faciitos P 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 invoived 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
persans 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 iliness and co-occurring substance abuse disorders andfor
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 SS{ at the time of move-in and ten were
receiving general relief. Project 50 staff helped six (6) of these 10 residents submit an SS! application based on
their mental disability, four (4) of whom have been awarded $S{ 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 govemment via the Housing Authority
for the City of Los Angeles. All 17 former residents are now residing in their own apariment outside of the Skid
Row area and have been connected to mental heaith services in their new community. Four (4) Project 50
participants actively sought re-employment by taking classes and participating in formal vocationai rehabilitation
(Los Angeles Trade Tech Coilege, 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 wii
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 iliness, 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 N

L AFAMILY HOUSING Louis Apanments | 2| 5 Single Adults 13+ 11 46 July 15, 2014 3 1.123,000 3 1,132,000

Tay {1625 18+ ; L
SCHARP Figueran Apartments| € | 2 Aduls 60+ 1B | 19 | Octsber, 2014 |S 1559918 [$ 1744000{% 3303918

ACOMMUNITY OF

FRIENGS Avalon Apartments | 6] 2 Famies 37 61 Jangary1, 2015 | § 3558044 5 3,558,944
HETAPATH ENTURES] 7 Srent - 8| 4] - Sedom - My 15,3015 ms%;s 5 $  1Berasg
Tota Number of Units| g7 167 Totat| $ 8149342 | ¢ 1,744,000 | § 9,883 312

The following report has been prepared by the Countywide Housing, Employment & Education Resource
Development (CHEERD). CHEERD provides administrative oversight, management and technicat support for
Housing Policy and Development, Federal Housing Subsidies, Temporary Shelter Program, and Employment
and Education Resouces. CHEERD also pravides 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.
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The Work of the Los Angeles County
Department of Mental Health to
End Homelessness

Or Marvn J. Southard. Dwector, DIMH. Darrel Stevibery, Cakdormea State Sersstor, and Rabin Kay,
Cheel Depusly Dwrecior. DN, at the 5t Anevversary of the MHSA Housirxg Program at Wikes of Gower

Background
DMH is committed to ending homelessness and assisting those in need with accessing
Permanert Supportive Housing (PSH). We consider the acquisition of housing crucial in
heiping ndividuals achieve seif-sufficiency and reaching ther fulf potental, an approach
that is consistent with the Substance Abuse and Mental Health Services Administration's
declarabon that having a stable and safe piace to kve is integral to supporting a kfe in
recovery. DMH has worked to end homeless by:
+  Deveioping specialized community-based programs that are equipped o serve the
complex needs of homeless individuals with mental diness:
* Increasing housing resources inchuding PSH that wil expand the avaiable and
desirabie housing optons for our chents ard
* Implementing programs and managing resources that target chents that are homeless.

48

€V TN Partnermg wick Chents, Famahies and € to Create Hops, Welnew and Resrvery
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Community-Based Programs

Targeting the Homeless Population

Homeless Outreach Mobhile
Engagement {HOME)

A DMH directly-operated team that collaborates with
City and County agencies to conduct outreach in a
coondinated manner in Service Areas 4 and 8. HOME
actively knks individuals to on-going mental health
services including housing services.

Homeless Family Solutions System

A county-wide coordinated system of care for homeless
families, that provide mapid rehousing and ongoing
case management services to assist families with
obtaining permanent housing and supportive services.
Families enter the system through regionally-based
Family Solutions Centers (FSCs) where DMH staff
are co-docated to provide mental health services o
homeless CaMWORKS Welfare-to-Wark famifies.

Full Service Partnership Programs

Thase child, Transition Age Youth, aduft and oider
adult programs located throughout the County serve
clients with intensive neads incuding those wha are
homeless, and peovide a fufl array of field-based and
irtensive mental health services that support recovery.

Integrated Mobile Health Teams - Fuli
Service Partnership Programs {IMHT.
FSP)

These specialized FSP programs inciude a Federally
Gualified Health Center partner and target a highly
vulnerable homeless populaton  with  complex
mental heatth, and health and substance use needs.
The multidsciplinary teams provide outreach and
engagement and field-based integrated mental heatth.
physical health and substance use services in Santa
Monica'Venice, Long Beach and Skid Raow, East LA,
Service Area € The goal of the MHT-FSP program is
to assist clients with obtaming and retaining housing.
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Senate Bill 82 DMH Mobile Triage
Teams {MTT)

These DMH diectly-operated teams, one in each
Service Area are comprised of mental health staff
and peer advocates. The MTTs provide Seld-based
outreach and engagement, assessmem and short
term case management senvices to individualsfamilies
that are homedess. Each team particgpates in their
local Coordinated Entry System {CES) to coordinate
outreach, assess for acuily and housing needs and
assist them with obtining permanemt supportive
housing. The goal of the teams is to actvely knk
sligible indhiduals to appropriate on-going sensces
including housing services.

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

DA cnicians partner with LASD deputies to provide
crisis services, WIC 5150 evaluations, transportation
to acute psychiatric hospitals and Enkage io mental
haalth services.

Law Enforcement Teams (LET)

DM+ clinicians partner with officers fom 18 law
enforcement agencies in LA County to respond to cails
from 911 or patrol, many of which invoive homeless
persons, These kaw enforcement jurisdictions utilize
these teams to provide WIC 5150 evaluations and
linkage to mental tvealth services.

Assisted Outpatiemt Treat—|A (AOTLA)
DMH ciinicians conduct extensive owtreach and
engagemeant to individuals, many of whoem are
homeless, with 3 serfious mental diness and a history
of unwilbngness to participate in treatment. individuals
that volurtariy accept services are enmifed in an
AOT-F3P program and access 10 a orisis residential
bed if needed. If the individual is urwilling to acoent
treatrment, AGT-LA develops court petions and
manages the court process to connect AGT enrallees
with AODT-FSP programs.

o EARLLCRE S e L e
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Aenfo Family Apsriments Grand Opening. Mamh 7. 2013, M&hmmmefdw&wmcm Sean Rogan.
Commundy Developmers Commission, JafmgHaS‘mg Koreatown Youth and Family Lerder, Or. Aobin Kay, LACDAH

(EATE,

Project 50 Programs

These teams provide owtreach anc engagement, pammanent
nousEg, 30T mtegrates mental health, physicli heatth and
substance use treatment senvices o chionicady homeless
mentally # incviduas iveng » Skid Row, Venice, Santa
Monica, Hofywood, and the Jan Fernando Valley. Ten
percent of the program services are dedicatec to veterans.
One specalizec program serves homeless women wih
childran in nees of residdental co-occumng substance use!
mental nealth reatment prof to connecting them to PEH

LAC+UST Street to Home Froject
Dutreach and engagement services ™at assst indaiduals
that have a mental illness and are cfvonicaly homeless
that are liveng on or in close proximity to the campus of
LAC+USC Medicx Canter to access permanert supportve
rousng.  The provider of this program also operates the
Psychatne Usgent Care Center {UCC) across the street from
LAC+USC. The UCK serves a3s a siaging facility to connent
these newviduss with mmediate cO-DOCUrTrg menta heaith
and substances use treatment serices and ko temporary
ROUSG

Single Adult Model (SAM)

A multi-deparmentad collaborative that incudes DMH,
DHS, Department of Public Social Senrices, Department of
Public Healtn and Community Development Commss.on
that targets sogle adilis that ar= homeless and assists
thern with obtaining permanent kousing. 34M has the
following two components:

MHSA Annual Update Fiscal Year 2016-17
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B
The MITs are a component of the County’s Single Adult
Model ang s a codaboraton with Deparmen: of Healts
Sernces who provides a registeres nurse to sach of the
multidisciplinary teams, The MITS provide sireet-basad
outreach and engagement and a 54l range of mentat
realth servoes in each ZA o the most vulnerable
momeless population wih mental ilness  Each MIT
participates in their local CES to coorgmate outreach,
assess for acuity and housing needs and assist them
Wity obI3INING permanant supportve housmg. The M(Ts
assist chents with obtaining permanent housing and
then provide supportive services using the evidenced-
basad prachce Lntic Time Intervention

kg pinasy Imtenrated Teame TS

raf Rebe D30, Parvropuan

The target poguiaton is gnw acults that are GR
reopients, homeless and high utézers of DMH andior
DHES semvices. The goal of SAM s to permanently house
these no-wduals and o provide the supportve sevices
recded to help them retas their Rousing.

Veterans and Loved Ones Recovery
{VALOR} Program

A DMH grecty-operated program that provides 3 ull ange
o menta heath and housmg services to veterans and their
families. in a3 supportve environment. regardiess of ‘ormal
Veterans' Administration VA eligibility status and rmftary
discharge.
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Housing Resources Fact Sheet

{As of October 2615}

Temporary Shelter Program
Thﬁ- program prowides short-term basic living support

» LACDAMH contracts with 18 providers.

» 27 different shelter siles throughout the county.

+ iInFY 201314, 410 ynicue clients were senped

through the TSP

in FY 20 14-15, 500 unique clients were served

through the TSP,

»  InFY 1415 of those dhients that left the shelter, 48%
transifioned 40 permanent housng.

v

Federat Housing Subsidies

This program secires grants from the City and County
Housing Authomties that provde Shelter Plus Care
certificates, Tenaw Based Suppostive Housing., and
Homeless Secton 3 vouchers for PSH for LACDMH chents
that mest the Housing and Urban Dewelfopment {(HUDY
defintion of homelessness., LACDMH cumenty has 13
grants with the City and County of Los Angeles Housing
Authorities for Shelter Plus Care. Tenant Based Supportve
Housing, Homedess Secbon 8. and Homeless Vederans
Initiatve 3s indicated below:
1,200 Sheler Phus Care certificates.
200 Homeless. Section 8 vouchers.
250 Tenart Based Supportive Housing vouchers.
50 Homeless Velerans Iniiative vouchers
in FY 2013-14, LACDOMH assisted 107 clents with
submitting applications to the Housing Authorities.
Federal sequestration was in effect most of this year
which resulied n a suspension of the Homeless.
Sechon and Tenant Based Supportive Housing
Programs undit April, 2014,
# inFY 2014-15, LACDMH assisted 377 citents with

submitting apphications to the Housing Authorities.

- 84% Chiomcally Homsless

» TT% individuals

- 23% Families
» 3% retenton rate for Sheher Plus Care

L . §
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Housing Assistance Program

This program provides funding for security deposds,

household goods and eviction prevention for DMH clients

who are homeless o at nsk of homelessness and hawe

limnited or no ncome.

# InFY 2013-14, 832 were provided housing
assistance.

r  InFY 2014-15, 940 were provided housing
assistance

Mental Health Services Act {(MHSA}
Housing Program

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

~ The onginal rnvestment of $115 million in 2008 has
increased to § 145,011,182 in 2015

$118 4 milion of the funding is currenty obligated.
42 projects iotal, 78 of which ame occopied.

» Esfimated leverage of ower 3550 milfion of local, stale
Parnerad with 27 diferent housing developers.

» Projects targeting families, franciion age youth,
adults and older adults.
FRegionalization achieved with profects in 2B B Service
Areas and all § Supervisorial Disiricts.

¥ increase of 2,254 total units of affurdablle housing,
934 of which are MHSA-fnded Permunent
Supportive Housing unils dedicaled o those who are
homeless and have mental liness.

n 2014 154 DMH diients that were homeless moved
into PSH through the MHSA Housing Program.

Al

¥

-

¥

y
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MHSA HOUSING PROGRAM PROJECTS

Age Group Number of Projects Number of Units
Transiticnal Age Youth (TAY) 9 M
Aduits
{inciuding Qider Adult Units; 18 462
Qider Adulis Fi 162
Families
({Inciuding Single Adutts & TAY) 4 116
Families 4 83

Total 42 934

MHSA Housing Trust Fund: This funding is used to provide supportive services o
DMH clients living in Permanent Supportive Housing {P5SH) throughout LA County.

MHSA HOUSING TRUST FUND PROJECTS

Age Group Number of Projects Number of Units
Transifional Age Youth (TAY} 1 10
Aduits
{Iincluding Oider Adult Units) 10 322
Clder Adults 1 40
Families
{Including Single Adults & TAY} 4 117
Total 16 489

In 2014, 55 DMH chents that were homeless moved into PSH through the Housing
Trust Fund Program.

MHSA Annual Update Fiscal Year 2016-17
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Mental Health Homeless Referral
Contact Phone Numbers

s - Service Planning Areas

st ) e praesers
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L8 - Bou DayMebor G804}

Phones will be answered Monday - Friday, 8:060 am. — 5:00 p.m.
Referrals made outside of those hours will be addressed 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 cument
programing and services being provided at WCRSEC to ensure requisite models of care are in place for women
struggiing with histories of persistent mental iliness 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. ASOCAWCRSEC has begun the process of assessing and
improving the volunteer program (including the role of the Weliness 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 te 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)

2)

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 cngoing 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 freatment 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.

The Community Reintegration Prograrn (CRP) offers an altemnative to incarceration for defendants with
a mental ilness including those with co-occuring substance abuse. The goal of the Comrnunity
Reintegration Program (CRP) and its participating providers is to reintegrate clients inte 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 cnminally involved consumers with a
dual diagnosis. This change wili expand ability to service dually diagnosed individuals at a residential level
of care as an alternative to incarceration.

The Mental Health Court Linkage Prograrn became engaged with and is directly servicing and administering
the San Femando 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 Progrom Expansion

{See dppendix { for g camplete propesal description)

Proposal Status Implementation Date
, . . . Lacation for new services identified. Newly hired
Eﬁ:n?s%:img‘? ag::n;?grfzzg Program staff is currently housed at the Women's June 2016
g 9 Community Reintegration Program.

MHSA Annual Update Fiscal Year 2016-17 38



Community Services and Supports - Adult Work Plans

R SR A TR R I AL SR T B e SR e R R R S SR B ¢ b

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 Adutt 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 | for a complete propoesal description)

Proposal Implementation Date
FCCS Service Expansion in Skid Row October 2015
Increased capacity to outreach, engage and serve Under-Represented Ethnic
Populations (UREP) communities October 2015
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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" Responsesat Termintation
of Services between 12 and 18 Months

N=1,390
7%
10C%
80% .« 6% . .
65%

&% -
40% -
20%
C¥ - :

Arangement Zrpe From Satsfed with AccesstoSrable ACcesmto Receves myovement s Meaningful

Sutabie Abuse Lerng AduR Med.ca Needed Medca!  Lommunity Actvites

t Basel.ng & Termination between 1) 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
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Percent "Yes Responses at 18 Month Update
N=3,901

100% SO - 4%

Arrangement Free From Abuse Satisfied with  Access to Stable Acresstc  Recewesheeded nvoivement in Meaning ful
Suzable L aving Adutt Medica Medal Community Activities

u Basetine @ 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
3500 -
3,128
3000 2864
2586 -
2006 1,527
1,55‘8
1.500 - 8 ¥ of nciuded Baseines
o : S v n of ncuded Updates
545 553
50C - 116 194 109 172 67
106> 443 63
\ - o e Bs
Ly LN & ! LY & LN
& ‘\.\a.@ o‘;:? @O‘ ‘},g& e\'-" c,i“ & ‘\)4\‘\
d?\ “‘4‘\ ‘g_o é‘c\ * .;b'lo & (\bé‘
(..O(S G&‘}o < & & & \ob‘qt

After 18 months of services:
» 42% reduction in the number of clients homeiess
» 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

Foeal Population Targeted: Children ages, 0-15 with serious emotional disturbance (SED) and one or
mare risk factors: 0-5: at high risk of expulsion from pre-school, DCFS invalvement andfor 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 placemerit; experiencing in school: suspension, viclent 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/commuriity setting.

Children’s FSP Program

Unique Clients Served: 2,258

Cost: $ 30,928,200

Average Cost per Client: $ 13,697

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

The Children's Full Service Partnership (FSP)} pregram 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
pltanning 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
viclence 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 mentai health providers to evaluate the
program's effectiveness. Each year CSOC conducts a countywide survey on arn area of interest and collects
success stones to highlight the impact of Child FSP.

For Fiscal Year 2014-2015, CSOC conducted a telephorie survey with parents/caregivers of children ages birth
to five years. The survey participants were randomly sefected from a mix of currently and previcusly enrolled
ciients. CSOC successfully compieted 106 interviews. Respondents reported that participating in Child FSP
heiped parents/caregivers to leam new parenting skilts (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 ail Child FSP providers to make them aware
of parents’ suggestions arid 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 fmy daughter] because she has less
tantrums. | leamed to set limits with her.” Ancther 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 annua! 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 2015-2017.

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 | for o complete prepesal description)

Proposal Impiementation Date
Katie A. - Intensive Care Coordination Services for FSP December 2015
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D:’senroifment*

L’

% Total of 992 disenrollments
% 57% of disenrolled clients met their goals

Pop Lrit, 2%

Interrupted
/,_Detained , 3%

terrupted
Res Inst , 6%

Lost {ontact , 7%

Child Full Service Partnership Disenrollments

il Discont Participation W interrupted Cetained Mnterrupted Resinst M Lost Contact AaMeat Goals m Moved wPop Crit

Sendce Areal Service Area 2 Service Area 3 Senice Area s Service Area S Serice Area 6 Service Area 7 Service Area B
{50} {151} {154} {125) 24 1198} {138} {1486}

*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 [ll for a list of
reasons data does not meet reporting standards.
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* There was a 10% increase in the number of clients homeless post-partnership. Data indicates 39 child FSP
clients (approximately 0.51% of the chiid baselines included) reported being homeless 365 days prior to
partnership and 43 child FSP clients (approximateiy 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 ciients (approximately 2% of the child baseiines included) reported being in juvenile hall 365 days
prior to partnership and 271 child FSP ciients (approximately 4% of the child baselines included) after
partnership was established.
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= 76% reduction in days
homeiess post-
partnership

42% reduction in days
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Wannuaiced Nurbes of Days Post partrership

16% reduction in days In
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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 naturalinformal
supports including relatives and friends participating in a community-based service delivery system. The CFT
persists toward goal attainment unti! the desirable outcomes for the child and family are achieved.

Wraparound also provides access to an array of mental health services including individua! 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,
successfu! schoo! 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 techrical 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
pregrams. 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: Qut 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 popuiations.

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.

Liza 1735

=> 89% reduction in days
homeless post-
s Number of Das Pre partnership

; ¢ s B 05% increase in days
mAnnusiced Numbes of Days Post hospna]ized pgst_
L partnership

56% increase in days in
juvenile hall post-
partnership *
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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.
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Family Support Services: C-02

(lient Contacts: 294

Family Support Services (F33) provide access to mental health services such as individual psychotherapy,
couples/group therapy, psychiatry/medication suppor, crisis intervention, and co-occurring disorders services to
parents, caregivers, and/or other significant support persons of Full Service Partnership’s (FSP) enrolied
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 enrollted 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
enrofied 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 enroliees.

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 Engiish, 29% spoke Spanish and 1% spoke other ianguages.
Parents/caretakers reported that respite services ailowed 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 avaiiability 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 wil! continue to monitor the program and provide feedback
to stakeholders regarding the implementation process. Furthermore, CSOC Administration will provide
technicat 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 Capabie 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)
childfyouth 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 c) 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 Mode!.
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 Appendis { 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 providers had cantracts 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 Mentai 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), & psychiatric hospital or 24
hour mental health treatment facility, or has experienced histher 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 6and 12 Months
N=5,387
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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
N=2,943
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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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For those terminating between 0-6 months of services, IFCCS clients showed a positive change
in the following areas:
¥ 12% increase with their invoivement in the community
¥ 7% increase in their participation in meaningful activities
Percent "Yes" Responsesat 6 Month Update
N=16
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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:
0A-01

Unigque 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 iliness 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 QA 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

* 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.

+ InFY 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,

» Providers continue to complete a 24 Month + Utilization Review form which examines client's current
functioning and achievements through FSP, continuing needs, bamiers 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 Clder Adults.
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Community Services and Supports Program Expansion

{¥ee Appendic Ufora complete proposal deseriplion)
Proposal Impiementation Date
P {Estimated)
Expand the number of slots for the Clder Adult Full Service Partnership 2014
Program

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

* 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.

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

Success Stories

C lient enrolied in the FSP Older Aduit program in November 2009 after spending years being homeless
and in and out of IMDs. She was conserved and needed assistance with most activities of daily living.
Upon enroliment in FSP, client moved into a board and care and started to learn how to live more
independently. She iearned the importance of taking her medications on a reguiar 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 fransportation 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 Weliness 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!

lient is 66 years old and referred to provider's older aduit FSP in 2013 after a 2-year admission at an
‘ 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 dipioma. Young adulthood
brought many challenges as growing up as a flower child in the 60's she was a free spirit who abused alcchol
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 impuisively traveled for adventure and what
she thought was iove with another man. Years of domestic violence and undiagnosed mental illness with her
second husband heightened her addiction to alcohol/drugs and triggered a siow downward spiral of her life;
eventually ending in homelessness around the country, uncontroiled addiction and numerous psychiatric
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hospitalizations for suicidal ideations, parancia 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, paranocia
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 o the FSP program in 2013, FSP staff has worked tirelessly with client to
build trust, rapport and confidence in order to acquire inforration 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 posifive 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 joumey 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 episades 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 mode! 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 marketabitity
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 leaming a foreign language.
Client was also linked with supports that centered on her spirituality, she is abie 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 aiso 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 herseif and is
moving towards her goal of independence.
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Disenrol.'ment*

< Total of 197 disenrollments
< 26% of disenrolled clients met their goals

-

*

Pop Crit, 3%

rrupted Detained |
4%

Older Adult Full Service Partnership Disenroliments

MDeceased @WOscont Partcpation | intemupted Detained  @interruptedResingt  mlostContat WMetGosk wmMowd wPopCm U

Service Areal Sendice Area 2 Sendce Area 3 Senvice Area 4 Service Area s Service Area 6 Senice Area 7 Service Area 8
(26} (25) {34} (24} (15} 1z 23) 27

*Data extracted from the FSP authorization application on February 3, 2016 and represents disenroliments for
Fiscal Year 2014-15. See Appendix Il for an explanation of disenroliment reasons.
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Uutcomes (asof 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.

62% reduction in days
homeless post-partnership

30% reduction in days
hospitalized post-
partnership

wNumber of D ) )
p:: o 11% reduction in the

number of days living

™ annuaized independently
Number of Days L .
Post 39% reduction in days in

11,212 6,806

jail post-partnership

Homeless Hosgtaleatan  independent
Eving

33% reduction in the nurmber of
clients homeless post-
w K umier of Crenty pan‘nefsmp

P
20% reduction in the nurmier of
e clients hospitalized post-
partnership

15% reduction in the nurmber of
cientsin jal post-partnership

7% increase in the number of
clients Iving independently
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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:

¢ Monitors outcome measures utilized in the FSP & FCCS programs.
¢ \lilizes 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 QA 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, aiso 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 heaith
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-psychosacial
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
unservedfunderserved older adults by providing screening, assessment, linkage, medication support, and gero-
psychiatric consultation.

Achievements/Highlights in FY 2014-15

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

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

* 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 cumrent focus an 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

{Sce Appendic ! for o complere proposal descriptron)
Implementation Date
Proposal (Estimated)
Increase the capacity of Older Adult Field Capable Clinical Services 2014
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Outcomes (asof 2/10/16)

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

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

aa%
1%
85%
“'

Arrangement Free From Abuse Satmfed wibh  Accessts Stabe Acessto  RecevesMreded ewovementn  Meanngful
Susabie Lo Adutt fedxcsi Medaa Community Actavtes

0% -

® Baseiine @ 18 Manth Updmte

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

Percent "Yes” Responsesat Termintation
of Services between 12 and 18 Months
ao%

N=355
— 26%. R —— - - e = e
9% 9I% 0%
5% Be% 81%
I | .

arrgngement  Free From Sbuse Satsfed with Adccessto Stabie Accessty  RecewesNeeded voivement n

Meanmghul
Suralie LYRg Adult Meactcal Me dc Lommun:ty Actntes

w Baseing W Termnation betaean 12 3nd 18 montnsof Servge
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 ather 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, Vietnamese,
Korgan and Farsi.

Service Extenders continue to meet on a quarterly basis with the OASOC program head where issues
and concemns 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, genatric 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:

e

Focus Group/Presentation Project: Stigma of Mental Health in Older Adult Members of Under

Represented Ethnic Populatiocns (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 (QACT-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 compieted Public Speaking curriculum te 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 coliaboration

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 evidernce-

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.

e 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 societai gender roles
and crisis corripetence.

¢ IPT Booster Training: Booster Training (8.0 hr} (Advanced Commiunity Training Course) for
participants.

* Hoarding Forum: The primary goal of this training is to provide tools and strategies for the treatrment of
corrtpulsive 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 Aduits 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 curriculurrt.  Additionally we continue with our
suicide prevention trainings of which OASOC is the lead for the other age groups, hoarding forurmn, and OACT-
MD.
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Transitional Age Youth Full Service
Partnership: T-01

Total Unigue Clients Served: 1,893

TAY FSP Program

Unique Clients Served: 1,772

Cost: $ 19,933,844

Average Cost per Client: $ 11,249

Slots Affocated: 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 parinership between menta! 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 mare of the foliowing risks: homeless or at risk of homelessness,; aging out
of child mental health system, child weifare system or juvenile justice system, leaving long term institutional
care; or experiencing 1st psychotic break.

Achievements/Highlights in FY 2014-15

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

+ 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.

= The TAY Division finalized the analysis of the Telephonic Client Satisfaction Survey of TAY FSP clients.
The resutts 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.

s Started implementation of the Service Request Tracking System (SRTS), which allows for the
moritoring/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 F¥Y 2016-17

= Continue to enhance efforts to outreach and engage target populations and communities in effort to connect
them with FSP services as appropriate.

+ Arrange for site visits at designated FSP agencies for providing an oversight of service delivery.

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

Community Services and Supports Program Expansion

{See Appendiz | por a complete propoval description)

Proposal implementation Date
Expand the number of slots for the TAY Full Service Partnership Program | 2014
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D:’senrol!ment*

% Total of 740 disenrollments
% 36% of disenrolled clients met their goals

*

*

Pop Crit, 1% Deceased, 1%

TAY Full Service Partnership Disenroflments

BDecensed @ Discont Participstion 8 bterrupted Detained B interuptedResinst B LostContact @ Met Goals @ Moved WPop Crit & Unknown

Service Arez 1 Servce Area 2 Sendce Area 3 Serdce Aread Sendce Area s Service Area & Sendce Asea 7 Service Area 8
[y @5 [13] [115) [L31] [102) (76) {179y

*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 lll for a list of
reasons data does not meet reporting standards.

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

44% reduction in the
number of clients
N e ot ety hospitalized post-
e partnership

WrUmBe o Cienty 4% increase in the number
Pox of clients i ja1l post-
partnership*

60% reduction ini the
nurmber of chents in
Juvenile hal post-
partnership

1 32% increase m the
MormewLl OIS AMIMGR  nAderendent ] nummber of clients Iving
Lvre independently

* There was a 4% increase in the number of clients incarcerated post-partnership. Data indicates 272 TAY FSP
clients (appreximately 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 post-partnership

29% reduction in days
hosptabzed post-
partnership

38% reduction i days in

jail post-parmership

59% reduchon in days in
juvenile hall post-
partnerstip

25% increase in the

Momelers  Morotauon  ndeppndest nurber of days Imng
Evieg independently

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

78% increase in the
H = number of days spent in
competitive employment
@ s " . .
= T26% increase in the
e m number of days spent in
H o= non-paid employment
%0 = 43% increase in the
B Aver e Humber of number of days spent in
o Db other gainful employment
- 1 "J::;MMM = 388% mcrease in the
100 number of days spent in
supportive employment
* . =% 70% decrease i the
o - ' ' number of days spent in
Compertne  HonPaxt Otrer Spporive  Trvsacnal  Unempioved transitional employment
Empioyment Erpioyment Lanfu rouse  Dergiovnent Emoioyment
{mpioyment {mporment
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34% decrease in the number of
clients spent in competitive
employrment

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

15% decrease in the number of
clients in other gainful

mlumber of Clenes Empioyrnent

Pre
wMumDer o Clents 160% increase in the number of
fox . clients in paid in house
employment

o }
oo

3 : 5 £ X 50% decrease in the number of

la g ﬂ | —@ a clients in suppeottive empioyment

{ompeerye Nen Paa Ciher Ganks  Fadinhouse  Suppcrwe TeansTonas
Empicymers  Empiymert  Empioyment  Empioymert Emplogmers Empioyment

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

TAY Wraparound FSP Program
Unigue Clients Served: 123

Cost: $1,092,626

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

The Wraparcound 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 freatment slots for Wraparound services.

Wraparound provides services that address a child and families identified needs. It is a child and youth-focused,
famity-centered, strengths-based, needs-driven planning process that creates a pian to address a family’s
needs in various life domains that include family, emotional, social, educational, iegal, 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 naturalfinformal 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 overali 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
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 camry out the timely completion of clients’ Qutcome
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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Qutcomes

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

. 73% reduction in days
homeless post-
partnership

81% reduction in days
hospitalized post-

wRumber of partnership

Days Pre

42% reduction in days
Bannusized living independe ntly*
Nume: of
ays Post 90% reduction in days in
juvenile hall post-
partnership

mm:m-zum Wide D rdent
Lwng

* 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

44% reduction in the number of

clients hospitahzed post-
W HNumber of Chents Post par‘tnership

W Mumber of Clents Pre

33% reduction in the number of
clients living independently”

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

80% reduction in the number of
clients in juvenile hall post-
partnership

Home 55 HospRaiization  Independent
Lrving

* 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 pbst—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 yeouth in
unstable living situations. Drop-In Centers provide “low demand, high tolerance” envirenments 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

¢ 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 hesith services, substance

treatment centers, and connected with employment opportunities thru job fairs.

Significant changes for FY 2016-17

¢ Plan to have drop-in centers countywide increasing the number of unigue clients being served

Community Services and Supports Program Expansion
(See Appendix [ for a complete propesul description)

Proposal

Status

Impiementation Date

(Estimated)
The Orientation for evaluators and facilitators was held on
TAY Drop-In Center expansion | 1/14116. 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:

+ 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.

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

Achievements/Highlights in FY 2014-15

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

» 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 amay 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 retuming to the community. The fieid probation officer participates in
these MDTs so that there is a smooth coordinated plan for retum.

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-occuning 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 MDTs, 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 cutcomes, 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 Lipdates
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Transitional Age Youth Field Capable
Clinical Services: T-05

Unigue 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 armray 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 te a great extent in assisting TAY who had graduated from an FSP program and
requires a lower leve! 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 SEl 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

¢ The number of TAY clierts receiving FCCS services will grow significantly.

+ 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.

« 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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Outcames (asof 2/10/16)
Baselines are excluded when data does not meet reporting requirements. See Appendix Ill for a list of reasons

data does not meet reporting standards

Percent "Yes" Responses at Termintation
of Services Between 12 and 18 Months
N=267
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Arrangement Free From Abuse Satsfed withLlaing Accessto Stable  Accessto Madiaa! RecewesNeeded Vo ement in Meaningful
Suitable Adult Medical Commurnity Actwvitaas

= 8aseline B Terminaton between 12 and 18 months of Servae

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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# Baseime @ 1B 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

80C - 557
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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 new 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 sociat 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, Fuli 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 Aduit 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 Mentali Health (DMH) ciients 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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Actiievements/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 Qutpatient 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 [ for a camplate proposal deseription)

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 Califomia Health for March Sth 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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QDutcomes

July 1, 2015 through January 31, 2016

New Admissions at Urgent Care Centers (UCCs) by Age Category
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Note that OVMC has bwo components: The Crisis Stabifiration Unit {7913} and the Outpatient UCC{7591). Data from the C5U are from Sept. 21,2015
through January 31, 2016 only,

New Admissions at UCCs Who Were Homeless upon Admission
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Percent of Those with an Assessment ot o Psychiatric Emergency Room within 30 Days af o UCC Assessment
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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

N= 8,424
Specialized Foster
Community-Based Care
Org
3.44%
PEl Services
6.53%
Urgent Care
Centers \wellness-Client Run
1.58% Ctrs
1.42%
Field Capable Clinical
Services
5.33%
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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 subcommiitee

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 iliness in the Ethiopian community to set a precedent of using cuiturally 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 transiated into two different African languages, Amharic and Swahili.
This project was initiated in 2012 and the final implementation phase is scheduled to be completed by

May 30, 2016.

AAA Community Mentai 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 inciude 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 heaith awareness presentations to the
larger community, as well as provide assistance to community members and help them cope with their
losses and concems 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 iIndian/Aiaska Native Mentai Heaith Conference: The AIAN 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 Weiliness Project: As part of this project, 5
AiI/AN community members (called Community Spirit Healers) were trained to outreach, engage and
educate the AIJAN 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

APi Consumer and Family Member Training and Empioyment Program: AP| consumers and
family members from various APl ethnic communities, service areas and age groups, were trained to
become culturally competent Peer/fFamily 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 heaith 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 Heaith Media Campaign for the Russian and Armmenian 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 calis) 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 Heaith 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 totat of 22 mental
health radio shows aired every Sunday from 2pm — 3pm on a local Farsi speaking radio station, KRIN
670 AM RADIOIRANIAN. This proiect 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 iliness 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 heaith resources. As a next step, the Latino UsCC
subcommittee is in the process of completing the PE! application to place the PPM as a “Promising
Practice” model when conducting mental heaith 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 inciude 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 menta! health issues and community resources. The television and radio commerciais 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 successfuily 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 maies ages 16
and older. Local Black males wiil 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 IndianfAlaska 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 AVAN 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

AP! Family Member Mental Health Outreach, Education and Engagement Program: Linguistically
and culturally appropriate mental health Outreach, Education and Engagement (OEE) events will target
AP! 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 Subcommitiee

Community Mental Health Education Project for the Arabic-speaking Community: Mental heaith
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 availabie
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 Bemardino 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 haf-
hour mental heaith TV talk shows have aired at the Ammenian-Russian Television Network (ARTN-
Shant), every Saturday and Sunday from 3:30 pm — 4 pm. The TV shows included the following mentai
heailth topics: Infroduction to mental health, immigration and acculturation, loss and grief, oider adults,
divorce and its effects on children, builying, depression, and parenting. This project was impiemented
on September 29, 2015 and is expected to be successfully completed on March 6, 2016. ARTN-Shart
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 commumty, 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 (LGBTQI2-§) UsCC
subcommittee

The LGBTQ Survey: The survey aims to gather data pertaining to mental heatth 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 Tralnings for LGBTQ Youth: Four 2-day clinical frainings will be provided to
educate and improve the therapeutic skills of mental heaith clinicians who provide mental health
services to LGBTQ youth. Thus far, two trainings have taken piace 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 ili popuiation. In this capacity its
staff function as the first link in the chain' to ultimately cornect the homeless mentally ill individual to recovery
and mental health wellness services through a coliaborative 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 heaith, 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 il 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 inciuding 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 purpase 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 simuitaneously
part of the delinquency system) and to make recommendations to the juverile 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 muiti-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
maodel). 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 wili now be treated as MDT cases). Psychiatric Social
Workers are required to do the following:
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¢ 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 fites, 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.

s 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

R e SR

that are then presented to the delinquency judicial officer to assist them with disposition.

» 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 proposa! description)

Status Implementation Date
Proposal (Estimated)
Increased capacity to outreach, engage and serve Under-
Represented Ethnic Populations (UREF) communities Implemented October 2015
Los Angeles Leshian Gay Bisexual Transgender Center's
Recognize, Intervene, Support, and Empower Implemented October 2015
{RISE)Project
%Zr': 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
geam Ne_lghborhood and Fath Outreach and request 8 positions, one for each Service | May 2016
oordination
Area,
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Ethnicity by Service Area

Service Service Service Service Service Service
Area Area Area Area Area Area
1 2 3 4 ) ]

Service Area 1
African-American —36%
Hispanic — 27%

White — 25%

Other — 2%

Asian — 1%

Unknown — 9%

Native American - 1%
Pacific Istlander - <0%

Service Area 2
White — 38%

Hispanic — 35%
African-American —11%
Asian — 4%

Other — 3%

Unknown — 8%

Native American - <0%
Pacific Islander - <0%
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Service Area 3
Hispanic — 53%

White — 20%

Asian —12%
African-American —10%
Other 2%

Unknown —-3%

Native American -1%
Pacific fslander -<0%

Service Area 4
Hispanic —41%
African-American —26%
White —18%

Asian —7%

Other —2%

Unknown — 5%

Native American -1%
Pacific Islander -<0%
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Service Area 5
White —42%
African-American —25%
Hispanic - 18%
Unknown — 9%

Other —4%

Asian —2%

Native American - 1%
Pacific Islander- <0%

Service Area 6
African-American — 52%
Hispanic —35%

White — 7%

Unknown — 4%

Other — 1%

Asian — 1%

Native American -0<%
Pacific Islander- 0<%

Service
Area

& White

& Unknown

® Pacific islander
& Other

B Native Am erican
& Hispanic

B Asian

m African American

Service
Area

Service Area 7
Hispanic — 66%

White — 16%
African-American — 8%
Asian - 3%

Native American - 3%
Unknown — 3%

Other — 1%

Pacific Islander- <0%

Service Area 8
African-American — 30%
Hispanic — 31%

White — 23%

Asian — 9%

Unknown — 5%

QOther — 2%

Native American - 0<%
Parifir Islandar- N<%
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100%

80%

80%

7%

50%

40%

30%

20%

10%

Service Service
Area Area
1 2

Service Area 1

English - 88%

Spanish - 8%

Unknown/Not Reported - 3%
Cther - 1%

Service Area 2

English - 65%

Spanish - 17%

Armenian - 3%

Farsi - 2%

Unknown/Not Reported - 5%
Other - 3%

Primary Language by Service Area

Service Service
Area Area
3 4

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%

Ammenian - 1%

MHSA Annual Update Fiscal Year 2016-17

Service Service
Amea Area
6 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
% Other
- Mandarin
® Korean
& Farsi
B English
8 Cantonese
¥ Cambodian

B Armenian

Service
Area
8

Service Area 7

English - 73%

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

Cambodian - 1%

Service Area 8

English - 77%

Spanish - 12%

Cambodian - 3%
Unknown/MNot Reported - 5%
Cther - 1%

Vietnamese - 1%

Korean - 1%

100

& Unknown/not repcrted



The Department's Prevention and Eariy 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 heaith assessment and intervention for those at risk for suicide or violence, a robust set of
stigma and discrimination reduction activities and campaign entitied 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 cutcome 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 technicai
assistance site visits where outcome data, utilization and other measures of fidelity are reviewed with providers.
In addition, the Department's PE| 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 compieted and submitted to the Department’s PE| Evidence-
Based Practice Committee, comprised of representatives of the 4 age groups, the MHSA Implementation and
Outcomes Division, a children’s mental heaith services expert consultant and chaired by the Department's
Chiidren’s Medical Director and the Program Manager lll overseeing PEI Administration. In addition, experts in
the field famiiiar with peer reviewed literature are used to review appiications and inform decisions.

in consultation with practice deveiopers and local stakehoiders, the Department established a general outcome
measure for children and for aduits and a focus of treatment specific measure for practices that treat trauma,
depression, anxiety, situational crises, parenting and famiiy difficuities, conduct or disruptive disorders, emotion
regulation, The general and focus of treatment specific measures are collected at the beginning of a PE!
practice and at the end of the practice. The outcomes for each practice presented in this Annual Update are
from individuais who completed a practice and completed both the beginning and end of treatment measures.

QOutcome measures are seiected through an initial review of measures in use for particular age groups related
to particular foci of treatment. The resuits 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

/ i Native American
1%
Pacific istander
0.17%

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

Primary Language

Asian E
£
2% i ) . 4 .Unknown/not
| | C : reported
x‘a\ ___..Other \ CodETE o g PS%
) 2%
|'LNative American _ Other
i 1% . . 2%
Pacific islander
0.17%
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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 $2646
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 !l'.’:::f:;l Cognitive Behavioral 2,378

Trauma Focused CBT 7244 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 Coliaborative Treatment 849

Child Parent Psychotherapy 2,153 | | Interpersonal Psychotherapy for 581

' Depression

Transitional Age Youth # of Clients Older Adult # of Clients
. Interpersonal Psychotherapy for

Seeking Safety 3,916 Depression 402

Managing and Adapting Practice 2,996 Seeking Safety 370

Individual Cognitive Behavioral
Trauma Focused CBT 1,261 Therapy 348
;['r? ividual Cognitive Behavioral 797 Assertive Community Treatment 260
erapy

interpersonal Psychotherapy for 541 improving Mood-Promoting Access 219

Depression to Collaborative Treatment
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Prevention and Early Intervention Client Counts

Preventionand Early Intervention
Age Group Breakdown®

N=56,228

SpecialPrograms
1%

OlderAdult .
3% 4

* Clients may have received services in morethan 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 frained 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 Progrom:

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 awareriess 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 heaith 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 cortinue 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 af 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 confacts, 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 inciude: 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 VI 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 calis (49%)
were concerning suicidal intent, with the remaining concerns being depression (37%) relationshipfamily 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 Dict Hirsch :
SPC Overall Monthly Report T

TOTAL CALLS T 81,231

TOTAL CHATS 4,898
TOTAL TEXTS 102
GRAND TOTALS 66,231

Monthly Chat, Text, and Cail Volume

6,330 5958 5928

5 5539 . 5,650
5,184 597 5401 544y 5,003 . 5,116 5378

suly Sug Sep Oct Nov Dec fan Feb  March  April May  June
Fiscal Year 14-15
Korean 39_
Spanish 3,744
Vietnamese 21

Spanish Line Monthly Volume

561
169 347
298
v, B7 267 -— zinu l? zfg 223 243
e ot ————
July Aug Sep Oct Nov Dec Jan Feb March Aprii May June
!omqr Fiscal Year 14-15 Prrcentage of State

Los Angeles 28,018 53%
nge 8,047 15%
Riverside 3,008 6%
n Bernadino 3,000 6%
Santa Clara 2,573 5%
entura 1,663 3%

A . B R g R 1 R W § e I o RS e R X B 25 0

MHSA Annual Update Fiscal Year 2016-17 107



Early Intervention Projects and Implementation

Fiscal Year 14-15

48%

Female 22,443
Male 18,047

28%

11% %
n .
African Asian

High Risk Colt]

1% 1% %
mrms
Caucasian/White  Hispamcfiatino Mative American/ Native Hawzian/ Gther
Armerican/Black Alaska Native Other Pacific
Isiander
*Percentages are caleulated out of the total number of callers with reported ethnicity.
I7%
23%
13% 11%
&% 8%
.
_m B - - -
S
5-14 15-29 25-34 3544 45.54* 55657 65-74 75-84 B% and over

"Percentages ans calculated out of the total number of callers with reported age.

*The 45.54 age groun has the highest suicide rate in the LS. (based on 2010 nationd] statrstics reported by AASE

**The suicide rate in th

oup has s

d ih the past 10 years,

Caller Concern Fiscal Year 14-15 Percentage
Suicidal Intent 16,865 49%
|Depression 12,669 37%
Relationship/Family lssues 12,653 37%
|Past Suicidal ideation/Attempt 10,317 30%
Anxiety/Stress 8,988 26%

choose one or More Lategories to fit these issues.

*Counselors listen for the reasons callers contacted the hotline, as well 35 other issues discussed by caifers, and
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Rates of Suicide Risk Factors among Caflers {callers v tify more than one)

Fiscal Year 14-15 Percentage
[History of Psychiatric Diagnosis 14,147 S0%
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 number of cails in which suicide or crisis content was present.

Ill-l...__

Moderate High/Moderate Atternpt in Progress

*percentages are caiculated out of the total number of caliers with reported nsk levels.

IRisk assessment is based on the four core principles of sulcide risk: Suicidal Desire, Suicidal Capability, Suicidal intent,
and Buffers/Connectedness {Joiner et al., 2007}, A calier's risk level is determined by the combination of core
principles present. Fore example, 2 caller who reports having only suicidal desire, as well as buffers, would be rated
as Low Risk. A calier with suicida! desire, capability, and intent present would be rated as High Risk, regardless of the
|presence of buffers.
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Seff-rated Suicidal Intent

Callers are asked to answer the question: “On a scate of 1 to 5, how fikely are you to act upon your suicidal thoughts
and feelings at this time, where 1 represents 'Not tikely' and 5 represents 'Extremely likely'?* Caliers 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

L)
43
- 40 _
. 48— High Rsk (N = 1878}
g 3o 25 —&— Medium Risk (N = 2411}
3g 30
T § — Low Risk {N = 3437}
i3 20
% 2 =0 L5
% -— 12
87 10 h
8.0
Start of Catl Enef of Call
[High or Imminent Risk Refers to catlers who rated their Sulcidal fnitent at 4 or § 3t the beginning of the call.
Medium Risk Refers to callers who rated their Suicidat intent at 3 at the beginning of the call
Levwy Rigk Refers to calters who rated their Suicidal Intent at 1 or 2 at the beginning of the cail,

x pu— v

Emergency Rescue Type Fiscal Year 14-15

Percentage
Third Party Rescue 1,084 46%
Self-Rescue 644 27%
SPC Initiated Rescue - Voluntary 249 10%
SPC Initiated Rescue - Involuntary 138 6%
Mandated Report 257
Self-Rescue Caller decides to go to the ER/call 911/call PMRY on his/her own (or with help from a third party).
Third Party Rescue Only applies ta thire party calls: the cafler will get person at risk emergency help {911/PMRT/ER).
SPC frutiated Rescue SPC calls 311 or PMRT on caller's behaif; could be either valuntary or involuntary,
Mandated Repost tncludes suspected child abuse, suspected elder/depentent aduit abuse, Tarasoff.
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Iease note: There have been changes to our iCarol system and these num
estimate since training is still underway on the additional follow up fields.

Total YTD Contacted Linked
short-Term 223 94 40
Standard 1,743 867 369

Extended 124 59 42
Srand 2,090 451

Short-Term Follow-Up: Offered to callers at imminent risk who do not meet criteria for emergency
rescue. The folow-up calt or calls are made within 24 hours after the initial call.

Standard -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.

Various outreach events were conducted in LA and Orange County. Types of outreach events
linclude 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}, Aduits, 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 toaols,
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 Courty 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 roif out AMSR frainings 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 coliaborated 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

Demogrophics
Ethnicity Gender
W Afrecan
Amer Tan
= Asian American
. wfemake
% Caucasian
mMale
= Latno/Hispanic & Other
& Other
|
Highest Grade Completed
50.00% | ..
45000 -
35.00% 47
3000% -+
25.00% -+
20.00%
1500% -+
1000% + ™ Highest Grade Compieted
5.00% -
0.00% -+
\"é |
|
i

S L ey e g L TN P A . ca S s e e s £ e s B

MHSA Annual Update Fiscal Year 2016-17 113



Early Intervention Projects and Implementation

Pre gnd Post Differences

Measured Changes in Knowledge, Attitudes,
and Behaviors around Suicide

50

40 -
30 -

# Pre/Post

20

10 -
0

Avg. Pre Score Avg. Post Score

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 tum 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 Menta! Health initiative Program focuses on school menta! 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 prevert violence in schools and create a safe leaming
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 schoo! 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 too!s; educating and supporting mental heatth providers; corinecting and linking
resources to schools, families, and community agencies; and client and family education and empowermert.

EBP/PP/CDEs Implemented:

Family-focused Strategies to Reduce Mental Health Stigma and Discrimination

The Los Angeles County Alliance for the Mentally Itl 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 fraining 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 commuriity members. These
countywide events provided educational presentations to the faith community and PE} UREP
poputations. 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 inciusion
of peopie with mental health chailenges. 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:

* It 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
chitdren.

» 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
heaith 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.

» 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-cnisis situations.

* 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 majonty 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. Occasionaily, 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,
fibraries, or civic organizations. The current menu of presentations includes "Depression and
Anxiety," "Good Sleep,” “Heaith, Weliness 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:

+ Additional workshop topic, e.g. Loneliness and its Effect on Older Adults
+ 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:

« 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.

+ Consulted with DMH staff to the Department's under-represented ethnic populations
committees on praduction 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.

+ 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.

s 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 (Chiidren, Transitional Age Youth, Adult, and Older Adult)
used a slightly modified version of a general survey that was constructed to assess these changes. Piease
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 iliness, 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 referralflinkage to a mental health
professional. Participants are also provided information about local mental health resources that include
treatment, self-help and other important sociai supports.

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

»  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.

» 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).

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

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

Child Surveys = 393

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

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

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

» 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

» 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

* 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 possibie chiidren and youth who have risk factors for
mentai illness; and (3) provide on-site services to address non-academic problems that impede successful
school progress. These programs provide cutreach and education; promote mental wellness through universal
and selective prevention strategies; foster a positive schoo! 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 Altemative 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 Qur Families

. Incredible Years

. Managing and Adapting Practice”

. Mindful Parenting™

. Promoting Altemative Thinking Strategies*
. Nurse-Family Partnership

. Nurturing Parenting Program

. Triple P Positive Pareriting Program

*Program was added to the PE! Plan after 2009
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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
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Trauma Recovery Services: PEl-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 fraining 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 Cuality 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
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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
emotiona! 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) buiids 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 iliness. 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. Interpersonail Psychotherapy for Depression

5. Muitidimensional

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 heaith sites.

EBP/PP/CDEs Implemented:

. Aggression Replacement Training

. Cognitive Behavioral Intervention for Trauma in Schoal

. 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

WO~ AWN

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 aduits, 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 PE] 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/bisexualfransgender/ 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 weliness 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/CDFEs Implemented: American Indian Life Skills
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actices Implemented
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PROGRAM NAME

DESCRIPTION

AGE GROUPS
SERVED (AGE

FREVENTION
AND/OR FARLY

PEF
PROJECT(S]

LIMITS} INTERVENTION
ART is a multimodal psycho-educational intervention
designed to alter the behavior of chronically aggressive
adolescents and young children. !ts goal is to improve social Children
Aggression skills, anger control, and moral reasoning. T_he program {ages 5-12) —
Repiacement incorporates three specific interventions: skill-streaming, Skill streaming Only Prevention & PE-1
1 Training anger control training, and training in moral reasoning. Skill- Children Early intervention PEi-6
(ART) streaming teaches pro-social skiils. in anger controi training, {ages 12-15} PES-7
youths are taught how to respond to their hassies. 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 reiationships between
children and parents/ caregivers in famiiies involved in
. physical forcefcoercion and chronic conflict/hostility. This
f::tE;nr:i?i:zs_ practice emphasizes training in both intrapersonal and Children
Cognitive interpersonal skiils design_ed to enhance self-conitrol, (ages 4-15) _
2 Behaviorai strengthen positive parenting practices, improve family TAY Early Intervention PEi-5
Therapy cohgsion_fcommumcaﬂon, enharice child coping skiils and (ages 16-17)
(AF-CBT) social skills, and prevent further instances of coercion and
aggression. Primary technigues inciude affect regulation,
behavior management, social skiils training, cognitive
restructuring, problem soiving, and communication.
AILSP is designed to build life skiils and increase suicide
prevention skills for American Indian high school students. It
American is designed to promote seif-esteem, identify emgtions and Children
indian Life stress, increase communication and problem solving skills, (ages 14-15)
3 Skiils and recognize and eliminate seff-destructive behavior g TAY Prevention PEi-10
Program (including substance use). AILSP provides American Indian (ages 16-18)
(AILSP) children and TAY information on suicide and suicide g
intervention training and helps them set personal and
community goals.
BSFT is a short-term, problem-oriented, family-based
intervention designed for chiidren and adolescents who are
Brief dispiaying 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 intervertian PEI-3
Therapy that are presumed to be directiy related to the child’s (ages 16-18) ¥
({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 taifored 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 negiect. The core components include (ages 5-11) Prevention & PEi2
(CFOF) emergency assistance/concrete services; home-based Earty Intervention PEL3
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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Center for The focus of this CAPPS PEI Demanstration Pilot will be to
the conduct outreach and engagement specifically to those
Assessment youth who are experiencing tl'!eir ﬁrst—brqak paychot_;is and )
and early onset of serious (r!ental illnesses with psychotic Prevention &
6 Prevention of features. In order to mitigate mental heaith challenges and TAY Early Intervention PEN-6
Prodromal reduce the progression of these challenges into mental
States health diagnoses, this project will also engage families and
(CAPPS) significant athers of the youth as well as the youth
themselves in PE! services.
CPP is a psychotherapy model that integrates
psychodynamic, attachment, trauma, cognitive-behavioral,
and social-leaming theories into a dyadic treatment
Chiid-Parent | approach. CPP is designed to restore the child-parent Young Children PEL3
7 Psychothera | relationship and the child's mental health and developmental 9 06 Early intervention PE}4
py (CPP} progression that have been damaged by the experience of tages 0-6)
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 fraumatic events and
Cognitive are experiencing difficulty related to symptoms of
Behaviorai 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 Trauma in | are delivered within the school setting by clinical staff as g TAY intervention PEI-7
Schooi 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-temn intervention designed to provide
immediate crisis intervention, address identified case
Crisis management needs, and assure hard linkage to ongoing Chitdren
Criented services. The primary objective is {o assist individuals in TAY PEI4
g 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 ¢an utilize to help restore them to their previous
level of functioning prior to the crisis event.
DTQI is a comprehensive approach o managing depression
that utilizes quality improvement processes to guide the
Depression therapeutic services to adolescents and young adults. The
Treatment psychoeducation component helps individuals leam about Children _
10 Quality major depression and ways to decrease the likelihood of TAY Prevention & Early PEI4
Improvement becoming depn_assed in the future. The psychotherapy Adutts Intervention
(DTal) component assists individuals who are currently depressed Older Adults
to gain understanding of factors that have contributed to the
onset and maintenance of their depression and leam ways
{o treat their disorder.
DBT serves individuals who have or may be at risk for
symptems related to emational dysregulation, which can
result in the subsequent adoption of impulsive and
Diaiecticai problematic behaviors, including suicidal ideation. DBT Children
1 Behavior incorporates a wide variety of treatment strategies including (ages 12-15) Early Intervention PEI-5
Therapy chain analysis, validation, dialectical strategies, TAY PE!-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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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
2417 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
Eariy Start and information telephone counseling, consultation and
i education to schools regarding suicide risk factors among Children
13 Pr:: l:ﬁ:jd:n _ | teens. It also provides education and support services in the TAY Pr " ES-1
Latina Youth community about warning signs and risk factors for suicide Adults evention ;
Program among youth. The program has expanded to include male Older Aduits
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
Suicide dedicated to provide critical online information and materials
Prevention = | o suicide prevention, intervention, and gostvention for
Web-based school pgrs_onngl, parents, and students in all 80 K-12 Children
14 Training for school districts in Los Angeles Gounty. Launched in January TAY Prevention ES-1
School 2011, the website has been widely pubgiqized throughout the Adults
Personnel on County, State (through the Office of Suicide Prevention), Oider Adults
d at national conferences and meetings of various suicide
Suicide ancat n s ang meelings
Prevention prevgntlon networkslo_rgamzatlons (_rn_cludmg a recet_1t
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
Suicid and substance abuse services. The Tearn offers education, I
uicide : . . - Children
Prevention — |dent|_ﬁes appropna_te toqls, such as evidence-based TAY _
15 Partners in practices, and provides linkage and referrals to age- Adults Prevention ES-1
Suicide (PSP) appropriate services. PSP team members participate in Older Aduits
Team suicide prevention events including countywide educational
trainings, suicide prevention community events, and
collaboration with various agencies and partners.
The START program deveioped 21 teams composed of a
Early Start law enforcement officer and a DMH clinician who partner
School Mentai | with educational institutions (K-12 through higher education) Children
Health - school-based rnental 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 critena for the
(START) START program.
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Earily Start
$chool Mental
Health - The School Mental Health PEI Demonstration Pilot
17 Service Area 8 | (SMHPEI Demonstration Pilot) will provide school-based Children Prevention ES-2
School Mental | mental health outreach and education, on-site school crisis TAY
Heaith intervention, a peer support network, and early screaning.
Demonstration
Program
Early Start
pogmaand | 1e Los Angeles Gounty Alliance for the Mentally Il is
- implementing “Family-focused Strategies to Reduce Mental
Family- He:lth Stigt;;"na and Discrisminr:-:tionf folr gon::meatr_s' fambi:)ilens Adults
and parents/caregivers. Services include education a u .
18 s::;:?::m mental iliness, treatment, medication, and rehabiltation, as Older Adults Prevention ES-3
Reduce Mental well as teaching commqmcatton and coping s:knlls. The
Health Stigma program includes a family support bureau training program,
and parental support services, and consultative services.
Discrimination
Early Start The project provides education to parents and the
Stigma and community through two distinct curricuta, 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 ernpathic to children. A 12-week Oider Adults Prevention ES-3
Stigma and curriculum, developed by United Advocates for Children and
Discrimination | Farnilies on childhood mental illnesses which inciudes topics
Reduction such as grief and loss, and navigating the multipie systems,
Project e.g. mental health, juvenile justice, and DCFS.
The Oider Adult Ant-Stigma and Discrimination Team (OA
Early Start ASD) outreaches to residents through countywide
Stigma and educational presentations, community events, and
Discrimination | ocilaboration with various agencies. OA ASD increases
20 - awareness on mental well-being for older edults throughout Older Adults Prevention ES-3
Oider Adults | Los Angeles County, particularly among underserved and
Mental underrepresented communities. Presentations are avaiiable
Weliness 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 todth: stigma a mgntallj0 iilness has traditionally TAY
Discrimination | camied, and change their minds about how they support and .
21 - view others with a diagnosis of mental iliness. “Profiles of ol d‘:?ﬁum Prevention ES-3
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 tocal television stations alorng with the PSAs.
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LIMITS) INTERVENTION TR
Six high-profile personalities, experienced and passionate
advocates in promoting hope, wellness and recovery,
Early Start donated their time and talent to create 10-15 minute arti-
Stigma and ;stilgma and discrimilnation vldeLc‘):! thaLgre aire: on ivelrif‘)}rs TAY
SR elevision stations, including: ina boxing champion Mia .
22 Dlscrlnlinatlon St. John; CSi-Las Vegas actor and musician Robert David OIdAdl“:Ls It Prevention ES-3
Videos Hall; actress and author Mariette Hartley; psychiatrist in er Adults
recovery Clayton Chau, M.D,, Ph.D; Veteran General
Hospital actor Maurice Bemard; and US Vets CEQ Steve
Peck, M.S.W.
Family resiliency training for Military families, couples, and
children who experience difficulties with multiple
Families Over deployments, injuries, PTSD, and com.bat operational
Coming Under issues. FOCUS believes that poor communication skills and Children Prevention &Ear
23 Stress combat operational stress leads to distortions in thinking TAY intervention ¥ ES-3
(FOCUS) and family detachment. Treatment is delivered to couples Adults
and/or the family as a whole by building upon existing
strengths and positive coping strategies as well as
increasing communication and decreasing stress.
FFT is a family-based, short-term prevention and
intervention program for acting-out youth. it focuses on risk
Functional and protective factors that impact the adolescent, Chiidren
24 Family specifically intrafamilial and extrafamilial factors, and how (ages 11-15) Early Intervention PEi-4
Therapy (FFT) they present and influence the therapeutic process. Major TAY PEI-&
goals are to improve family communication and (ages16-18)
supportiveness while decteasing intense negativity these
families experience.
Group CBT focuses on changing an individuals thoughts
Group (cognitive pattems) in order to change his or her behavior and
Cognitive emotional state. Trgatment is provided_ in_a group format and PEI-3
Behavioral assumes maladaptive, or faulty, thinking pattems cause TAY . PEl-4
28 Therapy for malada_ptrve _behawors anq negauve. emptzons. The group {ages 18-25) Prevention &Eany PEI-6
Major format.:s pamculady helpful in challepglng qlstoﬂed perceptions Adults Intervention PEI7
and bringing thoughts more in-line with reality. Cultural tailoring Oider Adults
Depression | t eatment and case management shows increased PEI-8
(Group CBT) | effectiveness for fow-income Latino and African-American
adults.
1Y is based on developmentai 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 -
Incredible involvement in a child's aclivities to reduce delinguent Young Cgllgren p tion &Earl PEi-2
26 Years behavior. Child training curriculum strengthens children's (%%?;r;n) miﬁgr\lfoe';tiona y PEI-3
(Y} social/lemational competencies. Teacher training (ages 6-12) PEI-5
intervention focuses on teachers' classroom management 9
strategies, promoting pro-sociai behaviors and school
readiness.
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CBT is intended as an early intervention for individuals who
either have or may be at risk for symptoms related o 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 &Eari PEi-4
27 Behavioral incorporates a wide variety of treatment strategies including Older Adults \ntervention Y PEI-5
Therapy psychoeducation, skilis acquisition, contingency Directly Operated PEi-6
{ind. CBT) management, Socratic questioning, behavioral activation, Clinics only PEI-7
exposure, cognitve  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
Interpersonai | 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 Prﬁ"ﬂ?gg’emia”y ﬁg:g
Depression | functioning, relationships, and social support. Therapy Adults
(IPT) focuses on one or more interpersonat 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 curriculurn implemented with parenting
Intervention | classes/support groups, youth mental health groups, and
Family mutti-famity groups for parents with children at risk of or Children !
29 | Enrichment | involved with the juvenile justice system. The program was (ages 10-18) Early Intervention PEL7
Program designed for low-income Latino families with monolingual
(LIFE) (Spanish) parents of children at high-risk of delinguency
and/or school failure.
MPAP is a group-hased 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
ap Parenting a parents experience. MPAP begins by recognizing the TAY Prevention PEL-3
Pieasure importance of parents as individuals, and builds on family Adults PEI6
{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 parentichildffamily 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 current scientific information and by providing user-friendly .
and monitoring tools and clinical protocols. Using an online Yougrg‘ilﬁp::ren Prevention &Eari :E::;
kY| Adapting database, the system can suggest format evidence-based TAY intervention Y PEL3
Practice programs or can provide detailed recommendations about (ages 16-21) PEI-4
{MAP) discrete components of evidence-based treatments relevant g
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.
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32

Mentai Health
First Aid
{MHFA)

MHFA is a public education program that helps the public
identify, understand, and respond to signs of mental
ilinesses and substance use disorders. An interactive 8-hour
course, MHFA presents an overview of mental iilness and
substance use disorders and introduces participants to risk
factors and waming signs of mentai health problems, buiids
understanding of their impact, and overviews common
treatments. Participants leam a 5-step action plan
encompassing the skills, resources and knowtedge to heip
an individual in crisis connect with appropriate professionai,
peer, social, and self-help care.

TAY
Adults
Oider Adults

Prevention

PEi-2
PEI-&

33

Mental Heaith
Integration
Program {MHiP)
formerly known
as IMPACT

MHIP delivers specialty mental heaith services to Tier 2 PE!
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 coliaboration 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

PE$-5
PEi-8

Mindful
Parenting
Groups
{MF)

MP is a 12-week parenting program for parents and
caregivers of infart, toddler and prescheoi children at risk
for mental health problems and disrupted adoptions.
Parents/caregivers and chiidren are grouped in tight
developmental cohorts with no more than 4-5 months
difference in age for the children.

Young Children
(ages 0-3)

Early Intervention

PEI-3

35

Muitidimensionai
Family Therapy
{MDFT)

MDFT is a family-based treatment and substance-abuse
prevention program to heip adolescents to reduce or
eliminate substance abuse and hehavior/conduct probiems,
and improve overall family functioning through muttiple
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-sacial influences such as schools, peer
groups, and recreational and religious institutions.

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

Early intervention

PE!-1
PE!-6
PEIi-7

36

Multisystemic
Therapy
(MsST)

MST targets youth with criminai behavior, substance abuse
and emotionai disturbance, as weil 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

MHSA Annual Update Fiscal Year 2016-17

130




PEI Practices Implemented

AGE GROUPS PREVENTION PEI
PROGRAM NAME DESCRIPTION SERVED (AGE AND/OR EARLY Pi%DfEC'I‘[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 | 60-30 minute visits with pregnant mothers early in their . ! PEI-2
37 | Partnership | pregnancy (about 16 weeks gestation). Registered nurses Young Chidren | Prevention tearly PEI-9
(NFP) visit weekly for the first month after enroliment and then (ages 0-2) ntervention
every other week until the baby is bom, Visits may continue
until the baby is two years oid. Provided in conjunction with
the L.A. County Department of Public Health.
OBPP is designed to promote the reduction and prevention
Olweus of builying behavior and victimization problems for children.
The program is based on an ecological model, intervening
38 P?;::'Vizg with a child’s environment on many leveis: the individual Children Prevention PEI-1
Pm:':am" children who are bullying and being bullied, the families, the (ages 6-15) reventio g
{OBPP) teachers, and students \!nth the classroom, the school as a
whole, and the community. School staff has the primary
responsibility for introducing and impiementing the program.
PCIT provides highiy specified, step-by-step, live-coaching
sessions with both the parent/caregiver and the child.
Parent-Child | Parents ieam skills through didactic sessions to help Youn
30 Interaction manage behavioral problems in their chiidren. Using a Child rgn Prevention &Early PEI-3
Therapy transmitter and receiver system, the parent/caregiver is (ages 2-7) Intervention PEI4
(PCIT) coached in specific skills as he or she interacts in specific 9
play with the child. The emphasis is on changing negative
parent/caregiver-child pattems.
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 adaptedtoa
Problem wide range of problems and popuiations. PST is intended
Solving for those clients who are experiencing short-term chalienges . PEi-8
40 Therapy | that may be temporarily impacting their ability to function Oider 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 pieasant events to reduce Qlder Adults intervention Y PEI-9
Lives for depression in physically impaired and socially isolated oider e
Seniors aduits.
(PEARLS)
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Prolonged PE-PTSD is an early intervention, cognitive behavioral TAY
Exposure — treatment for individuals experiencing symptoms indicative 18-25 PE!-4
Post of early signs of mentai health complications due to (ag:z lt- J PEL7
42 Traumatic experiencing one or more traumatic events. Individual Old r:tdsults Early Intervention PEI-Q
Stress therapy is designed to help clients process traumatic events Di rectle Operated )
Disorder and reduce their PTSD symptoms as well as depression, CIin{::s %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 p ntion &Eari
43 Thinking friendships, and interpersonal problem-solving skills while ! ;"12 ’ﬁ‘ﬁe on h arly PEI-1
Strategies reducing aggression and other behavior problems. Skills (ages 5-12) rvention
(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
. instruction, discussions and exercises to involve parents in .
';:f:::i': topics such as temperament, responding to children’s YO;" a’;%gg'_lg;e n PEL-3
44 Progra distress, separation, play, discipline, and anger as they Children Early Intervention
(RPP) relate to issues in their own families. The workshops help (ages 6-12)
parents /caregivers enhance their reflective functioning and
build strong, healthy bonds with their children.
8§85 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 13-19) PE-4
45 Safety coping skills while utilizing a self-empowerment approach. TAY Early Intervention PEI-&
(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.
§F is a family-skills training intervention designed to
enhance school success and reduce substance use and
aggrﬁtssion an(':longt yo;th. Shessio;n? providfi instruction for Children
parents on understanding the risk factors for substance use, .
46 mﬂ;:eg:? enhancing parent-child bonding, monitoring compliance with (aggrsAi-w) Pm:’:tztrf: nfi‘oia”y PE!-1
parental guidelines, and imposing appropriate (ages 16-18)
consequences, managing anger and family conflict, and g
fostering positive child involvement in family tasks. Children
receive instruction on resisting peer influences.
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An early intervention for children who may be at risk for
symptoms of depression and psychological trauma,
Trauma subsequent to any number of traumatic experiences, PEI-4
Focused particularty those individuais who are not currently receiving Young Chitdren PEI-6
Cognitive mental health services. Services are specialized mental Children PEI-7
47 Behavioral health services delivered by clinical staff, as part of multi- TAY Early Intervention PEI-S
Therapy {TF- disciplinary treatment teams. Program is intended to reduce (ages16-18)
CBT) symptoms of depression and psychological trauma, which
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.
Fo:ur::dm::BT This practice for Native American child tral.!ma victims. ig
(TF-CBT): based on TF-CBT. Treatment goals are to improve spiritual,
48 “Honorlné mental, physical, emotional, and relational well-being. Children Early intervention PEI-10
Children Traditional aspects of healing with American Indians and
Mending ﬂ'| a Alaskan natives from their world view are included.
Circle”
Triple P is intended for the prevention and early intervention
of social, emotional and behavicral problems in childhood,
Tripie P the prevention of child maltreatment, and the strengthening Young Children
Positive of parenting and parental confidence. Levels Two and (ages 0-5) PEI-2
49 Parenting Three, which focus on preventive mental health activities, Children Prevention& Early PEL-3
Program are being implemented through community-based (ages 6-15) Intervention PEL5
(Tripie P arganizations. Levels Four and Five, which are early 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
Modei {UCLA | to families, including older children, for up to one year (e.g., Children ¥
TT™) monthly support sessions, edoption-specific counseling, {ages 6-12)
home visiting if child is less than age 3, interdisciplinary
educational and pediatric consultation).
Miiitary veterans engage veterans and their families in order
to identify and fink them to support and servicas tailored to
the parficular cultural, ethnic, age and gender identity of
those seeking assistance. Navigators aiso engage in joint
Veterans planning efforts with community partners, including veterans TAY
51 System groups, veterans administration, community-based Adults Prevention PEI4
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, cuitural and geographic backgrounds.
Age group is parents of children (ages 0-8 years).

s Outreach and Education Pilot (OEP) for Underserved Popuiations 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 weli 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 occuming. Serves all ages.

» Outreach and Education Piiot (OEP) for Transition Age Youth (TAY) (ages 16-25): at-risk of or invoived
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 inciude 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.

+ 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 deveiopmental
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 matenials
(self-help book and a self-directed online appiication), 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 (muliple session
services).
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PE! Prevention Programs

Cost

The average cost per ciient 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.

B T AR, e x - s e

Community-Based Organizations Funded for Fiscal Year 2014-15

The agencies listed in the chart beiow were funded in FY 2014-15 and based on their perfomance and

available one-time monies, were funded for an additionai year.

Supervisorial
District Name Prevention Program
JI= 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 QEP - Underserved Popuiations
3. East Los Angeles Women's Center QEP - Underserved Populations
1 4. EiRancho Unified School District Make Parenting a Pleasure
5. Human Services Association Triple P
6. Little Tokyo Service Center Community Development Corp. Make Parenting a Pieasure
7. St. Bamabas 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 Pieasure
11, Crawford Ministries, inc. Make Parenting a Pleasure
12. Helping Other People Excel QEP - TAY
13. His Sheltering Arms Make Parenting a Pleasure
14. Jeffrey Foundation Make Parenting a Pieasure
2 15. Korean American Family Service Center, Inc. Triple P
16. Lennox School District Make Parenting a Pieasure
17. Office of Samoan Affairs, Inc. QEP - Underserved Populations
18. Pathways LA Triple P
19. United Job Creation QEP -TAY
20. Westside Children’s Center Make Parenting a Pleasure
21. World Mission University OEP Underserved Populations
22. Codlition 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. Chiidren and Families, Inc. Make Parenting a Pleasure
28. Refiners Fire Fellowship United Church of Christ OEP — Underserved Populations
29. Paving the Way Foundation QEP - TAY
5 30.. Rancho San Antonio Boys Home, Inc. OEP - TAY
31.. YWCA San Gabriei Valley OEP - Underserved Populations

S S © e e e
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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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PEl Qutcomes

P o
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PElI Qutcomes

Dudcomes, Startny hiy 2012 through lune 30, 2015
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PEI Qutcomes
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PE]I Outcomes

Outcomes, Startmg Juty 2015 through June 30, 2015
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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 freatment, 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 PEl and use of the PElI OMA web-based application in the form of in-person fraining as well as webinars and
written guides. For more information on PEl outcome wuser support, use the following link
www.dmhoma.pbworks.com.

LACDMH's MHSA Implementation and Qutcomes Division have developed opportunities for providers to utilize
outcome data to enhance their services and to better understand PE! outcome reports.
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Innovation
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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
http:/file lacounty.govidmhicms1 226026 pdf . 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.

o 3 successful IMHT providers continued through the development of a specialized FSP program.

» 14 successful ICM and ISM providers continued through the development of a new work plan entitied

Integrated Care Program.

The leaming 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 altemative ar 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 iliness.

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:
http:/ffile lacounty.govidmh/cms1 239874 pdf

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 usefabuse 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 enroliment, 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 Heatthy 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-annualty.

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 liiness Management and Recovery
(IMR) Scaie as well as the Milestones of Recovery Scale (MORS) quarterly to assess guest mentai 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 iHOMS 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 resuited in statistical analysis at the p<.10.

Peer Run Respite Care Hames (PRRCH)

Clients Served 310 296
White: 44% White: 28%
African American: 30% African Amencan: 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_bss:ale Average Score 2.76 292
at admission
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The following are the feedback survey outcomes for each provider:

Project Return PRRCH Guest Feedback Survey

Agree/Strongly
Neutral
Agree

- ) like coming to this program.

Baseline Assessment (N=173 Guests) 0.0% 23% 97.7%
#f | 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 | telt it was necessary.

Baseline Assessment (N=172 Guests) 12% 3.5% 95.3%
t feel safe when 1 am at this program. .

Baseline Assessment {N=171 Guests) 1.2% 2.3% 96.5%
As a resuft of this program 1 feel empowered to make positive changes in my iife, .

Baseline Assessmemnt (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 astural needs {race, religion, language. etc.}.

Baseline Assessment {N=170 Guests) 1.2% 53% 93.5%
My meatal haalth, physical health, and substance use concems are addressed.

Baseline Assessment (N=170 Guests) 0.6% 8.8% 80.6%
My beliefs about health and well-being were respectécf inthis program,

Baseline Assessment (N=171 Guests) 0.0% 5.3% 94.7%
§ have found referrals 1o resources that assisted me andfor my family, I

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

Baseline Assessment {(N=172 Guests) 1.7% 7.0% 913%

Baseline Assessment {N=172 Guests) 0.6% 12.2% 87.2%

Baseline Assessment (N=170 Guests) 2.5% 27.6% 69.4%
After coming 1o this program, | am better able to work towards my fife goals

Baseline Assessment {N=169 Guests) 12% 10.7% 88.2%

Baseline Assessment {N=171 Guests) 1.2% 3.8% 50.1%

1 participate in activities with others in the community of my cholce.
Baseline Assessment (N=171 Guests) 2.3% 11.1% 86.5%
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SHARE! PRRCH Guest Feedback Survey

Disagree/Strongly Neutral Agree/strongly
Disagree Agree
g Yo this : s

Baselme Assessment (N 192 Guests) 1.6% 2.1% 96.4%
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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 leaming these skills, guests leamed 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 heatth 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 leam 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 hopefu! and showed improvement in
their mental, social and spiritual well-being when there was an ability to leam 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 retumed 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.

Cutreach 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)

Clients Served 168 364

White: 35% White: 25%
African American: 31% African American: 35%
Latino: 13% Latino: 16%

Ethnicity American Indian: 1% American Indian: 2%
APIL: 4% APl: 6%
Other/mixed: 5% Other/mixed: 13%
Not reported: 11% Not reported: 3%

IMR Subscale Average Score

at admission 2.78 298
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» 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.

¢ 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.

* 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.

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

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

Lessons leamed based on provider feedback:

» OQutreach 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.

» 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.

¢ 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:

s 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

s 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.

Guests reported long lasting relationships with other guests once leaving the respite house.
After leaving the respite house guests reported that they were able to make decisions on their own
regarding their recovery and weliness.

The following are the feedback survey outcomes from Project Retum and Share! PRISM Programs:
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Project Return PRISM Guest Feedback Survey

Disagree/Strongly Agree/Strongly
Disagree Agree

| like coming to this program.
Six Month Assessment (N=12 People) 0.0% 33.3% 66.7%
if I had other choices, | would stili come to this program, '

Baseline Assessment (N=12 Peopie) 8.3% 25.0% 66.7%
Peopie 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%

I 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 empowered 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%
This program respects my cultural needs {race, religion, language, etc.).

Six Month Assessment (N=12 People) 0.0% 8.3% 91.7%

Six Month Assessment (N=12 People) 0.0% 8.3% 91.7%
My beliefs about health and well-being were respected in this program.

Six Month Assessment (N=12 People) 0.0% 8.3% 91.7%

Six Month Assessment (N=12 People) 0.0% 9.1% 90.9%
1 participated in the decision making about my recovery and wellness.

Six Month Assessment (N=12 People) 0.0% 0.0% 100.0%
As a result of this program, | deal more effectively with daily problems.

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

[1€ [R}

Six Month Assessment (N=12 People) 8.3% 41.7% 50.0%

Six Month Assessment (N=12 People) 0.0% 33.3% 66.7%

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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SHARE! PRISM Guest Feedback Survey

Disagree/Strongl reefStrongl
gree/ gly Neutral Agreef gly
Disagree Agree

Twelve Month Assessment (N=68) 4.5% 25.8% 69.7%
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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 Waorkforce 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 tranisformation of mental health services to a strength based
approach that is inclusive of recovery, resilience and weliness. 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 concem and the needs far outweigh the
positions available. In particutar, 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 stafftrained through the Recover 6 201 staff members participated in

Oriented Practice (formerly known

us Public Mental Health Warkforce
fmmersion]

During FY 2014-15, 75 individuai 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. Pricrity 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 grder to further
their careers in the public mental

health system
All 135 participants in this program are currently
employed in the public mental health systemn.

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 unigue number as some individuals participated in more
tharn 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
kecovery Oriented Supervision
Training

These supervisors are currently employed in the
mental health system and are trained to
effectively implement recovery oriented
supervision.

Licensure Fxamination

Preparation

During FY 2014-15, 253 MSWs, MFT Interns,
and Psychologists were registered in the
Licensure Examination Preparation Program.
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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 alse 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 3B 1%
MSW - Partli 42 2 4 z 4
WMFT - Part | g5 % 3 b4 3
MFT - Pat § 42 il 24 2 2
Psych - Part| 15 8 6 B 1
Psych - Parti 6 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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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 Oniented Supervision Training and Consultation Program (ROSTCP} is to increase
the capacity of the public mental health system to deliver best practice recovery-oriented mental heaith
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 ali 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. B820% 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 Terminctogy Part Il (7 hours) 30
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7 - Training for Community Partners

Faith Based Roundtable Project

This project continues te bring together clergy and mental health staff to address the mental heaith 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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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 orierited 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 bamniers 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 9%
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
ITOTALS 7 216 3,525
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12 - Mental Health Career Advisors

In the effort to meet the warkforce 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 Las Angeles, thru one cantractor, is working on promoting mental health careers ta a high school
and the junior high school from where the student body originates. These outreach efforts are cumrently
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 ta 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 coillege and graduate schoaol
facuity 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 leam 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 empioyed 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 principies; 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 thresholid 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 Vailey Mental Health Center
West Vailey Mental Health Center
Northeast Mental Heaith 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 Mentat Health Workforce Financial Incentive Program is intended to deliver educationalffinancial
incentives to individuals employed in the public mental health workforce, as weii 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 reievant 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 mentai 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
prionty.

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-fiil 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.
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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 UC()

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 Femando MHC, and Clive 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 Clive 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 fraining and academic support in mental health assessment,
evidenced based practices, medication support services, and crisis intervention reievant 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 skKills 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 illness in children and adolescents. The eligible facuty
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 Woaod Johnson Foundation psychiatrist scholars have engaged with
commurity members, DMH administration, and researchers to develop and improve the public mentai 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
heaith 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 Feliowship 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 courtywide. They are exposed to the Los Angeles County Elder Abuse
Forensic Center and receive training in Field Safety. Feliows 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: Behind Schedule Budget Status:’ Within Approved Budget

Project Start Date: 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.

Project Objectives:

Phase: Implementation

« Completed review of IT Project Proposal submissions from Legal
Entity Contract Providers
« CPTT Workgroup Meetings 11/6/2014 and 5/5/2014

« Asof June 30, 2015, 118 Technological Needs Funding Agreements
for each contract provider has been fully executed.

Accomplishments:

Integrated Behavioral Health Information System (IBHIS)

Project Status: Behind Schedule Budget Status: Within Approved Budget

Project Start Date: 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 mertal health
services consistert with the Mental Health Services Act and integrated with
administrative and financial functionality.

Project Objectives:

Phase: Implementation Phase/Production Roll-Out
s« Completed the migration of 12t Directly Operated programs into
IBHIS.

« 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

Accomplishments: others are considering it.

« Began working with Probation and Sheriff to use Care Connect to
integrate IBHIS data.

s 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 Dute:

Project Objectives:

FPhase:

Accomplishments:

Behind Schedule Budget Status: Within Approved Budget

111312015 Project I'nd Date: TBD

Through the stakeholder process, LAC-DMH received considerabie feedback
suggesting that many mental health consumers have iimited awareness of
Personal Heaith Record (PHR) and how a PHR may be used as a recovery
and wellness tool. The written and online PHR awareness and education
materiais developed through this project will be used to increase
consumerffamily 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 |, and Phase Il. This status report only addresses
Phase | implementation activites. The Personal Health Record and
Awareness web application being implemented in this project is
myHealthPointe (mHP) Patient and Practice Portals licensed through
Netsmart.

Phase |: Construction Phase (Software Deployment)

* Project Kick-off, Project Charter, and Planning Documents completed
» Project Team and resources identified and committed

» Netsmart Vendor Consultant is now on board

* Requirements and Design work started

« Business Workflow Sessions started

¢ Demo system provided by the vendor to allow project team to navigate
through some of the functionality

+ Training and Communication Material development started

» Started work on DMH Terms and Conditions of Use and Privacy
Statement

» 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
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Consumer/Family Access to Computer Resources

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

A B SR g S U S e
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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 fraining 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 ergenomic 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 Warchouse Re-Design

Project Status:

Project Start Date:

Project Objectives:

Phase:

Accomplishments:

Behind Schedule Budyget Stutus: 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 Behaviorai Health Information
System (IBHIS) as well as new data coflected from MHSA programs such as
Prevention & Early Intervention {PEl}, 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})
+ Conceptual Data Mode! developed
¢ Business Intelligence Roadmap Document developed

» High Levei Extract, Transform and Load (ETL) approach defined and
documented

« High Level Business Rules identified
» Logical Data Model developed
+ Physical Data Model developed

Telepsychiatry Implementation

Project Status:

Project Start Date:

Project Objoctives:

Phuase:

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.

Imptementation Phase

Completed construction and tock 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 LG5 Angeles Date 3/17/16
MHSA Funding
a B C (1] E ¥
. N Capital
sevctnand | tay | mnovation | cauation ama] ARSI | prude
Supports intarvention Training Technolagical Reseeve
Neads
A, Estimated FY 2016717 Sunding
1. Estrmated Laspent Funds from Prict Fiscal Years 357 869,964 153,822,772 47,130,336 26,478,174
2 gmmated New FY2086/17 Funding 3831001629 25,730,807
3 Transferin FY2016/17" o
2 Access Local Prodent Reserve in FY2016,/17 - ]
5. Estimated sva:labte Funding for £Y2016/17 740,971,553 249,573, £79 22337 E12 26,478,174
6. Estimated FY2016,57 MHSA Expenditures 279,597,350 EE, 149,431 23,008,720 £3.239,087
€. Estimated FY2017/18 Funding
1. Estimated unspent Funds from Prior Fiscal yaars 261,374,253 161,823,748 49,329,097 13,238,087
2. Esbmated New FYX017/18 Funding 397,786,738 90, 445 les 2170180
3 Trensferin FY2017/16" 1} - ?
4. Access Local Prudent Reserve in Fr2pi7/18
5_Estimated Svadabie Funding for Fr2017/18 658 160,291 260,870,453 75495272 13,239 D37
0. €stimated FY2017/18 Expendituras 470 639,919 BE, 149 331 23 003,720 13.239.087
£. Estimated FY2018/19 Funding
1 Estemated Unspent Funds from Prior fisca! Years 18E 551,172 172,721,00% 52,490,552 a
1 Estrmated News Fy 2018718 Funding 380 B39.272 92,962,313 26,305,873

3 Transfer m FY2018/10%

1. Access Local Prudent Beserve in FY20E8/19

i}

5. _Estimated avasladie Funding for FY2013/19 588 360,444 272 683 320 78,796 425 0
F. Estirmnated FY2018/19 Expenditures 470,549,819 £B,123,43% 23 008,720 0
G, Estimated FY2013/19 Unspent Fund Balance 117,710,628 184,533,289 55,787,705 o
H. Estimated Local Prudent Resarve Salance
i Estimated Local Prudent Reserve Balance on june 30, 2015 160,725,202
2 Contributions t¢ the Local Prudeny Reserve in FY 2015/16 o
3_Dusiribations from the local Prudent Reserye in Fr 2015/56 0
4 Estymated Loca! Prudent Reserve Balance on lune 39, 2016 160,725 862
5. Contributyons ta the Local Prudent Reserve in FY 205617 0
6 Duistributions lrom the Local Prudent Reserve m FY 2016,17 0
7. Estimated Local Prudent Reserve Balance on fune 30, 2017 160,725 4802
8 _Contributions to the Loca! Prudent Reserve in FY 201718 1]
9_pistribartions from the Local Prudent Reserve « FY 2017/18 o
10 Estmated tocal Frudent Reserve dalance on June 30, 2018 160,725 302

8; FArAre i Wefare 30d inS (LBOA: Toae Sotan JEF213) COUrNCS My wIt B SOrTior O Their (55 AUnaz for WET, CFIH L 08 The Lorw Prudent Rece~e  The 10mi Amanrt of £S5 funding used for s
£UTROSE IR 0L Exrmes 10 OF the TOME! Bearass amioLme 3T FUrds BIICEIED £6 DAL Tounty for the previcus five yesez
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Budget

Community Services and Supports {CSS) Component Worksheet

Fiscal Year 2016/17
A 8 | c | ] E F
Estimated Total | ] 1 Estimated ]
Mental Health css |E Medi{ Es 41991] Beh | E d
R Funding Cal FFP Realignment Health Other Funding
¥ Subatcount

F5P Programs.
1 Children's Full Service Partnarships 115 945,420 69,751.585] 25,220,787 [ 20,973,047 1)
2. Family Support Services 4,246 877 4,246,877 o o 0 a
3 Children-Fieid-Capable Clinical Services 88,168 810 12,531,257 46,155,116 a 29 482 437 1]
3, TAY Full Servite Partmerships 35,876,362 16,549 451 12,534,902 | 6,791,999 ]
g Drop-in Canters 408,000 408,000 [¢] a 1}
5. TAY Housing Services 697,915 £97,915] ] L\ 1]
7. TAY Supportive Employment Services 375,000 375,000] of [ [
: % Probatian Camp Services 1,184,713 1,184 713 [+ & 1]
9. TAY-Fietd-Capable Clinicas Services 4,675,013 1,194,428 2,178 505 o 1,301,521 455
10. Adult Ful Senace Partnerships 96,047,741 64,795,804 31,191,474 ] 60,466/ o
11 Weliness/Client Run Centers 11,391,233 &.46%,012] 4,446,964 1] 91,367 383,940
1z, M3 Step Sown Facitities 5,074,493 3,655,299 2,413, 200 0 [+
13 Adult Housing Services-25M onetime 2,260,634 2,260,634 Q) ] 1]
14 Adult Supportive Empiayment Mode! Pilot 666,958 454 856 212,142 1] o
15, Adult Fromotores 248,435 248,435 0 1] [+
i5 Jail ransition & Linkage Services 462,579 447,479 10,074 1] 337 4,683
i7 Adult-Faeld-Capable Clinical Services 18,797,388 10,070,576 8,722,414 1] 1305 3,093
12 miegrated Car Program 3,098,246 1,857,744 1,122,047 [ 118,965 ol
12 Qider Adeit Fuli Service Partiterships 10,114,886 & 148,454 3,966,431, o 1]
20,  Transformation Design Team a Q) L} o a
21. Cider Adutt Field-Capable Clinical Services 9.044,713 8,103,711 2,775,463 Q| 185 539
1. OATralning az,173 42,772 2 o [}
23 OAService Extenders 34,425 34,425 4] v} Q
4. Sarvice Area Navigater Teams 5,667,937 5,633,647 25,777 [ &, 1 347
25.  Planning, Dutreach, Engagenment 4,497,734 4462 939 34,795 a Ly
6. Alternative Crisis Services 18,653,976! 10,590,553 g._ooe,m o 43,541 3.431

Non-FSP Prograums
27 Childran's Full Service Partnerships a g L o
28.  Famity Support Services L 4} 0 L/ o
2%,  Children-field-Capable Ciinica: Servicas 118,264,895 15,808,753 61,909,388 a 39,546,1 &)
30 TAY Fuli Service Partnerships a o Ly [ o
31 Drop-in Centers 1,632,000 1,632,000 0] 1] o
32 TAY Housing Services 1,628,967 1,628 457 g a o
33, TAY Supportive Emplieyment Services 125,000 125,000 0; a o o
34 Probation Camp Services 3,554,139 3,554,139 I+ [y o [
35. TAY-Fieid-Capabie Clinica! Senvices 6270811 1,602,142 2,922,269 [ 1,745,791 610
36.  Aduh Full Senvice Partnerships 1] o o L\ Ly v
37, Weiiness/Ciient Run Centers 85,673,025 48 655,014 33,447 254 [ 687,203 2,287,753
E< MO Step Down Faciities 6,580,707 3,959,907 2,620,795 a o [+
39 Adult Housing Sencices- I15M onatime 9,042 538 3,042,538 9 L\ [ [
40 Adult Supportive Employment Modet Pilot 222 333 151,619 70,714/ [ Ly 1]
4% Adult PFromotores 579,681 579,681 1] 0| [+ O
42, Jai transition & Linkage Services 7,247,068 7,010,512 157,822 o 5,279) 73,455,
43 Adult-fieki-Capab:e Clinical Services 25,213,803 13,503.128] 11699776 [+] 1,7 4,149
44 frtegrated Care Program 17,556725 10,537 214 6,358,268 o] 671,243 O
45, Older Adult Full Service Partnerships Q [« g a g Q)
45 Transformation Design Team 478,353 470,358 Q) q o 0
47. Qldar Aduit Freid -Capabie Clinicai Services 12,132,091 E 187,189 3,722 B57| o] o 221,045
& QA Tratning 171,086 171,086 o) a o
4. OA Service Extenders 195,075 195,075 aj (3] g
50 Service Area Navigator Texms 3,778,615 3,755,765 17 154 [+] 5,444 232
51 Plasnng, Outreach, Engagement 11,011 695 13,926 507 85,188 qQ [ ol
52 At Crisis Services 96,470,535 55825 394 40302017 1] 329,955 13, 1

CSS Administration 23677204 312,598,471 1,078,733,

CSS MHSA Housi Assi Furcis 18 450 000/ 18 450, 600!

Tota?! C55 Program Estimated Expenditures £98,643, 206 479,597.340' 312,338,775 ] 101,865,450] 4841631

5P Programs as Percent of Total 5$1.5%
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Budget

€SS Component Worksheet (continued)

MHSA Annual Update Fiscal Year 2016-17

Fiscal Year 2017/18
A ] 3 5] E F
. Estimated
E:::‘;‘:;T: Estimated €55 |Es Medil £ e 1991| Behaviorat Estimated
Expenditores Funding Cal FER Realiprment Health Other Funding
Subaccount
FSP Programs
3 Children's Fuii Service Partrerships 115945 4820 59,751,586 25,230,787 c 20,973,047 c
2 Famisy Support Services 4,245 877 4,248 877 [+] ] g [
3 Lhiidren-Fie:d-Capable (Ginica: Servicas 88,168,810 12,531,257 46,155,116 2] 29,482 437 [+
4 TaY Full Service Partnerships 35 876,362 16543 361 12,524,902 o 65,791,993 =]
s Drop-:n Centers 408,000 408,000 ] Q o] )
B TAY Housing Services £97,915 697 915 o [} o) o
7 TAY Supportive Empioyment Services 375,000 375,000 g c 0 e/
8 Probatron Camp Services 1,184,713 1,184,713 c a [} G
9 TAY-Fie'd-Capable Cinicai Services 4,675,013 1,194,428 2,178,609 c 1,301,521 455
10 Adult Futi Service Fartnerships 96,047,741 64,795 804 31,151,471 [+] 50,466 4]
il. Weliness/Crient Run Centers 11,39:.283 6,465,012 4 445, 964 ] 91,367 3183, 940|
12, VIO Stap Down Faciities 6,074,428 3,655,299 2,419,200 e ] 0] 0
13. Adult Housing Sersices- 25M onetimea 800,634 ED0.634 o ) o 0
14. Adult Supportive Empioyment Model Pilot 666,998 454 856 212,142 Q o o
1% Adulk Promotores 248,435 248,435 Q [+ o |
is iail fransivon & linkage Services 462,579 447 479] 10,074 Q 337 4,689
17 Adukt-fielg-Capabla Cimkal Sarvites 18,797,387 10,070,576 8,722,814 o 1.305 3,093
18. integrated Care Program 3,098, 244 1,B57,744 1,122,047 o 118 455 o
19 Cider Adult Full Service Partnarships 10 114,886 5,148,454 3,966,432 o o s
206 Transformation Design Team ] o & a o o
21 Cicter Aduit Fie:d-Capabie Ciinica: Services 9,044,713 6,103,731 2.775.463 a L= 165539
22 34 Training 42,772 41,772 [+ a Q) e}
23. OAService Extenders 34,425 34,425 0 1] a 4]
14, Service Area Mavigatlor Teams 5,667,937 5,633,647 25777 1] 8, 165 347
25 Planning. Outreach, Engagement 4,497,734 4,462 939 34,795 ¢ [+ o
26 Alternative Crisis Serdcas 18,653,376 . 10,598,557 8,008 435 g 43,541 3.431
Non-F5P Programs
7. Children’s Ful Service Partnerships a o B [+ 0 g
28 Famisy Support Sanices & [+ 0 1] [+ o
29 Chilgren-Fieid-Capable Clinical Services 148,366,979 21 .066,250 77,664,259 1) 49 669,870 1]
30. TAY Fuli Service Partnerships 4 0| ] a O 4
3L Drop-in Centers 1,632,000 1,632,000 & a of 1]
32 TaY Housing Services 1,628,467 1,628,467 ol e ol [«)
33 TAY Supperave Empioyitent Sennices 115000 1325%.000] 0 o [ 0
24 Prabation Camp Services 31554, 39 3,554,139 s} [ [« 0|
35 TAY-Fieig-Capabie Linica! Services 7,866,609 2,009,855 3,665,329 ] 2,190,060 765
36. Adu Futl Service Partnerships a ol e 4 0 |
37, Weliness/Client Run Centars 33,466,926 53,079,070 36,487,913 o] 7493 576 3,1%6,276
g iMD Step Down Faciities 6.580,707 3,953,907 2,620,795 [ o O
39 Adurt Housing $eevices-15M oretima 3,202,532 3,202,538 [« Q & ke
40 Aduit Supportive Emp:oyment Modea! Pilot 222,333 151,619 20,714 Q o ]
41 Aduit Promotores 579681 579,681 o a ai o
42 falt transiten & Linkage Services 7,247,068 7,01C,512 157 822 i} 5,279 73,455
43, Adui-Fisid-Capable Clinica! Services 39,763,704 21,303,141 18 451 260 c 2,760 6543
44 integrated Care Frogram 17556,735 10,527,214 5,358, 268 i} 671,143 0
45 Qider Aduit Full Seryice Partnerships o o) e o Q [+]
46 Transformation Design Team 478,358 478,358 o ¢ o [+
47 Oider Adutt Fie'd-Capable Clinica Servicas 16,871,050 7,336,131 2,335,893 ] o 198 966
48 A Trainirg 171,686 171.086| 2] ° 0 2]
ag. TA Service Extenders 195075 195,075 e 4] e O
50 Service Area Mavigator Teams 3778625 3,755,765 17,184 4] 5.444 233
51. Planning, Chitreach Engagement 11,011 695 10,926,507 85 188 2] o o
S1 Altemnative Crisis Services 95,470,525 55,525,354 40,202,017, 0 339,955 13,160
C55 Adrwinistration 33,677,204 Z,598,471) 1,078,732
£S5 MHSA HW;E' Prmram Assigned FILI’!_A‘IS 750,000 7 50, 000)
Total CS5 Program Estimated Expenditures 926,412,857 470,649 819 338,243, 486 [ 112,436 928 5.083, 624
FSP Programs as Percem of Total 921 9%
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Budget

CSS Component Worksheet (continued)

Fiscal Year 2018/19
A B C [4] E F
Estimated Total] _ . ) . " f’fm M, M
Mentad Health Fund:dr‘as E‘“":;‘:;:‘H’ R(al‘gnmﬁl Health Other Funding
Expernditures Subaccount

F5P Programs
1. Lhildren’s Full Service Parmerships 115,945,420 659,751, 586] 25,220,787 [+ 240,973,047 Ly
2 Famity Support Services 2,246,877 4,246,877 o ] 0 o
3. Chitdren-Fieid-Capable {inica: Services 88,168,810 12,531,257 46,155,116 a 29,482,437 Ly
4. TAY Full Sarvice Partnerships 35,876,362 16,549,461 12,534,902 g 6,791,999 o
s, Drop—in Centers 408,000 402,000 Ly g g g
6 TAY Housing Senvsices 697,915 697 915 fu 0| g fu
T TAY Suppoftive Emplayrment Services 375,000 375,000 Ly a g g
-} Probation Camp Services 1,124 713 1,184,713 Ly g [= al
a. TAY-Fietd-Capable Clinicail Services 4,675,013 1,154 275 2,178 609 a 1,301,52 455
10 Aduk Full Service Parmarships 96,047,741 64,755,804 31,191 471 [y 60,466] 0
11, Waliness/Clbent Run Centars 34,391.283 6,459,003 4,445 964 a 91,367 383,540
12. 1M O Step Down Faciities 6,074,498, 3,655,299 2,419 200 a Q D]
13, Adult Housing Services-25M onetime BOO, 634 BOO,634 O a o Q
14, Adult Supportive Empioyrnent Mode! Pilot 665,993 454,854 212 142 a o o
15, Adulk Fromotores 248,435 248_,435r O D of a
16. Sail ransition & Linkage Services 462,579 a447,379 10,072 a 337 4,685
17 Adult-Fieid-Capable Clinicai Services 18,797,387 10.070,576 8,722,414 a 1,305 2,093
13 integrated Care Program 3,098,246 1,857,744 1,122,647 L] 118 965 0
15, Older Aduit Full Service Partmerships 10,114, B86| 6,148,454 3,966,432 ] o [+
20 Transformation Design Team [+] [« D 0| [+ [+
33 Older Adult Fieid-Capable Clinical Services 9,044,713 6,103,711 2,775,463, D [+ 165,539
22 OA Training 42,772 42,772 a D O 0
23 OA Service Extenders 34,425 34,425 a D 0 0
24 Service Area Nengator Teams 5,667,937 5,633,647 25,777 D 8,166 347
25 Planning, Outresch, Engagement % 497,734 4,452 939 34,735 a [+ [+
26 Altsmative Crizis Servicas 1B.653,976| 10.598.557| &,008. 446 i %3.541 3.431

Non-FSP Programs
27, Chijdrar's Full Sarvice Pannerships 0 0 Ly o g
28 Family Support Seqrvicas 0 Ly Ly a a
29, Children-Fieid-Capable Cinicat Servites 148,360,979 21,085,250 77,664 853 0| 43 6098 o
30.  TAY Fuil Service Partnerships o o 9 0 a
a1 Orop-in Centers 1,632,000 1.632,000 Ly ] Q] a
32. TAY Housing Sernces 1628 367 1.628,467 [+ [+] [« g
33 TAY Supportive Employment Services 125,000 125 0O Ly a [ 4]
3a FProbation Camip Sefvices 3554139 3,554,139 e Q| O Ly
35 Tay -Fiaid-Capable Ctinical Services 7266, 609 2,003 855 3,665,929 a 2,190,060 765
e Adult Full Service Parmnerships 0 0 o a o a
a7 Weiliness/Cirent Run Centers 93 466,935 53,079,070 36,487,913 0| 743,675 3,150,276
EL:3 iM{ Step Down Facfitias £,580,707 3,953,907 2,620,799 0 Ly |
EL ] Adult Housing Services- 250 onetime 3,202,539 3,202,538 al ] O Ly
40 Aduit Supportive Empioyment Mode! Pilot 222133 151,619 70,714 Q| O Ly
4% Arult Promotores 579,681 579,681 a o o o
a1, Jail & Linkage & 7.247,063 7,014,512 157,822 ] 5,279 73,455
43 Aduit-Field-Capabie Chnical Services 39,763,704 21,303,141 18,451,260, o 2,760 6,543
a4 integratad Care Pragram 17,556,725 10,527 214 6,358,268 0| 671,243] o
a5 Oldar Aduir Full Service Partnerships [+ q g 0| q L&

Trarsforenation Design Team 478,358 478,358 a o g Ly

ar Oider Adurt Fretd-Capable Clinical Services 10.871,050| 7,336,191 3,335,893 Q| q 198,966
4z, OA Training 171,026 173,088 =] a g al
43, OA Service Extenders 195,075 155,075 a o g o
50 Service Area Navigator Teams 3,778,625 3,755,765 37.184 0| 5,444/ 232
51 Planning. Outreach, Engagement 11,031,655 10,926,507 85,188 El of !
52 Alternative Crisis Services 96,470,525 55,825,354 40,302,017, g 329 955 13,160

€SS Admimistration 313,677,204 32 598 471 1,078,733

CS5 MHSA st'ﬁ Program Assigned funds 750,000 750, 000

Total £S5 Program i Expanditures 926,411,857 470,543,819 338,242 486 a 112 436,928) 5,083,624

F58 frograms as Percent of Total. 52.9%
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Budget

PEI Component Worksheet (continued)

Fiscal Year 2016/17
A B 9 D [ F
Estimated Total ) Estimated )
Mental Heaith Estimated PEl (Estimated MedilEstimated 1991  Behavioral Estimated
Expenditures Funding C3E FFP Realignmetit Health Other Funding
Subatcount
PEl Programs - Prevention
L. PE! Early Start-Suicide Prevention 760, 768 239,142 313,278 208,348
1. PEi Eady $tart-Schooi Mental Health Initiatrre 10.10C,893 3.175,832 4,159 467 2,766,234
3 PE! Earty Start-Stigma Dhscrimination 459 919 184,578 185 399 125,962
4. School-based Services [ bl g &
5. Famuly Education and Suppast Services 4366321 1,3725817 1,798,016 1,185,788
6. At-nsk Family Services C a 3 a
7. Trauma Recovery Services [ o] o a
2. Primary Care & Behavioral Health 2] g g o}
9. Early Care & Support for TAY 17,725 162,743 213,195 141797
10. juvenile lustice Services 9 0 k] 4]
11. Early Care & Support for Qider Aduits o a {) 1]
12, lmproving Access for Underserved Populations v] o 3 a
13, American indian Froject 53.336) 12,649 16571 11020 13,146
PEl Programs - Early Intervantion 0 0 0
14 PE: Earty Start-Saicide Prevention i ] a g
15. PE! Early Start-School Meptal Meaith Initiative i ] o a
16. PE: Early Start-Stigma Discrimination o [ a
17, School-based Services 14,632,379 6,171,465 8,083,703 5. 376,811
18 Famdy Education and Support Services 21,586 945 6,785,678 8,889,331 5,911,936
13. At-risk Family Services 31,036,697 B.274,732 13,670,339 3,091,606
20. Trauma Recovery Services 68,530 53y 18271011 30,184 319] 20,074,703
21. Primary Care & Behaviorai Mealth 16,374,087 5,304,230 6,948,614 4621243
22. Early Care & Support for TAY 34,084, 740 11 753,487, 19,417,473 12,913,780
23 juvenile Justice Services 12,119 241 6,984 435 5,149,745 6,085 101
24, Eariy Care & Suppor for Dider Aduhs 4,881,417 1,534,433 2.810,128] 1,336,856
25. improvipg Access for Underserved Populations 12,340,150 3,879,024 5,081,575 3,373,551
26, American ingian Project 1522528 654 328 7891 679 526,514
PE! Administration 13,479 848 13,479 848,
PE} Assigned Funds 0|
|Total PEL Program Estimated Expenditures 272,848 195 88 149 431 110988 312 [y 73,767 306 A3 146]
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PEI Component Worksheet {continued)

Fiscal Year 2017/18
A B C B E 3
. To Estimated
Expenditures Subaccount
PE] Programs - Prevention
1. PE! Eary $tart-Suicide Prevention 760,768 23%.141 313,278 208,343
2. PEI Early Start-Schoo! Mental Health Initiative 10,10G 893 3,175,132 4,153,467 2.7668 254,
3. PEi Early Start-Stigma Discrimination 459 939 144 578 189,399 135,962
4. School-based Services 1] ol L) ¢
5. Family Education and Support Services 4,366,321 1,372 517 1,798,016 1,195 788
6. At-risk Family Setvices 4] s} 0] o
7. Traums Recovery Servicas 0 ] i 9
8. Primary Care & Behaviorai Health o o o 0
9. Early Care & Support for TAY 517,725 162,743 213,195 141787
0. juvenile Justice Services 4] [e] 0] ]
11. Early Care & Support for Older Adults o 4] 0
12. tmproving Access for Underserved Populations 4] [+ o 8
13. Amencan Indian Project 53,385 12,649 16,571 11,020 13 144
PEl Programs - Early Intervention [e] o o
14, PEI Eary Start-Suicide Frevention 0 0 ¢
15. PEI Early Start-Schoo! Mental Health initiative [¢] ) o o]
16. PEt Early Start-Stigma Discrimination 4] [e] o] &
17. School-based Services 19,632,97% 6171 465 8,084 703 5,376,811
18. Famnily Education and Support Services 21,586,945 6,785,678 8,589,331 5,911 936
19. Ar-risk Family Services 31,036 637 8,274,732 13,670,359 9,091,606
20. Trauma Recovery Serves 68,530,532 18,271,011 30,184,819 20,074,708
21. Primary Care & Behaviora! Health 16,874,087 5,304,230 6,548 614 4,621,243
22. Early Care & Support for TAY 44 Ofa 740 11,753,487 19,417 473 12,913,780
23, Mvenile Justice Services 232,219,241 6,984,435 9,145,705 4,085,101
24. Early Care & Support fior Oider Aduhts 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 3379551
26. American indian Project 1,922 521 604,328 751,679 526,514
PEf Administration 13,479 848 13 479,848
P61 Assigned Fumds o
Total PE! Program Estimated Expenditures 272 848 185 88,149,431 110,918,312 &) 73,767,306/ 13,146
VRS, B A LT O SRR AR e P AL 5 S N P S O A -
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Budget

PE} Component Worksheet (continued)

fFiscal Year 2018/1%
A B C D E F
|Estimated Total Estimated .
Expenditures o & Subaccount
PEl Programs - Prevention
1. PEi Early Start-Suicide Prevention 760,768 239,141 313,27g| 208,349
2. PEi Early Start-School Mental Health Initiauve 10,100 853 3,175,132 4,153 467 2, 766,294
3. PEi Early $1art-5ugma Discrimmation 455519 144 578 189,339 125,362
4. School-based Services 0 0 0 a
5. Family Education and Support Services 4,366,321 1,372,517 1.758,C16] 1,185,788
6. At-nsk Family Senvices G 2] 0 Q
7. Trauma Recovery Services o 0 0 o
8. Primary Care & Behawioral Health B 3] [ [+
9. Early Care & Support for TAY 517,728 162,743 213,195 181,787
10. luvenile justice Services O 0 O 4]
L1 Early Care & Support for Oider Adults & o e 0
12, Improving Access for Underserved Popuiations O a O 3]
13. Amernican indian Project 53.386 12,649 1657L 13,020 13,146
PE! Programs - Early Intervention o & Q
14. PE! Eariy Start-Suicide Prevention o 3] 3] 4]
15 PEIEary Start-Schocl Mental Heafth Initistive o i B a
16, PEIEarly Start-Stigma Discrimination i) o 0 a
17. School-based Services 19,632,979 6171465 §,084,703 5376811
18. Family Education and Support Services 21,585,945 6,785678 £,889,33 5511,936
19. At-risk Family Services 31,836,697 8,274,732 13,670.359 9,091 606
20. Trauma Recovery Services 68,530,538 18 271011 30,184 819 20,074 708
21 Primary Care 8 Behavioral Health 16,873,087 5,304,230 6,942,614 4621,243
22. Early Care & Support for TAY 44 (083 740 11,753,487 19,417,373 12,913,780
23 luveniie hsstice $ervices 22215231 6,984 435§ 9,149,705 6,085,102
4. Eariy Care & Support for Oider Aduls 4,881 417 1,534 433 2010,128] 1336856
25 tmproving Access for Underserved Popuiations 12,340 150 3,873 6 5081575 3,379,551
26. American Indian Project 1922521 604 328 791,679 526,514
PET Administration 13,479,848 13,479 848
PE] Acsigted Funds 5
Totai PEl Program Estimated Expenditures 272,848,195 88,145,431 118918 312 0 73,757,306 13,1464
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T A

Innovation Component Worksheet

Fiscal Year 2016/17
A 8 C D E 3
. Estimated
Em"::ﬁ Estimated INN |Estimated Medi| Estimated 1991 | Behaviorsl | Estimated
Expenditures Funding Cal FEP Realignment Health Other Funding
Subaccount
INN Brograms
1. Evalualion 1,000,000 1,000,000 of of
2. Inhovation #2 20,000,000 20,000,000 of [
INM 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 [4 D E F
, Estimated
'Emmﬁ Estimated 1NN [estimated Meds| Estimated 1091 | Behavioral |  Estimated
Expenditures Funding Cal FEP Realignment Health Gther Funding
Subaccount
fNN 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 23,008,726) 9 0 of o
Fiscal Year 2018/19
A B C D 3 5
, Estimated
Emm Estimated INN |Estimated Medil Estimated 1991 | Behavioral fstimated
nditures Funding Cal FFP Realignment Health Other Funding
Subsccount
INN Programs
1 Evaluation 1,000,000 1,000,000
2 mmnovation #2 20,000,000 20,000,000
INN Administration 2,008,720 2,008,720
[Total 1NN Program Estimated Expenditures 23,008,720 23,008 720! g 0 of of
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Budget

Workforce, Education and Training {(WET) Component Worksheet

Fiscal Year 2016/17
A B € D E F
Estimated Total . i ' . Eﬂim?ted .
Mental Health Eshmate.d WET |Estimated Medi Est:m‘ated 1991] Behavioral Estlmatet:i
Expenditures Funding Cal FFP Realignment Health Other Funding
Subaccount
WET Pragrams
1. Training and Technical Assistance 1,006,357 1,006,357
2. Mentat Heaith Career Pathway 4,190,258 4,130,258
3. Rasidency and internship 200,239 200,235
4. Financial Incentive 6,671,038 6,671,038
WET Administration 1,174,185 1,171,185
Total WEY Program Estimated Expenditures 13,239,087 13,238,087 g 0 4y
Fiscal Year 2017/18
A B C D E F
Estimated Totaf| _ | . R Estim?ted X
Mental Health Estimated WET |Estimated Medi{ Estimated 1951 Behavioral Estimated
. Fupding Cal FFP Realignment Heaith Other Funding
Expenditures Subat count
WET Programs
1. Training and Technicat Assistance 1,006,357 1,006,357
2. Mental Health Career Pathway 4,190,358 4,190,258
3. Residency and internship 200,239 200,239
4, Financial Incentive 6,671,038 5,671,038
WET Administration 3,171,135 1,171,185
Total WET Program Estimated Expenditures 13,239,087 13,239,087 o] ol 0
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Capital Facilities/Technological Needs (CFTN) Component Worksheet

Fiscal Yaar 2016/17
A B C D E £
" Estimated
Em‘::;;l Estimated CFTN| Estimated Medi] Estimated 1991  8ehavioral Estimated
Expanditures Funding Cal FHP Realignment Heatth Other Funding
Subaccount
CFTN Programs - Capital Facilities Projects
1. Gownfown Parcing Space 8,200,006 8,206,000
Fa 0 o
3 o |
4 & &
5 0
6 i
7 G
8 o
9 0
10. 0
CFTH Programs - Technological Needs Projects
11. Contract Provider Tachnology Needs Project 2,5004.000] 2,500,000
12 0
13 0
14. O
15 O
16 0
17 [}
18. o
19 0o
20 0
CFTN Admindstration [ 0
_‘_f_?_(_a_i CFTN Program Estimated Expenditures 10,700,00¢ 10. 790,000] 0 o] 0 0|
Fiscal Year 2017/18
A B C 1 [} £ F
. £stimated
E’:'e“““;‘fg;ﬁ Estimated CFTN|£stimated MediIEsh'mated 1991 Behaviorat | Estimated
Funding Cal 6P Realignment Health Other Funding
Expenditures _— .
CFTN Programs - Capitat Facilities Projects
1 0| 0
2 0 0f
3 0|
4, b)
5. 0|
6 0
7. O
8 0
a9 b)
10 0|
CF™N Programs - Technological Needs Projects
11. Contract Provider Technolagy Needs Project 300,000 300,008
12 0|
13 O
4. o}
15. O
16. 0
17 b)
18 8
19. 0
20. 0j
CFTN Administration g 5
Totai CFTN Program Esti d Expenditures 300,000 300,000 0 a [¢] O

e
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:,sé Appendix 1

Fiscal Year 2014-15 MHSA Services by
Component

Community Services and Supports Plan

Stakeholder Recommended Changes from Previously Approved Plan

The Dapantment’s Executive Management Team identfied a trend of under-spending within the C55 Plan
and asked the SLT for an age group aliccation methodology for 330 miflion in each of the next 3 Fscal
Years. After reserving $10 milion for Board of Supervisor expansion program prionties, the 3LT
approved the foliowing age group percent distribution of net CS5 dollars:

Chid: 12% TAY: 13% Adult: 61% Cider Adult 13%:

This woukd result in an sdditional 52.6 milion afiocation for chilkd, TAY and Older Aduhs and $12.2 milkon
for adults for each of the Fiscal Years 2014-15, 2015-16, 201617

After reviewing 51 proposals, the SLT recommended to the Depsnment and to the Mental Health
Commission the following program expansions amd new programs.

Board Priorities with Stakeholder support from SLT

1.  Implementation of Laura’s Law/Assisted Outpatient Treatment via the expansion of adult FsP
SErviCEs, SErvice ATes Navigation Teams ard Alternative Criss Services:

rIH5A Camponent ond Waork Pion: Adult, Assisted Dutpatient Treatment Program is an expans ion of the
foliowing Adult CS8 programs:

s Bervice Area Navigation Teams — 502 evaluations per yvear
« Full Service Partnership — Adult, 300 additional siots
s Alernative Crisis Services — capacity 1o serve 60 additional chents

whot s being exponded? Assembly Bill 1421 established the Assisted Owtpatient Treatment {ADT)
Demeonstration Project Act of 2002, known as Lauwma's Law. Laura's Law addresses the needs of mentally
ilt adults by providing a process 1o aliow courn-orderad outpatient treatment. The legislation established an
option for counties to provide a way for courts, probation, and the mental heaith systems to address the
nesds of individuals who are unable to benefit from mental heaith treatment programs i the community
without supervision. The unique programmatic component of Laura’s Law is the AOT Team. These teams
screen Tequests, conduct extensive outteach and engagement, develop petitions ard manage the court
processes to connect ACT enrclees with service providers primarity those who are Full Service
Fartnership Provigers (FSP). Extensive outreach and engagement must be completed by this team in
order 10 adequately assess for the law's detabed criteria. Successful mplementation 5 predicatad upon
extensive inter-agency collaboration and provision of significant resources from the courts, County
Counsel. Public Defender, the District Attorney’s office, and local law enforcement. Laura’s Law enrollees
require higher levels of care, which may inciude on-site mental health and supportive services 1o

AR i R S R et A £ WL e BT T TR B e o e e T A RO L S SR R e e e
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CSS Program Expansion Proposals

ranst:on 1o stable commurily placement and prepare for more independent communty iving. The
Ennched Residental Servces program will provide such services at selected Adult Resxdential Faciities.

fatie ared K8 Ruraet Servce Area havigauon, MHSA $72¢ 858
F3P MHSAS 1010 88D
IMD Step-Down. MHSA S 7228 400

fsrimared Mo o] Bur ot Service Area Navigauon, MH3A §1.085.488
FSP MHGA $2.679.820
IMD Step-Down. MHSA $1 830 200

2  IMD Step Down Programs This program expansion will help decompress LA County hospital
PSYchiatrc emergency sernces

RESA Component and Work Plon Adult, Altematve Cnsis Services - Instrtutions for Mentai Disease
(InDy}

Whot o5 being vrpondea” The IMD Step-Down program will be expanded to increase by 22 addaonal
beds IMD Step-Down Faciibes are designed to provide supportive on-siteé mental health services at
selected Adult Residental Facibes, and. in some instances, assisted living. congregate hous:ing, or other
wndependent kving stuations. The program accommodates persons being discharged from acute
psychiaine inpatent units of intensive resdental facities, or those who are at nsk of being placed n
these higher levels of care who are appropnate for this servioe The program targets those individuats in
tgher leveis of care who requre on-ste mental health and supportve services o transdion to stable
community placement and prepare for more independent ving.

Fstimiatod RUENA Budag-r $1 2 Milion

3 Service component of SB82 Calfom:a Health Faciities Financing Authonty (CHFFA} Grant

MESA Comparent ang Work Plon Adult, ARemative Cnsis Services - Urgeen Care Centers and Crisis
Res:idential Programs. investment in Mental Health Wellness Act of 2013 {SB22) California Health
Facates Financing Authority (CHEFA) Grant

Whatl is being vapanded? Alternate Crisis Services provide 3 comprehensive range of sennces ang
supports for mentally il indicuals that are designed to provide atermatives 10 emengency room care,
acute inpatient hosprabzaton and msttutional care, reduce homelessness. and prevent incarceraton

¢ Urgent Care Centers {UCC) provide intensive tnsis services 1o individuals who otherwise would
be brought o emergency rooms.

¢+ Cnsis Residental Programs stabiize symptoms through medication interventon and develop
social rehabiitabon skilfls to faciiitate communay reintegration.

DMH has requested funds from the SBE2 CHFFA grant to develop four UCCs 10 be located on the
campus of Harbor-UCLA Medical Center. South-East Los Angeles. the Anteiope Valley and the San
Gaboel area to serve 72 indrivduais at any given ime and 35 new Cns:s Residental Programs 1o increase
capacty by 560 beds countywide
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€SS Program Expansion Proposals
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The new UCCs are intended 10 decompress the County Hosp-1d emengency noms and acute npatent
services. Two of the four new UCCs are niended to sérve as points of entry for the proposed Pre-
Booking Diversion Piot Programs and the Asssted Outpatient Treatment Programs for the AV ang LB
Police Departments. The new Cnsis Residentiai Programs will increase capacity countywsde.

Estimated MHSS Buoge! $3 Mibhon

Estimated Meg (o fugget Medicaid Expansion §1020.000
Medi-<a! {GrosS} $¢00.000
Total $2,010,000

ikl

Existing Programs

Child Full Service Partnership (C-01)
Mo changes 10 existng pian

Family Support Services (C-02)
No changes to existng pian.

Child Field Capable Clinical Services (C-05)
Expanded to serve an addioonal 330 chents per FY (51 13 mil for each of FY's 14715 15118 18117,

Housing Trust Fund (listed under Adult in the C$S5 Plan but multi-age group): Continue funding at
$250.000 for FY's 15/18 and 16417

MHSA Housing Program: $200,000 for £Y's 15/18 and 18/17 to buiki permanent housing.
New Programs
1 Family Wellness/Resource Centers

Progrom Descoption. Family Welness/Resource Centers (FWRC) are oesighed to 3t as 3 welcoming
and famdly-friendly center within the community where famdbes with children in need of mental heaith
senvices can go to obtan information and resources to navigate the memal heahth, physical heatth and
educational systems and partcipate in seff-heip mestings and workshops. FWRCs inchude a resource
ibrary and computer statons for famies within the community and offers peer counsehng, parent suppon
groups and educatonal dasses. FWRCs are located within estabiished community organizanons (e.g.
integrated School Heakth Centers, parks and recreatonal centers. children's mental health chnics. health
clinics. #1C.) and work it partnership with other comimunity non-profit and government agencies. Parent
Partners/Farent Advocates are integral to FWRCs

Target Population FWRC offers resources and setf-heip groupsiworkshops 1o famikes with chidren in
need of mental heakh servces.

Drargrerem Doverls

a1 To provide resources. raning and suppon 10 famies withie the community canng for chidner
with mental heakh problems
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CSS Program Expansion Proposals

t+ To provige famiy-focused nformaton whnich empower famdes 1o make informed chowwes and

GeCisions
¢t To ennhance COALOrALON DeIWESn Parénts/caragvers and commundy D3MNers (e g mentxl
reaith agencies'chncs schoois health chrics, ettt

Prefalnd b wpseoose Ddgt o

35 increase bmely 3CCESS 10 SEMICES
O IPCTRASE COTMuUrty awareness of mental heaitn services

Tafi ot Rogget Dot M=5A STELUOC for 5Y 201518 ang 1877
Medr-Ca: 3C
2 Famdy Crisis Services Respte Care Program
Giogrgic esdoptun Respre Care Dencoss dre pastve. Subpomve services intended 10 help relieve

famiies from the stress and family straws that resull from providing constant care for a child with Severe
Emotonal Dsturbance (GE0) whie at the same tme aodressng minor behavior BSUes wnpementng
@xstng behaviora supeon plans - and assisting with gady iving needs Approximately 188 chents wii be
served each FY

Foeper Bapafanes Resprta Care wiil be 3vaidabie 0 parentsicaregvers that are providing w-home Care
for a ohed or youth. aged C-'%. with SED and recening menal neatth senvices (eg FCCS or F5P) and
meet the following oondions

3t Parentscaregivers are under signficant stress as 2 result of the responsitdity of providing
COns1ant care 10 the chent enrpied wn Chid FSP

by Continued caretak:ng withoul résprie Care may result i out-of-home placement ana

¢t Al other avadabie forma and nformral scurces of sLPPOT have been exhausted.

Frogrgsr Gage Respre C3rE 1§ intendec 10 provide shon-term reief to caregivers that provide in-home
care for 3 TED cnuld to prevent out-of-home placemants and preserve the family

Brte sofed Heogrem Udtceme . AMKipated outcomes of the Famidy Cnsis Services/Respite Care Program
ncuude

3} increase family sabiny and wel-beng
b1 Reduce me:oence of cul-of-home piacement

Piriernia o Bty et by FY MASA SS00.00C for 7y 201544 ang 1847
Medi-Cai $0

3 Zeif-neip Support Groups for Chidren

Foogrges e g Thes funding wiil be used 10 estabish self-nelp suppont groups for four evidence-
based seif-heip programs: 11 Ranbows for chidren (4.151 who have experenced trauma, death. divorce
vicwnce removal from home ang other losses 2 La Leche League for at nisk chigren 0-£ to estapbhsh
neathy parental antachment 3) Anateen for chiddren 113-%%5) wno have parents with mentay: heaith
substanoe abuse or oMer dysfuncton n ther famites. 41 Because ' Love You for parents of Chidgrenc10-
15, wth ADD. mental heatth and otrer DehIviOrai IS5 uES
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Target Papuiction Chikiren and parents needng support for the 155ues descnbed above.

Progrom Goals improved ocutcomes for (-5 at nsk chidren, Having chikiren realize that they are not 10
blame and are not alone in facing wsues in their fives: Teens who cannot be distnguished from teens
coming from functional famibes wnen compared in ther 20's. Parents engaged with the mental health
system and better coordnation of services. as well as better outcomes for children with mental health ang
other behavioral 1ISsues,

intenged Progrom Qutcomes  Exghty percent of ages 0-5 at-nsk chidren will have excefient attachment,
80 percent of paricipants in Ranbows will improve communcaton in thee famibés and peer
relationships.  After 2 year Rainbow partcipants wil improve school Jllendance and academs
performance: 80 percent of Alateen antenders will expenence less negative moods and significantly more
positive moods and higher sef-esieem: 70 percent of Because | Love You paricipants wik express more
competence in being parents of children with mental health sisues.

fstirrated Budget (MHSA ontyl Fy 15/16, $75.000
FY 1817, $75.000

4. Community Memal Heakh Promoters/Community Health Workers

Progrom Description This propasal seeks o add Community Mental Heaith Promoters (Promoters)
Lommunity Health Workers (CHW3) as a directiy operated. Cross-Cuting program across age groups.
within each Service Area. Community Mental Health Promoters/Community Health Workers are trained
and stpend community members who are trusted maembers of and/or have an unusualy close
understanding of the communay served Community Mentai Heaith Promoters/Community Healkh
Workers generaly share the ethnicity. language. sOCOECONOMIC status. and life expenences of the
community members they serve. These social attributes and trusting refationships enable CHWSs to serve
as educators. stigma busters. and as a haison, hnk, or mtermedhary between heaith. mental heatth and
social services and the community 1o faciktate acoess w and enroliment in services and improve the
quaity ang cultura! competence of services. Promoters/CHWs budd individual and community capacity by
increasing mental hexith knowledge and seif-sufficiency through a range of activities such as outreach.
community education, informal counseling. socal sUPPOn. and agvocacy AMONG communites such as
Hispan/Latno and Asan Pacific islander communies.

Farget Populction. Minority ethmc and culural underserved indinduals and famibes who tradiionalty do
net seek mental health services or do not understand the symptoms of mental health as a result of
cuttural bekefs andior the stipma associated with seelung mental health services. A spacial emphass 1S
on linguistic capacity to serve knguistcally isolated populations.

Brogram Goals

General. Promoters’CHWS can enhance a commundty's understanding of mental health symptoms,
syndromes. and available treatments. They can assist with provider-Client 0OmmUMNICITON. preventive
care follow-up. and referral and navigation of the mental heaith/health and educational systems for all
age groups. Promoters/CHWs builkd individuai and community capaaty by increasing mental health
knowledge and sef-sufficiency through a range of actviies such as outreach, community educaban
nformal counsedng. social support. and advocacy amang communties such as Hispanic/Latine
COHMMUrvlie s

Specifics. Roll Qut s planned over a 3-year penod.
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1)

L]

ar Yea !

Reil out of Promoters/™™eaith Nangator Teams i each benvice Area folowing an estapkshed and
tesed model includag naat trainng. coachming and presentatons for 3 small core group o
DI PANtS

Translate 3il prepared and avaiabw presentations from Sparish o Engish

Train in-house tramers witr the heip of Training Consultant 1o assure susla nabity
b1 Year 2 :

Compiete 0l gut and rasming of 3l sewdiea Promoters. Increase partXipants as needed by 3A
Develop Slrategies to 30ap1 program 10 Other iznguages and cuUllurdl Groups
¢} Yedr 3 Rofl out expanded orogram. mckuding rransiated and culturally adapted ranmgs 10 other
cukyral and knguisic groups within the SA aocordng 1o the needs of the dfferert regons

frifeodoF Prosgraem Quicmes

&

Py priyad

3) Decrease sigma anc fear. associated wih ether being dagnosed with 3 mentdl iness or
seeking mentai health services.

b1 tmprove tmely 3CCE5S 16 MEMd! heaith sennoes for underserved populavons

i indredse communty awareness of mental healtr services partculary for snguistcally and
culturally underserved groups

43 Coordinate services between healfumental neanr service providers foOr communily members
seeking e assislance

sonegfeg Boadget fy oV =Y 14018 $250 000

£ 1518 $250.000
FvgT $I50.000

fan Ags Yoot

Existing Frograms

TAY Full Service Partnership (T-01}.
Expand the number of siots byt8. For fiscal years 1475 1818 3ng 1817 add §141.000

TAY Drop-in Centers (T -02)
Three adomonal centers FY 1415 serve agdtonai 400 ciems warn 280000 Fr 15/18 ang 1817,
serve an adduonal 1 200 chents with §7 50 000

TAY Housing Services (T-03}
No ¢hanges ¢ program.

TAY Probation Camp services {T-04)
NO changes © program.

TAY Field Capabile Clinical Services (T-05)
Expand capacity 10 serve an addmonal 38 cents 30 388 000 for Fv'g 14:15 1598 ang 1817,

Housing Trust Fund: ¥+ 1415 $4€ 650 Fvy 1516 381D 830G Fv 18117 3810000

MHSA Housing Program: For fiscai years "4 5 *5.1€ anc 18:°7 ago $5650 000

MHSA Annual Update Fiscal Year 2016-17
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New Programs
.3 Community Mental He arh Promoters:Community Heath Workers

Progeom Descrprion This proposal seeks o add Community Mental Health Promoters (Promoters:
Community Heath Workers (CHWS) as 3 drectly operated, cross-cutting program across age Qroups.
with:n each Service Area. Mental Healtn Promoters/Communty Health Workers are trained and stpend
SOmmunty Members who are Trusted members of andior nave an unusually ciose understanding of the
commundy served. Community Mental Heatth Promoters/Community Health Workers generally share the
ethnicity, language. socioeconomic status. and kfe expenences of the community members they serve
These soctai attributes and trusting relationships enabie CHWS 10 serve as educators. stigma busters.
and as a haison, link. or imermedary between health. mental health and social services and the
community to facilitate access 1o and enroiimenmt in services and improve the quality and culural
competence of senioes. Promoters/CHW's buid individual and community capacrty by increasing mentat
health krowledge and seif-sufficiency thvough a range of actvties such as outreach. community
education. nformal  counseling. s00al support. and  advoc3aCy AMOng COMmMundties such  as
Hispan<rLatng and Asan Pacfic [sianger communites.

Targe: Pogulation: Minofity ethme and cultural underserved individuats and famikes whe radivonally oo
not seeh merntal health services or do not understand the symptoms of mental health as a resuk of
cuttural bekefs and/or the sugmMa associated with seeking mental health services. A special emphass S
on inguistic CADACHY 10 Serve linguistically isolated populations.

Program Goals
Generol: Promoters/CHWS can enhanos 3 community's understanding of mental health symprooms.
syndromes, and avadatle treatments. They can 3ssist with providerchent COMMUMCAton. preventive
care. foliow-up. and referral. and ravigation of the mental heaith/heakh ang educational systems for ad
age groups. Promoters’CHWs build individuai and community capacity by increasing mentai health
knowiedge and sstf-sufficiency through a range of activities suCh as OUtrRAch, cCOMMUNitY EAUTALON.
nformal counsedng. social suppOnt. and advocacy among communies such as Hispani/Launo
COMMUNte s
Specifics: Rok Out 15 plannad over 3 3-year penod.
ar Year
1. Roit out of Promoters/Health Navigator Teams n each Service Area. followng an
estabiished and tested model. including mibat trang, coaching and presentations for a
smail core group of participants.
2. Transiate al prepared and avaiabie presentabons from Spanish to English.
2. Train n-house raners with the heip of Training Consultant (o assure sustainabdity.
b Year 2
1. Compiete roll out and trairng of all selected Promoters. INCrease partoipants as needed
by SA.
2. Develop Stateg+s 10 3dapt program 10 other languages and cultural groups
¢] Year 3 Roll out expanded program, mciding Tansiated and cullurally adapted trainings. to other
cultural and #nguistic groups with: the SA, according to the needs of the diferent regons.

fntencteat Brogegan Qutcames
a) Decrease stgma and fedr. ass0Cated with edher being dugnosed wath a2 mental dness or
seeking mental health services.
Bi improve imely acoRss 10 mental heaith services for underserved populations

s i e < S L3 RN A R, A s £ s S L e, S T S SSIL EL D e SR T T 00000 e AR A B R BN R R i S S
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¢l intresse commuiity awareness of menilal hgahh seqnces patmcutany for anguisthcaly ang
sulturally undersenied groups

g1 Coorgirate services oeiween naalth:mental neath serve prowders for communty Members
se£king their assslance

Ev 14508 §226 000
T 1508 $228.000
T 1817 §228.897

L)

Saf-risip Suppont Groups for TAY

Peageant e optes Usng fowr evdence-based selff-nelp programs 1) Ranbows for TAY (15-18) who
nave expenenced wauma. death divorce violence. removd from home and other iosses: 2) La Lecre
League for pregnant TAY suppon for atachment parentng and breasteedng: 3; Alateern for 1eens who
nave DIrENts with mental health. substance atuse or other dysfuncton in ther famiws 4) Becjuse ¢
Love You for parents of TAY 11530 with ADD. menta heaith and other behavnora! issues,

Fatemnato g Boaoet ppy £y FY 1978 S45000. Fy 1817 S45.000
3 TAY Supporiive Employment

Pouwen D npton EMEHOYMEnt s 3n ¢mportant asoect of an ndandual's recovery it provides 3 sense
of Wently and structure Uthzing evidente Dased supponive emMpoymen: s¢TVICes (such as the Indaviduai
Placement and Suppont mogell. TAY Supportve Empioyrnent will assist TAY. recenving mental heann
services ING resing o DEMMANeN UpPOTive housing {and other housing $Auations: o obtan and
maintan ganful emplioyment 10 achieve se¥-sufficency. TAY Supportive Employmaent will wncorporate
&Fectve srateg=s that are dnven by the InVdual s choof and NCiGdE PANCIDES 1At 1ntegrite wan
mental haakth treatment

The provosed funding will be utlizea 1o ran current TAY mental heatth prowiders in smplementing
Supportive employment senvees withic they €xstng mental heahh delvery system

Dopeges bty sdat 0 TAY (1828 years oxdr

Peogogsi xo0i Pronde SUDDOrIve employment services 1o TAY 10 norease ther self-sufficiency by
oblaining and Mantaning ganful empioyment 3nd martaining stable housng

Inpecaed Poogies dhunore s Seventy-five percent of the TAY enrolied 0 the program will acheve
employment success 3s O0ofined by mamntamirg thew smployment for a penod of 8 months  Naoety
percent of the TA Y enroiled ir the program wil mamiain thetr housing stuation

Esfertgteet Bugoer oy £y v vt f 3128000 (30 chents 10 be served:)
15080 $500.000 (125 chents 10 be served)
Y 18517 $800 000 1 125 chents 10 De served)

4 integration of Co-Conumng Mental Health and Substance Abuse Disprders (COD! Treatment
Peactoes Tramng and Techmear Assstance

Gore Udsooaenss Both the COD integraton Tramng Fropct ang e Annval integrated Care
Confprance proviie €5%€ntd Suppor for the effectve mpiementaton of full sernce partnershivs by

71
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contnuing to deveiop. expand and suppon fully mtegrated age approprate Co-Occumng Disorder
modeis of integrated treatment 1 serve Chidren and ther caregverss. Transitonal Age Youth (TAY),
Adutt, and Older Adult consumers affected by Co-occumng disorders.

COD was ncuded in the onginal CSS plan for chidren onfy and ended 1n 2008 This wil ads COD
trarning back into the CS5 Plan

fgrget Population Behawvnoral health secnte pronders.

Program Goats To buld and mprove 3 system of care utiling age appropnate strategues that
seamiessly and effectively addresses and integrates the treatnent of co-occuming dsorders that often
signficantly exaderbate the sffects of mental ifiness

tntended Program Jutcomes

a) Prowge didactic training, consultstion and education that enhances Knowsedge Skils and
Ability in the provision of integrated services 10 cimcal staff, physicians. nurse practitoners and
paraprofessional Staf® from DMH, contract agencies, and community panners. that provide
direct Full Service Pannership treatment senices 10 Chidren. Transitonal Age Youth (TAY)
Adult. Jail Mental Health. AB 100 popuations, and selected community parthers in the context
of the deveiopment of Health Nexghborhoods.

b} Provice ongoing consukation in person and via DMH Teie-Mental Health System to rained staff
0 enhance SCreening, J255esSment treatment Ccare COOMINabon and care management
practoes n the provision of COD sernces

¢) Develop programs for on-ine seminars. workshops and forums o educate and tran on. 3sues
faced by these diverse popuianans

di One and one-half day Annual Conference on Integrated Care for 1,000+ atendees.

Fstimated Budget by FY Fy 15716: 5383014
Fy 1617 33630

LY I

fxisting Programs

Aduit Full Service Partnership (A-01)

Siots wil be expanded n the followng ways

2} Twenty-five siots wilt be adaed in FY 14/15

b} One hundred siots will be added for FY 1518 Seventy-five additional siots 1o be added 10
providers who demonsirated SUCCESS with ther (nnovation program, which ends June 30, 2015,
Psychiame capacity expanded by four psychiatrists across the directly operated F5P system.

£t One hundred siots will be added for FY 1017 Severnty-five additionat slots 10 be added 1o
PIOVIMSS Whe Semonsirated Success with ther Inaovason program. wiuch ends June 30, 2015
Psychiane capacity expanded by four psychiatnists across the directly operated FSP system,

Asssted Outpatent Program described under Board priontes #1 above,

e
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Wellness/Client Run Centers (A-02)

Seneces are being expanded in the foilowing ways

ai

ct

Adjurct senvices for chents in Weliness Centers who a%e not in need of intensive services as pant
of tris moge! wil NCILGE Medrm3to™ MANIPEMENT NGA-NlensVE SISE Management and peer
support Staftng for the Wetness ad;unel program 10 marumally ncluge 3 Psychiatne Nurse ang
Peer Case Manager Estmoated 10 Serve an asdronal 20 000 chents o FY g 1418 151€ and
‘@7

Expand staffing 1o mmpement Jupporet Employment an Ewdenced-based Fractice whigh
55515 chents o oblan and mantar employment 150 chents to be served » Fy 1418 3ng 3DD
chems n Fv's 1512 and 1897

Avging one Housng Specialis: per program 1o ensure figid capabie housing suppon for Weliness
Sernces 10 SUDPOM INdividuals M MINENING thet housaig and 10 Credle sennce capadity for
chents with a3 Secvon 8 Voucher which reguires 3 sérmce match 1 mantan. The Weliness
program gefiration will aiso need to be cianfed 10 ensure fald senvices are avadabie "as needed”
to suppont housing stabity 1 500 chients © be served i each of FY's 1415 1518 ang 16117
Addng a total of 35 peer staff 10 drectly operateg Weliness Centers and o contract Clent Run
Centers (0 serve an aodonal | 750 chents

Expand Chent Run Centers 1o ensure avadabiday in every senace 3rea. ingrease suppor © piot
"Lee Coaches’ n Peer Run Centers. Expang Peer Run Center sl o ensume servioes are
avadabie in mulucle Linguages and Mmeet cultury! needs  In FY 1412 an adaivonal 50C chents
would be served while in Fy's 15/.1€ ang 1817 an additonal 2 000 chents would be served

IMD Step-Down Facilities (A0}
Exrpansons hsted uncer Board prortes above

Adult Housing Services (A-04)

at

1]

MHSA Housing Program
1. Ar nvestment in capaal development ang operating subsdies © expand the number of
afforgabie. permanent sUpporive housing unas for DA chents  Funding goes through
CaFHA
2 Fr 14115 82 5 miklion
Housing Trust Fund
1. Extendng the cument £ year contr acts whuch are ending for some agencses The funding
wi 350 afow LS 10 2,pand SUPPOMDVE SEVICES [0 MOTe Dérmanent supPOrtive housing
programs.
Py 1418 550500
Py 1818 $U8J.000
FyoBT 88 mil

L ]

Jail Transition and Linkage {A-05)
No changes 1o prewously approves work Dian

Adult Field Capable Clinical Services {A-06)
Aggtonal Capacty will be of eated in the following ways

ai
ot

Tl

EY 1415 increase citents sarved by 50

Py T3 incredse ciients served by 200 Providers who demonsiated success with ther
Innovation program. ending sn June 30 2015 will have ther COATacs amenged 0 serve
cofiectiveiy an addmonal 132 chents

¥ 1017 increase dlients served by 200, Providers who 0emonsirated SUOCEess wih theo
nnovation program. ending n June 30 2015 will have terr conracts amerded 10 serve
cotacively an addisonal 130 chents

MHSA Annual Update Fiscal Year 2016-17
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New Programs
i Cammurity Mental Health Promoters/Community Health Workers

Pragrom Description This proposal seeks to add Community Mental Health Promoters!Community
Heaith Workars as a directly operated, cross-cutting program across age groups. within each Service
Area. Mental Health Promoters!Community Heaith Workers are trained and stipend community members
who are tusted members of and/or have an unusually close understanding of the community served.
Mental Health Promoters / Community Health Workers (CHW s} generailly share the ethnicity. language.
socioeconomic status, and Ife expenences of the community members they serve. These social attributes
arx trusting refationships enable CHWs tc serve as educators, stigma busters, and as a Baison, link, or
mntermediary between health, mental health and social services ard the communrity to facilitate access to
and enroliment in services and improve the quality and cultural competenca of services. Promoters/CHW's
build individual and community capacity by increasing mental health knowledge and self-sufficiency
through a range of activities such as outreach, community education, informal counsaling, social support
and advocacy among communities such as Hispanic/Lating and Asian Pacific Islander communities.

Terget Population: Minority ethnic and culturat underserved individuals and families who traditionally do
not seek mental health services or do not understand the symptoms of mental heath as a result of
cuftiral bebefs andlor the stigma asscciated with seeking mental health services. A special emphasis is
an finguistic capacity o serve linguistically isolated populations.

Program Goals
General. PromotersiCHWs can enhance a community's understanding of mental health symptoms,
syndromes, and avaifable treatments. They can assist with provider-cient communication, preventive
care; follow-up, and referral, and navigation of the mental heaith/health and educational systems for all
age groups. Promoters/CHWs build mdividual and community capacity by increasing mental health
knowledge and sel-sufficiency through a range of activities such as cutreach, community education.
informal counsefing, social support. and advocacy amang communities such as Hispanic/Latino
communities
Specifics: Rolt Owt is planned over a 3-year period.

3) Year!

1. Roll out of PromatersfHealth Navigator Teams in each Senvice Area, foliowing an
established and tested model, inciuding initial training, coaching and presentatians for a
small core group of participants.

2. Translate al prepared and available presentations from Spanish to Engiish.

3. Train m-house trainers with the help of Training Consultant te assure sustainability.

1. Complete rolf out and training of alt selected Promoters. Increase participants as needed
by SA.
2. Develop Strategies to adapt program 1o other languages and cultural groups.
c} Year 3: Roll out expanded program, including fransiated and culturally adapted trainings, to other
cultiral and inguistic groups within the SA. according to the needs of the different regions.

intended Progrom Qutrames
a} Decrease sigma and fear, associated with either being diagnosed with 2 mental dlness or

seeking mental health services.
&) Improve timely acoess to mental heatth services for underserved populations

10"
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il
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ci increase community awarensss of mental healh services. parbculary for {inguistcaily and
culturally underserved groups

di Coordinate senvices petween health/mental heath servsce prowders for community members
s=eking their assistance.

otimares Bodyat by Y FY 14;15: 3350.000
Fv 15/18: $350,C0C
=Y 18/%7: $350 000

s Integration af Co-Crecuming Mental Health and Substance Abusa Disorders (COD} Treatment
Practices Training and Technical Assistance:

Estimwrred Budger by F7° Fy t5018: $170.000
Y 18017 3170000

izsues Requiring Action ar Further Discussion

During the planning process, a concem was expressed that aduft MHSA programs where peer staffing
was mandated as part of the program are not being staffed accordingly. The Depariment agreed to
review peer staffing discrepancies and hold providers (contracted and directly aperated! to the
expectations documented in FSF guidelnes, Wellness Center RFS requirements and confraciual
language.

e Aduft

Exysting Programs

Older Adult Full Service Partnership {OA-D1)
Expand siots by 122 aver the three fiscal years.

Transformation Design Team {OA-D2)
No changes to previously approved work plan,

Field Capable Clinical Services {OA-03)
Incre ase capacity by 454 clients gver the three fisgal years.

Service Extenders {OA-04)
o changes to previously approved work plan.

Older Adults Training {OA-05)
Mo changes to previousty approved work plan.

Housing Trust Fund (A-04)
5250000 per Fisqal vear for older aduit housing development.

1117

ny
¥

MHSA Annual Update Fiscal Year 2016-17 190



€SS Program Expansion Proposais

+ R

R S S B T Y B R N e s

services Cutting Across Age Growps

Exizting Programs

Systemn Mavigators {SN-01)
See Assisted Dutpatient Treatment program under Board prionties above for service expansians.

Adternative Crisis Services (ACS-01}
See programs listed under Board pricrities above for service expansions.

Planning, Cutreach & Engagement {POE-01)
Strategies 10 enhance existing outreach and engagemeant servioes include.

a)

el
e

identifying specific outreach and engagement strategies to engage TAY into services, including
the use of social media and technology.

Qutreach and engage TAY who are victims of commercialisexual exploitation.

Foecus TAY outreach efforts in high schools, alternative schools, community colleges. universities
and radefvocational schools.

Foeus outreach and engagement efforts at unserved and under-served ethnic communities, using
the UREP recommendations.

Qutreach and engage the TAY LBGTG community with early signs of mental iiness.

Incorporate keaming from the Integraied Services Managemenrt Mode! Innovation programs o the
outreach and engagemem process, including the uwtilization of effective non-traditional
approaches.

Prevention and Early Intervention

Stakeholder Recommendad Changes from Previously Approved Plan
No changes will be made to the current PEI Plan.

Potential Changes Requiring Additional Stakehelder Digcussion and lnput:

a}

b}

c}

d)

2)

An interes! was expressed 1 categorize early intervention services at the level of the PEI
Program rather than at the more granuiar level of the eary intervention Evidence-Based Practice,
Promising Practice or Community-Defined Evidence practice. Each program wouid stift consist of
ona of more of these practices but would be augmented with other services, such as employment
support or short-term tarpeted case management that would aid in the transition back to a pre-
morbid or higher level of functioning.

The Department will examine its Prevention programs in the next planning cycle to priortize those
most at risk of developing a mental ifness and the programs and services that align with early
intervention and, o some degree, C55 programs.

The Departmeant will review the results of the PEl Statewide Projects that have created locat
impact in Los Angeles Caunty to determine whether these efforts shouk] contmue.

Focus and builld capacity 1o target TAY and Older Adult for stigma and discrimination reduction
and Suictde Frevention trainings, presemations, and services. Utilize Mental Health First Aid;
Question, Persuade, Refer: Applied Suicide Intervention Skills Traming.

identdfy and integrate best practices related to stigma reduction n schoois setings targeting TAY.
Provide training to reduce staff sigma. The propasal, entitied “From the inside cut Tuming the
Tide of Stgma and Discriminaton’ would train staff, consumers, family members and other

127
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‘riendly community members to counter stigmatizing and discriminatory fanguage and behaviar in
the commurity with direct. respectful ang assertive messages

g) A DHS psychiamist is funded for the prowsion of psychiatric services. including consultaten and
directive services to clients receiving menial health services through the DMH/DHS Collaboravon
Program. Chents will receve integrated physical and mental health services provided through a
primary care provider and treatment team.

Workforce Education and Training

Stakebolder Reconumended Changes from Previously Approved Plan
No recommended changes from previousty approved plan,

Potential Changes Requiring Additional Stakehoider Discussion and Input

Expand WET Project & to include a TAY-focused peer certification process to prepare TAY aged
sidividuals to work as peer advocates within the mental health system. individuals traned would be akle
to provide peer services in cutreaching to TAY and for TAY accessing mental health services

Capital Facilities and Technological Needs:

stakiehiolder Recommended Changes from Previousiv Approved Plan

The allocated amount for Capital Faciliies {CF) and Infornation Technology (T} is $131,007 00D
Siakeholders determined T0% (381 704.800) of funds abowe would suppart IT Projects. with the
remaingder 10 support CF Projects.

Charnge' Meve 32 million from CF Frojeets to [T to support the continued deployment of the Integrated
Behaviora! Health [nformation System (iBHES). changing the inttial ratie of TN to CF funds fram 70%/30%
0 72% Th, 28% CF. The recommended change was approved by the SLT.

Innovation

The Integrated Mobile Haaith Teamn, Inegrated Clinic Mode! and Imegrated Services Management Model
alt are scheduled to conciude on June 30, 2015, The Integrated Peer Run Mode! will conclude on june
30, 2016,

The Depantment is beginning the process of idenifying potential new innocvanon projects that would begin
sometime during FY 2015-18.

13 |7 57 =
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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 ils June 17, 2015
meeting.

ONE-TIME INVESTMENTS:

MHSA Housing Program {A-04) $47.5 mitlion + $200,000
= This funding will be transfemed to the California Housmyg Finance Agency who
administers this statewide program and will be used to continue the development of
permanent, supportive, affordable housing for individuals living with serious mental
iliness, who are homeless, and their fomilies. This program serves all populations
including famiies, Transition Age Youth, Adults and Older Adults.

$200,000 was allocated to the Housing Trust Fund in the 3 year pian for FY 14-15 but
was not used due to implementation delays. Per a recommendation from the
Depanment's MHSA Housing Advisory Commitiee, the funding will be transferred to the
Cafifornia Housing Finance Agency who administers this statewide program and will be
used for the development of permanent, supportive, affordable housing for individuals
living with serious mentat iiness, who are homeless, and their famiies. This program
serves all populations including famifies, Transition Age Youth, Adults and Older Adufts.

MHSA Housing Trust Fund (A-04) $7.5 mitlion
Thiz funding will be used to provide supportive services and/or other housing supports to those
individuals kving with sericus mental diness, who are/were homeless, and ther famiies and
have or are in the process of transitioning intc permanent housing.

Los Angeles Lesbian Gay Bisexual Transgender Center's Recognize, intervene, Support,

and Empower [RISE) Project {POE-01) $350,000

The Lesbian-Gay-Bisexual Transgender-Questioning (LGBTQ) population i a non-ethnic,
cultural underserved population in Los Angeles. The extent of service gaps, especially within
the public mentat health system is significant. Individuals within this population are more often
tracked solely through their ethnic, language, and age groupings. Risk and wvunerability for
mental heaith, co-morbid, and co-occurring issues are higher in LGBTQ populations especially
in respense to high leveis of stigma and discrimination; their higher occumrence of depression
and andety 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 regection from their families. Within the Los Angeles County
dependency system, a recent study revealed that nearly 20-percent of children/youth ages 12 -
21 in outof-home placement seif-identified as LGBTQ. Reducing the number of youth,
including LGBTQ youth in long-term foster care, I8 a pnorty focus of the LA. County
deperciency system. Long-term foster care is statistically significant for iess optimal seff-
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sufficiency outcomes with respect 1o emoticnal well-being homelessness, educatonai
attainment. employment, etc. The DMH will fulfill its obligation fo outreach and engage the
unigue mental health needs of DCFS LGBTC children and youth in out-of-home placement and
family caregiving settings through the MHSA Flanning-Cutreach-Engagement (POE) plan. DMH
will help fund the Los Angetes LGBT Center's R.I.S5.E. (Recognize, Intervene, Support, and
Empower} Project. This preject will provide outreach, engagement, linkage, and psychosocial
strategies to youth. families, caregivers, and service workers with the geal of improving family
acceptante. functioning. and improving the self-sufficiency trajectory for this population.

PHot Employment Program - Wellness Centers (A-02) $250,000 each year for 2 years
This funding will be used to provide employment services to DMH chients in two directly
operated welineéss centers. The funding wili be aliocated through a solicitation to an agency
with an expertise in providing employment services with the goal of increasing the number of
OMH clients that achieve their empioyment recovery goals

Assisted OQutpatient Treatment {AOT) Evaluation {A-01) $300.000
This funding will go to evaluale the effectiveness of the Department's AOT program. The
evaluation wili focus on:
= Effectiveness: Assess the effectiveness of A0T fo determine and contrast promising
practices for effective outreach fo and ocutcomes of and between ACT eligible
subgroups Gincluding but not imited to):
1. Clienis referred toc AOT-LA who do nof receive ADT outreach services.
2. Clients referred to AQT-LA who meet ACT eligibitity criteria and who
voluntarily accept services.
3. Chents referred to AQT-LA who meet AQT eligibility criteria who refuse
veluntary services and for whom & cowrt order is not sought.
4 Chenis referred to AOT-LA who meet AQT eligibiity criteria and who sign a
Seftlement Agreement with the Court.
5. Clents referred to AQT-LA who meet AQT eligibiity critena and who are
court ordered to receive AQT services.
Community Improvement: Assess the extent the program contributes to improving
the tocal community.
Stakeholder Satisfaction: Assess the s=atisfaction levels of stakeholder groups,
including chients and providers.
Cost. Assess the cost effectivenesas of treatment {voluntary or mandated).

ONGOING INVESTMENTS:

Katie A. - FCCS expansion for Intensive Care Coordination (ICC} and Intensive In-Homse
Behavioral Services {IHBS} {C-05) $3.3 million
As a result of Ihe State of California Katie 4. setlement agreement, Los Angelfes County was
mandated to address the needs of “Katie A. Subclass™ members. Defined as DCFS involved
children moest in need of specialty mental health seryices. subclass members are entitled to
receive Intensive Care Coordination (ICC) and Intensive Home Based Services (IHBS). Child
Welfare Divigion will incomporate ICC and #HBS inte the expansion of intensive Fielid Capable
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Clinical Services programs to DMH contract providers across all Service Areas (o specifically
address the needs of Katie A. Subtiass members in order 1o comply with the settiement
agreement. Both services are consistent with FCCS.

Katie A. — Intensive Care Coordination Services for FSP (C-01) %1.6 million
Children’s Full Service Parinership (FSP) will incorperate ICC and the CFT process for the Katie
A. Subtlass members receiving services in the program to assist with the Depariment of Mental
Heaith (DMH} compliznce of the Katie A settiement agreement Adding ICC o Child FSP will
make the program more consistent with Wraparound that provides a very similar service at a
cosl of $6,000 more per siot than Child FSP.

Historically, Katie A. Subclass members 6if approximately 33% {587) of Child FSP slots. The
Department of Mental Health proposed augmenting 30% of each provider's curent Child FSP
slot allocation to bring 1ICC services in FSP for Katie A. Subclass members. This method of
distribution ensures each provider will be accountable for providing a standardized service
defivery system to the Katie A. Subclass while simultaneously meeting the needs of its FSP
clientele.

Health Meighborhood and F aith Qutreach and Coordination (POE-1) $500,000
This will fund the positions necessary fo coordmate faith outreach and Health Neighborhood
development in each of the Service Areas. To meel the objectives of the County's Strafegic
Initiative 4: Healthy Neighborhood Frojects, the Department of Mental Health is developing the
capacity of high-nesd/underserved communities for improving mental welinesz and resiliency,
reducing juvenile and adult delinquency and addressing homelessness. This aligns with
LACDMH's Strategic Plan Goal 3: Enhance the community's social and emolional weil-being
through collaborative partnerships. This program tends to develop, streamline, integrate and
focus the ability of the Los Angeles County Depariment of Mental Health (LACDMH ) to improve
health literacy. neighborhood resources and community's capacity for coliective action to
address issues of weliness, resiliency, justice involvement and homelessness. The program will
implement a logic model for community parinership development and activation focused on
high-need/underserved communiies where justice involvement and homelessness are
prevalent The program wil use local faith communiies as loci for engaging grassrools and
organizational actors for coliective action. It will leverage existing outreach and engagement
efforts focusad on faith communities such as the Service Area clergy meetings, Faith Based
Advocacy Councl meetings, 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 liaison™ is needed per Service Area. The
ligison will work closely with the Department's Commwnity & Govemment Relations Division for
outreach, engagement and education focused on falth communities.

Ctlient Supportive Services Funds — S8 82 Mobile Triage Team (PCE-1) $800,000
This funding will be used to support the outreach and engagement of ndividuals who are
homeless, veterans andfor oider adults in ensis as identified by the SB 82 DMH Mobde Triage
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Teams. The funding will provide basic necessities sueh as food water tojletnes and blankets
and cther ttems such as transportaion and birth certificates. The SB 82 funding preciuded
funding for nor-service expendituras.

Housing for Clients — SB 82 Program (PQEA1) $300,600
This funding will be used to provide temporary shefter o individuatsifamilies m crisis. as
identified by 5B 82 DMM Mobile Triage Teams. The funding will be used for temporary shetter
while a long term treatment plan is being developed and implemented. The S8 82 funding
prectuded funding for non-service expendiures.

Expansicn of FCCS Capacity {(C-056, T-05. A-06, QA-3) $3.6 Million
Expand capacity and broaden service continuity by adding FCCS senvces to a#f current FSP
programs without an FCCS component for each age group. This would inciude Assisted
Cutpatient Treatment (AOT} comtaciors with FSP slats.

FCCS Service Expansion in Skid Row (A-06) $1.5 million
Expand FCCS capacity specifically to the Downtown LA Skid Row area, focusing on meatalty it
adults who are homeless or at risk of hometessness.

Increased capacity to outreach, engage and serve Under-Represented Ethnic
Populations {UREP) communities {A-06 Adult FCCS and POE-01) $1.3 million
Post Innovation — 1, expand curment FCCS and outreach and engagement capacity to the
Samoan community and to meet critical language needs of Armenian and Farsi speaking
COMSUMETS.

Service Redirection from PEl to FCCS (C-05. T-05, A-06, QA-3) $28.4 million
System of care capacity was reduced during years where CGFrealignment was reduced. While
agencies received Prevention and Early Intervention funding, an unmet remains related to
sening clients with sericus mental iliness or serious emotional disturbance that don't meet FSP
criteria.  This action creates system capacity o address this unmet need.

Forensic FSP (F-FSP} Services (A-01} %3 miilion
This would expand FSP capacity to serve individuals with criminal justice histaries who are at
nsk of re-incarceration, institutionalization, homelessness, or psychiatric in-pabient setvices, F-
FSP services support individuals as they reintegrate into the community and fransition to jower
levels of care. Participants engage n the development of their recovery and weliness 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 avaitable 24/7 1o provide phone
and in-person crisis services to the chent.

Men's Jail Integration Program {A-05) $2.5 million
The Department of Mental Heajth Adult System of Care (ASOC) will establish a Men's
Community Remtegration’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
Centrat Jail (MCJ) or Twin Towers Comectional Facility (TTCF). MCRSEC will provide
innovation models of care for men strugghng with histories of persistent mentai illness and
substance abuse, repeated amests and incarcerations, physical health disorders,
homelessness, unemployment, financial instability and domestic and commundy viclence.
MCRSEC will also serve and an education and training center for a variety of integrated care
providers.

Law Enforcement Team {New Work Pian Proposed - LE-(1) $5.7 million
The UMH Emergency Cutreach Bureau (EOB) plans to expand its Mental Health - Law
Enforcement Teams (MH-LET) that provide field based crisis 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 fungd their officers.

The teams are based on a co-response model: one ficensed mental heaith cimician 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 dlness. Teams provide crisis intervention
including assessment for WIC 5150, de-escalste potentially violent interactions between clients,
famity members and police, make appropriate referrals to community agencies, andior faciftate

hospitalization. The teams/programs serve to decrease the need for inpatient psychiatric
hospitalization by providing immediate field based services. Additionally, clinical staff wili
provide training to law enforcement officers on mental health and strategies when engaging
persons with mantal finess.

Expansion of Mobile interdisciplinary Teams (MITs) (A-G6) $600,000
This funding will provide additional staft for the Muttidisciplinary Integrated Teams cuirently
funded by DMH/County Homeless Prevention Iniiative 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 lo engage, Enk individualis that are homeless to mental health programs and support
clients in accessing and retaining housing.

TAY Drop-In Center expansicn {T-G2) $250,000
Drop-In Centers provide temporary safely and basic supports for Serdously Emotionally
Disturbed (SED} and Severe and Persistently Mentally i (SPML) TAY who are living on the
streets or in unstable Bving situations. Drop-tn Centers provide “low-demand, high tolerance”
environments in which TAY can make new friends, padicipate in social activities. access
computers, books. music. and games. As the youth ia ready, staff persons can connect them to
the services and supports, ircluding fnkages to ongoing mental health and co-occurring
services, they need in order to work toward stability and recovery. The inftial MHSA €55 plan
for Drop-in Centers was approved in 2009 and DMH contracted with two agencies to provide
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Drop-in Center services in different Service Areas. MHSA funding provides the opportunity for
the agencies tc leverage their existing non-MHSA funded Orop-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 additionat MHSA funding during the past years,
DMH s now able to fund a3 Drop-tn Center in all eight Service Areas. This will atlow DMH to
engage the TAY population in services and supports to promote their wellness and recovery
throughiout the County
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LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH
COUNTYWIDE PROGRAMS — FULL SERVICE PARTNERSHIP

GUIDELINES
| SUBJECY GUIDELINE NO. EFFECTIWWE BATE | PAGE
: |
BISENROLLMENT GUIDELINES Vil 11/1/2006 E 1of3
i
PURPOSE: To establish a procedure for the disenroftment of & Full Service

Partnership (FSP) client from a FSP program.

DEFINITION: Disenroliment can apply to either an interruption or a discontinuation of
service. An interruption of service is defined as a temporary situation in
which the client is expetted to return fo services within twelve (12}
months or less from the date of iast contact A distontinuafion of
service is defined as a Jong-term situation in which the client is not
expected to return to services for more than twekve (12) months from
the date of last contact. The reasons for disenroiiment are as follows:

g tija ] net. Client is found nof to
meet target popul&bon in mast tases, clients who are
discovered to have no major mental diness or serous emotional
disturbance (SED).

rJ

anent demded to dts-coﬂzmue Full Servu:e Bartnership
aff : ed. Client has either

mﬂ\drawn consent or refused serwc es

3. Client moved to snother countyiservice area. Client relocated to

a geographic area either outside or within LA, County, and has
discontinued FSP services.

&ecated Claent 15 rmssmg has not made contaci wnih FSP
agency. Agency may request disenroliment of a client after
muitipie documented outreach attempts for at least thirty (30)
days but nat more than ninety (80) days.

hg afthsemr.es at this hme {such as. an lnshtute for Mental

Disease {IMD}, Mental Health Rehabilitstion Center (MHRC or
State Hospital (SH). Client is admitted to an IMD, MHRC or SH.

&. Communrly sew:ces.rpmgrammtermpted Client will be

CYAr[guilgnson sentence Chentls anhmpated !o remaln in gne
of these facilites for over ninety (80} days.
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FSP Disenrollment Guidelines

LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH
COUNTYWIDE PROGRAMS - FULL SERVICE PARTNERSHIP

GUIDELINES

SUBJECT

GUIDELNE NO EFFECTHE DATE PAGE

DISENROLLMENT GUIDELINES Vil 11/1/2006 2of3

lient has successfully met his/her goals such that
discontinuation of Full Service Partnarship is appropnate  Chent
has successfully met histher goals. ag demonstrated by
invelvement in meaningful activities guch as employment.
educstion. velunteerism or other sacial activities and is living in
the least restrictive environment possible. such 8s an
spariment. The céent no longer needs intensive senvices

Client is decepsed. This includes clients who died from either
natural or unnatural causes after their date of enroliment.

GUIDELINES: Countywide Frograms Administration must authorize all requests for
clignt disenrollment from the FSP program pricr to an agency cfficially
terminating services

1.

[S0]

(V]

Upor determining that a client meets disenroliment criteria, the
FSP agency will compiete the Full Service Partnership
Eisenrcliment Request Form and sebmii it to the age-
appropriate fmpact Unit Coordinator for pre-authorization of
cisenrofiment.

Impart Unit Coordinator will review the disenroliment request
within five (5) business days cireceipt. Clients that meet FSF
cisenrpllment critena will be pre-guthorized and forwarded to
Countywide Programs Adminisiraticn For clients that do not
meet disenroliment criteria, impact Unit Coordinator will
tomplete and send Full Service Partnership Disenrcliment)

Transfer Renuest Supplemental Form to FSP program. FSP
program must confinue services

Countywide Programs staff will review the request for
disenroliment and pre-authorization information and wili notify
the FSP program and impact Unit of authorization for
disenroliment within two (2} business days. Onte digerrpliment
is authorized, the FSP program may close the case in the DMK
integrated System (1S and relevant Data Collection System
{see VILA. Outcomes Data Ccllactian of Mg emhoma obw ki com)

If Countywide Programs staff does not avthorize client for
disenroliment they wik complete and send Full Service
Partnership Disenrollment /Transfer Request Supplemental
Form to FSP program and tmpact Unit FSP program must
continue services
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LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH
COUNTYWIDE PROGRAMS — FULL SERVICE PARTNERSHIP
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GUIBELINES
§ SUBJECT GUIDELINE NO. EFFECTIVE DATE PAGE
i
g DISENROLLMENT GUIDELINES viit. 1171/2006 Jof3
|
4. I{F5P agency does not agree with the decision of the impact
Unit of Countywide Programs Administration, then agency may
file an appesl (see U1.B. Procedure for Filing Appeals Related to
FSP Client Enroliment. Disenroliment or Transfer).
A client transfering from one FSP program to another FSP program is
not considered a disenroliment (see V.C. Transfer of Clients Between
Full Service Partnership Programs)
FORMS: » Full Service Partnership Disenrollment Request Form
* Full Service Partnership Disenrcliment/Transfer Request
Supplemental Form
REFERENCES: ~ bitp fidmhoma.pbwiki.com (Los Angeles County DMH Outcome

Measures Application {OMA) Wikl website)

e S v e o St e
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Full Service Partnership Outcomes Measures Application
Living Arrangement Exception Reasons and Corrections

FSP OnA Living Arrangement Exceplicn Reasons and Correcticns {Revised 1/29/10)

Appendix Il

Exception Reason

Explanation of the Exception

Example; Comment

Type of Corraction
Needed

Cofrective Action

Cnly gne Base ne should e cone for 3 Shert
uniess the Ciient nas been dserroied from FSP
or 385 days  The rew Start of FSP must be
greater than 365 days from the date of
disenroliment {parinership status Change) n the

Multple agences may

trveshgate the probiem and
determene whetrer there
truly is 8 duplcate basefne
Once you cetermire there
is 2 duplcale baselne. you
need 1o entfy which
baseire you wish 10 keep

Submita Data
Change/Request form to
delete duplicate baseline
OMA team witl Investigate

December ¢ 2006

correcty representing the
revised 12 month period.

g:ig::::ﬁ:g;’: diserroiiment Key Event Change {KEC: The cmg;gﬁg%‘{:h and gelale the duphtate which Dasene 10 keep
Basaline within 365 ristahe often involves an agency (reating a agency.wlll have to foliow naseing ang any and any KEC's or 3M's Lhat
da sexond haseine or when addibonal baseines 65 outine by MHSA assessments (KEC ang | needed to be re-entered
s are gone for a chen when ha/she ransfers 1o !‘m'i:emm 8‘3(;’1 L.r‘ i NS associdled wth the | duo fo the assessmaents
anglher agendy of re-enyois back 1o senvices ' ' dupicate baseline Often assoriated win the
when ciient has not been away ‘or more than muitiple agencies need 1o | baselne that needed to be
365 gays from the status thange date on the coordinate the data oe-eled
gsenrotiment KEC Lorechion orocess when
¢ ent's data resides
multipie agencies
Partnership dates carnot | Changes io pannersnis
predate CW authoreator dae argt ang
"y gae  Discuss win arrangement ranges can
Nhen making a change . bem
July 1. 2005 15 the eartest possibie start date for | to the partnershin date, imﬁ?;’w:.gmn:a b;;:amdf‘mt'é ;f ’;e
Partnership Date on | ZSP i Los Angeles County  The Juty 1. 2005 | one must atways go back n ‘\,e‘e“c " ¥ - ch’ ; Dwr‘fh ‘
Baseline 1$ Priof to start date oniy pertans 10 a few ovectly ang mabe surethe | "ECESSA O I il
71172005 Operated [rojrams most programs stared after | baserma information ig | PAMNErShp dale Change p‘:re;j f';; 53:;me

and change fnang
arrangement date range to
match Crangesiothe
pantnerstip date may
charge the 3 due dates

wformation on the 3M
needs i thange 1o refiect
accurate time frame of the
34 assessmentis;

Baseline Disensolieg
over 365 Days

i & client 5 re-anrothng wito FSP after having tefl
the program for more than 165 cays from the
cate of gisenroliment ndicated on @ KEC. a new
Cageling § Needed

A cuent 15 srvolied in FSP)
ar 7/406 and dsensois
on 500G actorging 1o

tre KEC Tre chent

returns to FSP on 972:07.
and the agenly d0es a

reestapishment KEC
when a new basgine
shouid have been done

Nepd 10 contim a secend
tasenne s needed for the
chent

Detete e KEC that was
created for re-
estabisnment and nNstead
credie g new basene for
the chent

Partnership Date in
Admintnfo is null
blank

Tre report cons:gers the parnership tate as the
starnt of tre FOF services  Withoul the date. tre
et carnet make the compansen of pre-
partnersnic ¢a,s ang cnanges that io¢y plage
after the FSP stared

Nore

Delgrmine when the Chent
was anrjéigd in the
progeam  This neecs to ve
tre firs! date of service
blieq 1 the 1S for the
crogram For FSP this
gale cannot precale the
Countywide authorzation

dale

Provider nesds 10 nput the
parneessip Cale and
ersure correct 4ate range
for Ine Ining arrangemaent
ard basenng infn

MHSA Annual Update Fiscal Year 2016-17

202



FSP Baseline Exception Reasons

BB

T R

B RS K

£ T N S 2

Exception Reason

Explanation of the Exception

Example! Comment

Fmdw

Corrective Action

Date - 1

Maximutts “Date To"
on Baseline LA Not
Equal 1o Partnership

Not Equal To

365

Mnsmum “Date
From™ on Baseline LA

Partnership Date -

Baseiine Inving arrangemert date range must
nchige 365 consecutive, non overlapoing cays
‘Tre last ‘Oate To" date must be the day before
the partrershup date.  The earfiest "Oale From”

Has “Date To™ on
Baseline LA Greater
Than or Equat To
Partnership Date

date must be 365 days before the parnershp
date Remember that 2008 was a leap year
which means there was an extra daoy in Feh.
You need to account Jor this extra day if your
partnesship date falis on or between 3108 -
2128/09,

If Partnership date=
7/15/08. Date from and
o range = 771508 to
T/14/09 Winumum “dale

The most recent "date (o™

{end date) needs 1o be one

day before the partnetrshp
aate Consult the iving

arangements example
(attached; it needed

The eartiest date from (slant
date) needs 1o be 365 cays
before the parinership date

Need o kst 3l the days
within the correct date

range by the provder
Changes can be made
carectty in the OMA,

1/14/09, wiich will yietd

. Consult the iving
from™ = 718008
Mapomum “date 16" = arrangements exampie
P00 {attached) if needed
The pre-partnership ivang
arrangements cannot
extend inlo the pactnership
The informabon by
definition is based on the 12
months prior 1o enrotirmant.
Partnersmpdme‘forleasp Take into account of the
year =15/09 Wrong aa
Date Range= 11508 1o | ©X/3 33y due lo a kap
111409 This peigs 366 | Y237 Needloadust the
range (Move ihe start date
days Correct Date aday later) Affects
Range= 1/16/08 o
partnerstsp dates from

Y1/08-228A03 inciusive

365 days
Does Not have a tatat | 263 9as of pre-partnershup living arrangoments Need to examine the
on baselne e fequired. Validalion exists now .
of 365 Days of Pre- In OMA 1o prevert this fromm None correct date range for the | Provider is abie to make
Partnership Living , igh 'S from oceumng. chert and ensure 3l dala is | the changes m the OMA
Asran Is Exciusion due to this reason pertain to very garty Captures
e OMAS that predate the vakdabon
IMD. "Mental Heaith Rehabmiation Center
(MHRC). Prison, Jail, Commundy Treatment | e acortios aore
Faciity (CTF)", "Caiforrua Youln S Prowicer can make the
AuthontyDOLI", “Probabon Campy Ranch”, tves| ¢ POSAM NOused the | Mark the aooropnate | ¢pange by logging onto
in 2 group home (L12), "Lives in a group home | oot 00 the first day heylresidential seting where the| - i\ 3ng checking the
Residential Type (L14), *State Psychutne Hosgdal, “Juvenie | Sodedn FSP For | chantwas housedupon | “apnronnate nox for
selected Can Nol be | Har, ‘ésaﬁedNursm Faciity (Psychatng)” can exi:rd\oleﬁaci_e_ms enrol t tfuﬂ:cue:; resdentai type other ar
Checked on Tonight | 1ot be checked as 3 resdential type in the | Pone .:d‘fm”‘{" ora "‘:f;;'&'“;iﬂ o those ksted 1n the
Column “tomght” column on baseline. Clients can not be - . . expianaton, Remember
entolted ntp FSP unti they are crscharged from | ™ 31 BMerpency shefter | chent was at 11.39 asthe | ™y oy ane thving
the aforementioned placements These the same eight residantial type b record i arrangement can be
resxental types Can be checked in the emergency shette the Tonight” column. thecked 1c be saved
“Yasterday” colume in the baseling LA with othar | * ”“g:eh‘;“:“’“n’" the
rescential types endorsad in the 1omght column ight colum
You can only record one resgenidl type  he See for
Tonig “forught columea” . Provwger make
cn.cx'fucfﬂ"n"fm socab;:; onte ﬁé't?;fm?}u’gfm ‘“';’y"“pe:“"‘m‘ Ta':m"""be‘ al msa ect the o m'w :;‘: the cnan:esa?ae;:: OMA
than one Baseiine where the chient was at 1159 o.m The chent o 1 the Ton s:m by ensunng one box and
Living Arrangement cannot be in more thar: one place 3t 11 55 on coumn® ght partnership only one box 15 checked
the mgnt of partnershup.
A check m the "tonight” ¢ olumn represents the
! Need to examine the
first residential type tha chant stays in on the first
Tonight Column NOT 17 o0y ng FSP Trvs 15 considered the fist corTect Iving amangement | oo e ¢ atie to make
C ed for any “post-partnership” raing arrangement of the type the cliet resides i on the changes o the DMA
living arrangement partnership A irang arrangement must be the st day (at 11 S9pm) of
mndicated in the “tonight” column on the baselne. e parhership
Submt 3 Data
More tt : TWG Gf more iwng amagement KEC's fieg for Aol mave 10 Ceterming a
Arra octhEngig the same slatus change date Client can only be Nong whCh fving arrangement h wme::esz form o
ngemen In One residenyat Diacement per night at KEC(5ks corect and which needed
the Same Date 11 50pm oneis) need 1o be delated | S90St KEC(s) from the
' same slatus change date
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FSP Baseline Exception Reasons

Full Service Partnership Outcomes Measures Application
Employment Exception Reasons and Corrections

Baseline Data

¢ 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.

¢ 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.

* 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 disenroliment 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-enroiis 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

* 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?

* Missing Date of Employment Change: An employment change is indicated on the KEC but the Date
of Employment Status Change is left blank.

* Conflicting Employment/Unemployment KEC: When there is nothing reported in all of the Current
Empioyment fields and “No” is answered to the question, “is the client unempioyed at this time?”

* Missing Partnership Status Change on Disenroliment or Reestablishment: A disenroliment or
reestablishment is indicated on the KEC but the Date of Partnership Status Change is left blank.

* Employment Change Date on KEC Prior to Partnership Date: A KEC should not reflect a change
that occurred prior to the client's enroliment in the FSP program.

* Unemployment Reason Reported and Unemployment Not Checked: The KEC reported a reason
for unemployment without indicating the client is unemployed.

* Unemployment Checked and No Reason Given: Unemployment is indicated on the KEC but the
reasons for unemployment are left blank.

* Unemployment Reason Conflicts with Unemployment Status: The KEC indicates the client is
empioyed at the time, but answered the reasons for unemployment.
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FSP Baseline Exception Reasons

S P P o) B N T T S . SR wia e

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 VVYY

EP—. [ N AL T L b R A RS o RS N 5 N R 5
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Appendix IV

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 andfor 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 Cunty 241.1 Multidirciplinary Tesm

Report to the Los Angeles County Board of Supeivisors—May 2015
Denise {. Herz, PhD.
Schaal of Criminal fustice & Criminalistics
Califarnis State University—Los Angeles

Overview of the 241.1 MDT Research Project

The 241.1 Maltidsseiplmary Team {MDT] began as a ptlat program i the Pasadena
delinquency courts in May 2007 \mder the direction nf Judge Michael Nash and the
Crozsaver {an interdizcipl mhd with: i lmpmm)g the 2411
process in Laa Angeles County}. Since that nme all partiei have

to data collection efforts. The amount and type of dara have wmed over time because no
resaurces were dedicated to data cottection, and the task added to an already lung List of

hilitres for these ies. Nonetheless, the agencies wers commutted to griving

pr:mce with data and worked wth Dr. Denise Her: to capture the evolution of the MDT
program with as much data a3 pesaible.

RN

_Appendix v

The data system previousiy in place to record 2454 referrais was a stand-alane ACCESS
database that simply captured the referrals and limited information relased to thase
referraly. All data presented in previgus reports have required additional data collection
above and beyond the ACCESS database dus 1o limited informahon contasned within it

The Bata Sub ittee merged ait p research efforts with the ifortianon required
by the Board Motion to create 2 comprehensive data collectitn toot. Marceline Ramos.
DCFS5/BI5, was then tasked with building a 241.1 appheation to capture all of this
information #n4 give Probstion and DMH access to limited soreens for datz entry.
additionally. Patty Armani. Educatien Consultant Services Program, was warking with BIS
1o create the On-Line Edueation Consultant Sarvices System. To svnid duplication of
sy=tems, BIS wlrked to coanect the 245.1 Application to this ystem for efficient and
effective data collection. The 241.§ Application was finished in twe phases-—-the first phase
was completed in January 20 14 Referr4t 4ud Initial Form informatien) and the secaod
phare was cotnpleted in February 2n 14 (Tracking Information).

Overview of Data and Mechogs Used for the Current Regort
The use nf the 241} Application to capture all 241.1 referrals made to the BCFS and

Probatinn 241.1 Units began on Octobec 1, 2013, The dqtabase was used ta collect three
types of data: Referral Information. Inikiat Fata and Tracking bsta.

With the passage of the Board Moticn to provide funds to support the addiion nf DMH
paychiatric social wotkers for the 241. 1 MDT, the peed for datz grew to include the
tracking of cutromes for youth who received 2 241.1 MDT aszessment and plan. To
suppert ths requirensent. the agenciea and Br. Herz dovoted their tipte tn develnp data

tools, and DCFS d throngh their Bureay of Information
Systems to busld a 2411 weh-dased :ppl.ic:uun o :uﬂect gata from all agencies at the tune
of the referral follnwng the Tt and i Their woerk it 2.

testamient to their commitment ko the 241.1 MBT Progr:m and youth impacted by it
eapecially mnce na additional rescurces were provided to yupport the dara collection
requirement.

The 241.1 Data Subcommitire members incude the h]]awmg mdmduah (NBTE afew of
the original members listed below were premoted and )

» Departmen; of Children and Family Services (DCFS): Withelmina Bradley {241.1
Unit), and several representatives from the BCFS Education Unitincluding Patricia
Armani, Denize Prybyihs, Gerardn Seltran. and Marceline Ramaoy

» Prohanmu Michael Verzer, Mimba Gomez, Suzanne Lyles, snd Belores Bryant-
White

- Department Bf Mental Heaith (DMHE): Nancy Gilbert

# California State University—Los Angeles: Beaise Herz

While d d by thiy i the 2415 Appk was prog 4 by Marceling
Ramps from BCFS-BES. Withnut the t of all these ind s the 2418
Applicotion, the data it captures, ot this report wiald not have been possible.

Revised &1:1F 1.7

services status for tracked youth at twR pointy mtime: & months aftec their
dispositien and ! year after their disposition nr untl bnth the dependency and
delinquency cases ciose—whicherer comes first. DMH iy also responsible for
reporting the servicer youth received frotm DMH during these two ameframes,

Types af 241.1 Referrals

There are several types of referralz made to the 241§ Units. Youth whn had an npen 300
case and had ¢ pending delingnency petition were the onginal target popularion for dato
callections and the developmens of the 241.1 MDT; however. the 241.1 Application coBecty
data na 2t types of referrals.

The target group for this report iz still pouth with an open 300 case and a peading
delingquency petitian, but foc the first time since data colfection began on crossover youth
v Los Angeles, we now can repart the distribution of all types of referrals, For clanity.a
hrief descriptien nf the differcot typey of referrals is provided below:

= 300 youth with a pending delinquency pedition: These youth have an opea DCFS
court-involved case. are charged with criminal tharges, and are awaiting 4
del court bearing {hereafter referred ta as * 300 pouth ™},

*  Fmergency Referro! (ERL Voluntary Family M@nteranee (VFM]. Legn! Guardian (LG)
with a pendimg delinguency petition: Thexe youth da not buve substantiated cases in
dependency court, byt they were involved with DCFS in apme way wien they were
charged with 1 criminal offense and, consequently, face a delinquency rausthearing.

Deciared 542 youth with ¢ pending depeadency denzion: These youth are wards af
the delinqueacy court at the time of their referrat and subsequently, arazse iv
opraed an them m BCES.

- Yauth with were previcusly 2 41.1 referrals wha
received a deltaquency dispesihan and are now rsturming t court beranse (1) the
crurt has requented to 3e¢ them: (2) they committed a new charge: and/ar (3} they
are being charged with z Probation vielatan

»  Reverse 2410 and AR 17 Referrals These are referrals for wards of the delmquency
court wha are requesting i return to dependency hecause their delingaency
dispositions dre coming o an end (NBTE: AB 1215 3 bst more complicated than this

description-—readers are referenced to the protocels for AB 12 youth for mare
apecific infarmation)

it thauldhe nered that except for reassessment referrals. all referrain are “2ew”—m ofaer
wards, even thaugh the youth referred may have been on Probatiay 1n the past they are
Dot under Probatian supervisivn at the bine of fhe referral. Additionally, same youth
Reviwed 6115 EREE R
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Referval Information: Basic information iz captured m the 245.1 Applicatinz foc atl
241.1 referrals received. Inzdd:txm v demographic and type of 24 1§ referral
inistrative. it alsn cap -ative inf aceded by the DCFS

241.1 Uit t process the referrals.

A4, 1 ch

Initial Data: Fer 2l cases sxtept tstics are
e¢aptured in the 241.1 Applscation by each agency participating on the Teast. Fne
example, 0CFS enters information oo the ynuth's histery in the agenty. Probaten
coters tnformation about the current offense and prioz contact with the juvenile
{urtice system, DMH enters general information ni the youth's behavioral health
needs [1f applicable), and Education Cansultants/contracted zgeacies provide
information on the youth's educctional status/hackgreund. These data reflect the
vouth's status at the ime af the referral, and it 1 bnportant to oote that the
informatinn entered by the agencies reflects that contained its the 241.1 Joimt
Assessment and submitted to uudehnquenq court i preparation far the 2413
h {le. no addsional is collected),

Tmeking Date: The eallection nf "Tracking Data” is more limited in seope {ie. it is
anly collected for a subsample of referred youth). The subsample of youth is
identitied sach month {beginaing in October 2013} from all youth whn have anopen
300 case priarta receiving 2 disposikon Erom the delinquency caurt. Spocifically.
up to 30 nf these youth bt any particular manth are selected as tracking cases. i this
list is leas than 30, all youth are sebected for tracking. but when the number of youth
exceeds 30, a random sample of 3¢ is s¢lected Both DCFS and Probation are
respansibie for reporting data on the ede ! statas, pl and

Havised 6113 MRS

recsve multiple 241, i referrals withan the 1amr maframe: thua, uniess the narratze io &
particular section indicates otherwnse, the uniz of analysis 19 referrals not individuals. In
the caze of referrals. one youth may be represened several times dus w multiple referrals.

Purpose +f thiz Report
The cucrest report presents 4 Swamary of 141 1 referrals o 217 and 2614 sud the
disponnona recewed by “3ts youth® i 2812 2413, and 2014, Addinonally, the

charactenstics of ~300 youth” and tracked cases a: well 11 the 5-manth outcomes for
tacked youmhd ane pressarsd

Results for 241.1 Referral Types anct Daspasitions

Typeaod 241.1 Referrals (Table 1}

# The averall number of 243.1 referralt reorsved in 20 13 2nd 2014 was simlar acrocs
years.

» When she guneral af referrale. th 1} of referrala was
sumbay aeross years—with about balf of the cases falhng into “new” cases with a
pending delinqueticy penss, ind mare than a third of caser falling into
“reastessment - dne difference was acticesbie. though; the percantage of ‘new”
referrals was slightly Bigleer thai reassessnents in 2813, bt is 2024 the percentage)
of reashesstents way alightly hagher than “sew” cazes.

r ‘m: data 1z 2014 allow far 2 desper underraanding of the geasral categonss of
rrals discuszed absve, Based on more detalled mformanon, *300 youth” account
lw'hehxpst propoitiog of “aew” cases, but they do a0t repreaent the mayority of
all 24 1.5 refarcabe. For reassessments. “reasacasment ecause af counl
request/order” 17 the slightly move prevalent than other types nf reassessments.

Reviwed 6 3135 LISt
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Summary of Findings for LA County 241,1 MDT

Table 1: Type af 24 1.1 Referrals Recewved in 2313 and 2014

2013 Referrals | 2014 Referrals

{N=1.050] [N=1021}
Type of Referral by | | ki) N I L]
“New” 2311 Refrivals
300 w/ peodung delinguency beanng ser| 56 11| 305
ER, VT M. or LG w/pending delinquancy 105 10.3
300 pending w/pendmg delinguency heanng 77 7.5
Declared 60 with ER, VEM. or LG s - 23 22
Declared 652 with pending 560 2 24

Reazsessments—Hearings for 2411 Cases Already Proeessed

Reaszessment-Any Tvpe Combined 413 39.0
Reasgsssmens- Court Request/ Order . -

Reassessment-Rew Arvest e

Redsseszment-Violanen (WIC 777)

Reverse 2311 2 +0

AB L2 i1 1.0

“Data covecced 12207
4 of L2135 e
B PrICESSOG ST WENE IWMCRS fram Ralvai i This regerT

T was Smiced to 360 Teuit wick a Panduig DiLighenty Peatan.
Rewever 1£2 (894} were repected for procemsing (e they did o

-

r

-

Types sf Dispasitions for “300 Youth™ 241.1 Referyals {Toblr 2}

Even though the marority of youth recerved a1 mformal probaton dispention. typr
of informal probation vaned by year. In 2012 and 1013, youth were mosr ikely so
receive WIC 790. and in 2014, youth were mast bikely to receive 2 W1C 654.2
daspoSitton.

Whenyouth recenved dual wrisdiction, they were mast ikely to receive 3607602
Suttable Plaremeotin 2613 and 2014 Although the pattern wis sumitar w 2812
yeuth recewed a similar percentagr 300/602 Home oo Prohatian and 360,602
Switabie Placement disporitions,

Yeurh wers slmost twice az likely to receive an informal probation dispessen in
261245in 2013 and 2013, Conwersely, 241.1 wouth were nearly twire aslikely to
receive adiztl jurisdiction dispomtion tn 2014 compared to 2012 and 2013: and in
2013, vouth were approximately tece aslikely (o become 2 502 ward (300 case
tenpmated] in 201 2and 2014,

Bpised 61745 5 F

Table 3: Distribution of Multipie “New™ 24 1.1 Referrais for 308 Youth ' (N=402)

N By
i Referral 277 5835
I Referrals 7B 124
3 Referrals 15 B.7
4 Referraly 9 23
3 Referrals 3 -8

Frmally. tlis mportant to note that 16% and 20% of imytzal Uata wis nussing across
agencies. Even though muzsing data i always aconcern, we do ng! believe the missng
data. if completed wauld change the result dramancaily f atail. Moreover, missing data
wali be cormectad in future repores.

3

¥

~
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Demngraphic Characteristics of 241.1 Referrals
306 Vouth” Inly (Takle 1)

Approximately two-thirds of these 221,1 referrals were male. and 1 vhord were femtale
The proportion of femnales s this popuiatio® is higher thin i the general juvende justice
apstem population {oypiralty 20%).

fust under nalf of these 241} referrais were Afican-Amertt.in and a sumilar percentage
were Latine, Afriran-American youth were over-repressoted at much higher cates in this
populating compared to the general pepulation as well as the child welfare or juvenile
wance systems individually.

These 24 |.| refarrgls wers L6 years old [on average) a the time of thewr current arrests
These youth were most likely to live in group bottes at the ime of their referral folowed
by hame and with relabves, and just under a fifth of these yauth were AWOL from their

limng situatian at the time of their arrest.

Tusz undec half of these cererrals wece from enly five DCES dffices. Sputh Caunty.
Wateridge. Vermont Corndoe. Comptan, and Belveders,

Pevized 8113 H
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Table 2: Dispasitions for 300 Youth™ 24 1.1 Referrals in 2312 2013 and 2014°

2012 Referrals | 2013 Referrals [ 2014 Referrals
{N=255) {N=500) [N=311}
N[ o N[ N | %
Case Bisnussed 1T &7 20 3.4 15 ] Hl
Eaformal Prebation
WIC 654.2 54 212 B8 15.0 5L ic.4
WIC 725{1] 38| 220 ER 138 n 122
WIC 790 6% 27.1 188 iB4 36 ilg
Dual jwrsdirhon
300/602 Home o Probanion 19 7.5 19 3.2 2 6.3
300,602 Surtabie Placement is 71 60 10.2 a5 e
309622 Camp 7 18 5 9 140 3.2
602 Wardship {300 Clazegd)
%02 Home on Probation 2 17 29 4 .3
02 Switable Placement 5 v 15 4 13
0.2 Camp 6 10 4 1.3
02 Q3 -- 1 2
Gther: Missing; Pendiug S 34 156 265 54 i74

NOTES Dath efiect ull refrriis Mile=ihar Lniguf VOULE—it. 3ne Jouth moy Jave M BEIE NfeTaa wTthn

I conmrasrro J04F awd 10214 which coninin @ poars werth of dota. the 2eta 1n 1AL were onl

orthi of faaua Ty £ Fugh Rime DULTASTE i3 Mg rhi A 10 Suipect oL LR cpeend Ray

rdings of ke st half Frna:): the data for o
delmquera nourt

(nCl The Beginmg of thet D402 MOT

Characterictics of 741.1 Referrals

The data presented in this secion are taken from the Initial Forms compieted by ali
agencies for 300 youth' betwween Detober 2013 and December 2044, No otier 2411
referral types are included ia this analysis. The it of analyais far this section 13 the
individual youth rather thas referrals: thus, no youth is representad more than coce in the
Andings precented. During this bmeframe, thire wers 127 24 L1 referals for 300 Youth,”
which yielded a tatal of 402 vmque yoath, The table an the next page shows the sumher of
referrals acrosz these youth, As shown in Table 3. the majority (68.9%) only had sue "neww
231.1 referra] during this fme. but 19.4% had two, 8.7% Bad three. and 3.0% 2ad four or
five referrals.

Reised 5113 ¢ .

Table 4 Demographic Chavacteristics of 2111 Refarralz—"300 Vouth” Onky (N2 402}

[ [
Demographics
Female 366%
Male 63 4%
AfTican-American $4.5%
Lating 433%
Caucatian 2%,
Ronnded dverage Age at Time of 241.1 Referral A6 years old
Living Situation 2t Tiuie of Referral
Group Hmne 313%
Home 17.2%
| _Relative {Legal Guardian and Nat) 15.5%
Fastee Care or Legal Guardiae %.9%
Dther 20.0%
Muszing 16.7%
AWOL at Time of Arrest 15.2%
DCFS Office
South County i0v7%
Watendge Lid%
Yermont Corridor i
Compton 5%
Belvedere 620
Laancaster B
Pasadena 5.5%
Gleadara Bk
Torrance 5.0%
San Femands Vallew +7%
Santa Clarita 4.7,
Metre North +5%
Fomana i
Palmdale 426
All Other Officas i24%
Revised 8117 13
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Summary of Findings for LA County 241 1 MDT
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Invoivement with the Child Welfare System [Takle 5f

# A the time of thewr 241.1 refereal. the average namber of previous referraly to BCFS

for 24 1.1 tracked youth and for their familics was 10.3.

The aversge number of years 2411 racked youth spentin the child welfare system
was 5 years. 3t this thme was conseautive for half of these youth

»

= The permanency plan for a third afduseyvuth :t\:hemne of their 24 1.1 referral
was psrmanent planned living arrang: f d by reunification, vemainat
bome. and guardianship.

» The Cluldren’s Law Ceater provided counsel for simost all theze youth. with more
youth th Ualt L

Table 5: lavolvement in Child Welfare Systee for 241.1 Referrals

*200 Youth™ Ouly (N=402)
9%
Average # of Beferrals for Youth's Fawily 10.3 Referrals {SD~7.§ Ref.
Average Length in the System 5.4 Years {SO=4.70 Yeary
Time 31 Consecutive 50.5%
Haz Prior 241.1 Referral 132.4%
Goal at Time of Referral
Permanent Planned Living Arrangementx 325%
Reunificstion 23.6%
Retitain at Home 1B.5%
Guardianship 6.5%
(eher 2.1%
Miasiny 186.2%
Dependency Counvel
Children’s Law Center Init 1 33.3%
Children’s Law Center Unit 2! 22.6%
Children’s Law Cenrer Unit 3 20.5%,
Fanel Attorney 4.2%
Other 27%
Missing 15.2%
Ravised 6115 9 e

23.4%
L17.7%
9.7%
74.4%
Alternate Public Befender 9.7%
Pane| Attorney 5.2%
Cther 47%
Missing 9.7%
“Touth may aevt maltple eh LT thas, the o Dot add
up to i 08%.

BT e D A R S N B S e PERPSE

Involvement with the fuvende Justice System [Table &)

Tust over a third of these 2411 veferrals were detained 2t juvenile kall at the tme of
their arrest.

w

These youth were muost Tkely ta be charged with a vicient charge in the current
arrest folowed by property offenses. and other nffenses. Three-quarters oftho
violent charges involved an assault of saree sort, and aver hatf of the charges were
felomes.

£y

Shightly more than One-quarter nf the charged ocewred at the youths' lving
sitdanons and yust under s fifth occarred at schonl

¥

Less than [0% of female 241.1 referrais were racommended for the STAR Caurt—a
pragram specificallv demgned for sexuaily rxplasted youth.

A}

Bre-quarter of pouth bad a priar criminal charge, and pust under a fifth had a priar
status offenae at the time oftheir 24 1.1 referral.

kS

b3

The mayarity (threc-quarters} of these 24 1.1 referrals were represented by the
Puhtic Defender’s Office.

Tabiz 6: lovolvement m juvenile Justice Svstem for 241.1 Referrals

"300 Towth” Only {N=£02}
%
Detzined 31 Thae of Arrest 35.1%
Moat Serious Current Charge
Viclent Gifenze 40.2%
% Violent Offenses mvohing an Assault 76.2%
Property Difenss 35.3%
Other Offense 16.1%
| Tope of Charge
Felony 51.7%
707b Difense T.5%
Mizdeteanor 43.5%
Was Bffense Refated to...7
Living Sitwation 28.6%
Schoal 15.4%
Missmg 9.7%
Recomsmendation to STAR Cogrt (% of Female Youth} 6.1%
Revised 6113 JLERSERS
Unknown/Missing | 199%

Mental Health and Substance dbuse Problems (Table 7}

» One-quarter to one-third of 241.1 refsrrals had a history of bospitalization for
mental illness, weve prescribed medication, and/or experienced suicide ideation.

» Three-quarters of these 24 L1 referrals bad 3 mental health diagnosis, and slightly
mote thaz kalf bad 3 pattern nf alcohol/drug use and/or diagncaed abuse or
depeadency.

Fducational Stetus ond Charactertstics (Table 8)

Partial schaol records weve soatlable for 241.1 referrals more nfen than complete
school records,

More than a third of these youth did not have a0 artive sducatianal rights holder at
the tonc ofthe 241.1 asyessment,

Daly two-thirds were enralled m school at the time of the 2411 assessment, and A
few af these youth were enrollsd durig their detention in juvenile hall.

Drdy ene-fifth of these youth were attending schoo] regularly: fewer were domg well

spocial ediication eligibde or needed 1o he assessed for eligibbty.

or daing average academically, half were credit definent, and a third were either

Tust about are-teeth of these youtk had attempted staicide at some point in the past.

Table 7: Tha Prevalence of Mental Health and Substance Abuze Proliems
for 241.1 Referrals “300 Youth” Only (N=402)

k.3

Menl 3] Nealth Histary

Ever Placed in Pygcluatric Hospital 3165

Emmﬂd Suicdal Ideatinn 21.7%

Ever Attempted Suicide 9.9%

Prescribed Paychotropic Medicehion 265.5%
Mental Health Diagnoses

No 17%

Ve 73.9%

Unknown/Missing 254%
Current Mental Nealth aud/or Sabstance Abuse Problems

No Substance Abuse Prohlem 214%

Mizuse/Partern of Use 13.1%

Ahuze /Dependency 35.6%

Bevised 6°1'13 1
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Table 8: Fduratiooai Status and Characteristics lor 24 1.1 Referrals

“204 Yauth " Only (N=402)

[

Scboal Records Avatlable

Ye3-Partual Records 56.9%

Yes-Complete Records 17%

Mizsing 19.4%
Youth Does Not Have an Active Educational Rights Holder 40.1%
Enrolled in School at Time of 231.1 Assessment

in the Community 53.7%

Ig Tuveniie Hail 15.1%

Mizsing 20.9%
Regnlar AHtendance at School withun Past Year 20.9%.
Dotng Well o Avesage 3t Time af 241.1 Assessment 17.5%
Credit Deficien) at Time of 24 3.1 Assessmenl 19.0%
Special Education

Recemnng il1%

Needs/Assessment Reconnended by MDT 16.3%

Revised 6.1 13
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Summary of Findings for LA County 241.1 MDT

241.1 MDT Meetings: Azzessutent and Post-Disposihou Yable 1D: Past-241.1 MDY Mectings and Who Attended foc 2411 Referrals
"30D Youth” Only éN=4D2) “30D Youth™ Dady {N=402)
Recenved a Post 241t MDT Mectiug 36.8%
MDT Meetings for “300 Fouth” (Tobies 9 and 10} Whe Atteaded the Past 241.1 MDT Meeting
241.: Unit DTS C5W
» Aczording tothe 2411 Apphravou data available, fewer than thres-quarters of these 241.1 Unig Prabanig Dificer
28L1youth receed an Assessment 241 L MOT meenng, | DME/Pspchiaknc Socigl Worker
Eduration Consultant
# Assensment mestngs were attended by i 24 1.1 DCFS sonal wockee 3 24t.1 Depury Other DCFS Social Warker {r.g.. case-carmang CSW
Frobation Difirer. 3 DMH representanve /psychidtric soaal worker. and an Superntaing Deputy Probanon Dificer
educational conswltant (DCES or contracted agency) uearly ol the fime. Advacatez Chuldre’s Law Center
and prograni representanves were m attendacce murh less, and parents; caregvers Dther Program Repreaentahive/ Advocate
as well as youth ravebe if ever artended this mecting. Papenrs Caregivers/Dthey Farpidy
Youth

r Shghtiy tesz than one-third of thede youth received 2 Post-28 1.1 MDT mreting,
Resuits for Servires Received by Trarked Youth

.

Post-241.1 MO T meelinga were most Likely to be attended by the 2451 DCFS zocial

workee the rate rarmng social workee a DMB reprearntative jpaychiatric speal Teacking dava rollected i the first perind provided maight into which sernces youth
wurker. the parents; carsgivers /family, and the ynuth. Alac m actendance. albert less recerved and the extent to whirh they wers participating tw thase servires as well a3 whirk
aften, were Probatan represeatatives. eduratinngl ronsuitants. and advocates fe.g- Frobation couditions tracked youth received, Spectfically, this sectian idennfies the
€.} and program representatives [NDTE: Probaton may kave attended mast if nor services racked 2411 vouth receved and sheir status sn thear dervices at the epd of
ail the meetiags but the Probation reprecentatives rovered meenngz individually Eracking period t (e, § months after disposifioe).
rather than togethet].
Tahie §: Assessmeut 245 4 MDT Meetings and Who Attegded fac 2511 Referrals Meutal Heaith Services Received Dring Tearking Period t {Tables 11 and L2)
300 Youth” Daly (N-102} > Based an the prevalenre of diagnoses and story of mental | beaith problems. it
— weuld appear that at least three-quarters of 221.1 tracked youth need mentat health
b acrvives. Accending to the servire data provided. neardy 2 youth rererved some type
Rereived an Assessmect 24 1.1 MDT Mecting T1.9% af mental health service (NDTE: The data sureently avafable do nos aifow for resting
Wha Atiended the Ascessment 2415 MDT Mecting the “apprepristeness’ of servicea).
241.1 Unit DCFS CSW 39.6%
2411 Uit Probation Difirer 9%.0% # The top frur mental health asrvices ceceived by 23 1.1 tracked youth were: {1)
DMH; Paychuairsc Social Worker 5.5% wndindual rounseling, (2) groug counseling. (3} eirdication manitontog, and [4)
Eduranan Consultant 91.0% famiby counseling.
Diher DCFS Social Wocker (€. case-farmyng CSW) 99,55,
Children'’s Law Ceater 19.3% » Haif nr more af these youth were parteipating in services at the end of the trackng
Dther Program Represeptative /i dvocare 16.5% penod, hut Wetween 2 quartec and athind ef youth were 0ot psrticipating in theze
Parents /Caregrvears 108, services.
Youth F%
. 5 :
Revised 6115 i Frosasie H

Tahie 11:Prevalenrs of Mental Health Problemis fac 241.1 Tracked Veuth (N=52)
Subistance Aby sa Services Rereived During Tracking Periad L (Tabfez t3 and

o T4)

Daves Youth have a Mental Health Diagaoses 75.8%
Unknewn,/ Missing 1268 # Based on the prevalenss ef substance ahuse problems for 241,1 tracked youth. &

Meneal Health History would appear that 3t least Dne-half of youth need substsnee abuse senaces. with a
Evec Plared in Psvchiatric Hospital 33.9% third needing secvires mare mteasive than aleohol aud drug educagon. Asrerdingto
Expenenced Syicidal 1deation 37.3% the servire data provided just over kalf of the tracked youth received seme type of
Evar Aftempted Suicide 12.9% substance abuse servire [NDTE: The data currenrly available do not aliew for testing
Prosenbed Psychotropic Medication I7.4% “appropristencss” of servicez),

2450 Tracked Youth Receiving Mental Health Services in

Tracking Period | 55 (88.7%) » Over haif of routh caceiviag sobstance shuse services recerved drug and aleohol

rducation, one quarter recewved Dutpatient treatment, and less than oas-Ffth wars
Tahle t2: Top Fawe Meutaf Health Services Recetred and Youth Status placed insnpatien trestment.
in Those Services at tise End of Traeking Period t (N=55)

0

Half ec more af these youth were participating m seTnces at the snd of the tracking

Siatusin Scrvices atEnd of Tratkiog period perind, but betwren 2quarter and a third of yDuth were nd: particpating in these
Type afServiee (] services
Reterved N[} Refer Part Attendiag | Camp Tetw
indpridual
Treatment 55 [100%) R 1544 S4% Tahle 13: Prevalence of Substance Ahuse for 241.1 Tracked Vonth {N=62)
aroug
Treatment 29(527%) £8% | 6535% |  310% 34% w
Medication Curreat Mental Health and, oe Substasee Abuse Prohlems
| Monttoring 24 [+3.6%] - £6.7% 40.0% - b Ng Substance Abuse Problem 4D.3%
Famiby 3 Misuse/Patiern of Use 2tD%
18(32.7%) 167% | 55.5% 218% 5.5% Abuse Dependency 33.8%
Not Appleakle.” Parcenlagas acrdss dhe oypes of services da not necssaniy Unknown; Missg 185,
add te 10075 becauzs the sarws could be misnng for & parnculas servics. Addmonally. percentagn Z41.1 Tracked Vouth Receiving Substance Abuse Services i
may add to more than 1008 1f 2 partcular zerice was eartered mors than onca. Tracking Period 1 4 (548%)
Rewed § 135 13
Rewed 6117 1%
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Summary of Fmdmgs for LA County 241 1 MDT
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Table 14: Svhstance Ahuse Treahment Sevviee s Received and
Vauth Status in Thase Services at tie End of Tracking Feriod 1 (N=34)

Status in Servives at End of Traeing Peried
Type of Service Nat
Recedved N{%) Refer Pait | Attending | Comp Term

Drug/Aleohol

Education 18(529%] [ 22.2% 50.0% e ITE% —
Frug/Alcohicl

L 3 {26.5%]) 44.4% 55.5% —

Drug/Alcobal .
nt sf17.60%) |- 20.0% 300% | t0.0% -

NOTE ~—" denotes Net Appiicatis.” Pm‘nmmmrxﬂmmsmml necesrily 244 o
100% beceaze the staths cescid b masang ot 4 PATTiCULIT Sitvice. AddiGonally, peTCRaLAges may 364 o mxoTs
thar: 1008 o a particular sernce was enterrd more than oRce.

Bshavioral/ Social Servires During Tracking Period ) (Table t5)

# Of alt 243.1 tracked youth, aver thresquarters received at leasrane
behavioral/ social service.

» The top four bebavioral/soctal services were ( 1] anger management {Not ART): (2]
independent living programa; (3] tife shull pregrams: and (4] mentoring programs.

v

Participation rates were lughest for 24 1.1 fracked youth placed in life skills tralmng
and anger management (Mot ART}. Participation was lowest for independent living
program3 aud for ssntoring programs—ist boch situations, a high percentage of
youth were refesved raly and ad not beeg ahle to accesa those services yet.

Revised di315 PifFra-

Table Ls: Educatioval/School-Based Services Receaved and
Yoeth Status i Those Services at the End of Tracking Period | [N-53)

% } Tracked Youth Receiued on Educational Serviee

Status in Services at End of Tracking Petiod
Type of Service Not

Recei N %) Part | Attending | Comp | Term
Tutoring
Servicms 35 (66.0%] b ; 48.6% 4 28% -
Attendance 3
Monitoring A2{so.a%] [:] 24% 56.2% 15.6% 2.1% %)
AB 268
317E Combiued 24 (45.3%]) Eﬁi 250% i1.5% 32.5% 167% | 167%
Credit
Recovery 22£415%) 7] 27.2% | 36.4% 22.1% G.1% ue
tndividual Fduc. 5
Plan Mesting 21(35.6%) [7] 38.e% | 23.8% 1%.3% 198 -
CAMSEE &
A 16{30.2%) || 43.7% &2% 31.2% 188% haed

ROTE — dwotes “Not Appiicane.” Pmsmnmmdﬂmmhwm-ﬂm
100% because the statws could be mussing R & particular servics. i
than 106% :f & part:

vIEYwas mes.

Frobation Conditions (Table 17)

» Based oo the data prenided inthe 241.1 Applicanon. all but two ef the 24 5.1 tracked
wouth received probatien conditions,

» The top four Probation cenditions recpived by 241.1 tracked vouth were: (4] atoend
sehlool and grades: {2) ¢ i faj ing: (3) perform
commuzty servite: and [4) da aat drink aicoholic beverages.

~ NOTE: Due tv time conséraints, youth status ar eack &f the candinions is nat reparbed
but will be included in the next report.

Revised 6112 Widee
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Tahle §5: Eehavioral;Sorial Programs Received and
Vouth Statuz in Those Programs at the End of Tracking Period 1 {N=52]

NOTE: 52 out af the &3 {83.9% ) Trucked Vouth Received o Behavigrol/Sociol Service
Status in Servicesat End of Tracking Period
Type of Serviee Nt
Received N [%%) Refer Part Attendung | Cotup Term
Anger
Management

33{634%]) i 186% | 6Ci% 9.0% 6A% 3.0%

L3[25.0%) || sset | 2% | 25.1% -

ar{riow) 4 27am | 636%

a{15.4%} Jof 37.5% 37.5% 125% 125% -
ROTE: - denores ‘NotApplicabia” Percentages across the [ypes of services do not necessarily sdd
100% becauss the Stamns coukd be sissiag for 4 paroculir sdmics. Addmonally percencrges oy add (R more
han 100% f & particular service was enteTwd mory thas ooce,

Edurationad Services During Tracking Period 1 {Table 16)

» @falt 2413 tracked youth. over three-quarsers received arleast one educational
AeTVice,

¥

The top three educatonal services recerved by 24 1.1 tracked youth were (1)
turering: (2] attendance monttering: and (3} refervals for AB 167 and 3172
(combined it this anatysis).

# “Referral anly’ rates were higheat for scheduling an indsvidulized education plan
meeting, making an AB 126/ 327F referral. and accessing assistance forthe CAHSEE.
Participation rates were kighest for tutaring and attendance monstoring hut non-
attendance was highest Amoog tutering services as well Nnp-attendance was also
high for credit recavery and CAHSEE amaristance programs.

Beued &5 15 1 ofave

Tahle 17; Probatige Conditiens Received by Type (N=5H)

NOTE: 58 qut of the 62 [93.5% } Tracked Fauth hod Probation Corditions from the Court.

Prohation Coedihiun Recerved N (%)
9-Attend School and Mamtain Grades 55 (948%
30-Participate 2 Pamily Counseling 46 (79.3%)
B-Perform Community Sernce 31070.7%;}
17-Not Drink Alcoholic Beverages 36{82.1%)
9a-Participate in HS Grad /GEH, WTN Program 25 (50.8%)
19-Must Submit 14 Beug Testing 22{37.9%}
10-Particapate tn. bool /Tutoring Progran: 22{37.9%)
18-Hot Be Around Using or Seiling Drags 20 (34.5%)
13h-De Not Participate m Gang Activity 18 [31.0%3}
20-Random Testing for Drags/Alcohol 17 [29.3%

Findings for 24 1.4 Tracked Youth Outromes

Using data collected from the first tracking period, this section expleres haw youth are
dmng axt the followmg schoal perft
and/erarrests.

and rew

Educational Outcomes at the Eod of Tracking Period 1
(Table 18)

r Betweenthe 24L.L assesament and the end af trackang pertod §, enrollment in
school dropped shghty {-2%).

» The pereentage af credit deficient vouth dropped shighdy {-5%).

» Regular awtendance increased dramaticaliy {+39%) while zporadic attendance aed
poor attendance deopped (-24% and - 3%. respectitely).

r Daing pacrly at school deopped 23 percentage paints while doing average (raosty
C'5) increased 24 peroentage points.

Revises 0.1 13 2Bipe
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Summary of Findings for LA County 241.1 MDT

Fable 18: Educational Ottromes for Travked Yanth
atthe End of Fracking Period 1 (N=62)

Atthe
Eeginnwg | AttheEnd
of Periodt | of Perind |
Enrclled m School 4% 8B.3%
Gradupteq/ GED - 3.2%
Credit Deficent 51.3% S8.1%
Schoal Attendaure
Attands Regulady 33.2% £3.9%
Attends Sporadisaily 3B8.7% 14.5%
Paor Attendance 22.6% 19.4%%
Asademic Perfgrmance at the End of Period L*
Daing Well 1590 L1.3%
Damg Averape B.i% 32.3%
Doing Poorly 64.5% 42.0%
Lk awn 15.5% 15.5%

Recidivisi at the End of TrackiugPenaad | {Takle 19)

~ Berween the 2101 assessment and the end of tracking pertod L, one-ffth af 2421
tracked ymuth were referred for a 245.1 reaszesament.

N

Drne third of these vouth bad 2 court vialxtion (e.g. a bench warrant) dinng the
fTacking peried. and siightly less than one-fisth hiad 2 WIC 777 probanon viplatan
fied,

K}

14.5% of 24 1.1 trarked vouth had a new citation and 16, 1% were re-xrested foea
new mmmal ffense within 6 months of therr dispamtion.

Pensed G115 a1

<+ Fhese youth are myuggling at schecl and engaged in behamora proklems thar ofen
iead o their current arrest {1.e. the charge acturced at schoal}

= Almost all of these youth have an mdication of 2 mental heaith prohiem and/or an
airehel/drug prebiem

Systers Racpongas

@ Almast gl of the 24 1.1 tracked youth recerved mental liealth services and most were
Partittpating in these services dunng Trasking Period L, non- attend ance rates were
higheat for group treatment and farnly treatment. Slightly less than & fith wers
referved but hadn'tarressed semacey vet,

+ Oniyhalf of 241.1 rracked youth eerevved akahol/drug services. but half these sermnces
were slcohol/drug educaticn. Nan-attendance rates excaed participadon rates for
outpatient weatment and the fwo rabes were equivalent for inpanent sexvices,

s

Mare than three-quarters of 241.| tracked pouth recewed behavoral/social
miterventiens. Participatian rates weve highest for anger management and hifs skilis
pregrammung. and non-attendance rates were bighest for independent kving peagrams.
“Referral oniy” eates wers alse very high for independent Ibang and mentonng.

+

Over thres-quarters of 241 & tracked youth rerewved edurational services related to
wrpnng snrolment or credit recavery. Most youth were participating ig these
SErviras,

% Overthrer-quarters 6f 2411 tracked youth zlzo received one or more educatonai
services. Tutcrng and artendance owenitoning had the highest rates of parheipanon bur
tutarg alse had one of the lughest nin-attendance rates. Non-attendance was zlso
high for credit reravery programs. "Referral only” rates swers ugh for all educattonal
services except fetarmg and attendance monstoring,

-

The tep four Praation rondmons raceived by 2414 tracked o uth were: (1) stend
srhioal and mymntawn grades- {2) particspate 1 family roungebng: {37 perform
comumunity serice: and [4) dr not drink slecholit heverages.

Qutcomes for 2421 Fravked youth

@ ril.lmatked youth appeared 1o uprave their attendancs and thesr acadeimc
perfarmance aver time: however the change, white pasitive, was modest and greater

Rewsed § 113 14
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Table 19: Reassessuzents and Recidivism for Tearked 241.1 Youth (N=62)

At the Eud
of Period 1
Referred foc 2 241 1 Reassessment Hearing 1947
Viclation s During Periad 1
Court Vagianons Dunng this Period [ 3068
WIC 777 Vislanicns Durnog ther Pencd [ 17%m
New Eharges Boring Period 1
HEw Citations Dering s Penod [ 143%
New: Arrests Dunng this Pencd | isiw

Sumniary of Fmdings

The findings from e 2411 data collected by DCFS, Probation. and the Department af
Mental Health provide unprecedented msight wito "who™ 241.1 youth are. the challenger
they face. the services and conditions they receiva. their parbcpatiansadberence to giose
senvices and conditiona. and thesr autcnmes. Although the numbers for tracked cases was
stilf relatively small the fmdings are consistent with {ast vess's report and previous
research compiered m Loz Angeles County and natiotwide on crossover vouth Confidenre
i these findiogs and mcreased mgight it these youths' sxpenences will continue to grow
as the number 4124 .1 youth included in analysis far furure repaits inereases over time. In
surn. this iy what the curreat findigs rell us:

Chacactenistics

% Femates are more Likeiy to be i the crossover pepulacos (Le. WIC 245 by mvolved in
hoth chud welfare snd suveru be justire sestems) than in the general mivenile justice
popuiation.

4 The overrepressataton of Afrcan-Amencall youth 1s greater within the erassaver
pepulation thanin the rhuld welfare and juvenile justice systems individuaiiy,

* These youth and their families have multiple contacts wizh child weifare and the vouth
have foeg lengthy of stay i the chid welfape system.

- By the time they reach the 241 J referral stage. manvoFthese vouth have had previous
rontact with the juveniie 1wstice svstem by way of a cTimimzi charge and/or a status
offease.

& They are mast kely ta ive in 5 group bowmes or with relatrees- and at Jeast a third of
their arrests are relared to dhei living siraatens,

Revied € 1115 2.

wirh youth on the margms of poor perfarmance.

% Readivism. as measured by nev arrests, atthe snd aftrackung was only 16.1%. NOTE
Grire retidiviem reser 6re mesured a i vear after disposition, thr perfarmonre of thess
bk £an be rompared to the récidrvism rares af 241.1 youth rat served by thr MDT
{roilectrd from a previaus study)

% it should he noted, thaugh. that a signihcant num®er bad recrived bench warrants
and/orwers referved for 2 141, reassessment.

Conrlusion and Recommendations

Sumnlay to dast year's report. these findings md:cate that vouzh are recriving services
velated to he challenges they face, However, 2t appeats that sulstance ahuse rontinues to
he an1ssus for some vouth, Surh prohlems can, in turn affert their placement, sducanos,
and reridivism nutwnmes. The results presented m this repar rane questang abeut the
appropriateness of restmens a3 well as the abulity of agencian to connect yauth and
families t0 appropriate services.

The hiterarure an effective programnang and ourcomes for youth with camplex needs and
sk factors is clean Effective services requirs {1) matvhing yeuth needs and rsks to
apprapriate levels of sereice, (2} uming multi-modal trestmants to address diffarentrisks
and peeds (often related] simultabecusly. and {3} meamingfully engaging vouth and therr
families i services. The findings preseoted i the current report Lay the foundation far
focking at these issues mers directly for dually-javolved yoush in Los Angales County and
a5 the data rortuue t0 graw. it will be posaibie to track trends ine thess youth and
deteruune what characterictics and scrvices are related 12 mare positive outromes snd
haw strategies can be built to address the characte metics ofyouth with more challenging
outromes,

One final nate is on che need 10 provide appropriats sesqurces for data caliechon mandates
13 neceszary. As uentiousd sarlies i rthis repect, the design and unplementstion of the
2451 Applicandnis s major accomphshment and “labor of love™ far a number cf ageney
staff wha work wih dually-invelved vouth an a dwily basis. Despite the Board's mandate 1o
rallect data. ne resturtes were provided to supphtt thiz wark. Consequently, rtaff
warkiosds continously impact the timebzess and accuracy of dita entered wto the
datalizze (e.g. in theary. this report should have contained inferinatan on tracked youth
for six iz sight months rather thau three menths). If resourced approgriately [Le. tach
ageury would have dady access ©0 a staff person whs is knowledgealde in datz inform aticn
systems and data caliectsen). the datd praduced it the 2311 Appheation could he ured f0r
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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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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 rescurces 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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Table 2:
2010-2011
& 2011-
YEAR 2001-2002 | 2002-2003 | 2003-2004 ; 2005-2006 | 2008-2009 2012
extension
g 105 126 253 259 202 116
100% 67.5% 64.1% 46.7% 48.5% 48%
Female Female Female Female Female Female
32.5% 35.9%
53.3 Male 52% Male
Male Male 51.5% Male
11to 18 4to 18 4to 17 3to18 6to18 3t025
Pre-K to Pre-K to Pre-K to Pre-K to
6th to 12th 1st to 12th
12th 12th 12th College
34% Eng 49% Eng 41.7% Eng | 48.6% Eng 43% Eng 53% Eng
47% 21% 18% 19% 20% )
. . . . 5% Spanish
Spanish Spanish Spanish Spanish Spanish
19% Both 30% Both 41.3% 32.4% Both | 37% Both 42% Both
Both
100% 100% 92.4% 84.2% 92.5% 88%
Latinas Latinas Latinas Latinas Latinas Latinas
5.3% 9.5% 4% 8%
o Caucasian | Caucasian | Caucasian | Caucasian
2.3%AA 2% AA 1.5% AA 1% AA
1.5% AP 2% AP
E: 4.3% Other | 0.5% Other | 1% Other
i, 4
3 S
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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 26% 19% 11.40% 8.50% 16% 19%
for the FY 14-
15 and select [
previous years: |
Substance
Abuse
Past Sulcide
24% 10% 5% 5% 13% 8%
Attempt
Suicide
. 55% 26% 27% 21% 29% 25%
Ideation
23% 27% 88.6% 18.6% 28% 68%
None None MediCal | None None None
32% az% 3% 75.3% 71% 21%
MedicCal- | Health :
Health MediCal Epsln : ea,l_ Y| epsor | epspT | EPsDT
Insurance T amilles
Coverage 31% 8.4%
Other Other
45% 6.2% 1% 11%
Other Other Other Other
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Pacific Clinics - PEI Suicide Prevention Program
Client Demographics
FY2014-2015
PROGRAM | Make | Fomale Eshnicity Tetal Ap | Tem: | | PROGEAM Total
495 SFS e
b g g
SB
Towd [ 0
Whistier

¢ H
2 t
1 3
2 4
0 10
] 13
1 p:]

2 »
5 23
4 17
2 10
1 =
0 1
1 1
Y 133
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PROGRAM | Male | Femule Ethnicity TFokal Are Total PROGRAM [ M | F Ethpichy Total | Age | Total
62 5F5 953
' 1 American Indian & & o 12 [ 21 | Awwricay Indian 2 $ 1
Moarovia
Tetal i3 Black/African v - 1 T | 33 | BladoAfrican £ s ¢
Filipino G 8 & Filipino 1 8 ¢
Latino/Hispanic 12 ¢ 2 Latino/Hispanic 2 g o
11 Laotian & 1o 1 Laotian € 1% &
Samoan o 11 1 Samean 4 11 ¢
White Cancasiaz 1 12 2 White'Caucasian 4 12 2
| Cotiner 3 13 2 | Other 3 13 1
TOTAL 18 14 3 TOTAL 3 14 2
17 1 13 3
18 4 i 8
1~ 5 1z 3
18 i 18 3
1o 1 15 3
20 ¢ 2 E]
21 ) 21
TOTAL 18 T 33
TOTAL
PROGRAM | Maile | Female Ethnicity Tatal | Age | Totol CLEENTS 214
A 8 7 Amernican indian o & 0
Pasadena Total 15 Black/African 1 7 0
SEA Filipino 0 8 0
Latino/Hispanic 13 4 0
Lactian i0 0
Samean ¢ 11 O
White/Caucasian 1 12 £
QOther [ 13 0
TOTAL 12 14 G
15 2
16 2
17 8
18 0
19 3
20 0
21 0
TOTAL 15
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PROGRAM GOALS AND OBJECTIVES
The primary goals of the Program are:

o To promote prevention and early intervention for youth to decrease substance use and
depressive symptoms which are major risk factors for
suicide

« To increase youth awareness of high-risk behaviors and provide immediate assessment and
treatment services.

o 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.

« 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 iliness, 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 fo 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 Altemative Thinking Strategies (PATHS), Seeking Safety, Positive Parenting Program
(TRIPLE P}, Incredible Years (IY), and Cognitive Behavioral Therapy (CBT). In addition to these, in
the past program years, staff have received training in Parent Chiid interaction Therapy (PCIT),
Dialectical Behavior Therapy (DBT), and Functional Family Therapy (FFT), as well as integrated
menta! heaith and substance abuse treatment including techniques like motivational interviewing.
Additionally, the Latina Youth Program has been recognized by the Los Angeles County Department

S N R i e e e
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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
questions and understand how this level may vary among extended family, parents and child/iyouth
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 culturalracial roots. Additionally, as stated above, staff is aware of and
seek consultation on issues which vary within other cultures such as the AP|, Native American and
African American ethnic communities. Issues related to LGBTQ2SI (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 exampie, 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 Famillsmo, Respeto,
Collectivismo, and Personalismo as described in the Maternal & Child Health Bureau, 1998. 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 beiow:

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
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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 vaiue. 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 weicoming and respectful of all. However, these interventions
are dependent on staff with sensitivity to LGBTQ2SI, and are not sustainable once that staff ieave
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:

« Promote awareness that suicide is a public health probiem that is preventable.
« Develop broad-based support for suicide prevention.

« Develop and implement strategies to reduce the stigma associated with being a consumer of
mental health, substance abuse and suicide prevention services.

« Develop and implement community-based suicide prevention programs.

« Promote efforts to reduce access to lethal means and methods of self-harm.

« Implement training for recognition of at-risk behavior and delivery of effective treatment.

« Develop and promote effective clinical and professional practices.

« Increase access to and community linkages with mental health and substance abuse services.

« Improve reporting and portrayals of suicidal behavior, mental illness and substance abuse in
the entertainment and news media.

« Promote and support research on suicide and suicide prevention.
« 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.

Qutreach 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 mformal collaboratlve relationships. Communlty 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 number 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: Pariner with schools in the program service area to develop and conduct parent
workshops, to raise family and communily awareness about youth high-risk behaviors, cultural
variance, stigma around mental iliness, 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 consurners to improve level of functioning and reduce
risky behaviors.

During this contract year the program clinicians provided individual and family ongoing treatment to
214 studkent participants and their fa_milies. 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 orgamzed 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 (IY), 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 interviewirig.
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, inciuding 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 ediucation 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 confract 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 viclence, 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 skilis. 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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MHEA ANNUAL UPDATE FISCAL YEAR (FY) 2016/17
AVAILABLE FOR PUBLIC REVIEW

March 22, 2016

The Los Angewes County Depanment of Mentai Health (LACDMH), as requred under
the Mental Health Services Act (MHSA), & opening 8 Public Review and Comment
perod forthe MHSA FY 20152017 Annual Update. The Pubbc Review and Comment
penod will begin March 22, 2016 and expires Aprl 20, 2016. During the Public
Review and Comment period, an open Public Hearng will be held at St Anne’s. 155
M. Oecidenta; Bivd., Los Angeles, TA 90036, The Publc Hesrng will be hosted by
the Loz Angels County Mental Healtth Commiesion on Aprl 28, 2016 and the
recepfion & scheduled to begin st 11:00 AM.

The document under rmevew 12 posted on  the LACDMH  webDsite
(ttp:idmh facounty poviwpsipodabdmb/press centerannouncementsy, and  hawd
copies sre mavailsble ot the LACDMHE MHSA implementation and Cutcomes Divizion,
695 South Vermont Avenue, Bth Fioor, Los Angeles, CA $0005. Any member of tha
pubbc may request hard copy of the document by contscting Debbwe Innes-
Gomberg, Ph.D. st 213-251-6817.

To provide mput recommendatans snd comments, please email your comments 1o

DiGombergfdmb lacounty gov or submit wriiten comments to:

Los Angeles County Department of Menisi Heatlth
MHSA Implementaton and Sutcomes Division
Attention: MH5A Annus! Update FY 20162017
695 S, Vermmont Avenue, 8ih Fioor

Los Angeles, TA 50035

Fax: {213} 351-2752
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' qulic Hearing Announcement

County of Los Angeles - Depanment of Mental Health
Mental Health Services Act (MHSA} ~RRLAC

MHSA Annuat Update Fiscal Year (FY) 2016/17 % DMH
30-day Putric Review and Comment Period CQup? o
March 22, 2018 - April 20, 2018

PUBLIC REVIEW

E-mail address:

i B 3o e

MHSA Annual Update Fiscal Year 2016-17

Any member of the public may subm#t written comments on or before Aprit 20, 201€. Written comments can
be submitted on this form by e-maii to DiGomberggddmb jaceunty gov or by ietter addressed to:

County of Los Angeles - Department of Mentai Health

MHSA Implementation and Outcomes Division
Atterition: Debbis lnnes -G omberyg

693 §. Vermont Ave, 8% Floor

Los Rngeles, CA 90005

Fax & {213) 231-2762
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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

Thuarsday, April 28, 2016
11:00 AN — 2:00 PN
St. Anpe’s Auditorium

155 N, Occidental Blvd.
Los Angeles, CA 90026

Public Hearing Goals
* An open forum featuring a presentation on the status of programs funded by the Mental
Hesalth Services Act and an opportunity for public comments and feedback on the
Depariment's MHSA's programs.

Agenda
1100 - 11;30 Reception {Lunch provided)
11:30 - 1140 Opening Session (Welcome & Introductions) - Dr. Gasco
114D - 11:50 Owverview of Public Hearing Process - Susan Rajlal
14:50 ~- 12:35 MHSA Annual Update - Dr. Innes-Comberg
12:35 - 1:35  Public Comments Period - Dr. Gasco
135 -1:45  *Next Steps — May 26, 2016 Full Commission Meeting

Spanish & Korean ranslation services will be available
For American Sgn Language ard other transiation services contact
Aleksan Meymaryan at {213} 251-652€ by Thursday, Aprit 14, 2018
¢  MHSA documents and meetings are posted for public review and comments at
hitp /idmh lacounty.goviwps/portalidmi'press center/announcements
+«  Media inquiries: Kathleen Piche, PO, (213) 7384041

The Commission will be conducting its reguiar full meeting on May 26, 2016,

i

- W

For more information, please contact the Office of the Mental Health Commission at
(213} 738-4772 or email your questions to Mentathealthcommission@dmh.lacounty.gov
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Mental Health Services Act (MHSA)
Annual Update Fiscal Year 2016-17
Summary

rebbe bnnes-tomberg, P
Mental Health Commission Public Hearing
April 28, 2016

LA

C

Content of Annual Update

« Executive Summary
» Community Services and Supparts (CS5) plan programs
» Unigue clients served
* Cost
+ Average cost per client
* Program outcomes
* Any significant changes for Fiscal Year 2016-17
- Prevention and Early Intervention (PE!) programs
* Unique clients served, countywide and by service area
= Primary language and athnicity, countywide and by service area
+ Average cost per practice
* Qutcomes per practice
+ Innovation
+ WET
+ Capital Faciitias and Technological Needs
+ Budget
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MHSA Annual Update Fiscal Year 2016-17

Appendix IX

Purpose and Facts

+ 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
Commissien and adepted by the Board of Supervisors

- Infarmation and data presented is from the prior Fiscal

Year (FY) 2014-15

- Key Dates

March 16, 2016

Presentation of the Annual Update tothe
System Leadership Team (SLT)

March 22 — April 20,2016

Public posting for 30 days

Aprii 20, 2016

Review with SLT of any significant public
comments

April 28, 2016

Public Hearing canvened by the Mental
Health Commission

May 26, 2016

Mental Heatth Commission deliberation on
approval of the Annual Update

June — fuly 2016

Board letter submission and adoption,
posting of finat Annual Update on website
and submission ta the Mental Heatth
Services Oversight and Accountability
Lammissian
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Public Hearing Powerpoint Presentation

Community Services and
Supports (CSS) Plan

- Unique clients receiving a direct mental health service:
102,088

= 32,70% were new clients with no previous €SS cutpatient mental
health services

Sy mogsear

"

CSS Clients with no Previous
MHSA Services by FY

New Community Services & Supports
Clients with no Previous MHSA Services
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CSS Unique Clients Served by FY

Community Services & Supports
Unique Clients Served
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CSS Unigue Clients Served hy Service Area

1 6,517 2,841
z 16,300 5,726
E 8,903 3,358
4 25,234 10,899
5 6,060 1,968
6 19,742 8,438
7 7,148 2,252
8 18,600 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
Unigue Client Counts by Service Area
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EFSP Disenrollment

Percentage of FSP Disenrollments with Meat Goals

FSP Disenrollment

FSP Disenrollments AcrossFiscal Years

1 by Age Group
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FSP Living Arrangement Outcomes-
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FSP Living Arrangement Outcomes-
Adulit

FSP Living Arrangement Outcomes-
Adult
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FSP Living Arrangement Outcomes-

FSP Living Arrangement Outcomes-
Older Adult

Older Adult
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Field Capable Clinical Services (FCCS)

for FY 2014-15 FCCS Unique Clients Served by FY

FCCS- Unlqua Chants Served by Age Group

Age Group | Unique Clients Average

! Served Cost/Client w
Child 9,135 $5,488
TAY 2,766 54,683 =
Adult 8,504 54,665 -
Qlder Adult 2,581 $5,560
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Wellness & Client Run Centers

- 54,521 unigue clients served (direct mental health service}

+ 85,843 client contacts {as reported through peer services,
Made 45}
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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

€9 Housing retention specialist positions added

* Supported Employment - Individual Placement and Support
madules added at 2 county operated Wellness Centers

i Fempboetct [ atnam Aty Curtent Lnmg Stuatinn
e Nalon?

Alternative Crisis Services:
Urgent Care Centers (UCCs)
- 26,338 clients sarved in Fiscal Year 2014-15

+ New UCCopened on the campus of Martin Luther King
Community Hospital
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Alternative Crisis Services: UCCs Alternative Crisis Services: UCCs
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Alternative Crisis Services: UCCs Housing Services

Percent of Those Who Refum {o 0 UCC within 30 Days of 0 UL Assessment
1115 - 1/31726 + Housing specialists provided housing pfacement services

te 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

i - Women's Shelter of Long Beach opened serving men,

. women and trznsgender victims of domastic violence
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Linkage Services Systems Development Supports
Jail Linkage: 27,441 contacts . i \
. o + Famiiy Support Services (Children’s werk plan)
* Service Area Navigaticn: 17,565 contacts i
« Client contacts: 294

Service M4 Navigation * Enhanced Respite Care Pilot

#ercent of Reben ats by Program Lonabywice F¥ 211415

N-2828 = 8 child FSP providers participated
P el + 82 child FSP partners recaived respite care services
o - * Parents/caregivers reported respite services allowed
P them more time to focus on personal needs and more
Argart Care ... e

than ha¥f reported significant stress reduction
« Service Extenders (Oider Adult work pian)
* 30 older aduits received stipends

Cante!s wipogsi-Cliant Run
L% -

Ldzw

Fiald Capable Clinic
Servicas

* 2 have successfully sought employment in system
539

Systems Development Supports Planning, Cutreach and Engagement
TAY Probation Camp Services * Client contacts: 14,312
* & camps have an array of mental heaith services including: * Underserved Culturai 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 sarved: 55,094
+ 28,613 were new clients with no previous MHSA service

PEl New Clients with no
Previous MHSA Services by FY

New Cliants with no
Previous MHSA Services
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PEI Unique Clients Served by FY
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PEI-Early Intervention Practices

- Symptom impt exceeded 40% after compiation of an avid
based, promising or community-defined evideace practica for saveral
practices including:

» Trauma:
» Alternativas for Families - Cognitive Behaviorai Tharepy
-+ ingividug! Cognitive Behavioral Therapy
+ Traurma Focused Cognitive Bahavioral Therapy
- Child Parant Psychotherapy
+ Severs Behaviors/Conduct Disorders:
* Brief Strategic Family Theragy
* Multisystamic Tharapy
+ Deprastion: Depressien Treatment Quakty improvemaent
« Anxiety and Depression: Mental Heaith Integration Program
+ Parenting Difficulties:
- Parent-Child interaction Therapy
+ Tripia P Positive Paranting Program
+ Managing and Adapting Practice { . ]
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PEL-Suicide Prevention

» Suicide PreventionCenter

» Responded t0 61,231 calls including 3,744 5panish language calls
* Responded to 4,898 chats

* Respended to 102 texts

* 37% of calers identified between the ages of 15-24

+ Self-rated suicids! intent reduced for those identified as low,

medium and high risk

Salf.Rated Surcid wt intant
Sum et Purvr. i Lot

P iiesimr

[

PEI - Suicide Prevention

Measured Changes in Knowledge, Attitudes,
and Behaviors zround Suicide

w g r

g Pr e By Pt R
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PEI - Sutcide Prevention

- Latina Youth Program:

* Outreach and education to 2,114 contacts
* 214 open cases

+ Partners in Suicide Teams:

+ Goal is to increase public awareness of suicide

+ 8 staff across 4 age groups

» Participated in 193 suicide prevention events

« Appiied Suicide Intervention Skills Training (ASIST)
* Guestion, Persuade, Refer (GPR)

* Recognizing and Responding to Suicide Risk (RRSR)

Prevention program focus:

* Parenting

* Qutreach and education for underserved of
all ages, TAY population at risk of juvenile

justice involvement, substance abuse and
school failure

Prevention & Early [ntervention {PEI}
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[nnovation 1

- Promoted data-driven decision making at the program and

system level

o

+ Useof an evaluationrubric

* Department was able to identify a threshold level of
success within each model

* Department was abie to continue funding those
providers threugh the Community Services and Supports

Plan

LR L b AT S P L P %

+ 3 successful Integrated Mobile Health Team {IMHT) providers
continued through the devetopment of a specialized FSP

program

14 successful integrated Clinic Model {ICM) and Community-

Designed integrated Service Management Model [ISM)
providers continued through the deveiopment of a new work
plan entitled Integrated Care Program

Innovation 1-Peer Run Model

PRRCH

- Project Aeturn: 310 Clients Served
+ Guesls were more likely to identify as White (43.99}, feliowed by
AfricanfAfrican American {30.2%)
- Most prevalent linkages: Educational, Kiving arrangement support, social
skilts seli.help, communily events
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Innovation 1-Peer Run Model

Peer Run Respite Care Homes (PRRCH):

+ For mental heaith ciients experiencing a crisis

» Safe and supportive living environment

+ Short term {less than 30 days}

+ Operated entirely by individuals with lived experience
of mental iliness

Innovation 1-Peer Run Model
PRRCH

- SHARE!: 206 Clients Served
« Guests were most likely to identify as African/african Amerfcan (32.4%} and
White {27.7%)
» Most prevalent linkages: Social skills seif-heip, substance abuse self-help,
emotional weliness
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Innovation 1-Peer Run Model
PRISM
Project Return: 168 Clients Served

Muost participants at Project Return identified as white (34.5%) and
African/African american (31.0%)

Maost prevalent linkages: Physical heafth-related, assistance with living

Inttovation 1-Peer Run Model

Peer Run Integrated Services Management Model (PRISM):

« A campleteiy peer run alternative or supplement ta public
mental health services

+ Empowers clients

. - arrangsments, emational self help .
= Toimprove their lives
8 aobrage storm mdirale ha: arti
= Increase and/or develop their skills Necrnoey Sutiweabe. e of Ree 2 44,4 4 11} 1. ey
X Managen om e, 7,4,

» improve their social support system e Sl tnem o e 1.4.8 181 s

“Swbatance e Sebsre fruzirim of gamh 144 1) LA
+ Lead productive lives oo 9 Sty i of e 1380 Pomihelaty  TEMIE RASTR NS weibAL

* Key services

[T

+ Linkage

+ Peer Support

* Housing Suppart {intluding providing rental subsidies] 181,85,

IypEresan bioca arssine
54

Innovation 1-Peer Run Model Innovation 1-Peer Run Model
PRISM Measures

© SHAREL 3bd Clients Served PRRCH Measures:
- Most of the participants at SHARF! identified as African/African American ‘
{34.9%} and White [25.3%) Physicat heafth indicators, including height, weight, and bloed

© Most prevalent finkages: Emotional seff-help, referral to PRRCH, social skitis pressure
self-help, money management, olcupationai

Guest feedback survey- 55% completion rate for Project Return and

DU eR130 e b 65% completion rate far SHARE!

Frccusery v e en of HeH L 13,08 L) Litinmra) HIpaLT whe ey

[T — T e < romed n e A o b © 3-6 manth follow-up survey with 45 guests
Substance uie Sl e jreuskmaan of e 148 §5) Lot} WHN GHNNE WEN DT MErt Nealth .

LT e — e aniior weliness wné suemance e PRISM Measures:

POV o P 4 R

- Physical health indicators (BMI and BP}, PROMIS Globai Heaith,
Creating Heaithy Cutcomes: Integrated Seff-Assessment (CHOIS)
Internalized Stigma

- lliness Management and Recovery Scale
- Linkages

hypertensss hROO  Erovwes
e 55
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Inhovation 1-Peer Run Model
Learning

Essential Trainings:

= Intentional Peer Support

- Peer Advocate Ce rtificatian Training

+ Weliness Recovery Action Plan (WRAP)Training
Peer Roles:

+ Facilitating and providing secial support

Findingappropriate linkages and referrais for clients

Helping clientsimprove their quality offife by reducing
dependency an the system (finding #mployment, housing,
heaith navigation}

Innovation 2

+ Building Trauma Resilient Communities thraugh Comemunity
Capacity Building:
= over 2D presentations compieted

Solicitation completed and being reviewed by DMH-> County
Counsel & CEQ

Anticipated release ~ May 2D16
implementation anticipated — October 2D16
Evaluation RFS to be submitted for DMH review by March 25, 2D16

R TR T SRR LD LSS A AR R
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Innovation 1-Peer Run Model
Key Findings

PRRCH:

- Service ytiiization, including cost study, is in process

- increased quality of life-physical, mental, social andfor spiritual
+ Increased social support and coping skills

PRISM -

- 65% of linkages with housing resources and support were successful

+ 75% of linkages with emoticnal self-heip support and educationat
groups were successfut

+ Mental heaith and physicat health change unable to be assessed due
to teéw number of matched pairs

+ Reductions in average number of days spent homeless but not
statisticaliy significant

+ SHARE! Achieved a statistically significant reduction in emergency
department utifzation 12 months after the start of sendces

* High levels of satisfaction

Workforce Education and Training

» Health Navigators Skills Development Program: 33 trained,
100% represent GREP while 54% spoke a threshold language.

+ Interpreter Training: 94 (duplicated) participated in the basic 3
day and advanced trainings

Intensive Mental Health Recovery Specialist; 7D 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 individuats, 39% represented
individuals from un- or under- served popuiations, 28% spoke
a threshoid language, and 39% have secured employmentin
the public mental heaith system

PR SR
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Capital Facilities and Estimated MHSA Annual Allocation
Information Technology Needs By Fiscal Year

Fheciel

« Contract Provider Technol j " . :
ontract Pravider Technology Project ‘ 2014-15 $366.2 9816 5241 $481.9
+ Integrated Behaviorzl Health Informatian System {IBHIS}

Information Technology Needs Projects

+ Personai Health Record Awareness & Education 2015-16 5307.5 $76.9 §20.2 $404.6

+ Consumer/Famity Access to Computer Resources 2016-17 53829 5957 $25.2 5503.8

+ Data Warehouse Re-Dasign 2017-18 $397.6 599'4 525_2 §523.2

» Telepsychiatry !mplementation

Capital Fadiiities - Projections are in millions. Los Angeles estimate is based an 28.56%
+ Downtown Mental Health Center. Sup District 2 of State allacation outiined in DHCS infa notice 13-15.

< Allocations don't include Medi-Caf or EPSDT or unspent funds from

+ Arcadia Mental Health Center, Sup District § 3 >
previous fiscal years,

* %an Fernanda Courthause, Sup District 3 X
+ £xodus Recovery, Sup District 2 {El ]

For More Information Contact:

Debbie Innes-Gomberg, Ph.D.
Los Angeles County Department of Mental Health
Program Support Bureau
MHSA Implementation and Qutcomes Division
DiGomberg@dmh.lacounty.gov
(213)251-6817
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Public Hearing Transcripts
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THURSDAY, APRIL 28, 2016

MENTAL HEALTHSERVICESACT

ANNUAL UPDATE FISCAL YEAR 2016-17 5 UMMARY

155 M. OCCIDENTAL BLVD.

LOS ANGELES, CA 80026

CAPTIONEDBY TOTAL RECALL, WY YOURCAPTIONER. COM

Larry Gasco, Chair of the Mental Health Commission, welcomed to group.

Susan Rajlal, Legislative Analyst for the LACDMH, discussed the purpese and relevant
details related to requirement of a Public Hearing.

Debbie Innes-Gomberg, Program Manager III—MHSA Implementation and Outcomes
Division, presented slides s ummarizing the components of the Annual Update and took
guestions intermittently,

»> AUDIENCE MEMBER: CAN YOUHELP ME UNDERSTARD UNIGUE CLIENT?

>> DEBBIE INNES-GOMBERG: A UNBGUE CLTENT IS ONETNDIVIDUAL WHO
MAY HAVE BEEN SERVEDACROSS PROGRAMS. SO, FOR EXAMPLE, IFI'M ACLIENTIN
A FULL SERVICE PARTNERSHIP PROGRAM, AND I GRADUATE TO A WELLNESS
CENTER, I'M COUNTEDONCE. THATSA UNIQUECLIENT. THANK YOUFOR ASKING
THAT.

»> COMMISSIONER: ARE THOSE POWERPOINTS AVAILABLE?
»» DEBBIE INNES-GOMBERG: YES, THEY HAVE THE SLIDES, CORRECT?

> AUDIENCE MEMBER: [AWAY FROM MIC]

»> DEBBIE INNES-GOMBERG: COPIES THE SLIDES; YOU DONT HAVE COPIES
OF THE SLIDES?

»» AUDIENCE MEMEER: [AWAYFROM MIC]

=> DEBBIE INNES-GOMBERG: CURAPOLOGIES. WEL GETYOU THOSETO
YOU IMMEDIATELY,

»> AUDIENCE MEMBER: [AWAY FROM MIC]

»» AUDIENCE MEMBER: DEBBIE, I LIKE TO ASKFOR THOSEWITH WISUALLY-
IMPAIREDTHATGRAPHS BE LARGER, BECAUSE I'MHAVING A PROBLEM. T HAVEA
READER. SOILIKE TO MAKESURE T CAN HAVE THIS INFORMATEONIN A FORM THAT
I CAN REALLY REVIEWIT. AND ITSIUST TOO SMALL, BECAUSE I HAVEBEEN
THROUGH IT,

»> DEBEIE INNES-GOMBERG: OKAY, SO WE WILL GETYOU FULLSIZE SLIDES,
ONE PER PAGE [AUDIENCE MEMEER TMMEDEATELY RECEIVED LARGERSLIDES] OKAY,
SOGOING ON NOW TO FULL SERVICE PARTNERSHIP PROGRAMS. YES, JUDY.

o : R R A T R, AN AP e o R BB ES  Nh85 e RO BA R 2 8
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>> AUDIENCEMEMBER: HOW ARE YOU DISCERNING THE PELOT?

>> DEBBIE INNES-GOMBERG: OKAY, ANYTIME ANYBODY ASKS A QUESTION,

WE NEED TO GET THE MICROPHONE., ANDIT'S JULY RIGHTHERE. OH, YOUVE GOT
A MICROPHONE. OKAY, SORRY. WE'RE RECORDING THIS,

>> AUDIENCEMEMEER: HOW ARE YOU DISCERNING EETWEEN REGULAR FSP
AND THE PILOT?

=>> DEBBIE INNES-GOMEERG: THEPILOT ISACTUALLYFSP, SO THE PILOT,

AND WHAT JUDY ISREFERRINGTO IS AN INTEGRATED PILOT THAT IS INCLUSIVE OF
PEOPLE THAT ARE AT RISK OF THE FOCAL POPULATIONS FOR FSP, ANDTHATS
ENCLUDED IN THE 5,100 THERE, EECAUSEITSFSP. MS. LAMCNT,

>> AUDIENCEMEMBER: [JUST WANT TO SAY THAT MAYBE YOU ALSC NEED
FOR OTHER PEOPLETC TELLYOU WHAT THE MHSA SERVICE ACTSSAYS WHO YOU
SHOULD SERVE.

>> DEEBIE INNES-GOMBERG: THATSAGOODSUGGESTION. INAFULL
SERVICE PARTNERSHIP, WHATWE CALL THE FOCAL POPULATION OR THE TARGET
POPULATEONS ARE ENDIVIDUALS ETTHER AT RESK OF OR EXPERIENCING
HOMELESSNESS, INCARCERATIONS, HOSPITALIZATEONS, AND

INSTITUTEONALIZATEON EN GENERAL, AND THATSPREMARILY AN ADULT, AN OLDER
ADULT FOCAL POPULATEON,

FOR CHILDREN, IT'SREALLY KIDS AT RISKCOF FAILENGIN SCHOOL KIDS THAT
HAVE A SERIOUS EMOTEONAL DISTURBANCE AND HAVENT RECEIVEDSERVICESYET
BUT THEY NEED THAT LEVELOF CARE, THOSE DEFINITIONS ARE IN THE MHSA CSS
REGULATECNS,

>> AUDIENCEMEMBER: [AWAY FROM MIC]
>> DEEBIE INNES-GOMBERG: OH. SURE, UMMHMM.

>> AUDIENCEMEMBER: IS ITREALLY 17% OF TAYS ARE DECEASED AND
THATS WHY THEY'RE NOT? IS THAT WHAT --

>> DEBBIE INNES-GOMEERG: THAT IS WHAT THEDATASAYS. YOURE
RIGHT,

>> AUDIENCEMEMBER: WAIT. THE DECEASED: WHAT'STHE1™4? ICAN'T
TELL—YEAH, DECEASED, RIGHT: THEC-ARKBLUE?

>> DEBBIE INNES-GOMBERG: YOUKNOW, SOMETHING? I'M SORRY, THATS
LOST CONTACTS. MYAPQLOGIES.

@t OH, OKAY. ALLRIGHT, SO THERE'S TWODARK BLUES. I DIDN'T SEE THE

BOTTOM ONE. OKAY. ['M LIKE -- I WAS THINKING, WOW, THEY'RE DECEASED:
THANK YCOU,

>> DEEBIE INNES-GOMBERG: YEAH, THE PRCBLEM IS, THE COLORS, WHEN
ITGETS PROJECTED, THEY'RE SLIGHTLY DIFFERENT. [ APOLOGIZE FOR THAT.
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>> AUDIENCEMEMBER: I DIDN'TSEETHATDOWNTHERE. OKAY.

»> AUDIENCEMEMBER: HI, I'M PHYLLIS KODO ANDI HAYE A QUESTION
ABOUT OUTCOMES ANDMENTAL HEALTH CLIENTS THAT ARE BEING DUMPED FROM
HOSPEITAL, IS THEREGOINGTO BE LIKE AN OUTCOME FOR THAT, MAYBE NEXT
YEAR? OR IS THERE SOMEINFORMATION ON THAT NOW?

=>>» DEBEIE INNES-GOMBERG: DIDYOUSAY CLIENTS BEING DUMPED FROM
HOSPITALS?

== AUDIENCE MEMEER: YEAH.

»> DEBEIE INNES-GOMBERG: THEMENTAL HEALTH SERVIKES ACT, WHICHIS
WHAT THIS IS ABOUT DOESN TFUNDHOSPITALS. S0 YOU'RE NGTGOING TO SEE
THAT IN AN ANNUAL UPDATE. BUT,OBYVIOUSLY, THATIS A BIG CONCERN FOR THIS
DEPARTMENT.

>> AUDEENCE MEMEER: DEBEIE?
>> DEBBIEINNES-GOMBERG: HI, ROBERT.

s> ROBERT: HI, DEBBIE. HOW ARE YOU DOING? MY QUESTION IS5, IT GOES
TO THE YOUNG TEENAGERS. 1 GO THROUGH A PROGRAMIN UCLA, WHERE I WORK
AND DO RESEARCHSTUDY THERE AND THERE'S A LOT OF YOUNG PEOPLE THERE.
SOME OF THE YOUNG PEOPLE DON THAVE A JOB OR HAVE MENTAL HEALTH, AND
THEYRE TRYINGTO FIND A JOB TO NOT GET INVOLVED WITH GANGS., ANDTHIS
HAS NOTHING TO DO WITH THATAND THEYGET IN TROUBLE. SO0 WHATCAN WE DO
ABOUT THOSE KIDS? WHAT KINDOF PROGRAMS CAN WE DO FORKIDS TO STAY
OUT OF GANGS AND ANYTHING WE CAN DO ABOUT THOSE?

»> DEBBIE INNES-GOMBERG: THAT S A WONDERFUL QUESTICN. THEREARE
TRANSITION AGE YOUTH PROGRAMS IN PARTICULAR, WE'RE STARTING TO FOCUS
ON THE RISK FACTORS ASSOCIATED WITH MENTALILINESS, AND I KNOW THAT
OUR INNOVATION 2 PLAN IS5 FOCUSING ON NOT NECESSARILY AS MUCH ON GANGS,
BUT ON INDIVIDUALS WHOARE HOMELESS OR PREVIOUSLY HOMELESS, I'M NOT
SURE IF TRANSITICN AGE YOUTH -- DOES ANYBODY WANT TO SAY SOMETHING
ABOUT THAT? DO YOU WANT TOSAY ANYTHING?

»> TAY REPRESENTATIVE: WE'RE DOINGA LOT OF OUTREACH AND

ENGAGEMENT IN THE COMMUNITY TO TRY TO GUTREACH TO THOSE YOUTH.
PARTICULARLY THOSE YOUTHS THAT ARE DISENFRANCHISED AND GANG

CONNECTED, AND WE DO HAVE A LOT OF PROGRAMS FOR F5P, FOCS ANDWE ALSO
HAVE PREVENT AND EARLY INTERVENTION PROGRAMS AS WELL.

>»> AUDIENCEMEMBER: [AWAY FROM MICRCPHONE].

 »> AUDIENCE MEMBER: HI, MY NAME I5MS. JACKSON, ANDTO ANSWER YOUR
QUESTION, ROBERT, THEY DO HAVEPROGRAMS. ALL COLLEGES IN CALTFORNIAHAS

A PROGRAM FCOR THOSE INDIVIDUALS, WHETHER THEY REMENTAL CLIENTS THAT
COME OUT OF JAILS, PRISONS, WE HAVE DIFFERENT OUTREACHES OUT HERETHAT
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WE DEAL WITH IN THECOMMUNITY ALSO. AND WE'REQUTHERESPREADING THE
WORD, AND WE'RE QUTHEREPUSHING IT TO MAKESURE ALL THEEACH
INDIVIDUALS, EVEN THE HEALTHWHOLE FAMILIES [SIC] ANDCONSIDERS THE
HOMELESSONES AS WELL. THEHOMELESS ONESHAVE THEIR OWN PROGRAM, AND
EVERYBOCDY WANTED TO KNOW, BUTDUETO THE FACT, YOU CAN BEHOMELESS,
BUT ACCORDING IF YOU FALL UNDER THAT UMBRELLA, UNDERYOUR CO-STATUS,
BECAUSEICOULDBE HOMELESS ANDGOT DLIAMONDS ON ME, BUTISTILLWONT BE
CONSIDERED HOMELESS.,

NOW DUE TO GANGS, [ DO GANGPREVENTION. [ HAVE HELPED PARENTS OR
YOUNG ADULTS, F HELP THEM GET EMPLOYMENT. THEY DO HAVE PROGRAMS GUT
HERE FOR EACH INDEIVIDUAL AND IF THEY WANTTO WORK, THEY HAVETO GO TO
THE UNEMPLOYMENT OFFECE, THEYOUTH UNEMPLOYMENT OFFICE. NOT THE
ADULT UNBMPLOYMENT OFFICE. IT'S TWO DIFFERENT UNEMPLOYMENT FOR EACH
INDIVIDUAL OUT HERE.

S50 THERE'S A GANGOUTREACH FOR EACH INDIVIDUALOUT HERE
CONSIDERINGTHE CHILDRENOF THE UNITED STATES OF AMERKCA,

»>> DEBBIE INNES-GOMBERG: THANKYCOU VERY MUCH, WE'REGOING TO GO
ONE MORE AND THEN I'M GOING TO MOVE US ALONGONLY BECAUSE OF TIME.

=>> AUDIENCE MEMBER: YES, JUST TO PIGGYBACK, THANKYOU MS, JACKSON
FOR THAT., BUT OVERALL THERE ARE NOTENOUGH PERFORMING ARTS INITIATIVE
PROGRAMS FOR THE YOUTH, WHICHIS WHAT WE SPECGALIZEIN, MY NAMEIS
MELLA DESIRE ANDI™ A FILMMAKER FOR ENTERCITY YOUTH, PARTICULARLY FOR
FOSTER AGE KIDS, GANGAND VIOLENCE, ANDEVERYTHING, THESEKIDS NEED AN
OUTLET. THES ESTHE PROBLEM, WE HAVE EMPTY BURLDINGSIN L.A. ANDTON OF
STREETS, ANDWHAT WE WANT TO DO IS COMBINE THE FORCES BY HAVING
PRODUCTS, VIDECS, MUSIC, FILM THATWILL BE MENTORED, WRITTEN, PRODUCED
BY KICS, YOU HAVE HOLLYWOOD NEXT DOOR, THEY 'RE GEVING HOLLYWOCD ALL
THIS MONEY BY WATCHING ANDBUYING THEM MUSIC, NOW IS THE TEME FOR
HOLLYWCOD TO GIVE ONE PERCENT OF THEIR INCOME TO BUILDENG A STUDIO
SPECIFICALLY FOR THESE AGE YOUTH 24 HOURS 7 DAYS AWEEK SO IFYOU HAVEA
YOUTH ORGANIZATION, IF YOU WORK FOR FOSTER CARE, IFYOU WORK INTAY, IF
YOU WORK ANYWHERE WITH YOUNG PECPLE UNDER THEAGE OF 24, WE'RE
CURRENTLY DOING CASTING RIGHT NOW,

WE ARE CASTINGMAY 2077 AND 217 IN SOUTH L.A, ANDALL OF THES IS FREE
REGISTRATION. YOU CAN SIGNUP OR TAKE A FLYER BEFOREYOU GO, I WOULD
LOVE TO GET YOUR CONTACTINFORMATION. THEPOINTIS THE PERFCRMING ARTS
INITIATIVE. SOMETHING FORTHE KIDS TO DO FOR FUN SO THEYCAN GETTHER
ANGER OUT. IFTHEY HAVE BEEN ABUSED, THEY DONT WANT TO BE TRIGGERED
THAT EVERY TIME. THEYWANTTO DOSOMETHING TOGET THEMOUT OF THE
ENVIRONMENTAND [TS PERFORMING ARTS. THATS THE KEY. UNTIL WE DO THAT,
THERE'S ALWAYS GOING TO BE THIS PROBLEM.
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»> DEBBIE INNES-GOMBERG: THANKYOU. 1 APPRECIATE THAT. I'M GOING
TOMOVE US ALONGSO PLEASEHOLD YOUR QUESTEON AND COMMENTS. THERE
WILL BE PUBLICCOMMENTS, OBVEOUSLY, AT THEEND. BUTI WANT TO MAKESURE
YOU HAVE THE INFORMATION BEFORE THEENDOF THIS PUBLIC HEARING.

[MOVING ON TO SLIDE 25]

>> REBASTEVENS: QUESTIONIN REGARDS TO THEWELINESS CENTER. ARE
WE GOING TO TALK ABOUT THECENTERS THAT ARE THESERVICE AREAS WHERE
LIKE SERVICE AREAS 67 1 UNDERSTAND THATWE DON THAVE ANY WELLNESS
CENTERS. NOTHING THAT S UPAND OPERATING, BUT WERE CFFERING WELLNESS
SERVICES. CAN YOU BETTER HELPME UNDERSTAND WHETHER OR NOT THATS
GOING TO BE INCLUDED IN THE REPCRT THAT WHEREIT DOESN'T SPECIFY
WELLNESS CENTERS, BUTIT SPECIFIES SERVICE AREA 6 ONLY HAVINGRECEIVING
WELLNESS SERVICES?

== DEBBIE INNES-GOMBERG: EVERYTHING THAT IS REPORTED IN THIS
ANNUAL UPDATE IS REPORTED AT THELEVEL OF THE WORKPLANWITHIN A
COMPONENTOF MHSA, IN THISCASECSS. CLIENTS AT HIGHER LEVELS OF CARE
MAY HAVE ACCESS TO WELILNESS CENTER SERVICES AT A WELLNESS CENTER. 1
DON'T KNOW IF WENDE CR ANYBODY, DENNIS FROM ADULT SYSTEM OF CARE
WANTS TO SAY ANYTHING MORE ABOUT THAT?

=» AUDIENCE MEMBER: I WISH SOMEBODY WOULD.

»> DEBBIE INNE=-GOMBERG: SHE STEPPEDOUT. OKAY. WE'LL COMEBACK
TOTHAT.

ALL RIGHT, VERY IMPORTANT, I'MGOING TO ASKYOU TOHOLDON FOR A
SECOND.

[CONTINUINGON SLIDE 31]

»>»> AUDIENCEMEMBER: MY NAME IS ANTHAABRAHAM, AND ITHAVEA
QUESTION, WHY DOES ALL OF URGENT CARE CENTERS, MOST OF THEMDONT HAVE
FACILITIES FOR HOMBLESS PEOPLE?

>> DEEBBIE INNE-GOMBERG: I'M GOING TOGO TO A SUIDEFORTHAT IN
JUST ASECOND. THE MAIORITY OF THECLIENTS ARE NOTACTUALLY HOMELESS
THAT COME TO AN URGENTCARE CENTER. BUT I DON'TKNOW IF MARY MARX OR
ANYEODY CAN ADDRESS —OH MARY, THERE YOU ARE, IF YOU 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 MEMBER: WELL, SOME OF THEM, I UNDERSTAND, HOMELESS
PECPLE. BUT CERTAIN AREAS —THERE'S ONE IN HOLLYWOODAND THEYDON'T
FOCUS ON HOMELESS PECPLE,
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>> MARY MARX: SOWE DONT HAVE AN URGENT CARE CENTERSIN
HOLLYWOOD, BUT A NUMBER OF OUR URGENT CARE CENTERS, LIKE THEEXODUS
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 NOTAVAILABLE, BUTTHEY DO HAVE SOCIAL WORKERS
ALSOIN ALL THE UCC'STHAT CONNECT TO THE RESOURCES AVAILABLE ANDWORK
WITH THE HOMELESS PEOPLE THATCOMEIN THERE TO CONNECT THEM TO
SERVICES.

=> AUDIENCE MEMBER: DO YOU HAVE ANYTHENG THAT YOU CAN SHOW ME
ON PAPERWRITTEN OUT THAT WHERE THESE PLACES THATARE AVAILABLE FOR
HOMELESS PEOPLE?

>> MARY MARX: SURE,ICAN GET THOSEFRONM OUR PROVIDERS.
»>> AUDIENCE MEMBER: THANK YOU,

>> MARY MARX: UMM-HMM,

>> AUDIENCEMEMBER: I WOULD LIKE A COPY OF THAT ALSO,
== MARY MARX: OKAY,

>> DEEBEE INNES-GOMBERG: WE CANCERTAINLY MAKEIT AVAILABLE. AND
JUSTTOADD TO THE HOMELESS, MARY HAS INCRETEBLE STAFF THATPUTTHESE
CHARTS TOGETHER, AND WHAT YOU SEEHERE, NEWADMISSIONS TO URGENT
CARE CENTERS WHO WERE HOMBLESS UPON ADMISSION TO THAT URGENT CARE
CENTERS, AND THISIS ABCUT A YEAR ANDA HALF WORTH OF DATA, OR 7115
THROUGH 1/31/16, I SHOULD SAY, ANDTHE BLUE REPRESENTS NOT HOMELESS. 50
THERE'S ONEOF THE OLEVE VIEW FACILITIES TENDS TOADMITMORE HOMELESS
PEOPLE, BUT FOR THE MOST PART, YOU'RE SEEING PEOPLE THAT ARE NOT
HOMELESS IN THESEURGENT CARE CENTERS.,

AND ONE OF THE MARKERS OF THE SUCCESS OF AN URGENT CARE CENTERS
[5 WITHIN 30 DAYS OF AN URGENT CARE CENTER VISIT, OES THE INDEVIDUAL
PRESENT AT A EMERGENCY DEPARTMENT, HOSPITAL RECEIVE PMRT SERVICES OR
BECOME INCARCERATED. ALMOST96% ACROSS-THE-BOARD OF INDIVIDUALS THAT
ARE ADMITTED INTO AN URGENT CARE CENTERS DO NOT HAVEA PSYCHIATRIC
EMERGENCY ROOM VISITWITHEN 30 DAYS OF BEINGSEENATAUCC. SOITS
PRETTY SIGNIFICANT, [CONTINUINGON SLIDE 24]

>> PHILLIS: THERE'S ONE PROGRAM CALLED THE BACK UPLIFE CENTER, IT'S
A PRETTY GOOD PROGRAM, BUTTHEY NEVER HAVE MORE THAN COUPLE OF PEOPLE
IN THERE. AND IREALLY FEEL THATTHE COUNTY ISPAYING A LOT OF MONEY FOR
RENTAL AND STAFF. THERE'S SOMETIMES MORE STAFF THANCLIENTS, AND I FEEL
A LOT MORE PEOPLECOULDBE SERVED BEINGIN THE BACK UPLIFE CENTER. THAT
SHOULD BE LOOKEDINTOI BELIEVE.

>> DEBBIE INNES-GOMBERG: WHAT SERVICE AREA IS THATIN? DO YOU
KNOW?
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=»> PHYLLIS: SERVICEAREA 4,

> DEBEIE INNES-GOMBERG: 47 OKAY. THANKYOU, [NOT A DMH SERVICE
PROVIDER]

[CONTINUING ON TO SLIDE 37]

=> PAT: COUPLEOF SLT MEETINGS AGO, I ASKEDIFWE COULDGETALIST

OF WHO THE JALL LINKAGE PEOPLE ARE AND SPREAD THEMOUT TO THESERMICE
AREA CO-CHAIRS SO WHEN PEOPLE ASK US WHO THEY COULDCALL IFTHEYHAVEA

FAMILY MEMEBERIN JAIL., SO IT WOULD BE REALLY GREAT TO GETWHO THOSE
PEOPLE ARE.
=> DEBBIE INNES-GOMBERG: THANKYOU. I THOUGHTWE HADDONE THAT.

BUT I'M GOING TO ASK MY STARF JUSTTO NOTE THAT, ROBINS GOTIT. OKAY,
GREAT. THANKYOU., THANKS, I APPRECIATE THAT. [LIST SUBSBQUENTLY SENT]

PAM, YES? LIMM-ERAM.

>> PAM: HI, I WAS WONDERING ON THE LINKAGE SERVICES, SERVICE AREA
AND NAVIGATION, WHEN YOU SAY"CONTACTS” IS THAT CONTACTS, LIKE THEYGOT
SOME RESOURCES? AND THEY WERE GIVEN THE RESOURCES AND THEN SOMEBODY
FOLLOWED UP ON WHETHER THEY DIDMCRE THAN THAT? ORWAS IT JUST THE
SERVICE WAS — THE INFORMATION WAS GIVENTO THEM, AND THEN —I MEAN, HOW

DO YOU KNOW WHAT HAPPENED AFTER THAT, AFTER THEY GOT THE INFORMATICN?

=»> DEBBIE INNES-GOMBERG: YOUREASKINGA REALLY, REALLY GOOD
QUESTION. WHAT WE REPORTED ON RIGHT HERE ISJUSTTHATA CONTACTWAS
MADE. SOTIT MIGHT HAVE BEEN A REFERRAL, THE NAVIGATCR MAY HAVE FELT
THAT A QUESTION FROM THE FAMEY MEMEER WERE ABOUT THEMOST
APPROPRIATE SERVICE OR SOMEALONG THCGELINES, BUTTHEQUESTION I THINK
YOU ASKINGIS HOW DO WE MEASURE THE EFFECTIVENESS OF NAVIGATION? HOW
DO WE KNOW THE INDIVIDUAL GOT THERE SUCCESSAULLY? TN THECOMINGYEAR,
WERE GOINGTQ, WE ALREADY STARTED TC WORK WITH THE NAVIGATORS ON
GETTING THEIR FEEDBACKABOUT HOW THEY MEASURE THE IMPACT OF THEIR
SERVICES. ANDTHE COMING YEAR, WE'RE GOING TO BE INTRODUQING THAT
MEASURE.

[CONTINUINGON TO SLIDE 38]

=> ROBERT: YEAH, I WANTTO TALK ABOUT, I GOT THIS THING CALLED PAINTED
BRAIN. IDON'T KNOW IF YOU KNOW WHAT THAT IS, TT'S A PROGRAM FOR YOUTH.
ITS AN ART PROGRAM, THEY DO MUSIC THEY DO ART.

AND I MET THIS GUY THERE, AND HES THEHEAD OF MUSIC. HESIN A
HEAVY METAL BAND. ANDISO I'WENT TOSEEHIMON SUNSETAND HE STARTED
HIS OWN HEAVY METAL BAND WITHMENTAL HEALTHCLIENTS. AND THEYRE
GETTINGA LOT OF GIGS, SO HE INVITED METO GO SEEHIM AGAININ LONG
BEACH. AND, SO, IMIGHTDO THAT NEXTMONTH. AND ITSPART OF AMENTAL
HEALTH CLIENTYOUTHS, HES ABOUT 20. AND HE'S GOT A FAMILY. ANDHIS
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PARENIS. GOSEE HIM IN CONCERTS,[T'S A GREATPROGRAM, THEYCUTH SHE
WAS TALKINGABOUT; HOW THEY HAVE ART AND MUSIC. IFWE CAN HAVE
PROGRAMS FOR THE YOUTH, ITS AGREATPROGRAM,

== DEBBIE INNES-GOMBERG: THANKYOU., WE APPRETJATE THAT COMMENT.
['M GOING TO MOVE US ALONG,

=> AUDEENCE MEMBER: [AWAY FROM MIC]

=»> DEBBIE INNES-GOMBERG: ARE YOUSAYING YOUDONT HAVEA
COMPLETEPACKET OF SLIDES?

>> AUCIENCEMEMBER: NO, WE HAVECNLY UP TO PAGE 32, YOU'REON
PAGE 39 RIGHT NOW.

=>> DEBBIE INNES-GOMBERG: SLIDE 297 MAYEEIF SOMERODY COULDCHECK
HERSLIDE PACKET., THANKYOU, [N THE MEANTIME THOUGH, JUSTROCUS ON
WHAT YOU'RE SEEING ON THE SCREEN,

=> AUDIENCEMEMBER: SHEWAS LOOKING AT THEWRONGSLIDE. SHEWAS
LOOKING AT B.

>> DEBBIE INNES-GOMBERG: YEAH, WHAT ['M PRESENTING TO YOQUIS A
SYNCPSISOF A LOT OF WORK,

=> AUDIENCE MEMBER: 39, OKAY,

»> DEBEIE INNES-GOMBERG: IN TERMSOF PLANNING QUTREACH
ENGAGEMENT, THATSA THIRD COMPONENT OF COMMUNITY ANDSUPPORT PLAN,

[SLIDE 40]

O I'M5ORRY FOR THE SAKE OF US WHODON' TREGULARLY ATTEND,. L IKETHE
SLT'S, WHEN YOU MENTION FSP, CAN YOU AT LEAST NAME WHO THEY ARE?

>> DEBBIE INNES-GOMBERG: [T WOULDPROBABLY BE MIRTALAPARADA-
WARD [WRITTEN PHONETICALLY] BUTI HAVENT TALKED TOHER YET.

=>> DEBBIE INNES-GOMBERG: SO I'MGOING TO GO INTO PREVENTIONAND
EARLY INTERVENTECON NOW, BUT WHAT I WANTED TO DO WAS ASK THE
COMMISSIONS SPECIFICALLY WHETHER THEY HAD ANY QUESTIONS ABOUT C55
BEFORE WE GO INTO PEL? LARRY.

>» LARRY: [WAS TRYINGCATCH UPTOYOQU WETHTHESLIDE. THISIS BAXX
EARLIER WHEN YOU MENTEONED, WHEN WE'RE LOOKING AT THE-- WAY BACK
WHEN WE TALKED ABOUT LIVING ARRANGEMENTS, FSP LIVING ARRANGEMENTSAT
LEAST, I THINKIT WAS FOR CHELDREN ANDTAY, THERE WAS AN INCREASE IN
JUVENILEHALL POSTPLACEMENT, AND MAYBET WASNT PAYING ATTENTION, [
DON'T KNOW IF THERE'S SOME UNDERSTANDING OF WHY THAT WAS?

=> DEBBIE INNES-GOMEERG: YEAH, WE'VEBEEN LOOKING INTO THAT, AND
I'M LOOKING FOR THE CHILDREN'S SYSTEM OF CARE REPRESENTATIVE. NO, OKAY.,

SOTHERE'S AVERY LARGE TRAINING, AS I THINK YOU'VEHEARD EARLIER IN
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MONTEBBELLOTODAY, HERESWHATTHE CHILDRENS SYSTEMOF CARE TOLD USAT
THE SYSTEMLEADERSHIP TEAM, THERE ARE RISK FACTORS THEYRE LOOKINGINTO
AND I THINK SOME OF THE CHILD FSP PARTNERS OR CLIENTS ARE STARTING TO
ENDORSE MORE OF THOSE RISK FACTCRS THAT ARE THENRESULTINGIN A
JUVENILEHALL VISITOR DETENTION.

THIS IS HAPPENING IN CHILD FSPPROGRAMS IN OTHER COUNTIES AS WELL AND
ONE EXPLANATION WAS THAT THEY TEND TO BE AGINGIN TO THESESORTS OF
ACTIVITIES.

BUTI DO THINK THAT ONEOF THE THINGS THAT WAS TALKEDABOUT AT SLT WAS,
WELL, WHAT SORT OF EVIDENCE-BASED PRACTICES MIGHT BE EFFECTIVEIN
REDUCING ACTINGOUT BEHAVICRS THAT RESULT INARRESTS? SO CHILDREN
SYSTEMOF CARE IS LOOKINGINTOTHAT.

WE SHOULD HAVE THEM COME BACK IN TWOTO THREEMONTHS TIMEAND TELL US
WHAT THEY THINK THEYMIGHT DO ABOUT THAT.

=> LARRY: THANKYOU.

=> DEBEBIE INNES-GOMBERG: THANKYOU. JUDY.

== JUDY: AFEW YEARSAGO, THE DEPARTMENT OF FAMILY ANDCHILDREN
SERVICES DIDA STUDYIN THEANTE.CPEVALLEY, WE HAVE A HIGH RATEOF
FOSTER YOUTHUPTHERE, AND THEY WEREFINDINGTHAT 20% TO 25% OF
FORMER FOSTER YOUTH WERE DYINGBY THE AGEOF 25, SO THATS ONEIN FOUR,
ONE IN FIVE. SO THE FACT THAT THE PSP, THE TAY FSP IS SHOWING A 2%
MORTALITY RATE 15 PHENOMENAL, BECAUSE THATPOPULATION IS VERY MUCH AT
HIGH RISK. SO THAT SHOWS THE SUCCESS GF THE TAY FSP PROGRAM.

»> DEBBIE INNES-GOMBERG: THANKYOU, THAT PLACES THAT INTO
CONTEXT, T APPRECIATETHAT. THANK YOU.

YES?

=> AUDIENCE MEMBER: SO YOU MENTIONED THERE WERE TWO CATEGORIES
THAT HAD ONE TIME FUNDS THATNEEDED TO BE SPENT BY 2017-2018. IS THAT
SEPARATE FROM —1S THAT SEPARATE FROM CUR REMAINING BUDGET? OR IS THAT
JUST SORT OF LUMPEDIN WITH THE DIFFERENT AMCUNTS? I DIDNT UNDERSTAND
THAT?

== DEBEBIE FNNES-GOMBERG: OH, OKAY, I'LL GETTO THE BUDGET PIECEIN A
LITTLE BIT. BUTITS ACTUALLY ONE-TIME ALLOCATION. ANDIS IN THEANNUAL
UPDATE, IN THEBUDGET SECTION... LETSSEE HERE. THISIS ON PAGE 168 OF THE
ANNUAL UPDATE.

YOU WILL SEE THAT IN FY 16-17, THE ANTIQPATED EXPENDITURES FOR
WORKFORCE EDUCATION AND TRAINING WHICH IS ONE OF THOSEWOULD BE
513,239,087, CAPTTAL FACILITIES AND TECHNOLOGICAL NEEDS WHICH WAS THE
OTHER ONE, WE ANTICIPATED SPENDENG $10, 700,000, GOING DOWN TO FY 17-18,
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YOU SEE THE REMAINDER OF THOSE FUNDS BEING SPENT BECAUSE EY THE END OF
17-18, WE HAVE TO SPEND THAT MONEY, OTHERWISE, IT COULDREVERT BACKTO
THE STATE. DESTHATMAKE SENSE 5O FAR?

=> AUDIENCEMEMBER: YEAH, [ MEAN, ALSC BECAUSE I SAW ON THEL.A,
COUNTY WEBSITE THAT [T SAIGWE WERE ALLOCATED $60 MILLION THATHAD TO
BE SPENT BY 2016-2017, SO I DIDNT KNOW IF WE WERE GOING TO TAKE ON 50OME

SORT OF LARGER PROIECTIN ORDER TG SPEND THAT; OR IFWE HAD ALREADY
SPENTIT?

»> DEBEIE INNES-GOMBERG: WE ALREADY SPENTIT. IT WAS ALREADY AN
ALLOCATIONPLANTO DO THAT. S0, BASICALLY, WHEN OUR WORKFDRCE
EDUCATEON TRAINING PLAN ANDOUR CAPITAL FACILITIES ANDTECHNOLOGICAL

NEEDS PLAN WAS APPROVED HERE LOCALLY ANDAT THE STATE, IT INCLUDED A
PLAN TOSPEND THAT MONEY.

50, FOR EXAMPLE, THE TECHNOLOGICAL NEEDS FUNDED OUR ELECTRONEC
HEALTH RECORDAN D GAVE MONEY TO CONTRACTORS TO DO SIMILAR SORTS OF
WORK.,

AND THEN OUR WCRKFORCE EDUCATION AND TRAINING, YOU'LL SEE THAT IN
THE ANNUAL UPDATE, ASWELL AS TN SOME OF THESE SLIDES WHERE THERE WERE
DIFFERENTPROJECTS THATWE FUNDED. AND, 50, WERE GOINGTOSPEND ALL OF
THAT MONEYBY 17-18,

>> AUDIENCEMEMBER: OKAY, THANKYOU,
=» DEBEIE INNES-GOMBERG: YEAH. ABSOLUTELY REBA.

>> REBASTEVENS: CAN YOUTELL USWHATYOU'RE FUNDING EN SERVICE
AREA 6; BECAUSEL'M SERVICE AREAS. AMDI'™M ACONSUMER ANDI RECEIVE
SERVICES, T LIKE TOKNOW WHERE T CAN FIND THE: SO THAT | CAN EXPERIENCE

3z

>> DEBBIE INNES-GOMBERG: SO REBA IS ASKEMNG WHAT I5 THE TOTAL MHSA
FUNDINGSERVICEAREA? THATS ACTUALLY NOT SOMETHING WE RE REQUIRED TO
REPORT, BUT ITS SOMETHINGWE CAN PUTTOGETHER. SO WE WILL TAKE A SHOT

AT THAT. THAT MIGHT BE PARTICULARLY IMPORTANT FOR QUR NEXT 2- OR 3-YEAR
PLAN PROCESS.

[THE LINK TO THE DMH SERVICE DIRECTCRY BY SERVICE AREA:
http: //psbgi.d mh.lacou nty. gov/ providerdirectory, htm]
SOLET ME GO INTOPREVENTEON AND EARLY [INTERVENTION.
[CONTINUENG ON SLIDE 41]

>> DOROTHY: [HAD A QUESTION ABOUTTHE PREVEOUSSLIDE. ABOUTTHE
DROP, AND WHO'S BEENSERVED? AND I UNDERSTAND THAT YOU DON TKNOW
WHAT THE PARTECULAR REASCN IS FOR IT,
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BUT HAS THERE BEEN ANY SURVEYS OR ANYTHENG TAKEN TO TRY TO FIND
CUT THAT REASON?

=> DEBBIE INNES-GOMBERG: I'MGOING TO ASKEITHERLEILLIAN OR DR, KAY
IFTHEY WANT TO, IF THEY KNOW THE ANSWER TO THAT. THE QUESTEON WAS: DO
WE KNOW ANYTHING ABOUT THIS DIPIN TERMS OF UNKQUE CLIENTS SERVED
WITHIN THELASTTWO FISCAL YEARS FOR PEI?

== WE'VE BEEN CONDUCTINGSITE VISITS TO EACH OF CUR AGENCIESAND
WEVE ASKEDOUR AGENAESWHY THES ISOCOCURRING? AND FOR SOME OF THEM,
ITS WITH THE HEALTH CARE REFORM THEY'RE NOT GETTING AS MANY REFERRALS,
PEOPLE THAT THEY THOUGHT WOULDBE COMRNGIN. MAYBE, GETTINGSERVICES
ELSEWHERE? THEYRE ALSC LOOKINGMORE CLOSELY AT THE PEI GUIDELINES.

I THINK WHEN YOU SEE NEW CLIENTS, THAT OTHER CHARTS THAT FOLLOW
THIS, THEREWERE LIKE 40,000 AND YOU TAKE A DIP IS THAT INITIALLY WHEN PEI
WAS STARTED, A NUMBEROF CLIENTS WHO MAY HAVE BEEN CARRIED OVER FROM
THE PREVICUS FUNDING, AND MAY NOT HAVE NOT FIT THE PEIGUIDELINES NOW
MORE CLOSELYIN LINE. THESE ARE SUPPOSED TO BE INDIVEDUALS WHODON'T
HAVE SEVERE MENTAL ILLNESSOR PRIOR HISTORY OF SERIOUS MENTAL
DISTURBANCES. 50 IT NOWBECOMES A MUCH MORE FOCUSED ON THE EARLY
INTERVENTION AND THE EARLY ASPECT.

== DEBBIE INNES-GOMBERG: THANKYOU; ANYTHING TO ADDROEBIN?

=» NOT REALLY, I MEANTHE ONE THING THAT THE DEPARTMENT IS GOING
TO HAVE TO GRAPPLEWITHIS THAT THEREILS AN IMPACT OF NUMBEROF CLIENTS
SERVED FOR ALL PROGRAMS BASEDON THERATES THATAGENCIES RECENVED TO
DELIVER SERVICES.

AND OVER TIME, AS RATES HAVE GONE UP, THERE 5 SOME DECREASE INTHE
AMOUNT OF SERVICE, THATSSOMETHING THAT THE DEPARTMENTIS GOINGTO
NEED TO TAKE A LOOK AT OVER THE COURSE OF THE COMINGYEAR. ITS TRUEFOR
EVERY COUNTY. I'VE BEEN ON CONVERSATIONS WITH THE OTHER BEHAVIORAL
HEALTH DIRECTCRS, AND IT'S A GENERALTREND. ANDITS PART OF THE COURSE
OF DOING BUSINESS, WE DO HAVE TO TAKEA LOOK AT IT AND FIGURECUT HOW
TO APPROACH IT GOING FORWARD.

=> DEBEIE INNES-GOMBERG: THANKYOU. THANK YOU. I'M SORRY,
DOROTHY, DIDYOU HAVEA FOLLOW-UP?

=> DOROTHY: YEAH., THEREASONI ASK THAT, ASYOU LOOK AT THE
HOMELESS POPULATION, HOW IT HASJUST, YOU KNOW, EXPLODED. ANDISEE
ALONG WITH THAT IS A MAJORITY DEALINGWTTH MENTAL HEALTH ISSUES. S0,
SOMETIMES A PERSON IS DEALINGWITH THOSEISSUES OUT THERESO THEYRE
NOT GOING TOSEEK THE HELP., WHATI'M NOTICINGNOW WITH THIS SB82,
WHERE THEYREGOING QUT, YOU KNOW, TRYINGTO ADDRESS THEISSUES WITH
THOSE THATARE OUT THERE THATS HOMELESS, THAT MAYBE THOSE NUMBERS ARE
GOING TOEND UPSHOOTING BACKUP?T SO THATWAS MINE.

v S R BT O L A o L R R £ RN L 300 N B R i L e 6 A

MHSA Annual Update Fiscal Year 2016-17 263



Public Hearing Transcripts

=>> DEBBLE INNES-GOMBERG: OKAY, ONEMORE QUESTEON OR COMMENT
AND THEN WE LLMOVE ON,

>> AUDIENCE MEMBER: YEAH, I JUST, UH..WOW, SORRY I'M LOUD, BUT
REBA ASKED SOMETHENG ABOUT FINDING FUNDING FOR SERVICEAREA B, I'M
SORRY, SERVICE AREAG.

AND THE FACT THAT YOUSAIDTHATYOU DONT HAVE THAT AVARLABLE, BUT
YOUWE GOT PUT THATTOGETHER., THATSHOULD BE THEFERSTTHING THAT
SHOULD BE PUT TOGETHER AS FUNDING REFERENCES TO ANYTHING, THIS ISMY
PROBLEM,

=>> DEBBIE INNES-GOMBERG: OKAY, I'M GOINGTOSTOP YOUFORASECOND
BECAUSETHE QUESTIONS ARE SUPPCGSED TC BE ABOUT THESE SLIDES, PUBLIC
COMMENTS WILL COMEUPAND THATWILL BEFINE,

>> AUDIENCE MEMBER: WILLT HAVE TIME TO ANSWERTHE QUESTEON?

=> DEBEIE INNES-GOMBERG: NO, THISIS ABOUT THIS SLIDE, OKAY? S0
WE'RE GOINGTO MOVE ON.

=> AUDIENCEMEMBER: YES, BUT FUNDING IS VERY IMPORTANT ANDSOWE
NEED TOGET TOTHAT.

=>> DEBBIE INNES-GOMEERG: WE UNDERSTAND, THAT WAS NOTED. OKAY.
SOTHIS IS NEW CLIENTSWITH NO PREVIOUS MHSA SERVICES BY FISCAL YEAR.

[CONTINUING ON SLIDE 44]
>> AUDIENCEMEMBER: WHAT ARECHATS?

>> DEBBIE INNES-GOMBERG: ACHATIS, UMM, I'M TRYING TO THINK WHAT
IS ACHAT VERSUSATEXT? I SHOULD KNOW THIS.

>> AUDIENCE MEMBER: IS IT A FACEBOOK?

== AUDIENCEMEMBER: IT'S ONLINE,

== DEBBIE INNES-GOMBERG: ROEIN, ISTHAT RIGHT? OKAY, WHATSTHAT?
>> AUDIENCE M EMBER: OGNLINE.

>> DEBBIE INNES-GOMBERG: OMLINE, OKAY,

>> COMMUNICATION CHAT LINE FOR ALL YOUTH, [AWAY FROM MIC]

>> AUDIENCE MEMBER: GIVEHERA MIC, PLEASE.

=> JACKSON: YES, MY NAME ISJACKSON, ITSACHAT LINE TOALL YOUTHS
USE TO COMMUNICATE ACROSS THENATION, ACROSS THECONTINENT,
EVERYBODY USES THATLINE. THEY HAVE ANCTHER LINE THAT FAMILIES USE IS
AGAIN AND IT'SCALLED DOWNLOAD, WE VE BEEN IN TRAINING SO WE RE KEEPING
UP WITH EVERYTHING OUT HERE FOR. COMMUMECATION ON NETWCRK, DOWN TO

MHSA Annual Update Fiscal Year 2016-17 264



Public Hearing Transcripts

T A AT

THE YOUTH AND EDUCATING THEM; TO USEIT AS WELL, 50 IN TRAINING, WE'VE
BEEN TELLINGALL THECAREGIVERS ANDADULTSAND PARENTS TO GETCOUT THERE
AND LEARN HOW TO CATCH THE COMMUNICATION THROUGH THECOMPUTER
S5YSTEM.

=> DEBBIE TNNES-GOMBERG: THANKYOU. YOU'VE BEEN VERY HELPFUL. 1
APPRECIATE THAT,

> AUDIENCE MEMBER: YOU'RE WELOOME,
[CONTINUINGON SLIDE 45]
> AUDIENCE MEMBER: [AWAY FROM MIC]

=> DEBBIE INNES-GOMBERG: IS REYME HERE? DID THEY DO ECPRAS PART
OF THE TRAINING?

>> MENTAL HEALTH FIRST AID.
YES. THEY DIDN'T DO ECPR. THEY DIDMENTAL HEALTH FERSTAID.

=+ REBA STEVENS: WHY, BECAUSE 1 WAS NEVER SURVEYED OR ASKED. I'MA
CLIENT.

== DEBBIE INNES-GOMBERG: REBA, YOUWEREN'TPART OF THE PROGRAM.
>> THIS WAS AN TNNOVATION PROGRAM.

»>> DEBBIE INNES-GOMBERG: NOW, INNOVATION 2 WHICH IS OUR SECOND
TNNOVATION PROJECT, THIS IS ABOUT BUILDING TRAUMA RESILIENT COMMUNITIES
THROUGH COMMUNLTY CAPACITY BUILDING. WE HAVE DONE GVER 20
PRESENTATIONS,

[CONTINUINGON SLIDE 59]

== AUDIENCE MEMEER: ARE THOSE THE STIPEND PROGRAMS FORTHE
PROFESSIONAL? SOCIAL WORKERS ANDNURSES, ETCETERA?

>> DEBBIE INNES-GOMBERG: YES, SECOND PROGRAMIS 52 MFT'S. 52
MASTERS OF SOCIAL WORK, AND 4 NURSE PRACTITIGNER STUDENTS AND73% OF
THOSE INDIVIDUALS SPOKE A THRESHOLDLANGUAGE, YES?

== AUDIENCE MEMBER: WHENYOUSAY 18 INDIVIDUALS, DC YOU MEAN
THESE ARE STAFF MEMBERS THAT ARE CURRENTLY FACELITATING THESE TRAININGS

OR 18 INDIVIDUALS THAT WERE TRAINED?

== DEBBIE INNES-GOMBERG: [ THINK THOSE WERE 18 THAT WERE TRAINED.
ROBIN IS NODDINGYES., OKAY.

»>> AUDIENCE MEMBER: I'M ONE OF THE FACILITATORS AND COORDINATORS
ONE OF THE FIVE CONTRACT PROVIDERS THROUGHOUT THECOUNTY TO PROVIDE
THIS TRAINING. I'VE TRAINED JUST ABOUT 32 INDIVIDUALS LAST YEAR.
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=>> DEBBIE [NNES-GOMEERG: OKAY, WE'REGODING TO GO BACK ANDLOOK
AT OUR DATATHEN, THANKYOU.

[CONTENUING ON SLIDE 61]
>> AUDIENCE MEMBER: WHAT ISTHE TOTAL BASEDON?

>> DEBBIE INNES-GOMBERG: SO THERE'S A FISCAL CONSULTANT THATTHE
COUNTY OF GIRECTOR OF ASSOCIATION USES THAT TAKES THE DEPARTMENT OF
FINANCE DATA, AND THENGIVES US ON PRETTY MUCH ON A QUARTERLY BASIS
THIS EINFORMATION, 50 WHATI DO, EVERY TIMEI GET IT, I'LL UPDATE MY CHARTS
THAT ARE SIMEILAR TOTHIS TO INDECATE THE OVER MOST LIKELY TO HAVE ENTERM
OF DOLLARS, ANDTHE DOUARSCOMETO THE COUNTY EVERY MONTH. AND
THEY 'RE DIFFERENT EVERY MONTH, YEAH, THISIS MY CONTACTINFORMATION,
AND, 50, NOW, WE ARE READY FOR PUBLIC COMMENTS,

[PUBLIC COMMENTS)]

=» DEBBIE INNES-GOMEERG: SO WEVEGOT M5, LAMONT OVER HERE.
WE'LL START WITH M5, LAMONT,

== M5, LAMONT: ROR THE INFORMATION, ANYEODY WORRIEED ABOUT THE
SERVICE AREAE? FOR THE INFORMATEON FOR ANYBODY WORRYINGSERVICEAREA
6, THEY NEEDTOASK THEPECPLE THAT S BEEN IN MENTAL HEALTH FOR MANY
YEARS., WHO WATCHES THEBUDGETFORSERVICE AREA 6 ALL THE TIME?

»>= AUDIENCEMEMBER: MS. LAMONT.

== AUCIENCE MEMEER: ANDIFISEE ANYTHING THATSCOUNDS WRONG,
THEY'LL HEARFROM ME, OKAY? ANDTHATIS THETRUTH. ANDIE ALWAYS DONE
THAT.

>> DEEBIE INNES-GOMEERG: THANKYOU VERY MUCH: NEXT PUBLIC
COMMENT,

>>= JACKSON: HI, MY NAME ISJACKSON, I'M A FOSTER CARE KENSHIP
APPLICANT ACROSS THENATION FOR ALL AREAS 1 THROUGH 8. BUTI'M FROM
REGION OF 6, SMALL 6, AREA 6, AND FOSTER CARE IS CIFFERENT FROM KINSHP,
FOSTER CARE IS DIFFERENT FROM THEHEALTHY WHOLE FAMILY. ROSTER CARE
HAS ALL DAY TOOLS, BECAUSE THE CAREGIVER BEING A FOSTER CARE GIVER HAS

THE FUNDING TO CAKE OF THAT CHELD.

A KINSHIP IS CALLED KEN GAP FUNDING, THISIS A RELATIVE CAREGIVER
THAT HAS THE FUNDING FOR THAT CHILD; CEPENDS UPCON IF THATCASEILS
CLOSED. NOW BACKTO FOSTER, IFYOU'REAYOUTHAND YOU'RE UP THERE
HOMELESS, YOU AUTOMATICALLYCAN CALL ANY SUBCRISE STATIONTOBE
REALISTICTO BE BACKIN FOSTERCARE UNDER AB12, FOSTER CARE CHILD WILL
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STAY IN FOSTER CAREUNTILTHEY'RE 21 YEARS OLD. WE HAVEA LIFE SKILL
TRANSITIONAL HOME THEY CAN GO TO,

EVEN IF THEY GO BACKIN THE SYSTEM, THEY STILL HAVE THEIR MONEY AND
FUNDINGSEPARATE TO PAY THEIR RENTWHICH IS $836 ON TOP OF WHAT THEY
WOULD MAKE KEEPING ALL THE FUNDING TO THEMSELVES. KINGAP IS KINSHIP
YOU ONLY GET KINGAPIF YOUR CASE IS OPEN. IT ALL DEPENDS ON HOW THAT
CONFIDENTIAL PAPER 5.

FOR THE YOUTH, THEY'RE ALWAYS GOING TO HAVE THEIRS TOO. BECAUSE
ALL SCHOOL DISTRICT HAS A PROGRAM FOR THE FOSTER CAREAND YOUTHIN THE
COMMUNITY. FOR RESPITE ANDFOSTER CARE KINSHIP, IN EACHINDIVEDUAL IN ALL
AREAS, WE ALL HAVE TO BE OUR OWNRESPITE. EVEN IFYOUREA MENTALCLIENT
AND YOU HAVE TO USETHE DMH DEPARTMENT, THEY ALSO HAVE THE
WRAPARCUND SHIELDS AND, ET CETERAAND, ETCETERAS

NOW, I'M TALKING ABOUT ANYTHING ACROSS THE-BOARDFOR THE DSM,
DOING ANY OTHER ACTIVITIES OUTTHERE, WHAT OUR MAIN GOAL IS TOGETTHE
OTHER CHILDREN UNDER 1% OR JUST AT THAT BORDER OF 1% S0 THEY CAN HAVE

SOME ACTIVITIES IN THECOMMUNITY AS WELL, BECAUSE THERR PARENTS DON'T
HAVE THE FUNDING. BECAUSENOT EVERYBODK S ECONOMICSKILLIS THESAME.

»» DEBBIE INNES-GOMBERG: THANKYOU VERY MUCH.

> STEVEMCNALLY: HI, MY NAMEIS STEVEMCNALLY. T HAVE A QUESTION.
FIRST THANKSVERY MUCH. TLOVE SEEING ALl THERESULTS.

[APPLAUSE]
AND I HAVE ACTUALLY TWO QUESTIONS. ONE IS, AND IFTHEYRETOO BIG,

DON'T ANSWER THEM NOW. BUTONE IS THE NUMBERS THAT YOURE REPORTING
DO THEY COME FROM INTERNAL SYSTEMS THAT ARE AVALLABLETO ANY COUNTY?

»» DEBBIE INNES-GOMBERG: SO, YES, YOU'RE TALKING CLIENT COUNTS,
FOR EXAMPLE?

»> STEVE MCNALLY: YEAHALL THATKIND OF STUFF,

=»» DEBBIE INNES-GOMBERG: YES, THE CLIENT COUNTS ANDDOLLARS
ASSOCIATEDWITH THOSE ALL COME FROM OUR INTEGRATED BEHAVIORAL HEALTH
SYSTEM. SOANY TIME YOU ENTER A MENTAL HEALTH SERVICE, THEN THAT GETS~
THATS HOW THATGETS COUNTED. EVERYCOUNTYISGOINGTOHAVE ALITTLE
BIT OF A DIFFERENTSYSTEM.

=>> STEVE MCNALLY: AND THEN THESECOND THINGIS, ITSREALLYWHEN
YOU LOOK AT THESE THREE-YEAR PLANS ANDTHEY RE UPDATED ANNUALLY, ITS
HARD TO SEE, AND WITH THE RFP PROCESS, IT'S HARD TO SEEWHATS ACTUALLY
SPENT ANDUNSPENT; ANDWHEN THESTATEMIGHT BELOOKINGTO TAKE THE
MONEY BACK FOR OTHER STUFF, SO IS THERE ARISK TO ANY PART OF YOUR
BUDGET?
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»> DEBBIE INNES-GOMEERG: ROBIN? OURACTING DIRECTOR IS GDINGTO
ANSWER THAT.

=> ROBIN: SO, NO. INSHORT,ITISN'T, BECAISEWE HAVEASYSTEM, IN
SLTSYSTEM LEADERSHIP TEAM, BUDGET MITIGATION WORK GROUP THAT MEETS
SOMEWHAT REGULARLY, WHATWE DC IN LA, IS THAT WE ROLL MONEY
FORWARDS SOIT'S FIRST DOLLAR IN, FIRST DOLLAR OUT.

USENG THAT ACCOUNTING PRENCIPAL HAS ENABLED USTOCONTINUETO
FLOW THE MONEY WITHOUT RISKOF REVERSION, WE ALSO DO, AS DEBBIE
MENTIONED, WHEN WE DEVELCP A LARGE ENOUGH POOL OF LUNSPENT MONEY, WE

DO A NEW PLAN ANDWE SPEND IT. ANDWEVE BEEN VERY SUCCESSFUL AT DOING
THAT. 50 WE'RE FINE RIGHT NOW,

=> DEBBIE INNES-GOMEERG: THANKYOU,

»> ROSEETAYEZ HELLD, MY NAMEIS ROSEE TAYEZ I'M THECOORDINATOR
FACILETATOR FOR MENTAL HEALTH ADVOCATE TRAININGWITH THEWESTSIDE
CENTER FOR INDEPENDENT LIVING. ANDAS I'VE MENTIONED BEFORE, DEBBIE, I'M
ONE OF THE FIVE CONTRACT PROVIDERS TO FACILITATE THE SPECIFIC TRAINING
FOR WHAT USEDTO BE PEER ADVOCACY., NOWIT'S MENTAL HEALTH ADVCCACY,

MY THOUGHT WAS, LWANTED TOSHAREWITH YOU THAT IN THE PAST, WE
HAL: EXPRESSEDINTEREST FOGR THE COMMISSEOMERS TO REQUEST A DIALOGUE
WITH CONTRACT DIVISIONS [N ORDER TO COUNTYWIDE DISCUSSION EE TALKED
ABOUT REGARDEING TO DEVELOP A FIVE ITEMCONTRACT WITH ANY CONTRACT OR.
IN FACT, DIRECT PROVIDER TO PROVIDE PEERSTAFF, ANDTHATWOULD BE
SUGGESTEDFROM THE SPECTRUM OF ENTRY LEVEL POSITECN FROM MENTAL
HEALTH ADVOCATEAS A COMMUNITY WORKERAND SENEOR COMMUNITY WORKERS.
SOIWANTED TO HAVE THISOPPORTUNITY TO EXPRESS THAT WE CONTINUE TO
FEEL THAT AS WE TRAIN EINDIVIDUALS, THE CHALLENGE AND THE BARREERS HAS
BEEN THAT THERE HAS NOTBEEN MUCH EMPLOYMENT QUT THERE FOR MENTAL
HEALTH ADVOCATES ON THEENTRY LEVEL POSITEON, SO HAVING TO THINK THAT
[FWE CAN — EIF THERE WOULD BE ACONSIDERATION FOR DISCUSSION REGARDING
MAKING IT, ORIMPLEMENTING OR MANDATEIT THATWE HAVE THESE POSITIONS
SPECIAL FOR MENTAL HEALTHADVOCATES, BECAUSE WHATIS THE PURPCSECF
TRAININGINDIVIDUALS ANDTHEN WE CAN'T PLACE THEM FOR EMPLOYMENT?

ANOTHER CHALLENGE HAS EEEN THAT AS PART OF OUR PROGRAM, THERE IS
A PEER INTERNSHEP COMPONENT TO OUR TRAINING THATALSO HAPPENS TC
DEVELOP A BROADER COLLABCRATEON AMONG CONTRACT PROVIDERS AND DIRECT
PROVIDERS TO ALLOW THEORPORTUNETY FOR THESE INDEVIDUALS TO HAVE
EINTERNSHIP, TO BE CONSIDERED AT ALL THESE DIFFERENT AGENCIES.

»>> DEBBIE INNES-GOMBERG: THANKYOU. WHAT I'MGOING TOASKYOU
YOUTODOIS SEND ME AN E-MAIL. AND I CAN CONNECT YOUWITHCOUPLE OF
INDIVIDUALS THAT WOULD LIKETO TALK TO YOU FURTHER ABOUT YOUR EDEAS,
THANKYOLU.
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=>> [AWAY FROM MIC]
>> DEBBIE INNES-GOMBERG: THANKYOU,

>> ROSE: THANK YOU FOR LETTINGME SPEAK; MY NAME IS ROSEI'™M WITH
THE LACC, LOS ANGELES COUNTY CLIENT COALITION. ALL I WAS GOINGTOSAY IS
SOMETHMNG REALSHORT. IN CONNECTION WITHWHAT ROBERT KODO HAD TO SAY
AND YOU WITH THE PROGRAMS FOR YOUTH AND WHAT SEEMS TO BE BENEFIGAL IN
HELPING THEM TO STOP FALLING INTO THE GANG SITUATION, GOODFRIEND OF
MINE WHO WAS AN AUTHCR AND WRITER, WE HAD THIS DISCUSSION SEVERAL
YEARS AGO AND HE MADE A COMMENT THATI NEVER FORGOT. AND HESAIDTHAT
IT'S BASICALLY, WHEN SOCIETY FALLS APART, PECPLE SEEX STRUCTURE. THEY
FIND THAT STRUCTURE, UNFORTUNATELY, IN GANGS. AND THEKEYWORD, 1
BELIEVE HEREIS “STRUCTURE.”

50, PROGRAMS THAT ARE BEING DEVELCPED THAT WILL BE MOST
BENEFICIAL, SIMPLY, I THINK SHOULD HAVE MORESTRUCTURE, THATSWHAT
THEY RE SEEXING -- STRUCTURE, ANDIT'S AVERY TRUE STATEMENT. HIS NAMEIS
LIONEL ROTH, THANKYOU.

»> DEBBIE INNES-GOMBERG: THANKYOU, WELL SAID. WE HAVEANGTHER
PUBLIC COMMENTRIGHT THERE.

>> AUDIENCEMEMBER: MY MAIN PROBLEM IS LACKOF STAFF TRAININGIN
FACILITIESSUCHAS THE LAMP,

A LOT OF FINANCES IS GOING, BUTITSNOT GOING INTO PROPER STAFF
TRAINING. SO YOUHAVEALOT OF WOMEN IN A FACILITY THAT ARE LOOKING FOR
COUNSELING. THERE'S TO PEER GROUPS, THERE'S NO CONFIDEN(E BURDING
CLASSES, THERESNOTHING. THERE'S A WOMANTHATS BEEN THERE FOR 20 YEARS
— 20 YEARS SITTING THERE POOPING ON HERSHELF, ASKING FOR A CIGARETTEEVERY
MINUTE, BUTAPS SAYS, THATSHE HAS TO STAY THERE BECAUSE THERESLACK OF
FUNDING.

I GO TO THE DOWNTONN WOMBN CENTER TO PRINTSOME ITEMS, AND
BECAUSE THERESNOTA PRINTER THERE FOR THE LASTTHREE WEEKS, COLCR
PRINTER, FORGETIT. YOU'VE GOTSOME NICE COLCR PRINTING RIGHT HERE.
BLACK AND WHITEIS WHAT WEGET.

WHAT I'M TRYING TO SAY IS THERES LACK OF FUNDING FOR A LOT OF
THINGS THAT WE NEED FOR DOWNTOWN L.A,, FOR HOMELESS, FOR FOSTER, BUT
YET, THERE 'S ALWAYS A LOT OF MONEY GOING TO THE SHERIFFS DEPARTMENT,
ALWAYS GOING TO INCARCERATICN. BUT WHEN IT COMES TO PROGRAMS WE NEFED
FINANCES, WE NEEDSOLUTIONS, AND YOU GUYS ARE MEETINGON TAXPAYERS
DOLLARS SAYING WE 'RE MEETING EVERY WEEK ON SOLUTIONS ANDWE SAYING RCR
THE LAST FOUR YEAR. PUTBACK ARTS, PUTBACK SOMETHING POSITIVE. YOU
HAVE TO PUT BACK SOMETHING SIMPLE.
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MHSA Annua! Update Fiscal Year 2016 17 269




Public Hearing Transcripts

BECAUSEWERE LIVINGIT AND WHEN YOU INSULT US BY SAYING THAT yOU
GOT AFINE SOMEWHERE TC FEND THE PROPER FUNDINGS, NOBCDY IS GOING TO
GIVE YOU PROPERNUMBERS, AND EVERYTHING IS5 GOING TO BE SHADY. AND
YOU'WE GOT POLITICIANS THAT ARE TAKING OUR MONEY ANDWE 'RE TIREDOF
GETYINGLESS THAN SERVICES, BECAUSEYOU GUYSWANTTO PUTTHE MONEY
SOMEWHERE ELSE.

AND AFTER AWHILE, YOUCAN'T KEEP SAYING THE SAME THENG YEAR AFTER
YEAR AND EXPECTING USTO LEAVEIN THE LACK OF AND EXPECTUS TOBETTER
Q2URSELVES, YOU HAVE TO START PUTTENG MONEY IN THESE KIDS TRIGGER AND
TRAUMA AND ALL THIS STUFF.

IF YOU HAVE TO PREVENT THE PRCBLEM, YOUMNE GOTTO PUTYOUR MONEY
WHERE YOUR MOUTHIS, THATSWHERE ITIS, THATS WHEREITSTARTS, I'M
SITTINGHERELISTENING TO THIS, BUTQUESTIONS ON WHERE CANWE FIND
CONCRETE NUMBER IS ALL OVER THEPLACE, 1JUST WANT TO KNOWWHERE T CAN
GO ON THE INTERNET THATI CAN PRESS TO SAY, THIS IS HOWMUCH MONEY THE
LAMP GETS FOR STAFF SERVICES., THISIS HOWMUCH MONEY DOWNTOWN WOMEN
CENTER GETS FOR DONATION.

ALL OF THIS STUR, WE NEED TC FINDSOMEWHERE WE COULL JUST ONE
CLICK AWAY AND SAY THERE'S THE NUMBERS, ALL THIS SHADINESS AND THE WAY
WE'RE LEVING IS NOT MATCHING UP. SO I NEED TO KNOW WHO T TALK TO. DR
KAY, IF YOU CAN GIVE ME A DIRECT ANSWER, OKAY? I NEED TO KNOWWHERE
I CAN FIND NUMBERS SO WE CAN BRING INTHE FUNDING THAT'S NEEDED FOR
THESE PLACES.

THIS IS WHAT MYJXOB WOULDLIKETO BE. I'M NOT ASKING FORYOUTO
EVEN PAY ME, IJUST WANT DIRECTANSWERS, DONT GIVEME THERUN ARQUND..
BECAUSEI WILL TELLSOMEBCDY OFF, BECAUSE ™ TIREDOF BURYING OUR KIDS,
I'M TIRED COF LOOKING AT WOMEN THAT ARE SAYINGI NEEDHELP, ANDYOUVE
GOT STAFF THATS NOT EVEN TRAINED, BUT THEY'RE SITTING THERE ANDTHEYRE
TAKING MONEY. AND THEY'RE SUPPOSEDTO BE ADVOCATES, AND THEY'RE MAKING
YOU GO TO DO RESEARCH,

>> DEBBIE INNES-GOMBERG: CANI MAKE A RECOMMENDATION, PLEASE?

>> AUDIENCEMEMEER: YES, PLEASE OO BEFCRE I GO OFF THE TANGENT
HERE.

>> DEBBIE INNES-GOMBERG: OKAY. MY RECOMMENDATION IS THAT THE
WAY THE DEPARTMENT OF MENTAL HEALTHIS STRUCTURED, AND THE MENTAL
HEALTH SERVICES ACT IN PARTIQULAR WHECH FUNDS OUTPATEENTMENTAL
HEALTH SERVICES IS STRUCTURED IS THAT WE HAVE ASERVICE AREA ADVISORY
PROCESS, AND THE OTHERSSACS, AS DORCTHY ANDOTHERS, MS, LAMONT KNOW
THESACS ARE VERY EMPORTANTEN TERMS OF LOCAL PLANNING. ANDTHATS
WHERE I WOULD START, SERVECES ARE ALSO ON OUR WEBSITE,
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WHAT ARE THE NEEDS OF THE DOWNTOWN MENTAL HEALTHAREAS? |
UNDERSTAND THAT,

THANK YOU.,

>= REBA STEVENS: GOOD AFTERNOON, REBASTEPHENS, WHO ARETHE
SERVICE PROVIDERS CURRENTLY BERNGFUNDED TN THE SECOND DISTRICT?

== DEBBIE INNES-GOMBERG: REBA, WE CAN GET THAT INFORMATEONBUT
WE'RE NOT REQUIRED TO REPCRT THAT AS ANNUAL UPDATE

>» AUDIENCE MEMBER: WHY NOT? THAT'S THE PROELEM.

> AUDIENCEMEMBER: OKAY, WAIT. HOLDON, ITSMY QUESTION TIME.
>>= AUDIENCEMEMBER: SORRY.

+> DEBBIE INNES-GOMBERG: I'MGIVINGYOU AN ANSWER,

>> REBASTEVENS: ANDIAPPREATEYOUR SUPPCRT. PLEASE PROVIDE
THE LOCATIONS FOR WELLNESS CENTERS IN SERVICEAREAS 6 AND THE
DESCRIPTION OF THESERVICEIN DETAL.

>> DEBEIE INNES-GOMBERG: OKAY. SO YOUVEWRITTEN THATDOWN?
YOULL GET A RESPONSE.

>> REBASTEVENS: OKAY, ANDTHEN THENEXT QUESTIONIS. IN
REFERENCETO TAY, HOW MANY TAY MOBELE UNITS ARE THERE FOR SERVICE AREA

67
SO WE DON'T HAVE AN ANSWER TO THAT EITHER?

>> DEBBIE INNES-GOMBERG: DO YOUKNOWTHE NUMEER OF TAY MOEBILE
UNITS IN SERVECEAREA 6?7 IS THAT SOMETHENG THAT IS—WE CAN CERTAINLY GET
THAT YOU INFORMATION.

== REBASTEVENS: OKAY. TNADDITICN TO THAT INFORMATION, I WOULD
LIKE TO KNOW THE TARGET WHERE POPULATION FOR TAY, I'D LIKE TO ALSOKNOW
AS A CONSUMERWITHA DEPARTMENT OF MENTAL HEALTH LIVINGIN THESECOND
DISTRICT, WHERECAN I FINDPETIN MY COMMUNITY? HOW CAN I SEEIT AND
ACTUALLY EXPERIENCEIT SO 1 CAN SAY, THAT THEREITIS. ITSRIGHTTHERE.

>> DEBBIE INNES-GOMBERG: IN YOUR ANNUAL UPDATE, WE LIGT THE
SERVICES 8Y SERVICE AREA, INCLUDENG THE DIFFERENT TYPES OF PROGRAMS BY
SERVICE AREAS.

>> DEBBIE INNEX-GOMBERG: YES, M5, LAMONT,

== MS. LAMONT: OKAY, I THINK THERE STILLNEEDS TO BE BETTER
UNDERSTANDING, MAYBE NQT. MAYBE I'M WRONG. AND1CAN STANDTORBE
WRONG, YOU KNOW? IF I'M WRONG, CORRECTME,
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WHEN YOU SPEAKOF SERVECE AREA, THE SAAC THISES JUST PARTOF THE
FUNDING FOR THE DEPARTMENT ©OF MENTAL HEALTH., ALL OF THE —WHAT PEOPLE
SHOULD UNDERSTAND, THIS IS JUST A SPECIFIC AMOUNT OF MONEY.

BUT THERE'S ANOTHER AMOUNT OF MONEY THAT THE CEPARTMENT HAS TO
FUND WHATEVER, YOU KNOW, DOWNTOWN MENTAL HEALTH ANDALL THAT,
THAT'S NOT PARTOF THIS DISCUSSION. BUTYOU NEEDTO FINDOUT. WE HAVE
THE SERVECEAREA—MHSA{MENTAL HEALTH SERVICES ACT},

THATS WHATI WANTEC YOU TO SAY, DEBBIE, ACHARGE TO SERVE THE
UNDERSERVED, THE INAPPROPRIATELYSERVED, ANDTHE UNSERVED. AND DOESIT
SAY ETHNICMINORITY PEOPLE? ITSJUST APART OFA PORTIONOF THE MONEY
THAT WE'RE TRYING TO SHOW THAT IT CAN BE DONE.

IT'S NOT THE TOTAL FUNDX NG OF DEPARTMENT OF MENTALHEALTH, AND,

YOU KNOW, SOMETIMES PECPLE WILL HAVE TO LEARN THESE THINGS, THE REASCN
I KNOW WAS THATI WAS THERETIN THE BEGINNING, AND I'M STILLHERE.

[APPLAUSE]

AND I DO — NOW, I WAS EVEN HERE BERORE WE GOTOGUT UNDER THE
HEALTH SERVICES WHERE WERE GOINGBACKTO NOW. I WAS ONEOF THE MAEN
PEOPLE TO PULL USOUT FROM UNDER MENTALHEALTH. SO YOU NEED TO KNOW
HISTORY ANDYOU NEELTO KINDOF UNDERSTANDWHERE ALL THESE DIFFERENT
FUNDENGS COMEFROM AND WHOYOUR CHARGE IS BY LAW,

AND THAT'S ALL THE, YOU KNOW, THE PROBLEM ISTHE MISUNDERSTANDING
AND NOT UNDERSTANDING THE DIFFERENTPARTS, THISES JUSTONE SECTION GF,
LEKE THE MILLEONAIRES GIVEUSWHAT? 180 OF THEIR MONEY OVER A MELLION,
DOLLARS.

AND THATS WHYIT FLUCTUATES ON HOWMUCH WE GET, BECAUSEIT
DEPENDSON HOW MANY — THAT'SWHY [T FLUCTUATES BECAUSE [T DEPENDS ON
HOW MANY MILLEONAIRES WE 'WE GOTIN CALIFORNIA, OKAY, I'LL LET IT GO, BUT
UNDERSTANDING IS ONEOF THE BESTTHINGSIN THEWORLD:

»> DR.GASCO: THANKYOUVERY MUCH TO ALL OF YOU WHO ARE THEDIE
HARDS THAT HAVECONTINUED UP TO THIS POINT, WEARE AT THE SADMOMENT,
WE HAVE TO SAY GOODEYE. BUTEWANTED TO JUST S5ORTOF TALK ALITTLEBIT
MORE ABOUT THE NEXT STEPS.

NEXT STEPSWOULDBE ALL THE TESTIMONY THATWAS PROVIDED TODAY,
THIS WILL BE INCORPORATEDINTOTHE REPORT. I'M GOINGTO REQUESTIFAT
ALLFOR THE DEPARTMENT TO PROVIDE AWRITTENSTATEMENT TO THEMENTAL
HEALTH COMMISSION BY OUR EXEQUTIVE COMMITTEE MEETING, THAT MAYRBE
DIFFICULT TO DO, BUTAT LEAST SO WE CANHAVEA REVIEWOF IT PRIOR TO THE
FULL COMMISSEONMEETING, WHICH WOULD BE MAY 26 AT WHICH TIME WE WILL
VOTE SOWHETHER TO APPROVE OR NOT APPRCVE THE MHSA PLAN.
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I DO WANT TO THANK EVERYONE THAT ASKED QUESTIONS. SOMECFTHEM
WERE REALLY OUTSIDE OF THE BOUNDS OF MHSA, BUT THE FACT IS THAT YOURE

HERE. ANDITS IMPORTANTTHATWE HEAR THEM EVEN THOUGHIT'S, AGAIN, NOT
SOMETHING THAT IS REALLY PERTRNENT TO THIS PARTICULAR PLAN,

S0, AGAIN, I LIKE TO THANK DEBBIE IN PARTICULAR,
[APPLAUSE]

SHE HAS DONE AN OUTSTANDINGIOB, AND SOMEOF HER RESPONSES MAY
NOT HAVE BEEN TOTALLY SATISFACTORY TO YOU, BUT THAT IS THEANSWER, AND
ONE OF THE THINGS THAT 1 CAN COMMEND DEBEIE FOR IS THAT, SHES VERY, VERY
AGREEABLE ANDACCOMMODATES HERSELF TO A DEGREE THATMOSTPECPLE
DON'T, TO GO OUT AND ADDRESS COMMUNITY GROUPS, PRICR TO THIS DATE,
THIS IS SORT OF A LATE DATE. BUT THE FACT IS THAT YOUREHEREAND THAT'S
GREAT.

SO PLEASE, IN THE FUTURE FOR THIS COMING YEAR, TLL GETTHEWORD
OUT, YOU KNOW, THERES A LCT OF OPPORTUNITIEESAND THESERVICE AREA
ADVISORY COMMITTEES AND MEETINGS ANDDEPARTMENTS, ET CETERA, WHICH IS
HMIORE THAN I CAN DETAIL TO YOU,

BUTIT'S REALLY IMPORTANT THAT PARTICIPATION AT THE EARLEESTSTAGE
POSSIBLE TO ENSURE THATYOUR COMMENTS ARE REALLY INTEGRATED AS
OPPOSED TO WHATWE RE GOING TC BE DOINGNOW WHECH IS TO INCLUDEDIN
THE REPORT. 1T WILL BE MOREOF AN ADDENDUM, ITSAPLAN. BECAUSEITS. A
LITTLE LATE, BUT THAT DOESN'T TAKE AWAY FROM THETMPORTANCE OF WHAT
YOU HAVE TOSAY.

SO, AGAIN, BEFORE YOU COMEUP ANDGRAE THIS MIC THIS AWAY FROM ME,
SO YOU CAN GO HOME, WE'RE NOWADIOURNING THIS MEETING: AND THANK YOU
VERY MUCH FOR BEING HERE.

[MEETING ADJOURNS AT 2:00 P.M.]
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Summary: Public Comments
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COUNTY OF LO5 ANGELES - DEPARTMENT OF MENTAL HEALTH
PROGRAM SUPPORT BUREAU - MHSA IMPLEMENTATION AND OUTCOMES DIVISION

Summary of Written and Oral Public Comments-Fiscal Year2016-17 Annual Update

1. Requestfor Servoe Ares slocations for FSP, FCCS and PEl slots to ensure
equitable distrbubon of siots in the Service Areas,

Murabey of CRents Served
Prevention & Field Capable Clindcal Services
Service Area Early
Chikd TAY Aduit CHiker Adhalt
Intervention || R S ek .
E R T 42 87 7%
2 Y103 1,339 821 2,091 o
3 16,157 F LIPS 511 1,588 187
4 7516 L1796 5 2.020 47
5 1.89% 271 39 352 34
I B, 74% 1353 741 935 124
1 5475 | 9T 392 1082 P
] 2,615 1062 Xy 35% 264
Countywide 55,004 92.13% 2,766 8,504 2583
Skt Albocation
Full Service Partnership
Service Ares ChEd TAY Aduitt Dlder Adult
(2/10/2015) |{6/)072015] |{6/26/2015) | (6/ 3042015}
1 Wl 43 155 i
] 265 156 556 103
3 3] ieni 503 R
4 CzaE] o " eos T
5 2 59 732 28
6 and 258 T34 A0
) 25 151 390 %4
8 334 218 106 118
Countywide L] 3 267 L]
TOTAL 1901 1,300 8,485 709 |
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Page 2

Summary: Public Comments
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What is the planforunderserved areas to caich up with respurces?
The MHSA 3 YearPlan which will be inialed in September will review popuistion
dats, service dats andtre ndsto sddress under-senved areasof the County.

Unspecified concem about se nvices atLAMP

Requestford peerstaffat eachdirectly opersied arcontracied peer provider:
Seniorcommunity workes

community wo rker

Mental hesith sdvocste

Co-Dvcurring Disorders Mental health adwcale
Cpporhniesfor peeriniemships

Pao oD

. Requestforservices providers n Sefvice Ares b

Cn-fine provider direciory link atteched to transeript of public hearing

Weliness Cenierlocabons and deseription

See sttachment forlocations of Weline ss Centers and CientRun Centers. Mote
that there is an agive splicitetion for Client Run Centers in Service Aregs3 and
6.

There ame no TAY speciiic Weliness Centers. However, the TAY System of
Care govdes the Weliness Centers with consuliston, inkage snd wsoumes
though the TAY Newvigation Team. For Fiscal Year 14-15, the Unigque Clent
Count of TAY served in the Weliness Cenfers was 5 387, For Fiseal Year 15-16
the countis 5, 203 TAY served.

How many TAY mobide unis &re there for Senvice Ares 67

There e no TAY specific mobike unts forany of the Sernvice Aras {ncluding SA
6). However the TAY Mavigaton Team warks cbsely with the SB32 eams and
mobile wsponse Eams D provde age specifc conzultation, outreadh,
engagement, and inkege 1 needed resoures for TAY wouth. The TAY
Mavgstion Team concits of Mesiers Lewel Clincisns and Bachebir's level
Housing Specalists. Each of the 8 Service Areas has 8 TAY Mavgation Team
sssgned. The pnmary ole of the Mevigeton Team is to assist TAY youth by
navigating them through the verous human service s sysiems in arder b achieve
effective inkages to needed menta! health, housing, and otheressentisl servicee,

. Whatis the tarpetpoputation for TAY'?

The target popultion for TAY s youth 16 25 years of age who ame Sewenely
Emotionathy Distutbed [BED) andir Sevemly snd Persisiently Mentaly 11

R TN SR B RO A . o TR R AT LR bl D v e o
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Summary: Public Comments

Paze 3

(5PM..

popuistionp 10 eceie these sernvoes, abng with & specifc enmphasis on
outreaching and engegng TAY who are curmently unsened snd underserned.
Thesa prorty populations indude the following:

4
5.

1. TAY struggiingwith substance abuse disorders
2.
3. TAY sging out of the chiiden's mental heath, chid weilm®e, or uwnie

TAY who ame homeless or st-nsk ofhomelesoness

justice systems
TAY leaving long-term insftutional care
TAY experengngtheir first episode of majar mentsi liness

5. Where cent find PEl senvices in my community?
We are going to sddto the Annuat Update website information on how to socess
aur menta! heslth senice delivery system

10. Requestfor e mployment specialist positions to be placed in each program.
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Appendix XIII

Public Hearing Sign-in Sheets
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Public Hearing Sign-in Sheets
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Public Hearing Sign-in Sheets
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Weliness & Client Run Centers

Appendix X1V

COUNTY OF LOE ANGELES - BEPARTMENT OF MENTAL HEALTH
ADULT SYGTEMS OF CARE
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‘Weﬂnes_s & q’ient Run Centers

T P e T e

COUNTY OF LOS AMGELES - DEPARTMENT OF MENTAL HEALTH

ADULT SYSTEMS OF CARE
WELLNESS CEMTERS
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Wellness & Client Run Centers

COUNTY OF LOE ANGELES - GEPARTMENT OF MENTAL HEALTH
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_ Wellness &__C_l{ent Run Center

COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
ADULT SYSTEMS OF CARE
WELLMNESS CENTERS
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Wellness & Client Run Centers

COUNTY OF LOG ANGELES - DEFARTMENT OF MENTAL HEALTH

AGULT SYSETEMS OF CARE
WELLNEEES CENTERS
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Weliness & Client Run Centers

COUNMTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH

AGULT SYSTEMS OF CARE
WELL MESS CENTERS
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Wellness & Client Run Centers

COUNTY OF LOS ANGELES - DEFARTMENT (F MENTAL HEALTH
AGULY SYSTEME OF CARE
WELLNESS CENTERS
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Wellness & Client Run Centers

S ST et R T L

COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
ADIUAT SYSTEMS OF CARE
CLIENT RUN CENTERS

Servae Area 1
Adult Navigator - Angrly Coleian 1661} 223-3513
Ageacy Name Prov. # | DOJ/Con Prinary Contact Program Manager /DNcector
Discovery Resource Conter 7352 €on | Cymthia Peres cparaz@mbaia cog]
1602 E. Palmdsia Bvd, Suta & a1} 547.1585
Faimialk, &3550
Tai: {BE1) 7252850
Faw. {GR14 347.1506
Service Area 2
Adiult: Shrvigatoor - Darrefi Schokte 15188 £10-620%
Agency Name Prov.# | DOYCon Pramary Contact Program Managey/Director
San Femando Yalliey CMRE F3s5 Con Maless Argueta Rogut Sanard
(ckory Oubhouse ) rosTguatafF sfecranhe ong rexaar i afromhe cag
14515 Hamil 3t Suka 10D
Wan huys, 81411
Tal: {B18) CEELTETS
Service Area &
Agency Mame Prov.§ | DO/Con Primary Contact Program Manager fDirector
SHARE! {Emoticmal Healthh Anomynaous| prr] Con Patrick Chavaz
425 South Broadway, Ind fioor Fatrick@sharcshain org
o8 Angeles, O3
Tal: §213)213-0109
Far [112:213.010%
Spackal Sorvices for Grouss BALUF 7112 Ciom Arvty PeAnGT
1730 W. Olymaic By, Suke 500 aposve B DecuR rat
i kngaies, 20115 fCpE) 213-447.1841
Tel: {213} 368 LRBE Wiaton Tak
Far: (213} 383-8588 wiseBbacup net
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Weliness & Client Run Centers

COUNTY OF LOS ANGELES - DEPARTMENT GF MENTAL HEALTH

ADWHT SYSTEMS OF CARE
CLIENT RUN CENTERS
Seyvice Area 5
Aduk Navigztor - Gerakdine Perkins (310§ £482-6612
Adrisne Hughes {310} 482 -£616
Agency Name Prov. # DO/ Con Primary Contact Program Manager{Tir=ctor
SHARE! 7556 Con Carn g Danni
BEGE Grawn valky roie GTbaRsrauwiag org a8
Cunar Ry, 20230 Rookan
Tat {3101 2485270 ladon @ srarese ey ang
Fax (10; BAE-5ITE
Ftep Up On Secand 7095 Con Golena Aatanh
132X Sooond S5t SO B el v Al g
Santa Morics, SO0405 Tal: (3103 324-5BH8 ¢ 2£53
Tal: 3107 394-E885 Larcs Moong
Favi3lo: 3I8d-5835 aros gateounateaord 0T
Wostddg Center 5o independent Living 7062 Con Ansgtasis Bacigaupo
L22TL werog 8o s aetE T D R
ios Angaas SCO55
Tai: (3309 380-3511
LZervice Area 7
Adult Nxvigator - Alica harra [¥13] 738-6150
Agency Name Prov. # 03/ Con Primary Contact Program Manager fDérector
CA Hispanitc Commisshon FErr Con Tiana Soto
12023 honmale Bivd, Same 1a] ot e da ATE
S2vta Fa Spsings, BOETC
Tal: {582 24 12537
Fav. (5B2; D46-5018
Praject Retuem Peor Support 12 Can AngRica Tarca FRITw
2ETT 17 Tnw Bve sgeTt & oroon.ong Carzar
Hurdington Parg, IS Eharan Dovs
Tal 3131312-3842
o LTI AT Ohmd S
PO {hintes 7194 Con Ar nate Tlavtor
11722 Takgraph R Bidg. & #RNton® pacfasin s o0
Sanits Fa Sooings, BOGTE
Tat: (562 2438455
Fax, (552} 2484307
Service Area 8
Adult Navigator - Jentvy Ngwpen (562) 435-1257
Agency Name Prov. # DO/ Con Frimary Contact Frogram Manager /Director
The Ome W Long Beach, . 737 Con TeEre ADuyoures
20ITE. &tnst. SRDUYLrESECRRtRr 2 o7
Le-g Eamch, BIBL4
Tal: 1562 4342455
Far 1552 5127082
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

SR R N R

How to Locate
Los Angeles County Department of Mental Health Services

lkmdamtmwmsmwmibealﬂ!MhmeLosAngelesmmded
by the Department of Menal Health:

Option |: This option will link the user directly 1o the DMH horme page.

]
-
g cewsen Biaria Shatapevi aaals Paalan g 147

o Seppng

Home page

a
= >
4 ] -
LTI e - -
LR FiE T 1 .8 e e P Y
- o e ittt €,

Et N T Bl S EETRE BT L R S

o g e s
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How to Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

How 1o booste Los Adgeie: County Department of Mental Heakh Services
Page 2

* Enter an address, city or 3ip code for services, programs and facitites and click *Go".

* I the user does not have an address, oty os zip code, dick *Go™

ol B paede wpatrwd of
DB A T L SO R
WAL M WG MY ARER

SR R D e

+ The yser wiil be directed to a page allowing the user to once again search by address, city,
zip code and/or cross street

+ The user wiil enter the infarmation and dick find.

EERTARa
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How ta Locate Los Angeles County Department of Mental Health Services and
Provider Directory Link

How te Lacele 102 Amgeies Comnty Oeparhment? of Miiental Hendih Servioe
PFoge 3

*  The user can mnduct an advanced search by selecting a specific age group, Hogram
spedalty or language.

\ §f

W o&u?u ula.m

MILM N 2 O ] W
Advarces Service Locatar [y Jo JE-TN Mﬁﬁm XA Ak y

S T . -

Py e g
LOE ANGELED WA

mma&mmug TR N T SRR

& M raltl (UNeBAAE To e FRRai

L
ML S

MRIPRUN S AR | pOA MR

[l Fove

P Fod e Ty e @ dhe ST . l. .
5k g ;ium e M R e RS

: i s (I o S
*

'i’mﬁ:’.,‘m"mf ARERL e a3 Bowe

A5 SN ST N W g sovme

"‘"ifft. \?“iF’L =5 RaNE Do ey

e e e

FUTMAN DR BHEVESY
"

RS

S SN AP SIS RIS E ARSI R T AR K T Lot i Ehat o o e VGt B A L L e el s W s e L L e L il
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How to Locate Los Angeles County Deportment of Mental Health Services and
Pravider Directory Link

How to Looate Los Angeies Courty Departrent of Menmtal Heaith Senicas
Foge 4

Option iI: This option wil! link the user directly to the Provider Directory Site

*  From your imtemet explorer type hatp://psbgi.dmh. acounty ov/providerd irectoryhtm in

the address bar and hit emter.

IS TP

bginhiaccontigonproved

Mo T k T L am o v &

argineriory bem

Fla £ Vs Faeddter  Toode Feilp
- @Sﬂlsil “ bt §

AL s TR ol U g el oo v i Fiee Hatreal

YAHOO!
¥ The webpage will allow the user to chick on a service area.

R atgh o M

Sk s § ey Ul 8.

Provider Directory
By Service Areas
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Pl LR A

How to Locate Los Angeles County Deportment of Mental Heolth Services ond
Provider Directory Link

L b S e e Rt s, A A B SN L e

How 1 Lorats Los Angeles County Department of Mental Health Services
Page 5

+ Once the user selects a service area, the user wall be directed to a provider directory for
the service ares.

+ The provider directory can be saved as a pdf document,

Previder Directory

Laocation of Pubiikly Furded Miewtal Hoaith Servicey
-Coumy of Lo Angebes

EARLERT. Y

Suuth
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How to Locate Los Angeles County Department of Mentol Health Services ond

Provider Directory Link

How to Locate Lo Angeses County Department of Mental Heafth Senices

Page &

+ The provider directory is rategorized by the type of service: 24 hour/residential,
community outreach, risis services, Juvenile justice, and outpatient.

ML 108 T ALY RIS LTHER
s SRl B
i dd o b5 B
[ A1 JORTA RIS TRE R Y
Thoin oF Cadatans KD PR AIT MY 20 Py

WEA i COMTACT Foas TR L
Piveedon ¥k Cupas e tanid Brgrw ]
e L N R PO

W adiirs Al SR TRES Tk R Ea g a emles iR A
LB, 1 PR N Y

[TICL Tt - B ERRE R IR R R R L R TIPS [PRr FHN
TV ik laiea 187 o A-s Sabedh R GT

Fual
[ L YL

PN ALATIMRIENT Ao HEAL TH BEATITLINIM
B ST A Rorise s iR T R
LErC AN TR B3000

Pramew 500 RN

Hoewer of Cpmiatins MO MR 20T 420 4002

W irm, GINTAST PR Les
Prospedoe b o Supovma iakd ibediet.
s g Sove] AL AV
Lacssmpa ety et SR

L B NCRTY ARCTE LR Sl * R ETE BRI A & 3a)

SgimenStiaary.
BECE P R R B
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£ i Tabvmems TAKTTALMF TR iSh TTEWSS ITELAN SEFENETT
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