
Request adoption of the Department of Mental Health’s Mental Health Services Act Three-Year 
Program and Expenditure Plan for Fiscal Years 2014-15, 2015-16, and 2016-17.

SUBJECT

July 15, 2014

The Honorable Board of Supervisors
County of Los Angeles
383 Kenneth Hahn Hall of Administration
500 West Temple Street 
Los Angeles, California 90012
 
Dear Supervisors:

ADOPT THE DEPARTMENT OF MENTAL HEALTH’S 
MENTAL HEALTH SERVICES ACT THREE-YEAR PROGRAM 

AND EXPENDITURE PLAN
 FOR FISCAL YEARS 2014-15, 2015-16, AND 2016-17

 
(ALL SUPERVISORIAL DISTRICTS)

(3 VOTES)

IT IS RECOMMENDED THAT THE BOARD:

Adopt Department of Mental Health’s (DMH) Mental Health Services Act (MHSA) Three-Year 
Program and Expenditure Plan for Fiscal Years (FYs) 2014-15, 2015-16, and 
2016-17 (Attachment).  The MHSA Three-Year Program and Expenditure Plan has been certified by 
the County Mental Health 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 Three-Year Program and Expenditure Plan is necessary in order for DMH to 
submit the Plan to the Mental Health Services Oversight and Accountability Commission 
(Commission) and is required by WIC Section 5847.  Recent amendments to the MHSA require that 
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the 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 the Annual 
Updates be certified by the County Mental Health Director and the County Auditor-Controller 
attesting that the County has complied with any 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 Three-Year Program and 
Expenditure Plan on its web site for 30 days for public comments on April 7, 2014.  DMH also 
convened a Public Hearing on May 22, 2014, where DMH addressed public questions and concerns. 
 The Mental Health Commission voted to approve the MHSA Annual Update for FY 2014-15 at its 
meeting on May 22, 2014.

Implementation of Strategic Plan Goals
The recommended actions support the County’s Strategic Plan Goal 3, Integrated Services Delivery.

FISCAL IMPACT/FINANCING

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

FACTS AND PROVISIONS/LEGAL REQUIREMENTS

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

The Commission provided direction to the counties to complete the MHSA Three-Year Program and 
Expenditure Plan for FYs 2014-15, 2015-16, and 2016-17 through a memo dated August 2, 2013, 
and distributed the final MHSA Fiscal Accountability Certification Form to be completed by the 
County Mental Health 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 Director have both signed the MHSA Fiscal 
Accountability Certification Form included in the Three-Year Program and Expenditure Plan.

The MHSA Three-Year Program and Expenditure Plan builds upon the initial State approved MHSA 
Three-Year Program and Expenditure Plan for each MHSA component. It contains a summary of 
MHSA programs for FY 2012-13, including clients served by MHSA program and Service Area and 
program outcomes.  In addition, the plan also describes the planning process that resulted in 
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recommended service expansions, as well as new MHSA Community Services and Supports Plan 
programs recommended by the System Leadership Team to be implemented over the course of the 
next three fiscal years.  

The following MHSA programs are being expanded:
*     Adult Full Service Partnership slots expanded by 480, including 300 for the implementation of 
Assisted Outpatient Treatment.  
*     IMD Step-Down Program capacity expanded by 82, including 60 dedicated to the implementation 
of Assisted Outpatient Treatment.
*     Urgent Care Center capacity expanded to serve the South Bay, Southeast Los Angeles, 
Antelope Valley, and San Gabriel Valley.
*     Transition Age Youth and Older Adult Full Service Partnership slot expansion, 18 and 122 
respectively.
*     Field Capable Clinical Service capacity expansion by approximately 330 for children, 36 for 
Transition Age Youth, 200 for adults, and 407 for older adults.
*     Housing investments will be continued through the Housing Trust Fund and expanded through 
the MHSA Housing Program.
*     Wellness and Client Run Center service augmentations involving increased peer staffing, 
enhanced service array, and supported employment services.

New services to be added to the MHSA service array include:
*     Family Wellness/Resource Centers for children and families that will serve as community 
informational hubs as well as a place to access self-help and other services.
*     Respite Care services to address family crises in the moment.
*     Self-help support groups for children and for Transition Age Youth using evidence-based 
approaches.
*     Mental health promoters to provide enhanced culturally relevant mental health outreach and 
engagement and education to individuals from under-represented ethnic populations.
*     Transition Age Youth employment services.

IMPACT ON CURRENT SERVICES (OR PROJECTS)

Board adoption of the MHSA Three-Year Program and Expenditure Plan for 
FYs 2014-15, 2015-16, and 2016-17 will ensure compliance with AB 1467 requirements.
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MARVIN J. SOUTHARD, D.S.W.

Director of Mental Health

Enclosures

c: Executive Officer, Board of Supervisors
Chief Executive Officer
County Counsel
Auditor-Controller 
Chairperson, Mental Health Commission

Respectfully submitted,

MJS:DM:DIG:rc
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Introduction 

Welfare and Institutions Code Section (WIC) 5847 states that county mental health programs 

shall prepare and submit a Three-Year Program and Expenditure Plan followed by Annual 

Updates for Mental Health Services Act (MHSA) programs and expenditures.  The MHSA 3 

Year Program and Expenditure Plan provides an opportunity for the Los Angeles County 

Department of Mental Health (Department) to review its MHSA programs and services and 

obtain feedback from a broad array of stakeholders on those services.  Any changes made to 

the Department’s MHSA program would need to be in accordance with the MHSA, current 

regulations and relevant state guidance.   

 

The Department engaged in individual community planning processes for each component of 

the MHSA, as guidelines were issued by the California Department of Mental Health.   

Implementation of each component began after plan approval by either the California 

Department of Mental Health or the Mental Health Services Oversight and Accountability 

Commission (MHSOAC): 

 Community Services and Support (CSS) Plan    Feb. 14, 2006* 

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

 Technological  Needs (TN) Plan     May 8, 2009* 

 Prevention and Early Intervention (PEI) Plan    Sept. 27, 2009* 

 Innovation (INN) Plan       Feb. 2, 2010* 

 Capital Facilities (CF) Plan     April 19, 2010* 

*Date Approved by the State 

 

The programs funded within each component are described in this document, along with the 

number of clients served and relevant program outcomes.   

 

Through the implementation of the MHSA, the Department has strived to create a service 

continuum for each age group that spans prevention, early intervention and a broad array of 

mental health community services and supports.  Each component of the MHSA contributes to 

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

 

Any 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 DIGomberg@dmh.lacounty.gov 
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Executive Summary 

Highlights of the Impact of MHSA-Funded Programs in Fiscal Year 2012-13 

 97,370 unique clients received a direct mental health service from a Community 

Services and Supports program. 

 73,140 unique clients received a direct mental health service from a Prevention and 

Early Intervention program. 

 Full Service Partnership programs continue to reduce homelessness, psychiatric 

hospitalization and incarcerations: 

o Adults achieved a 68% increase in days living independently and a 57% increase 

in the number of clients living independently 

o Adults achieved a 71% reduction in days homeless and a 37% decrease in the 

number of clients homeless 

o Adults achieved a 50% reduction in the number of days incarcerated 

o Transition Age Youth achieved a 39% increase in the number of days and the 

number of clients living independently 

o Transition Age Youth achieved a 59% reduction in days spent in Juvenile Hall 

and a 60% reduction in the number of clients residing in Juvenile Hall 

o Children achieved a 40% reduction in the number of days psychiatrically 

hospitalized and a 35% reduction in the number of clients psychiatrically 

hospitalized 

 Prevention and Early Intervention practices have resulted in overall improvement when 

comparing symptoms prior to treatment to those reported at the conclusion of treatment. 

 Innovation integrated care models are reducing impairment associated with mental and 

physical illnesses, increasing level of recovery and clients are experiencing less stigma 

related to mental illness. 

 Workforce Education and Training projects infused new skills and competencies into the 

public mental health workforce as well as enhanced the breadth of the workforce. 

 

A community planning process that involved input from each of the eight Service Area Advisory 

Committees and the Department’s System Leadership Team (SLT) culminated in a MHSA 3 

Year Program and Expenditure Plan that built upon the learning and outcomes of MHSA 

programs over the last 8 years, identified service gaps and key unserved and under-served 

focal populations.  While the plan contains recommendations for most components of MHSA, 

the Department asked for recommendations for the Community Services and Supports Plan due 

to the identification of additional unspent funding for this component.   The SLT made the 

following recommendations to the Department to enhance the MHSA Community Services and 

Supports Plan: 
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Services to be expanded: 
 

 Adult Full Service Partnership slots expanded by 480, including 300 for the 

implementation of Assisted Outpatient Treatment.   

 IMD Step-Down Program capacity expanded by 82, including 60 dedicated to the 

implementation of Assisted Outpatient Treatment. 

 Urgent Care Center capacity expanded to serve the South Bay, Southeast Los Angeles, 

the Antelope Valley and San Gabriel Valley. 

 Transition Age Youth and Older Adult Full Service Partnership slot expansion, 18 and 

122 respectively. 

 Field Capable Clinical Service capacity expansion by approximately 330 for children, 36 

for Transition Age Youth, 200 for adults and 407 for older adults. 

 Housing investments will be continued through the Housing Trust Fund and expanded 

through the MHSA Housing Program. 

 Wellness and Client Run Center service augmentations involving increased peer 

staffing, enhanced service array and supported employment services. 

 

New services to be added to the Community Services and Supports Plan: 
 

 Family Wellness/Resource Centers for children and families that will serve as community 

informational hubs as well as a place to access self-help and other services. 

 Respite Care services to address family crises in the moment. 

 Self-help support groups for children and for Transition Age Youth using evidence-based 

approaches. 

 Community Mental Health Promoters to provide enhanced culturally relevant mental 

health outreach and engagement and education to individuals from under-represented 

ethnic populations  

 Transition age youth employment services. 

 Co-Occurring mental health and substance use training and technical assistance for 

providers 
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Mental Health Services Act 
Plan Approval Dates by the State 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Community Services and 

Supports (CSS) Plan 

February 14 

Workforce Education and Training 

(WET) Plan 

April 8 

Information Technology 

Needs Plan 

May 8 

Prevention & Early 

Intervention (PEI) Plan 

September 27 

Capital Facilities Plan 

April 19 
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MHSA County Compliance Certification 

Certification will be inserted when the plan is adopted by the Los 

Angeles County Board of Supervisors.  
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MHSA County Fiscal Accountability 
Certification 
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Mental Health Commission Approval 
Letter 
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Los Angeles County Board of Supervisors 
Adopted Letter 
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Acronyms 

ASD: Anti-Stigma and Discrimination IPT:  Interpersonal Psychotherapy for Depression 

ASIST: Applied Suicide Intervention Skills Training ISM:  Integrated Service Management model 

ASL: American Sign Language LIFE:  Loving Intervention Family Enrichment 

BSFT:  Brief Strategic Family Therapy LPP: Licensure Preparation Program 

CBITS:  
Cognitive Behavioral Intervention for Trauma in 
Schools 

MAP: Managing and Adapting Practice 

CBO:  Community-Based Organizations MDFT:  Multidimensional Family Therapy 

CDOL:  Center for Distance and Online Learning MDT:  Multidisciplinary Team  

CEO:  Chief Executive Office MH:  Mental Health 

CFOF: Caring for our Families MHCLP:  Mental Health Court Linkage Program 

CORS:  Crisis Oriented Recovery Services MHIP:  Mental Health Integration Program 

CPP: Child Parent Psychotherapy MHSA:  Mental Health Services Act 

CSS:  Community Services & Supports MMSE:  Mini-Mental State Examination 

CW:  Countywide MORS:  Milestones of Recovery Scale 

DBT:  Dialectical Behavioral Therapy MOU:  Memorandum of Understanding 

DCFS:  
DCFS Los Angeles County Department of 
Children and Family Services 

MPAP:  Make Parenting a Pleasure 

DMH:  Department of Mental Health MPG:  Mindful Parenting Groups 

DPH:  Department of Public Health NFP: Nurse Family Partnerships 

DTQI:  Depression Treatment Quality Improvement OA: Older Adult 

EBP(s):  Evidence Based Practice(s) OBPP: Olweus Bullying Prevention Program 

ECC:  Education Coordinating Council OEF: Operation Enduring Freedom 

EESP:  Emergency Shelter Program OMA: Outcome Measures Application 

FCCS:  Field Capable Clinical Services OND: Operation New Dawn 

FFT:  Functional Family Therapy PATHS: Providing Alternative Thinking Strategies  

FOCUS:  Families Overcoming Under Stress PCIT: Parent-Child Interaction Therapy 

FSP(s):  Full Service Partnership(s) PDAT: Public Defender Advocacy Team 

FSS:  Family Support Services PE: Prolonged Exposure 

FY:  Fiscal Year PEARLS: 
Program to Encourage Active, Rewarding Lives for 
Seniors 

Group 
CBT:  

Group Cognitive Behavioral Therapy PEI: Prevention and Early Intervention 

GROW:  General Relief Opportunities for Work  PEMR(s): Probation Electronic Medical Records 

GVRI:  Gang Violence Reduction Initiative PRISM: Peer-Run Integrated Services Management 

HOME:  Homeless Outreach and Mobile Engagement  PRRCH: Peer-Run Respite Care Homes 

HWLA:  Healthy Way Los Angeles PSP: Partners in Suicide Prevention 

ICM:  Integrated Clinic Model PTSD: Post-Traumatic Stress Disorder 

IEP(s):  Individualized Education Program ROSTCP: 
Recovery Oriented Supervision Training and 
Consultation Program  

IMD:  Institution for Mental Disease RPP: Reflective Parenting Program 

IMHT:  Integrated Mobile Health Team SA: Service Area 

IMPACT:  
Improving Mood-Promoting Access to 
Collaborative Treatment 

SAPC:                   Su    Substance Prevention and Control 

Ind CBT:  Individual Cognitive Behavioral Therapy SED: Severely Emotionally Disturbed 
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SF: Strengthening Families Program   

SPMI: Severe and Persistently Mentally Ill   

SS: Seeking Safety   

START: 
School Threat Assessment And Response 
Team 

  

TAY: Transitional Age Youth   

TF-CBT: 
Trauma Focused-Cognitive Behavioral 
Therapy 

  

Triple P: Triple P Positive Parenting Program   

UCC(s): Urgent Care Center(s)   

UCLA TTM: UCLA Ties Transition Model   

UCLA: University of California, Los Angeles   

UREP: Under-Represented Ethnic Populations   

VALOR: Veterans' and Loved Ones Recovery   

WCRSEC: 
Women's Community Reintegration Service 
and Education Centers 

  

WET: Workforce Education and Training   
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Definitions 

Unique clients means a single client claimed in the Integrated System.  Data as of October 24, 2013. 
 

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. 

 

Total client cost calculation is based on Mode 15 services, inclusive of Federal Financial Participation 

(FFP) & Early Periodic Screening, Diagnosis, and Treatment (EPSDT) Program.  Not inclusive of 

community outreach services or client supportive services expenditures. Data as of October 24, 2013. 

Client contacts are based on Exhibit 6 reporting by program leads for FY 2012-13.   

Client Run Center counts are based on client contacts using Community Outreach Services billing.  

Data as of October 24, 2013. 
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Community Planning Process 

To create meaningful stakeholder involvement, the Department engaged 3 levels of stakeholder 
involvement in the development of this 3 Year Program and Expenditure Plan: 

 The System Leadership Team (SLT), the Department’s stakeholder workgroup to inform the 
implementation and monitoring of MHSA programs.  In order to ensure adequate breadth and 
diversity in the planning process, the SLT was increased from its 50 members to 55 members.  
The composition of the expanded SLT is as follows:  

o LA County Chief Executive Office 
o Representation from each Service Area Advisory Committee 
o Consumer and family member representation, including NAMI, self-help and the LA 

County Client Coalition 
o Department of Public Social Services 
o Health Care, including the Hospital Association and LA County Department of Public 

Health, LA County Department of Health Services 
o LA Police Department 
o Probation 
o Housing development 
o Older Adult service providers and LA County Community and Senior Services 
o Under-Represented Ethnic Populations, including Asian Pacific Islanders, American 

Indian, African American, Latino 
o Clergy 
o City of Long Beach 
o Veterans 
o LA County Mental Health  Commission 
o Unions 
o Co-Occurring Joint Action Council 
o Education, including the LA Unified School District, universities and charter schools 
o Lesbian, Bisexual, Gay, Transgender and Questioning (LBGTQ) 
o LA Department of Children and Family Services 
o LA County Commission on Children and Families 
o Junior blind 
o Statewide perspective 

 
 The efforts of the SLT were guided by an ad hoc workgroup that was formed and comprised of 

volunteers from the SLT and Department managers with responsibility for planning, 
implementing and managing MHSA programs.  The ad hoc workgroup represented diverse 
perspectives and was a microcosm of the larger SLT.  The ad hoc workgroup served to make 
recommendations to the Department on the process for developing the 3 Year Program and 
Expenditure Plan.  The ad hoc workgroup met on the following dates: August 8, 2013, 
September 6, 2013, September 16, 2013, October 3, 2013, October 21, 2013, November 14, 
2013, December 3, 2013, January 7, 2014, January 23, 2014, February 3, 2014, February 13, 
2014, March 3, 2014 and March 10, 2014.  
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 The Service Area Advisory Committees (SAAC) were given information on MHSA programs, 
including program descriptions, service information for Fiscal Year 2012-13 at the Countywide 
and Service Area levels, program outcome data at the Countywide and Service Area levels and a 
comprehensive set of slides to orient SAAC members and the general public on the MHSA and 
on MHSA programs (see Appendix ).     SAACs were offered orientation presentations conducted 
by Debbie Innes-Gomberg, Ph.D., District Chief of the MHSA Implementation and Outcomes 
Division and lead for the 3 Year Program and Expenditure Plan.  Seven of the eight SAACs 
requested orientation presentations.  Below is a list of SAAC presentation dates:  

o SAAC 5 – November 26, 2013 
o SAAC 8 – December 6, 2013 
o SAAC 3 – December 12, 2013 
o SAAC 7 – December 13, 2013 
o SAAC 6 – December 19, 2013 
o SAAC 4 – December 19, 2013 
o SAAC 2 – February 13, 2014 

Key dates for the 3 Year Program and Expenditure Plan are: 

September 18, 2013: SLT:  Overview of the Three Year Program and Expenditure Plan 
guidelines from the Mental Health Services Oversight and Accountability 
Commission (MHSOAC) and initial discussion on planning. 

October 30, 2013: Orientation to the MHSA to new SLT members.  SLT expands to full day 
meeting through February, 2014.  Service continuums for each age 
group reviewed with initial discussion of service gaps by age group. 

November 20, 2013: SLT:  Review of LA County MHSA budget, further questions and 
comments related to the MHSA program orientation held in October, 
discussion related to the recruitment of additional SLT members for the 
planning process and information feedback from the SAACs to the SLT. 

December 18, 2013: SLT:  Presentation on the Affordable Care Act and its impact on MHSA, 
presentation and discussion on unserved and under-served populations, 
including the interface between focal population and ethnicity.  Initial 
discussion from SAAC representatives on their planning efforts. 

January 22, 2014 SLT:  SAACs presented on the status of their planning processes and SLT 
reviewed and initiated prioritization of the age group service 
continuums. 

February 5, 2014: SAAC recommendations due to the MHSA implementation and 
Outcomes Division 

February 11, 2014: Briefing of the SAAC co-chairs on the status of the planning process. 

February 19, 2014 SLT review of SAAC recommendations, incorporating them into the age 
group service priorities. 

March 19, 2014 SLT final plan development and vetting of spending plans. 
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March 25, 2014: Presentation of Three Year Program and Expenditure Plan to the SLT, 
with final recommendations made to DMH Executive Management 
Team. 

March 27, 2014: Briefing on the Three Year Program and Expenditure Plan to the Mental 
Health Commission. 

April 7, 2014: Thirty day Public Posting of the Three Year Program and Expenditure 
Plan on the Department’s website, with the link to the Plan emailed to 
all SLT members, SAAC chairs, all Department District Chiefs and 
Department staff with programmatic, administrative or fiscal 
implementation responsibility for MHSA programs, the Department’s 
Public Information Officer and its Executive Management Team.  In 
addition, the Mental Health Commission received the link to the Plan as 
well as a bound paper copy of the Plan. 

May 6, 2014: While the Plan will remain on the website and public comment will 
continue to be received, public comments received to date will be sent to 
the Mental Health Commission for their review and to relevant staff in 
the Department. 

May 22, 2014: Public Hearing convened by the Mental Health Commission. 

June, 2014: Development of Board Letter and presentation at Agenda Review 

July, 2014: Anticipated Board of Supervisor adoption of Three Year Program and 
Expenditure Plan and submission to the MHSOAC within 30 days of 
Board adoption. 

The Board of Supervisors, via their Health Deputies, and the Chief Executive’s Office (CEO) will be 
briefed over the course of this planning process.   
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Fiscal Year 2012-13 MHSA Program 
Community Services and Supports 

 
Unique clients receiving a direct Mental Health Service through the CSS Plan: 97,370 

 
 
 
 
 
 
 
 
 
 
 
 
 
New clients receiving CSS Services Countywide with no previous MHSA Service: 25,093 
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Adult Full Service Partnership: A-01 
 
Unique Clients Served:  4,534 

Cost: $53,647,204 

Average Cost per Client:  $11,832   
Slots Allocated: 4,866 (as of February 2014)  

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

Focal Population Targeted: Homeless; Jail; Institutionalized (State Hospital, Institution for Mental 

Disease, Psychiatric Emergency Services, Urgent Care Center, County Hospital and/or Fee for Service 
Hospital); Lives with Family Members. 
 

Wellness/Client Run Center: A-02 
 
Unique Clients Served:  50,670 

Client Contacts:  73,394 (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. 

IMD Step-Down Facilities: A-03 
 

Client Contacts: 793 

 

IMD Step-Down  
IMD Step-Down Facility 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. 

 

Project 50 
Project 50 is a specific demonstration program to identify, engage, house and provide integrated 

supportive services to the 50 most vulnerable, long-term chronically homeless adults living on the streets 

of Skid Row. Project 50 involves three phases: 1) Registry of homeless individuals; 2) Outreach Team to 

assess needs, define services and develop plan for service delivery; and 3) Integrated Supportive 

Services Team to coordinate interagency collaboration for comprehensive care and services. Project 50 

serves the most vulnerable, chronically homeless adults in the Skid Row area of downtown Los Angeles 

across gender and linguistic diversity. 
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Adult Housing Services: A-04 
 
Client Contacts:  1,706 
 
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 living with serious mental illness, who are homeless and their families.  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 2012-13 through the MHSA Housing Program: 

 

 

 

 

 

 

Jail Transition & Linkage Services: A-05 

 

Client Contacts:  5,629 

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. 



19 | P a g e  
 

 

Adult Field Capable Clinical Services: A-06 
 

Unique Clients Served:  9,792 

Cost: $41,193,182 

Average Cost per Client:  $4,207 

 

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 will utilize field-based 

outreach and engagement strategies to serve the projected number of clients. The goal of Adult FCCS is 

to build the capacity of DMH to serve this significantly underserved population with specifically trained 

professional and paraprofessional staff working together as part of a multi-disciplinary team. Services 

provided include: outreach and engagement, bio-psychosocial assessment, individual and  family 

treatment, evidence-based practices, medication support, linkage and case management support, 

treatment for co-occurring disorders, peer counseling, family education and support, and medication 

support. 

Children’s Full Service Partnership: C-01 
 
Unique Clients Served:  3,097 

Cost: $41,959,360 

Average Cost per Client:  $13,548 

Slots Allocated: 1,771 (as of March 2014) 

 

Children’s Full Service Partnership (FSP) program is comprised of resiliency-focused services created in 

collaboration with family/caretakers and a multidisciplinary team that develops and implements an 

individualized plan. Child FSPs deliver intensive mental health services and supports to children ages 0-

15 who are high need, high risk Seriously Emotionally Disturbed (SED) children and their 

families/caretakers. Focal populations include children 0-5 with a serious emotional disturbance, children 

with a mental illness involved with Department of Children and Family Services, schools or the probation 

system. 

 

Focal Population Targeted: Children ages, 0-15 with serious emotional disturbance (SED) and 

one or more: Zero to five-year old: at high risk of expulsion from pre-school, DCFS involvement and/or 

caregiver is SED, mentally ill or has substance abuse disorder or co-occurring disorder; DCFS or risk of 

involvement; In transition to a less restrictive placement; Experiencing in School: Suspension, violent 

behaviors, drug possession or use, and/or suicidal and/or homicidal ideation; Involved with Probation and 

is on psychotropic medication and transitioning back into a less structured home/community setting. 

Family Support Services: C-02 
 

Client Contacts:  219 
 

Family Support Services (FSS) provide access to mental health services such as individual 

psychotherapy, couples/group therapy, psychiatry/medication support, crisis intervention, case 
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management linkage/brokerage, parenting education, domestic violence and co-occurring disorder 

services to parents, caregivers, and/or other significant support persons of FSP enrolled children who 

need services, but who do not meet the criteria to receive their own mental health services. 

 

New Services Initiated during FY 2012-13:  In an effort to expand FSS under Child FSP Programs, and in 

response to feedback gathered from parents/caregivers of Child FSP enrolled clients, Children’s Systems 

of Care Administration (CSOCA) launched the FSS Enhanced Respite Care Pilot Program for Fiscal 

Years 2012-2014 to provide supportive services to parents and/or caregivers of children with SED.  The 

purpose of the pilot is to provide short-term relief to caregivers that provide in-home care for a Child FSP-

enrolled child or youth, between the ages of birth to 15 years. FSS Enhanced Respite Care Services are 

positive, supportive services intended to help relieve families from the stress and family strain that result 

from providing constant care for a child with SED, while at the same time addressing minor behavior 

issues, implementing existing behavioral support plans, and assisting with daily living needs. Eight (8) 

Child FSP providers participated in the pilot. Agencies agreed to shift up to 30% of their FSS allocation to 

manual invoicing, resulting in approximately $238,562 for respite services. The Respite pilot was 

launched in April, 2013; and as of August 2013 a total of 46 families have received respite services. 

 

Children Field Capable Clinical Services: C-05 
 
Unique Clients Served:  8,479 

Cost: $44,934,426 

Average Cost per Client: $ 5,300  
 
Children’s Field Capable Clinical Services (FCCS) program provides an array of resiliency-oriented and 
field-based mental health services to children and families. Children’s FCCS programs provide 
specialized mental health services delivered by a team of professional and para-professional staff. The 
focus of FCCS is working with community partners to provide a wide range of services that meet 
individual needs. The 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. 
 

New Services Initiated during FY 2012-13:  In response to the Katie A. class action lawsuit against Los 

Angeles County, and in accordance with the County settlement agreement, during fiscal year (FY) 2012-
2013, DMH used $1,850,000 of the Prudent Reserve to enable eligible agencies providing FCCS to 
expand the services they provide to include Intensive Field Capable Clinical Services (IFCCS) and 
Intensive Targeted Case Management (ITCM). These 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: 
 

1. 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 

2. Are currently in or being considered for a group home (RCL 10 or above), a psychiatric 
hospital or 24 hour mental health treatment facility, or has experienced his/her 3rd or more 
placement within 24 months due to behavioral health needs.  
 

The goal of IFCCS is to preserve the integrity of the family and minimize inpatient psychiatric 
hospitalizations, out-of-home placements in congregate care settings, and/or placement in juvenile 
detention centers. IFCCS are individualized, strength-based mental health treatment interventions 
designed to ameliorate mental health symptoms and behaviors that interfere with a child’s functioning. 
While Child FCCS is typically for individuals birth to age 15 years, the IFCCS is providing services to 
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DCFS youth over age 16 to address the high need of this specialized population. Rehabilitative 
interventions are aimed at helping the subclass member and their identified support network build and 
support the child’s social and community competencies by building or reinforcing those daily living skills 
that will assist the child/youth in living successfully at home and in the community. These specialized 
rehabilitative services include but are not limited to: 
 

1. Educating the child’s family about and training the family in managing the child’s identified 
mental health disorder 

2. Medically necessary, skill-based remediation of behaviors, including developing and 
implementing a behavioral plan, with positive behavioral supports and modeling for the child’s 
family and others to assist them in implementing behavior change strategies 

3. Improving self-care and self-regulation by addressing behaviors and social skills deficits that 
interfere with daily living tasks and the avoidance of exploitation by others 

4. Improving self-management of symptoms, including assisting with increasing compliance with 
psychotropic medication 

5. Improving social decorum, by addressing social skills deficits and anger management 
6. Supporting the development and maintenance of social support networks and the use of 

community resources 
7. Supporting educational objectives through identifying and addressing behaviors that interfere 

with succeeding in academic programs in the community 
 

Older Adult Full Service Partnership: OA-01 
 

Unique Clients Served: 464 

Cost: $4,058,696 

Average Cost per Client:  $8,747  

Slots Allocated: 585 (as of February 2014) 

 

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

Sixty additional countywide OA FSP slots were added.  The FSP Integration Pilot Project began 7/1/2013 
with Heritage Clinic.  The pilot will integrate the FCCS program into an expanded FSP program.  The 
hope is to create a seamless service continuum with the use of funds for services otherwise limited at an 
FCCS level.  The use of Milestones of Recovery Scale (MORS) scores are used to determine the level of 
care. Ten percent of clients going into the pilot program need to fall within FSP criteria. 
 
 

Focal Population Targeted: Serious mental illness and one or more: 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 who are 
typically isolated. 

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. 
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 Utilizes performance-based contracting measures to promote program services. 
 

Field Capable Clinical Services: OA-03 
 
Unique Clients Served:  2,891 

Cost: $15,756,661 

Average Cost per Client:  $5,450   
 
An individual must be either 60 years of age and above or be a “transitional age adult (55-59 years) and 
have a serious and persistent mental illness or have a less severe or persistent Axis I disorder that is 
resulting in a functional impairment or that places the Older Adult at risk of losing or not attaining a life 
goal, for example risk of losing safe and stable living arrangement, risk of losing or inability to access 
services, risk of losing independence. 
 
Services provided include: outreach and engagement, bio-psychosocial assessment, individual and family 
treatment, medication support, linkage and case management support, treatment for co-occurring 
disorders, peer counseling, family education and support. FCCS will directly respond to and address the 
needs of unserved/underserved older adults by providing screening, assessment, linkage, medication 
support, and geropsychiatric consultation. 
 

Service Extenders: OA-04 
 
Stipend Recipients: 34 

 

Service Extenders include peers in recovery, family members and other individuals interested in providing 
services to older adults as part of the multi-disciplinary FCCS teams. Forty individuals are targeted for 
providing these services. 

Older Adults Training: OA-05 
 

The Older Adult Training Program addresses the training needs of existing mental health professionals 

and community partners by providing the following training topics: field safety, elder abuse, 

documentation, co-occurring disorders, hoarding, geriatric psychiatry, geropsychiatry fellowship, service 

extenders and evidence based practices. 

Transitional Age Youth Full Service Partnership: T-01 
 

Unique Clients Served:  1,683 

Cost: $20,671,381 

Average Cost per Client:  $12,282 

Slots Allocated: 1,241 (as of December 15, 2013)  

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 Ill (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 skill-sets 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 
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programs are a low staff to consumer ratio, a 24/7 crisis availability and a team approach that is a 

partnership between mental health staff and consumers. 

Focal Population Targeted: serious emotional disturbance and or/severe and persistent mental 

illness and one or more: homeless or at risk of homelessness; aging out of child mental health system, 

child welfare system or juvenile justice system; leaving long term institutional care; experiencing 1st 

psychotic break. 

Transitional Age Youth Drop - In Centers: T-02 

 

Client Contacts:  1,061 
 
TAY Drop-In Centers are intended as entry points to the mental health system for homeless youth or 

youth in unstable living situations. Drop-In Centers provide “low demand, high tolerance” environments in 

which youth can find temporary safety and begin to build trusting relationships with staff members who 

can, connect them to the services and supports  they need. Drop-In Centers also help to meet the youths’ 

basic needs such as meals, hygiene facilities, clothing, mailing address, and a safe inside place to rest. 

Generally, these centers are operated during regular business hours. MHSA funding allows for expanded 

hours of operation of Drop-In Centers during evenings and weekends when access to these centers is 

even more crucial. 

The following are the TAY drop-in center locations: 

Pacific Clinics    LA Gay and Lesbian Center 

HOPE Youth Center   The Youth Center on Highland 

13001 Ramona Blvd., Suite I  1220 N. Highland Ave. 

Irwindale, CA 91706   Los Angeles, CA 90038 

(626) 337-3828    (323) 860-2280; Toll Free (888) 255-2429 

 

Transitional Age Youth Housing Services: T-03 
 
Client Contacts:  1,247 

There are housing related systems development investments for the TAY population. These 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. EESP has exceeded 
its annual target of 300.  EESP served 606 clients in the fiscal year.   

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

Transitional Age Youth Probation Camps: T-04 
 

Client Contacts:  2,558 
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TAY Probation Camp Services provide services to youth ages 16 to 20 who are residing in Los Angeles 

County Probation Camps; particularly youth with SED, SPMI, those with co-occurring substance disorders 

and/or those who have suffered trauma. 

A multidisciplinary team of parent/peer advocates, clinicians, probation staff, and health staff provide an 

array of on-site treatment and support services that include the following: assessments, substance abuse 

treatment, gender-specific treatment, medication support, aftercare planning and transition services.  TAY 

Probation services fund mental health staff at the following probation camps: Camp Rockey-Paige-

Afflerbaugh, Camp Scott-Scudder, Camp Holton-Routh, Camp Gonzales, Challenger Complex and Camp 

Miller-Kilpatrick. 

Transitional Age Youth Field Capable Clinical Services: T-05 
 
Unique Clients Served:  2,055 

Cost: $9,668,984 

Average Cost per Client:  $4,705  

  
The Transitional Age Youth Field Capable Clinical Services (FCCS) program provides an array of 

resiliency-oriented, field-based and engagement-focused mental health services to TAY and their 

families. The TAY FCCS program provides specialized mental health services delivered by a team of 

professional and paraprofessional staff. The focus of the FCCS program is to work with community 

partners to provide a wide range of services that meet individual needs. The TAY FCCS program is 

designed to provide services to individuals who are isolated, unwilling or unable to access traditional 

mental health outpatient services due to location/distance barriers, physical disabilities, or because of the 

stigma associated with receiving clinic-based services. 

Alternative Crisis Services: ACS-01 
 
Client Contacts: 39,536 

 
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 provides these services and 

supports to individuals 18 years of age and older of all genders, race/ethnicities, languages spoken. 

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

Residential and Bridging Program:  
Involves psychiatric social workers and peer advocates assisting in the coordination of psychiatric 
services and supports for TAY, adults, and older adults with complicated psychiatric and medical needs.  
The program ensures linkages to appropriate levels and types of mental health and supportive services 
through collaboration with Service Area Navigators, Full Service Partnerships, residential providers, self-
help groups, and other community providers.  Peer advocates provide support to individuals in IMDs, IMD 
step-down facilities, and intensive residential programs to successfully transition to community living. 
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The County Hospital Adult Linkage Program is part of the Residential and Bridging program and has a 
mission to assist in the coordination of psychiatric services for Department of Mental Health (DMH) clients 
at Department of Health Services (DHS) County Hospitals in order to ensure linkage of clients being 
discharged with the appropriate level and type of mental health, residential, substance abuse, or other 
specialized programs.  The County Hospital Adult Linkage Program promotes the expectation that clients 
must be successfully reintegrated into their communities upon discharge and that all care providers must 
participate in client transitions. 

Service Area Navigator: SN-01 
 

Client Contacts: 20,823j 

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. 
 

Planning Outreach & Engagement: POE-01 
 
Client Contacts:  17,779 

Homeless Outreach and Mobile Engagement Team (HOME), formerly known as HOET, provides 

county-wide, field-based, and dedicated outreach and engagement services to the most un-served and 

under-served of the homeless mentally ill population. In this capacity its staff function as the 'first link in 

the chain' to ultimately connect the homeless mentally ill individual to recovery and mental health 

wellness services through a collaborative effort with other care giving agencies and county entities. 

HOME serves predominantly adults and TAY by providing intensive case management services, linkage 

to health services, substance abuse, mental health, benefits establishment services, transportation, 

assessment for inpatient psychiatric hospitalizations and any other services required in order to assist the 

chronically homeless and mentally ill across gender, cultural and linguistic diversity. 
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Under-Represented Ethnic Populations (UREP) 

Through the use of one time funding, the Department has been able to fund projects aimed at serving 

unserved, underserved and inappropriately served populations with the goal of reducing racial/ethnic 

disparities. One such example is training for and services provided by Community Mental Health 

Promoters. The purpose of the training is to support the development and increase the capacity of 

Promoters to perform specialized mental health work with the Latino community, including mental health 

outreach to the Latino indigent population and monolingual Spanish-speaking communities. Similarly, a 

mental health worker program has been designed to provide professional support for Latino students 

interested in entering the mental health field. This project enhances existing mental health 

paraprofessional training programs. 

MHSA programs such as the ones mentioned focus on reducing racial/ethnic disparities and providing 

services to unserved, underserved populations and inappropriately served. 
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New Services Initiated during FY 2012-13: 
 

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

 

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

 

 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. 

 

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

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

 
The first group was hired between February and July 2012.  Between April and December 2012 the five 
PSWs attended a total of 368 meetings. 
 
The second group of five PSWs came on between March and April 2013.  From January through 
September, 2013, the ten PSWs have attended a total of 933 meetings. 
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Full Service Partnership Outcomes 

Residential 
 

Number of Baselines Included (N) -  Child: 6,135 

    Transitional Age Youth: 2,820 

    Adult: 7,812 

    Older Adult: 770 
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Employment 
 

Number of Baselines Included (N) -  Transitional Age Youth: 1,210 

     Adult: 3,866 
     Clients may have more than one employment type at any time. 
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Full Service Partnership Disenrollments 
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Full Service Partnership Disenrollments by Service Area
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Field Capable Clinical Services Outcomes 

Child Program 

 

 

 
 

 

 

TAY Program 
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Alternative Crisis Services - Outcomes 

July 1, 2012 through June 30, 2013 (FY 2012-13) 
 

New Admissions to Urgent 

Care Centers (UCC) with Acute 

Psychiatric Inpatient 

Hospitalization within 30 Days 

of UCC Services 
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ER, Jail MH Contact within 
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Any Contact with Jail Mental 

Health Services Within  

30 Days of Being Seen at a 

UCC 

 

 

 

 

 

 

 

 

 

 

 

Any Visit to a Psychiatric 

Emergency Room within 30 

Days of Being Seen at a UCC 

 

 

 

 

 

 

 

 

New Admissions at UCCs Who 

Were Homeless upon Admission 
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Any Treatment at an 

Outpatient Clinic within 90 

Days of Having Been Seen at 

a UCC 

 

 

 

 

 

 

 

 

New Admissions to UCCs by Facility 
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Los Angeles County Clients Served 
through CSS by Service Areas 
Fiscal Year 2012-13 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Unique Clients 

26,495 

New Clients 

11,002 

Unique Clients 

5,853 

New Clients 

2,232 

Unique Clients 

14,845 

New Clients 

3,613 

 

Unique Clients 

8,226 

New Clients 

1,915 

 

Unique Clients 

7,464 

New Clients 

3,229 
Unique Clients 

14,947 

New Clients2 

3,502 

Unique Clients1 

18,016 

New Clients2 

5,543 

Unique Clients1 

7,015 

New Clients2 

1,715 

Unique Clients 

26,495 

New Clients 

11,002 

 



39 | P a g e  
 

 

Service Area 1 
African-American – 36% 

Hispanic – 32% 

White – 27% 

Other – 2% 

Asian – 1% 

Unknown – 1% 

Native American - 1% 

Pacific Islander - <1% 

Service Area 2 
White – 41% 

Hispanic – 38% 

African-American –10% 

Asian – 5% 

Other – 3% 

Unknown – 2% 

Native American - <1% 

Pacific Islander - <1% 

Service Area 3 
Hispanic – 52% 

White – 20% 

Asian –13% 

African-American –10% 

Other –2% 

Unknown –2% 

Native American -1% 

Pacific Islander -<1% 

Service Area 4 
Hispanic –40% 

African-American –29% 

White –20% 

Asian –7% 

Other –2% 

Unknown – 1% 

Native American -1% 

Pacific Islander -<1% 

 

 

Service Area 5 
White – 40% 

African-American – 28% 

Hispanic – 18% 

Unknown – 8 % 

Other – 3% 

Asian – 2% 

Native American - <1% 

Pacific Islander- <1% 

Service Area 6 
African-American – 59% 

Hispanic –35% 

White – 3% 

Unknown – 1% 

Other – 1% 

Asian – 1% 

Native American - <1% 

Pacific Islander- <1% 

Service Area 7 
Hispanic – 65% 

White – 19% 

African-American – 8% 

Asian – 3% 

Native American - 3% 

Unknown – 2% 

Other – 1% 

Pacific Islander- <1% 

Service Area 8 
African-American – 30% 

Hispanic – 30% 

White – 26% 

Asian – 9% 

Unknown – 3% 

Other – 2% 

Native American - <1% 

Pacific Islander- <1% 

 

Number of Clients Served by CSS Program   

         Ethnicity 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Primary Language 
 

  

 

Service Area 1 
Alternative Crisis Services - 244 

Client Run Centers- 3,074 

Field Capable Clinical  

Services - 1,981 

Full Service Partnership - 315 

Probation Camp-MHSA - 1,159 

Wellness Centers - 3,096 
 

Service Area 2 
Alternative Crisis  

Services - 2,484 

Client Run Centers- 4,746 

Family Support Services - 26 

Field Capable Clinical  

Services - 3,772 

Full Service Partnership - 1,511 

Probation Camp-MHSA - 271 

Wellness Centers - 8,396 
 

Service Area 3 
Alternative Crisis Services - 3 

Client Run Centers- 11,840 

Family Support Services - 45 

Field Capable Clinical  

Services - 4,229 

Full Service Partnership - 1,256 

IMD Step Down Facilities - 57 

Service Area Navigation - 82 

Wellness Centers - 2,963 
 

Service Area 4 
Alternative Crisis  

Services - 11,553 

Client Run Centers- 10,764 

Family Support Services - 56 

Field Capable Clinical  

Services - 4,411 

Full Service Partnership - 1,638 

IMD Step Down Facilities - 334 

Planning- Outreach &  

Engagement - 57 

Probation Camp-MHSA - 169 

Service Area Navigation - 1,611 

Wellness Centers - 9,485 

 

 

Service Area 5 
Alternative Crisis Services - 347 

Client Run Centers- 4,876 

Family Support Services - 6  

Field Capable Clinical  

Services - 1,176 

Full Service Partnership - 457 

Wellness Centers - 2,934 

Service Area 6 
Alternative Crisis Services - 739 

Client Run Centers- 5,894 

Family Support Services -27  

Field Capable Clinical  

Services - 2,020 

Full Service Partnership - 1,961 

Jail-Transition/Linkage - 635 

Wellness Centers - 9,665 

Service Area 7 
Alternative Crisis  

Services - 588 

Client Run Centers- 24,794 

Family Support Services - 27 

Field Capable Clinical  

Services - 2,445 

Full Service Partnership - 1,118 

Probation Camp-MHSA - 117 

Wellness Centers - 3,229 

 

Service Area 8 
Alternative Crisis  

Services - 2,450 

Client Run Centers- 7,406 

Family Support Services - 27 

Field Capable Clinical  

Services - 2,760 

Full Service Partnership - 1,881 

IMD Step Down Facilities - 1 

Service Area Navigation - 671 

Wellness Centers - 11,300 

 

 

Service Area 1 
English - 88% 

Spanish - 11% 

Unknown/Not Reported - 1% 

Other - <1% 

Service Area 2 
English - 69% 

Spanish - 19% 

Armenian - 5% 

Farsi – 2% 

Unknown/Not Reported - 1% 

Other - 3% 

Russian - 1% 

Pilipino/Tagalog - 1% 

 

Service Area 3 
English - 70% 

Spanish - 17% 

Cantonese - 3% 

Vietnamese - 2% 

Unknown/Not Reported - 3% 

Other - 3% 

Mandarin - 2% 

Service Area 4 
English - 75% 

Spanish - 17% 

Unknown/Not Reported - 2% 

Other - 4% 

Korean - 2% 

Armenian - 1% 

 

Service Area 5 
English - 89% 
Spanish - 6% 
Unknown/Not Reported - 
2% 
Other - 3% 

 

Service Area 6 
English - 79% 
Spanish - 19% 
Unknown/Not Reported - 
2% 
Other - <1% 

 

Service Area 7 
English - 70% 
Spanish - 25% 
Unknown/Not Reported - 2% 
Other - 2% 
Cambodian - 1% 
 

Service Area 8 
English - 79% 
Spanish - 12% 
Cambodian - 4% 
Vietnamese - 1% 
Unknown/Not Reported - 1% 
Other - 1% 
Korean - 1% 
Pilipino/Tagalog - 1% 
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Prevention and Early Intervention 

Unique Clients Receiving a Direct Mental Health Service through the PEI Plan: 73,140 

 

 

 

 

 

 

 

 

 

 

 

New Clients Receiving PEI Services Countywide with No Previous MHSA Service: 38,154 

 

 

 

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

Top 10 EBPs Delivered in the County 
 

Managing and Adapting Practice    Triple P Positive Parenting Program 

Unique Clients Served:          16,457   Unique Clients Served:  4,212 

Average Cost per Client:       $4,138   Average Cost per Client:  $2,623 
 

Seeking Safety      School Threat Assessment Response  

Unique Clients Served: 11,849   Unique Clients Served: 3,607 

Average Cost per Client: $3,230   Average Cost per Client: $2,415  

Trauma Focused CBT      Interpersonal Psychotherapy for Depression  

Unique Clients Served: 11,404   Unique Clients Served: 2,593 

Average Cost per Client: $3,868   Average Cost per Client: $2,517 
 

Crisis Oriented Recovery Services    Child Parent Psychotherapy  

Unique Clients Served: 4,987   Unique Clients Served: 2,178 

Average Cost per Client: $1,237   Average Cost per Client: $3,788 
 

 

Mental Health Integration Program   Aggression Replacement Training  

Unique Clients Served: 4,766   Unique Clients Served: 2,081 

Average Cost per Client: $814   Average Cost per Client: $2,458 

 
 

 

Top 5 EBPs Delivered in the County by Age Group 
 
 

Children Adult     

  
Managing and Adapting Practice - 13,308 Seeking Safety - 3,992 

Trauma Focused CBT - 9,490 Mental Health Integration Program - 3,734 

Triple P Positive Parenting Program - 3,973 Crisis Oriented Recovery Services - 2,481 

Seeking Safety - 2,726 Individual Cognitive Behavioral Therapy - 1,380  

School Threat Assessment Response Team - 2,387 Interpersonal Psychotherapy for Depression - 913 

 

TAY  Older Adult 

 

Seeking Safety - 4,718 Mental Health Integration Program - 613 

Managing and Adapting Practice - 3,124   Interpersonal Psychotherapy for Depression - 415 

Trauma Focused CBT - 1,846 Seeking Safety - 413 

School Threat Assessment Response Team - 1,164 Crisis Oriented Recovery Services - 197 

Aggression Replacement Training - 885  Problem Solving Therapy - 159 
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Early Intervention Projects and 
Implementation  

(EBP-Evidence-Based Practice; PP = Promising Practice; CDE –  Community 

Defined Evidence Practice)  

PEI Early Start-Suicide Prevention: ES-1 
The Early Start Suicide Prevention Program provides suicide prevention services through multiple 

strategies by strengthening the capacity of existing community resources and creating new collaborative 

and comprehensive efforts at the individual, family, and community level. These services include: 

community outreach and education in the identification of the suicide risks and protective factors; linking 

direct services and improving the quality of care to individuals contemplating, threatening, or attempting 

suicide; access to evidence based interventions trained suicide prevention hotlines; and building the 

infrastructure to further develop and enhance suicide prevention programs throughout the county across 

all age groups and cultures. 

EBP/PP/CDEs Implemented:   

24/7 Crisis Hotline: Didi Hirsch provides 24/7 crisis hotline services in English as well as Spanish; 

support services to attempters and/or those bereaved by a suicide; and assistance consultation to 

law enforcement and first responders.  It is also building community capacity by offering 

evidence-based training in the Applied Suicide Intervention Skills Training (ASIST) and safe 

TALK models.  The hotline has responded to 23,114 calls.  It also provided 412 Spanish-speaking 

crisis hotline services; 701 support services to attempters and/or those bereaved by a suicide, 

365 assistance and consultation to law enforcement and first responders; and 345 trainings in 

ASIST and safe TALK to various staff to recognize and respond appropriate to suicide.  In 2012 

the agency began providing eight hours of coverage in the Korean language seven days a week 

from 6:30pm to 2:30am.  Efforts are being made to increase their Vietnamese speaking staff.  

Latina Youth Program: Pacific Clinics provides 24/7 bilingual (Spanish) emergency and 

information telephone counseling, consultation and education to schools regarding suicide risk 
factors among teens.   It has expanded to include male as well as female youth ages 14-25 years 
of age, who were identified as being “at risk” for suicide.  In FY 2012-2013, a total of 3,181 
contacts were made, with the majority of services for information referral only (449), school 
problems (969), stress (95), and parent training (278). 

 
Web-based Training for School Personnel on Suicide Prevention; The Los Angeles County Office 

of Education (LACOE), Center for Distance and Online Learning (CDOL) was contracted to 

design, develop, and maintain a website dedicated to provide critical online information and 

materials on suicide prevention, intervention, and post- intervention for school personnel, parents, 

and students in all 80 K-12 school districts in Los Angeles County. Launched in January 2011, 

the website has been widely publicized throughout the County, State (through the Office of 

Suicide Prevention), and at national conferences and meetings of various suicide prevention 

networks/organizations (including a recent Webinar on “Responding after a Suicide: Best 

Practices for Schools,” sponsored by the Suicide Prevention Resource Center).  
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Partners in Suicide (PSP) Team for Children, Transition Age Youth (TAY), Adults, and Older Adults: 
It is designed to increase public awareness of suicide and reduce stigma associated with seeking 

mental health and substance abuse services.  The team includes one Korean-speaking and three 

Spanish-speaking members. The team offers education, identifies appropriate tools, such as 

evidence-based practices, and provides linkage and referrals to age appropriate services 

Team members participated in a total of 220 suicide prevention events during, outreaching to 

more than 5,600 Los Angeles County residents. These events included Countywide educational 

trainings, participation in suicide prevention community events, and collaboration with various 

agencies and partners.  Highlights included providing 10 Applied Suicide Intervention Skills 

Training (ASIST); attaining 4 new provisional ASIST trainers for a total of 17 trainers; coordinating 

the Los Angeles County Suicide Prevention Network which has recruited over 40 members from 

a wide variety of organizations and has conducted quarterly meetings to increase collaboration 

and coordination of suicide prevention activities; and providing over 100 Educational 

Presentations and Trainings to Directly Operated and Contracted Agencies, and conducted the 

2
nd

 Annual Suicide Prevention Summit which was attended by nearly 100 participants. 

PEI Early Start - School Mental Health Initiative: ES-2  
The Early Start School Mental Health Initiative Program focuses on school mental health needs to reduce 

and eliminate stigma and discrimination. The program addresses the high need of students with 

developmental challenges, emotional stressors, and various mental health risks and reduces violence at 

educational institutions through collaborative efforts and partnerships with the community.  This is a 

comprehensive prevention and early intervention program to prevent violence in schools and create a 

safe learning environment.  The services include eliminating substance use and abuse; addressing any 

trauma experiences; development of school-based crisis management teams; and training, early 

screening and assessment of students of concern; and are provided at the earliest onset of symptoms.  

 

EBP/PP/CDEs Implemented:   
1. School Threat Assessment and Response Team (START) 

2. Service Area 6 School Mental Health Demonstration Pilot* 

*Process of being implemented in FY 2013-14 
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PEI Early Start-Anti-Stigma Discrimination: ES-3  
 

The purpose of the Early Start Stigma and Discrimination Project is to reduce and eliminate barriers that 

prevent people from utilizing mental health services by prioritizing information and knowledge on early 

signs and symptoms of mental illness through client-focused, family support and education and 

community advocacy strategies.  Core strategies have been identified to reduce stigma and 

discrimination, increase access to mental health services, and reduce the need for more intensive mental 

health services in the future.  The services include anti-stigma education specifically targeting 

underrepresented communities through outreach utilizing culturally sensitive and effective tools; 

educating and supporting mental health providers; connecting and linking resources to schools, families, 

and community agencies; and client and family education and empowerment.  
 

EBP/PP/CDEs Implemented:   

1. Family-focused Strategies to Reduce Mental Health Stigma and Discrimination 

2. Children’s Stigma and Discrimination Reduction Project 

3. Older Adults Mental Wellness 

4. Profiles of Hope Project 

5. Videos 

School Based Services: PEI-1  
 

The School-Based Services Project is intended to (1) build resiliency and increase protective factors 

among children, youth and their families; (2) identify as early as possible children and youth who have 

risk factors for mental illness; and (3) provide on-site services to address non-academic problems that 

impede successful school progress. These programs provide outreach and education; promote mental 

wellness through universal and selective prevention strategies; foster a positive school climate; offer early 

mental health intervention services on school sites; and provide training in mental health evidence-based 

programs to school personnel and providers working with youth and children. 
 

EBP/PP/CDEs Implemented:   

1. Aggression Replacement Training 

2. Cognitive Behavioral Intervention for Trauma in School 

3. Multidimensional Family Therapy 

4. Olweus Bullying Prevention Program 

5. Promoting Alternative Thinking Strategies 

6. Strengthening Families 

7. Why Try? Program 

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. 
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EBP/PP/CDEs Implemented:   

1. Caring for Our Families 

2. Incredible Years 

3. Managing and Adapting Practice* 

4. Mindful Parenting* 

5. Promoting Alternative Thinking Strategies* 

6. Nurse-Family Partnership 

7. Nurturing Parenting Program 

8. Triple P Positive Parenting Program 
 

*Program was added to the PEI Plan after 2009 
 

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. 
 

EBP/PP/CDEs Implemented:   

 

1. Brief Strategic Family Therapy 
2. Child-Parent Psychotherapy 
3. Families OverComing Under Stress (FOCUS)* 
4. Group Cognitive Behavioral Therapy for Major Depression 
5. Incredible Years 
6. Make Parenting a Pleasure 
7. Mindful Parenting* 
8. Parent-Child Interaction Therapy 
9. Reflective Parenting Program 
10. Triple P Positive Parenting Program 
11. UCLA Ties Transition Model 
 

*Program was added to the PEI Plan after 2009 
 

Trauma Recovery Services: PEI-4 
 

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

EBP/PP/CDEs Implemented:   

 
 

1. Child-Parent Psychotherapy  
2. Crisis Oriented Recovery Services  
3. Dialectal Behavioral Therapy* 
4. Depression Treatment Quality Improvement* 
5. Group Cognitive Behavioral Therapy for Major Depression  
6. Individual Cognitive Behavioral Therapy* 



46 | P a g e  
 

7. Parent-Child Interaction Therapy  
8. Prolonged Exposure Therapy for Posttraumatic Stress Disorder  
9. Seeking Safety  
10. System Navigators for Veterans  
11. Trauma Focused Cognitive Behavioral Therapy  

 

*Program was added to the PEI Plan after 2009 
 

Primary Care & Behavioral Health: PEI-5 
 

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

EBP/PP/CDEs Implemented:   

 

1. Alternatives for Families – Cognitive Behavioral Therapy  
2. Incredible Years  
3. Mental Health Integration Program (formerly IMPACT)  
4. Triple P Positive Parenting Program  
 

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

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

EBP/PP/CDEs Implemented:   

1. Aggression Replacement Training  
2. Center for the Assessment and Prevention of Prodromal States*  
3. Group Cognitive Behavioral Therapy for Major Depression  
4. Interpersonal Psychotherapy for Depression  
5. Multidimensional  
 

*Process of being implemented in FY 2013-14 
 

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; promotes coping and life skills to youths in the juvenile justice system to minimize recidivism; and 
identifies mental health issues as early as possible and provide early intervention services to youth 
involved in the juvenile justice system.  Services are to be provided at probation camps throughout the 
County, residential treatment facilities, health clinics, community settings, and other non-traditional mental 
health sites. 
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EBP/PP/CDEs Implemented:   

 

1. Aggression Replacement Training  
2. Cognitive Behavioral Intervention for Trauma in School  
3. Functional Family Therapy  
4. Group Cognitive Behavioral Therapy for Major Depression  
5. Loving Intervention for Family Enrichment  
6. Multidimensional Family Therapy  
7. Multisystemic Therapy  
8. Trauma Focused Cognitive Behavioral Therapy  
 

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; and 
(3) provide brief mental health treatment for individuals. Services are directed at older adults, their family 
members, caregivers, and others who interact with and provide services to this senior citizen population. 
 

EBP/PP/CDEs Implemented:   

 

1. Cognitive Behavioral Therapy for Late Life Depression  
2. Crisis Oriented Recovery Services  
3. Interpersonal Psychotherapy for Depression  
4. Program to Encourage Active Rewarding Lives for Seniors (PEARLS)  
5. Problem Solving Therapy* 

*Program was added to the PEI Plan after 2009 

Improving Access for Underserved Populations: PEI-9 
 

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

EBP/PP/CDEs Implemented:   

 

1. Group Cognitive Behavioral Therapy for Major Depression  
2. Nurse-Family Partnership  
3. Prolonged Exposure Therapy for Posttraumatic Stress Disorder  
4. Trauma Focused Cognitive Behavioral Therapy  
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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; and (3) identifies as early as possible children and youth who have risk factors 
for mental illness. The programs will provide outreach and education; promote mental wellness through 
universal and selective prevention strategies; offer early mental health intervention services at 
comfortable, non-stigmatizing localities; and involve multi-generations in the American Indian children and 
youth’s lives. An important emphasis is on preventing suicide among American Indian youth, given the 
high rate among this population. 
 

EBP/PP/CDEs Implemented:   

 

1. American Indian Life Skills*  
2. Trauma Focused Cognitive Behavioral Therapy: Honoring Children, Mending 

the Circle*  

*Process of being implemented in FY 2013-14 

Cost per Client 

 
For non-mental health services delivered to 4,497 individuals, the cost per individual was $204.  The 
services included case management, assessment, and counseling.  The clients received services through 
the following projects:  
 

Project 4 – School-Based Services 

Project 5 – Family Education and Support Services 

Project 6 –Early Care and Support for TAY’ 

Project 10 – Juvenile Justice Services 

Project 12 – Improving Access to Underserved Populations 

 
 

 
  



49 | P a g e  
 

PEI Practices Implemented 

(As of October 1, 2013 and pending in 2014)  

 

PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

1 

Aggression 
Replacement 

Training 
(ART) 

ART is a multimodal psycho-educational intervention 
designed to alter the behavior of chronically aggressive 
adolescents and young children. Its goal is to improve social 
skills, anger control, and moral reasoning. The program 
incorporates three specific interventions: skill-streaming, 
anger control training, and training in moral reasoning. Skill-
streaming teaches pro-social skills. In anger control training, 
youths are taught how to respond to their hassles. Training 
in moral reasoning is designed to enhance youths’ sense of 
fairness and justice regarding the needs and rights of 
others.  

Children 
(ages 5-12) – 

Skillstreaming Only 
Children 

(ages 12-15) 
TAY 

(ages16-17) 

Prevention & 
Early Intervention 

4, 9, 10 

2 

Alternatives 
for Families – 

Cognitive 
Behavioral 

Therapy 
(AF-CBT) 

AF-CBT is designed to improve the relationships between 
children and parents/ caregivers in families involved in 
physical force/coercion and chronic conflict/hostility. This 
practice emphasizes training in both intrapersonal and 
interpersonal skills designed to enhance self-control, 
strengthen positive parenting practices, improve family 
cohesion/communication, enhance child coping skills and 
social skills, and prevent further instances of coercion and 
aggression. Primary techniques include affect regulation, 
behavior management, social skills training, cognitive 
restructuring, problem solving, and communication.  

Children 
(ages 4-15) 

TAY 
(ages 16-17) 

Early Intervention 8 

3 

American 
Indian Life 

Skills 
Program 
(AILSP) 

AILSP is designed to build life skills and increase suicide 
prevention skills for American Indian high school students. It 
is designed to promote self-esteem, identify emotions and 
stress, increase communication and problem solving skills, 
and recognize and eliminate self-destructive behavior 
(including substance use). AILSP provides American Indian 
children and TAY information on suicide and suicide 
intervention training and helps them set personal and 
community goals. To be implemented early 2014.  

Children 
(ages 14-15) 

TAY 
(ages 16-18) 

Prevention 13 

4 

Brief 
Strategic 

Family 
Therapy 
(BSFT) 

BSFT is a short-term, problem-oriented, family-based 
intervention designed for children and adolescents who are 
displaying or are at risk for developing behavior problems, 
including substance abuse. The goal of BSFT is to improve 
a youth’s behavior problems by improving family interactions 
that are presumed to be directly related to the child’s 
symptoms, thus reducing risk factors and strengthening 
protective factors for adolescent drug abuse and other 
conduct problems. 

Children 
(ages 10-15) 

TAY 
(ages 16-18) 

 

Prevention & 
Early Intervention 

6 

5 

Caring for 
Our Families 

(CFOF) 

Adapted from the “Family Connections” Model, CFOF 

includes community outreach, family assessment, and 

individually tailored treatment programs. The goal is to help 

families meet the basic needs of their children and reduce 

the risk of child neglect. The core components include 

emergency assistance/concrete services; home-based 

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. 

Children 

(ages 5-11) 

 

Prevention & 

Early Intervention 

 

5, 6 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

6 

Center for the 
Assessment 

and Prevention 
of Prodromal 

States 
(CAPPS) 

The focus of this CAPPS PEI Demonstration Pilot will be 

to conduct outreach and engagement specifically to those 

youth who are experiencing their first-break psychosis 

and early onset of serious mental illnesses with psychotic 

features. In order to mitigate mental health challenges 

and reduce the progression of these challenges into 

mental health diagnoses, this project will also engage 

families and significant others of the youth as well as the 

youth themselves in PEI services. To be implemented in 

2014. 

TAY 

Prevention & 

Early Intervention 

 

9 

7 

Child-Parent 
Psychotherapy 

(CPP) 

CPP is a psychotherapy model that integrates 

psychodynamic, attachment, trauma, cognitive-

behavioral, and social-learning theories into a dyadic 

treatment approach. CPP is designed to restore the child-

parent relationship and the child's mental health and 

developmental progression that have been damaged by 

the experience of 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. 

Young Children 

(ages 0-6) 
Early Intervention 6,7 

8 

Cognitive 
Behavioral 

Intervention for 
Trauma in 

School 
(CBITS) 

CBITS is an early intervention for children who have 

experienced or have been exposed to traumatic events 

and are experiencing difficulty related to symptoms of 

Posttraumatic Stress Disorder (PTSD), depression, or 

anxiety. To improve access to mental health care, 

services are delivered within the school setting by clinical 

staff as part of multi-disciplinary treatment teams. CBITS 

intends to reduce the impact of trauma-related symptoms, 

build resilience, and increase peer and parental support 

for students at-risk of school failure. 

Children 

(ages 10-15) 

TAY 

Prevention & Early 

Intervention 
4,10 

9 

Crisis Oriented 
Recovery 
Services 
(CORS) 

DTQI is a comprehensive approach to managing 

depression that utilizes quality improvement processes to 

guide the therapeutic services to adolescents and young 

adults. The psychoeducation component helps individuals 

learn about major depression and ways to decrease the 

likelihood of becoming depressed in the future. The 

psychotherapy component assists individuals who are 

currently depressed to gain understanding of factors that 

have contributed to the onset and maintenance of their 

depression and learn ways to treat their disorder. 

Children 

TAY 

Adults 

Older Adults 

Prevention & Early 

Intervention 
7 

10 

Depression 
Treatment 

Quality 
Improvement 

(DTQI) 

DBT serves individuals who have or may be at risk for 

symptoms related to emotional dysregulation, which can 

result in the subsequent adoption of impulsive and 

problematic behaviors, including suicidal ideation. DBT 

incorporates a wide variety of treatment strategies 

including chain analysis, validation, dialectical strategies, 

mindfulness, contingency management, skills training and 

acquisition (core mindfulness, emotion regulation, 

interpersonal effectiveness, distress tolerance and self-

management), crisis management, and team 

consultation. 

Children 

(ages 12-15) 

TAY 

(ages16-20) 

Early Intervention 8,9 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

11 

Dialectical 
Behavior 
Therapy 

(DBT) 

Didi Hirsch provides 24/7 crisis hotline services in English, 

Spanish, and Korean. Support services are provided to 

attempters and/or those bereaved by a suicide, as well as 

consultation to law enforcement and first responders. This 

practice builds community capacity by offering evidence-

based training in the Applied Suicide Intervention Skills 

Training (ASIST) and safe TALK models. In FY 2011-12 the 

Hotline responded to 23,223 calls. 

TAY (18-25) 

Adults 

Older Adults 

Directly Operated 

Clinics only 

Prevention & Early 

Intervention 
7 

12 

Early Start 
Suicide 

Prevention - 
24/7 Crisis 

Hotline 

Didi Hirsch provides 24/7 crisis Hotline services in 

English, Spanish, and Korean. Support services are 

provided to attempters and/or those bereaved by a 

suicide, as well as consultation to law enforcement and 

first responders. This practice builds community capacity 

by offering evidence-based training in the Applied Suicide 

Intervention Skills Training (ASIST) and safe TALK 

models. In FY 2011-12 the Hotline responded to 23,223 

calls. 

Children 

TAY 

Adults 

Older Adults 

Prevention 1 

13 

Early Start 
Suicide 

Prevention – 
Latina Youth 

Program 

Pacific Clinics provides 24/7 bilingual (Spanish) 

emergency and information telephone counseling, 

consultation and education to schools regarding suicide 

risk factors among teens. It also provides education and 

support services in the community about warning signs 

and risk factors for suicide among youth. The program 

has expanded to include male as well as female youth, 14 

to 25 years of age, who are identified as being “at risk” for 

suicide. 

Children 

TAY 

Adults 

Older Adults 

Prevention 1 

14 

Early Start 
Suicide 

Prevention – 
Web-based 
Training for 

School 
Personnel on 

Suicide 
Prevention 

The Los Angeles County Office of Education (LACOE), 

Center for Distance and Online Learning (CDOL) was 

contracted to design, develop, and maintain a website 

dedicated to provide critical online information and 

materials on suicide prevention, intervention, and 

postvention for school personnel, parents, and students in 

all 80 K-12 school districts in Los Angeles County. 

Launched in January 2011, the website has been widely 

publicized throughout the County, State (through the 

Office of Suicide Prevention), and at national conferences 

and meetings of various suicide prevention 

networks/organizations (including a recent Webinar on 

“Responding after a Suicide: Best Practices for Schools,” 

sponsored by the Suicide Prevention Resource Center). 

Children 

TAY 

Adults 

Older Adults 

Prevention 1 

15 

Early Start 
Suicide 

Prevention – 
Partners in 

Suicide (PSP) 
Team 

PSP is designed to increase public awareness of suicide 

and reduce stigma associated with seeking mental health 

and substance abuse services. The Team offers 

education, identifies appropriate tools, such as evidence-

based practices, and provides linkage and referrals to 

age-appropriate services. PSP team members participate 

in suicide prevention events including Countywide 

educational trainings, suicide prevention community 

events, and collaboration with various agencies and 

partners. 

Children 

TAY 

Adults 

Older Adults 

Prevention 1 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

16 

Early Start 
School Mental 

Health – 
School Threat 
Assessment 
Response 

Team 
(START) 

The START program developed 21 teams composed of a 

law enforcement officer and a DMH clinician who partner 

with educational institutions (K-12 through higher 

education) school-based mental health programs, 

substance abuse programs, and other social service 

providers in the community to prevent school violence. 

Staff conducts school threat assessments and provides 

intervention and case management services to those who 

meet criteria for the START program. 

Children 

TAY 

Adults 

Older Adults 

Prevention 2 

17 

Early Start 
School Mental 

Health – 
Service Area 6 
School Mental 

Health 
Demonstration 

Program 

The School Mental Health PEI Demonstration Pilot 

(SMHPEI Demonstration Pilot) will provide school-based 

mental health outreach and education, on-site school 

crisis intervention, a peer support network, and early 

screening. Proposals to serve the northern and southern 

parts of SA 6 are currently being evaluated, and it is 

expected that programs will start in 2014. 

Children 

TAY 
Prevention 2 

18 

Early Start 
Stigma and 

Discrimination 
– 

Family-Focused 
Strategies to 

Reduce Mental 
Health Stigma 

and 
Discrimination 

The Los Angeles County Alliance for the Mentally Ill is 
implementing “Family-focused Strategies to Reduce 
Mental Health Stigma and Discrimination” for consumers’ 
families and parents/caregivers. Services include 
education about mental illness, treatment, medication, 
and rehabilitation, as well as teaching communication and 
coping skills. The program includes a family support 
bureau training program, parental support services, and 
consultative services. 

Adults 

Older Adults 
Prevention 3 

19 

Early Start 
Stigma and 

Discrimination 
– 

Children’s 

Stigma and 
Discrimination 

Reduction 
Project 

The project provides education to parents and the 

community through two distinct curricula. A 10-week 

course developed specifically to reduce stigma includes 

healing and communication tools to promote mental 

wellness and creating a world that is empathic to children. 

A 12-week curriculum, developed by United Advocates 

for Children and Families on childhood mental illnesses 

which includes topics such as grief and loss, and 

navigating the multiple systems, e.g. mental health, 

juvenile justice, and DCFS. 

Adults 

Older Adults 
Prevention 3 

20 

Early Start 
Stigma and 

Discrimination 
– 

Older Adults 
Mental 

Wellness 

The Older Adult Anti-Stigma and Discrimination Team 

(OA ASD) outreaches to residents through countywide 

educational presentations, community events, and 

collaboration with various agencies. OA ASD increases 

awareness on mental well-being for older adults 

throughout Los Angeles County, particularly among 

underserved and underrepresented communities. 

Presentations are available in 5 different languages: 

English, Spanish, Korean, Chinese and Farsi. 

 

Older Adults 

 

Prevention 3 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

21 

Early Start 
Stigma and 

Discrimination 
– 

Profiles of 
Hope Project 

The Profiles of Hope and accompanying Public Service 

Announcements (PSAs) aim to show that anyone can be 

subject to the stigma a mental illness has traditionally 

carried, and change their minds about how they support 

and view others with a diagnosis of mental illness. 

“Profiles of Hope,” a 60-minute film, promotes an anti-

stigma message for those diagnosed with mental illness 

and has been broadcast on local television stations along 

with the PSAs. 

TAY 

Adults 

Older Adults 

Prevention 3 

22 

Early Start 
Stigma and 

Discrimination 
– 

Videos 

Six high-profile personalities, experienced and passionate 

advocates in promoting hope, wellness and recovery, 

donated their time and talent to create 10-15 minute anti-

stigma and discrimination videos that are aired on various 

television stations, including: Latina boxing champion Mia 

St. John; CSI-Las Vegas actor and musician Robert 

David Hall; actress and author Mariette Hartley; 

psychiatrist in recovery Clayton Chau, M.D., Ph.D.; 

Veteran General Hospital actor Maurice Bernard; and US 

Vets CEO Steve Peck, M.S.W. 

TAY 

Adults 

Older Adults 

Prevention 3 

23 

Families Over 
Coming Under 

Stress 
(FOCUS) 

Family resiliency training for Military families, couples, 

and children who experience difficulties with multiple 

deployments, injuries, PTSD, and combat operational 

issues. FOCUS believes that poor communication skills 

and combat operational stress leads to distortions in 

thinking and family detachment. Treatment is delivered to 

couples and/or the family as a whole by building upon 

existing strengths and positive coping strategies as well 

as increasing communication and decreasing stress. 

Children 

TAY 

Adults 

Prevention &Early 

Intervention 
3 

24 

Functional 
Family Therapy 

(FFT) 

FFT is a family-based, short-term prevention and 

intervention program for acting-out youth. It focuses on 

risk and protective factors that impact the adolescent, 

specifically intrafamilial and extrafamilial factors, and how 

they present and influence the therapeutic process. Major 

goals are to improve family communication and 

supportiveness while decreasing intense negativity these 

families experience. 

Children 

(ages 11-15) 

TAY 

(ages16-18) 

Early Intervention 7,12 

25 

Group 
Cognitive 

Behavioral 
Therapy for 

Major 
Depression 
(Group CBT) 

Group CBT focuses on changing an individual's thoughts 

(cognitive patterns) in order to change his or her behavior 

and emotional state. Treatment is provided in a group 

format and assumes maladaptive, or faulty, thinking 

patterns cause maladaptive behaviors and negative 

emotions. The group format is particularly helpful in 

challenging distorted perceptions and bringing thoughts 

more in-line with reality. Cultural tailoring of treatment and 

case management shows increased effectiveness for low-

income Latino and African-American adults. 

TAY 

(ages 18-25) 

Adults 

Older Adults 

Prevention &Early 

Intervention 
6,7,9,10,11 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

26 

Incredible 
Years 
(IY) 

IY is based on developmental theories of the role of 

multiple interacting risk and protective factors in the 

development of conduct problems. Parent training 

intervention focuses on strengthening parenting 

competency and parent involvement in a child's activities 

to reduce delinquent behavior. Child training curriculum 

strengthens children's social/emotional competencies. 

Teacher training intervention focuses on teachers' 

classroom management strategies, promoting pro-social 

behaviors and school readiness. 

Young Children 

(ages 2-5) 

Children 

(ages 6-12) 

Prevention &Early 

Intervention 
5,6,8 

27 

Individual 
Cognitive 

Behavioral 
Therapy 

(Ind. CBT) 

CBT is intended as an early intervention for individuals 

who either have or may be at risk for symptoms related to 

the early onset of anxiety, depression, and the effects of 

trauma that impact various domains of daily living. CBT 

incorporates a wide variety of treatment strategies 

including psychoeducation, skills acquisition, contingency 

management, Socratic questioning, behavioral activation, 

exposure, cognitive modification, acceptance and 

mindfulness strategies and behavioral rehearsal. 

TAY (18-25) 

Adults 

Older Adults 

Directly Operated 

Clinics only 

Prevention &Early 

Intervention 
6,7,8,9,10 

28 

Interpersonal 
Psychotherapy 
for Depression 

(IPT) 

IPT is a short-term therapy (8-20 weeks) that is based on 

an attachment model, in which distress is tied to difficulty 

in interpersonal relationships. IPT targets the TAY 

population suffering from non-psychotic, uni-polar 

depression. It targets not only symptoms, but 

improvement in interpersonal functioning, relationships, 

and social support. Therapy focuses on one or more 

interpersonal problem areas, including interpersonal 

disputes, role transitions, and grief and loss issues. 

Children 

(ages 9-15) 

TAY 

Adults 

Older Adults 

Prevention &Early 

Intervention 
9,11 

29 

Loving 
Intervention 

Family 
Enrichment 

Program (LIFE) 

An adaptation of Parent Project, LIFE is a 22-week skills-

based curriculum implemented with parenting 

classes/support groups, youth mental health groups, and 

multi-family groups for parents with children at risk of or 

involved with the juvenile justice system. The program 

was designed for low-income Latino families with 

monolingual (Spanish) parents of children at high-risk of 

delinquency and/or school failure. 

Children 

(ages 10-18) 
Early Intervention 10 

30 

Make Parenting 
a Pleasure 

(MPAP) 

MPAP is a group-based parent training program designed 

for parents and caregivers of children from birth to eight 

years of age. The program addresses the stress, 

isolation, and lack of adequate parenting information and 

social support that many parents experience. MPAP 

begins by recognizing the importance of parents as 

individuals, and builds on family strengths and helps 

parents develop strong support networks. The curriculum 

focuses first on the need for self-care and personal 

empowerment, and then moves from an adult focus to a 

parent/child/family emphasis. 

Children 

(ages 0-8) 

TAY 

Adults 

Older Adults 

Prevention 
 

5,6,9 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

31 

Managing and 
Adapting 

Practice (MAP) 

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 

current scientific information and by providing user-

friendly monitoring tools and clinical protocols. Using an 

online database, the system can suggest formal 

evidence-based programs or can provide detailed 

recommendations about discrete components of 

evidence-based treatments relevant 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. 

Young Children 

Children 

TAY 

(ages 16-21) 

Prevention &Early 

Intervention 
4,5,6,7 

32 

Mental Health 
First Aid 
(MHFA) 

MHFA is a public education program that helps the public 

identify, understand, and respond to signs of mental 

illnesses and substance use disorders. An interactive 8-

hour course, MHFA presents an overview of mental 

illness and substance use disorders and introduces 

participants to risk factors and warning signs of mental 

health problems, builds understanding of their impact, 

and overviews common treatments. Participants learn a 

5-step action plan encompassing the skills, resources and 

knowledge to help an individual in crisis connect with 

appropriate professional, peer, social, and self-help care. 

TAY 

Adults 

Older Adults 

Prevention 
 

5,12 

33 

Mental Health 
Integration 

Program (MHIP) 
formerly known 

as IMPACT 

MHIP delivers specialty mental health services to Tier 2 

PEI and Low-Income Health Plan (LIHP)/Healthy Way LA 

enrollees with less intense mental health needs who are 

appropriately served through focused, time-limited early 

intervention strategies. An integrated behavioral health 

intervention program is provided within a primary care 

facility or in collaboration with a medical provider. MHIP is 

used to treat depressive disorders, anxiety disorders or 

PTSD, and to prevent a relapse in symptoms. 

Adults 
Prevention &Early 

Intervention 
8,11 

34 

Mindful 
Parenting 
Groups 

(MP) 

MP is a 12-week parenting program for parents and 

caregivers of infant, toddler and preschool children at risk 

for mental health problems and disrupted adoptions. 

Parents/caregivers and children are grouped in tight 

developmental cohorts with no more than 4-6 months 

difference in age for the children. 

Young Children 

(ages 0-3) 
Early Intervention 6 

35 

Multidimension
al 

Family Therapy 
(MDFT) 

MDFT is a family-based treatment and substance-abuse 

prevention program to help adolescents to reduce or 

eliminate substance abuse and behavior/conduct 

problems, and improve overall family functioning through 

multiple components, assessments, and interventions in 

several core areas of life. There are also two intermediate 

intervention goals for every family: 1) helping the 

adolescent achieve an interdependent attachment/bond 

to parents/family; and 2) helping the adolescent forge 

durable connections with pro-social influences such as 

schools, peer groups, and recreational and religious 

institutions.  

Children 

(ages 12-15) 

TAY 

(ages 16-18) 

Early Intervention 4,9,10 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

36 

Multisystemic 
Therapy 
(MST) 

MST targets youth with criminal behavior, substance 

abuse and emotional disturbance, as well as juvenile 

probation youth. MST typically uses a home-based 

approach to reduce barriers that keep families from 

accessing services. Therapists concentrate on 

empowering parents and improving their effectiveness by 

identifying strengths and developing natural support 

systems (e.g. extended family, friends) and removing 

barriers (e.g. parental substance abuse, high stress). 

Children 

(ages 12-15)TAY 

(ages 16-17) 

Early Intervention 10 

37 

Nurse Family 
Partnership 

(NFP) 

Registered nurses conduct home visits to first-time, low-

income mothers, beginning during pregnancy and 

continuing through the child’s second birthday. Nurses 

begin 60-90 minute visits with pregnant mothers early in 

their pregnancy (about 16 weeks gestation). Registered 

nurses visit weekly for the first month after enrollment and 

then every other week until the baby is born. Visits may 

continue until the baby is two years old. Provided in 

conjunction with the L.A. County Department of Public 

Health. 

Young Children 

(ages 0-2) 

Prevention &Early 

Intervention 
5,12 

38 

Olweus 
Bullying 

Prevention 
Program 
(OBPP) 

OBPP is designed to promote the reduction and 

prevention of bullying behavior and victimization problems 

for children. The program is based on an ecological 

model, intervening with a child’s environment on many 

levels: the individual children who are bullying and being 

bullied, the families, the teachers, and students with the 

classroom, the school as a whole, and the community. 

School staff has the primary responsibility for introducing 

and implementing the program. 

Children 

(ages 6-15) 
Prevention 4 

39 

Parent-Child 
Interaction 

Therapy (PCIT) 

PCIT provides highly specified, step-by-step, live-

coaching sessions with both the parent/caregiver and the 

child. Parents learn skills through didactic sessions to 

help manage behavioral problems in their children. Using 

a transmitter and receiver system, the parent/caregiver is 

coached in specific skills as he or she interacts in specific 

play with the child. The emphasis is on changing negative 

parent/caregiver-child patterns. 

Young 

Children 

(ages 2-7) 

Prevention &Early 

Intervention 
6,7 

40 

Problem 
Solving 

Therapy (PST) 

PST has been a primary strategy in IMPACT/MHIP and 

PEARLS. While PST has generally focused on the 

treatment of depression, this strategy can be adapted to a 

wide range of problems and populations. PST is intended 

for those clients who are experiencing short-term 

challenges that may be temporarily impacting their ability 

to function 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. 

Older Adults Early Intervention 11 

41 

Program to 
Encourage 

Active 
Rewarding 

Lives for 
Seniors 

(PEARLS) 

PEARLS is a community-based treatment program using 

methods of problem solving treatment (PST), social and 

physical activation and increased pleasant events to 

reduce depression in physically impaired and socially 

isolated older adults. 
Older Adults 

Prevention &Early 

Intervention 
11,12 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

42 

Prolonged 
Exposure – 

Post Traumatic 
Stress Disorder 

(PE-PTSD) 

PE-PTSD is an early intervention, cognitive behavioral 

treatment for individuals experiencing symptoms 

indicative of early signs of mental health complications 

due to experiencing one or more traumatic events. 

Individual therapy is designed to help clients process 

traumatic events and reduce their PTSD symptoms as 

well as depression, anger, and general anxiety. 

TAY 

(ages 18-25) 

Adults 

Older Adults 

Directly Operated 

Clinics Only 

Early Intervention 7,10,12 

43 

Promoting 
Alternative 
Thinking 

Strategies 
(PATHS) 

PATHS is a school-based preventive intervention for 

children in elementary school. The intervention is 

designed to enhance areas of social-emotional 

development such as self-control, self-esteem, emotional 

awareness, social skills, friendships, and interpersonal 

problem-solving skills while reducing aggression and 

other behavior problems. Skills concepts are presented 

through direct instruction, discussion, modeling, 

storytelling, role-playing activities, and video 

presentations. 

Children 

(ages 5-12) 

Prevention &Early 

Intervention 
4 

44 

Reflective 
Parenting 
Program 

(RPP) 

RPP consists of a 10-week workshop that includes 

instruction, discussions and exercises to involve parents 

in topics such as temperament, responding to children’s 

distress, separation, play, discipline, and anger as they 

relate to issues in their own families. The workshops help 

parents /caregivers enhance their reflective functioning 

and build strong, healthy bonds with their children. 

Young Children 

(ages 2-5) 

Children 

(ages 6-12) 

Early Intervention 6 

45 
Seeking Safety 

(SS) 

SS is a present-focused therapy that helps people attain 

safety from trauma or PTSD and substance abuse. It 

consists of 25 topics that focus on the development of 

safe coping skills while utilizing a self-empowerment 

approach. The treatment is designed for flexible use and 

is conducted in group or individual format, in a variety of 

settings, and for culturally diverse populations. 

Children 

(ages 13-15) 

TAY 

Adults 

Older Adults 

Early Intervention 7,9 

46 
Strengthening 
Families (SF) 

SF is a family-skills training intervention designed to 

enhance school success and reduce substance use and 

aggression among youth. Sessions provide instruction for 

parents on understanding the risk factors for substance 

use, enhancing parent-child bonding, monitoring 

compliance with parental guidelines, and imposing 

appropriate consequences, managing anger and family 

conflict, and fostering positive child involvement in family 

tasks. Children receive instruction on resisting peer 

influences. 

Children 

(ages 3-15)  

TAY 

(ages 16-18) 

Prevention & Early 

Intervention 
4 

47 

Trauma 
Focused 
Cognitive 

Behavioral 
Therapy (TF-

CBT) 

An early intervention for children who may be at risk for 

symptoms of depression and psychological trauma, 

subsequent to any number of traumatic experiences, 

particularly those individuals who are not currently 

receiving mental health services. Services are specialized 

mental health services delivered by clinical staff, as part 

of multi-disciplinary treatment teams. Program is intended 

to reduce 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. 

Young Children 

Children 

TAY 

(ages16-18) 

Early Intervention 7,9,10,12 
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PROGRAM NAME DESCRIPTION 

AGE GROUPS 

SERVED (AGE 

LIMITS)  

PREVENTION 

AND/OR EARLY 

INTERVENTION 

PEI 

PROJECT(S)  

48 

Trauma 
Focused CBT 

(TF-CBT): 

“Honoring 

Children, 
Mending the 

Circle” 

This practice for Native American child trauma victims is 
based on TF-CBT. Treatment goals are to improve 
spiritual, mental, physical, emotional, and relational well-
being. Traditional aspects of healing with American 
Indians and Alaskan natives from their world view are 
included. Training to begin late 2013/2014. 

Children Early Intervention 13 

49 

Triple P 
Positive 

Parenting 
Program 
(Triple P) 

Triple P is intended for the prevention and early 

intervention of social, emotional and behavioral problems 

in childhood, the prevention of child maltreatment, and 

the strengthening of parenting and parental confidence. 

Levels Two and Three, which focus on preventive mental 

health activities, are being implemented through 

community-based organizations. Levels Four and Five, 

which are early interventions parenting and teen modules, 

are being implemented by DMH directly operated and 

contract agencies. 

Young Children 

(ages 0-5) 

Children 

(ages 6-15) 

TAY 

(age 16) 

Prevention& Early  

Intervention 
5,6,8 

50 

UCLA Ties 
Transition 

Model (UCLA 
TTM) 

UCLA TTM is a multi-tiered transitional and supportive 

intervention for adoptive parents of high-risk children. 

Families participate in three 3-hour psycho-educational 

groups. Additional service and support options are 

available to families, including older children, for up to 

one year (e.g., monthly support sessions, adoption-

specific counseling, home visiting if child is less than age 

3, interdisciplinary educational and pediatric consultation). 

Young Children 

(0-5) 

Children 

(ages 6-12) 

Early Intervention 6 

51 

Veterans 
System 

Navigators 

Military veterans engage veterans and their families in 

order to identify and link them to support and services 

tailored to the particular cultural, ethnic, age and gender 

identity of those seeking assistance. Navigators also 

engage in joint planning efforts with community partners, 

including veterans groups, veterans administration, 

community-based organizations, other County 

Departments, schools, faith-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. 

TAY 

Adults 

Older Adults 

Prevention 7 
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PEI Prevention Programs 

IMPLEMENTED BY COMMUNITY BASED ORGANIZATIONS  
Fiscal Years 2011-12, 2012-13 and 2013-14 

Selection Of Prevention Agencies 
 

In October 2011, a Request for Information (RFI) was sent to 103 qualified agencies on the MHSA Master 

Agreement List. These agencies did not have a current funded contract with DMH, were not government 

entities, school districts, community colleges or community partners. The funding was for FY 12-13 (one-

year) at $100,000 per agency. Services could be provided countywide or in specific service areas. There 

were six prevention-only programs to be funded under the PEI plan. All age groups were to be served. 

Three programs were specifically for TAY and two were for children and their parents. 

 

Sixty agencies submitted responses to the initial inquiry and 55 agencies submitted supporting 

documentation and descriptions of their proposed programs in the second phase. In May 2012, the Board 

approved funding for 54 Community Based Organizations (CBOs).The remaining agency was a for-profit 

agency and was disqualified. After being approved, two agencies did not follow through with 

implementation due to internal agency financial problems and closed their offices. The remaining 52 

agencies could begin providing services as soon as the signed executed contracts were finalized. Many 

agencies were able to begin providing services in June 2012. 

 

Programs Funded 
 

Agencies responding to the RFI could select among six programs that were intended to prevent and 

minimize the impact of mental health issues for consumers and their families. These included: 

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

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

 Outreach and Education Pilot (OEP) for Transition Age Youth: 
o at-risk of or involved with juvenile justice system and at-risk for School Failure 
o at-risk or on Probation 
o at-risk of Substance Abuse 

Services to TAY at-risk populations include community-based outreach, educational workshops, 

case management, individual counseling, group sessions, to TAY and their caregivers. Service 
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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 
developmental problems in children by enhancing the knowledge, skills and confidence of 
parents. While acknowledging and respecting the diversity of family types and cultural 
backgrounds, the program builds on existing parenting strengths, and focuses on increasing 
parents’ abilities to self-regulate and self-monitor their parenting skills. The Triple P system has 
interventions for individual families and small to large groups of parents. Interventions are 
available in a variety of delivery formats with varying levels of intensity including individual 
sessions, group sessions, seminars for large groups, self-help materials (self-help book and a 
self-directed online application), and mass media outreach and engagement materials.  
 

Each prevention program provides one or more types of services including: case management and/or 
individual services; workshops or seminars (one-time-only services); and group sessions (multiple 
session services). Information on the 52 prevention programs funded, age groups served, and service 
areas are provided below: 
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Outcome Surveys  
 

Post-program outcome surveys were developed for each of the six prevention programs. Agencies 

administered the surveys after the participants completed the specific services at the agency (case 

management/individual service; workshop/seminar; group session/service). The surveys ask participants 

to 1) provide demographic characteristics about themselves; 2) indicate the types of services they 

received or participated in; 3) rate their levels of satisfaction with program services; and 4) respond to a 

set of outcome questions about the programs overall. Agencies were trained in administering the surveys 

and were advised that it was mandatory to hand out the surveys to their participants. The survey results 

accounted for a significant part of their program evaluations. 
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Evaluation of Prevention Programs 
 

The contracts for PEI prevention services specified the criteria, method of data collection, and 

performance targets that each agency was expected to achieve. 
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PEI staff conducted site visits to each of the 52 prevention agencies and provided technical assistance 

on-site and/or at the DMH office as needed. For consideration of an additional year of funding for FY 13-

14, agencies were evaluated based on the achievement of their deliverables, population served, program 

design/program implementation and participant satisfaction. 
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A summary report of the first year of the PEI Prevention Programs is currently being written. It includes an 

analysis of the post-program outcome surveys as well as a program review including strengths and 

successes, challenges and concerns, lessons learned, and recommendations. 

Cost  
 

The average cost per client for community-based prevention programs for FY 2012-13 was $204 for 

4,497 clients.  Direct prevention services mapped to the following five projects: School-based Services, 

Family Education and Support Services, Early Care and Support for TAY, Juvenile Justice Services and 

Improving Access to Underserved Populations 

 

  



65 | P a g e  
 

PEI Outcomes 

PEI metrics were chosen based on input from practice developers, a review of the outcome measure 

literature and input from providers and other stakeholders. In addition, cost, length of instrument and 

languages an instrument has been translated into were factors related to measures selection.   

 

A general measure and focus of treatment specific measure is administered at the beginning of treatment 

and at the end of treatment, with pre- and post-treatment changes analyzed.  If the treatment lasts greater 

than six months, both measures are given again at the six-month marker. 

 

While DMH has focused most of its initial PEI evaluation efforts on outcome measures training, use of the 

PEI OMA (web-based application) and identifying successful strategies to increase the percentage of pre-

post matched comparisons in order to evaluate the effectiveness of PEI, the following trends are 

emerging in terms of the effectiveness of evidence-based practices for a PEI population: 
 

At the program level: 
 

Managing and Adapting Practice (MAP):  This practice encompasses 

several foci of treatment, including anxiety, trauma, depression and disruptive behavior 
disorders.  While the matched pairs are relatively low at this point, both children and 
parent/caregivers have endorsed the strongest positive change related to the treatment 
of disruptive behavior disorders, with 67% of parents endorsing positive change on the 
Youth Outcome Questionnaire (YOQ) and 57% endorsing positive change on the 
Eyberg Child Behavior Inventory (ECBI), 40% of children endorsing positive change on 
the YOQ-SR, and 55% endorsing positive change on the ECBI.  Overall, matched pair 
results to date indicate that parent/caregivers are endorsing positive change related to 
MAP 64% of the time, with a 45% improvement in functioning achieved and children 
are endorsing positive change 55% of the time, with a 41% improvement in functioning 
achieved.  All comparisons are made at the beginning and at the end of treatment. 

 

Triple P Parenting:  This practice aimed at reducing parenting and family 

difficulties has resulted in a 38% positive change as endorsed by parents and a 22% 
positive change as endorsed by children on the YOQ-SR.  The practice has also 
demonstrated 58-60% positive reliable change in parent/caregiver ECBI scores. 

 

Trauma Focused Cognitive Behavioral Therapy:  For the 64 agencies 

providing trauma focused services, 74% of the recipients of this practice self-identify as 
Latino.  Both children and parent/caregivers have endorsed positive change on the 
YOQ.  Parents endorsed a 38% improvement in their children’s overall functioning, 
while children reported a 35% improvement in their overall functioning, representing 
51% and 47% reliable change percentage, respectively. On average, parents report a 
37% improvement and children report a 42% improvement in trauma symptoms on the 
Post Traumatic Stress Disorder Reaction Index (PTSD-RI) after completing Trauma 
Focused Cognitive Behavioral Therapy. 

 

Incredible Years:   This practice aimed at improving parenting skills and reducing 

family difficulties has an average client age of 8.  Sixty-six percent of clients are male 
and 81%are Latino. A comparison between pre and post-average scores for the ECBI 
and the YOQ shows a reduction in symptoms below the clinical cutoff.  Reductions in 
average scores range from 17% to 33%. 
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Group CBT for Depression:   This practice aimed at reducing early course 

depression has demonstrated on average a 35% reduction in symptoms as measured 
by the PHQ-9 and a 21% reduction in overall symptoms as measured by the Outcome 
Questionnaire (OQ-45.2), representing 38% to 43% positive reliable change 
respectively. 

 

Aggression Replacement Training (ART):   Sixteen agencies are providing 

this practice aimed at treating disruptive behavior disorders in 12-17 year olds.  When 
comparing pre and post-treatment average scores for the ECBI, the practice has led to 
14 to 25% reductions in symptoms and 11 to 25% reductions in average scores pre 
and post-treatment on the YOQ-Parent and YOQ-SR.   
 

Seeking Safety:   A robust implementation involving 73 contract agencies and 

county-operated programs has demonstrated, as measured by the PTSD-RI and the 
Outcome Questionnaire/YOQ-SR & YOQ (parent and self-report), significant reductions 
in trauma.  Average symptom reduction after completion of the practice for children and 
their parent/caregiver ranges from 29% to 35% depending upon the questionnaire.  
Average symptom reduction for adults aged 18 and above is 20%, with reductions seen 
below the clinical cutoff for the PTSD-RI for adults. 
 

Child Parent Psychotherapy:  Thirty-one contract agencies and county operated 

programs are providing this practice geared to treat trauma in young children ages 0–6 
and their parent/caregivers.  This practice has yielded a 62% improvement in trauma 
symptoms as measured by the YOQ-Parent. 

 
Crisis Oriented Recovery Services (CORS): Thirty-two contract and county 

operated programs are providing this brief treatment model to address situational 
crises.  Adults and children who completed the six session model experience a 21% 
improvement as measured by the OQ 45.2 and YOQ-SR respectively.  Parents 
reported a 33% improvement in their child’s symptoms. 
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Los Angeles County Number of Clients 
served Through PEI by Service Areas 
Fiscal Year 2012-13 

 

 

 

 

  

 Unique Clients 

5,213 

New Clients 

3,060 

Unique Clients 

12,899 

New Clients 

7,429 

Unique Clients 

2,625 

New Clients 

1,659 

Unique Clients 

11,640 

New Clients 

5,998 

Unique Clients 

10,046 

New Clients 

6,072 
Unique Clients 

12,678 

New Clients 

7,155 

Unique Clients 

12,833 

New Clients 

7,396 

Unique Clients 

6,964 

New Clients 

4,376 
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Service Area 3 
Child - 6,593 

TAY - 2,477 

Adult - 1,999 

Older Adult - 214  

Special Programs - 713 

 

Service Area 4 
Child - 5,099 

TAY - 1,814 

Adult - 2,571 

Older Adult - 315  

Special Programs - 457  

 

 

Service Area 1 
African-American – 34% 

Hispanic – 36% 

White – 24% 

Unknown – 2% 

Other – 2% 

Asian – 1% 

Native American - 1% 

Pacific Islander- <1% 
 

Service Area 2 
Hispanic –59% 

White –24% 

African-American –9% 

Other –3% 

Asian –3% 

Unknown –2% 

Native American - <1% 

Pacific Islander- <1% 
 

Service Area 3 
Hispanic –67% 

White –13% 

African-American –11% 

Asian – 5% 

Other – 2% 

Unknown – 1% 

Native American - <1% 

Pacific Islander- <1% 
 

Service Area 4 
Hispanic – 65% 

African-American –13% 

White –12% 

Asian –4% 

Other –2% 

Unknown – 2% 

Native American - 1% 

Pacific Islander- <1% 

 

Service Area 1 
English - 73% 

Spanish - 26% 

Unknown/ 

Not Reported - 1% 

Other - <1% 
 

Service Area 2 
English - 88% 

Spanish - 11% 

Unknown/ 

Not Reported - <1% 

Other - 2% 
 

Service Area 3 
English - 73% 

Spanish - 22% 

Unknown/ 

Not Reported - 1% 

Other - 2% 
 

Service Area 4 
English - 65% 

Spanish - 31% 

Unknown/ 

Not Reported -1% 

Other - 2% 

Korean - 1% 

Armenian - 1% 

 

Service Area 5 
English - 83% 

Spanish - 13% 

Unknown/ 

Not Reported -1% 

Other - 2% 

Farsi - 1% 
 

Service Area 6 
English - 73% 

Spanish - 26% 

Unknown/ 

Not Reported - 1% 

Other - <1% 
 

Service Area 7 
English - 69% 

Spanish - 31% 

Unknown/ 

Not Reported - <1% 

Other - <1% 
 

Service Area 8 
English - 75% 

Spanish - 23% 

Unknown/ 

Not Reported - 1% 

Other - 1% 

Cambodian - 1% 

Service Area 7 
Child - 3,644 

TAY - 1,262 

Adult - 1,344 

Older Adult -174  

Special Programs - 741 

 

Service Area 8 
Child - 7,208 

TAY - 2,126 

Adult - 3,262 

Older Adult - 195  

Special Programs - 392  

 

Ethnicity 

Service Area 5 
Hispanic –36% 

White – 30% 

African-American – 24% 

Other – 4% 

Unknown –3 % 

Asian – 2% 

Native American - <1% 

Pacific Islander- <1% 
 

Service Area 6 
Hispanic –48% 

African-American – 46% 

White – 3% 

Unknown – 1% 

Other – 1% 

Asian – 1% 

Native American - <1% 

Pacific Islander- <1% 
 

Service Area 7 
Hispanic – 82% 

White – 9% 

African-American – 4% 

Asian – 1% 

Native American - 1% 

Unknown – 1% 

Other – 1% 

Pacific Islander- <1% 
 

Service Area 8 
Hispanic –52% 

African-American – 26% 

White – 15% 

Asian – 3% 

Unknown – 2% 

Other – 2% 

Pacific Islander- <1% 

Native American - <1% 

 

Primary Language 

Top 5 EBPs Delivered 
by Age Group Plan 

 

Service Area 1 
Child - 2,297 

TAY - 624 

Adult - 1,321 

Older Adult - 37  

Special Programs - 1,032  

 

Service Area 2 
Child - 5,999 

TAY - 2,354 

Adult - 3,486 

Older Adult - 205  

Special Programs - 1,330  

 

Service Area 5 
Child - 1,184 

TAY - 225 

Adult - 1,096 

Older Adult - 48  

Special Programs - 110 

 

Service Area 6 
Child - 6,009 

TAY - 1,539 

Adult - 4,214 

Older Adult - 447 

Special Programs - 825  
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PEI Training, Technical Assistance and 
Capacity Building (PEI TTACB) 

Per State Department of Mental Health Info Notice 08-37, PEI TTACB funds were earmarked for use in 
developing or enhancing partnerships between counties local non-mental health partners for purposes of 
enhancing the development, implementation and evaluation of PEI.  These one-time funds are available 
through June 30, 2014.  The final two projects funded by LA County are: 

Regional Outcome Data Workgroups:   $300,000.  Funded through CalMHSA and 

approved by the Board of Supervisors on May 29, 2012, RAND Corporation has held quarterly 
regional trainings and technical assistance meetings to strength the capacity and skill sets of 
counties to evaluate MHSA programs and make outcome-informed decision-making, with the 
goal of increasing data and service quality.  Specifically within Los Angeles County, Service 
Areas 4, 5 and 8 formed quarterly provider meetings where existing DMH outcome data reports 
were reviewed and analyzed, with the goals of improving data quality and using outcomes to 
inform practice. 
 

UCLA Training and Technical Assistance:  $357,427.  UCLA, through the Harbor-UCLA 

Medical Center, shall provide for additional consultation, training, and academic supervision for 

the inpatient and outpatient programs at Harbor-UCLA Medical Center.  These services shall 

include, but not be limited to, clinical psychological testing, evaluation, and therapy services 

provided by clinical psychology interns and fellows as part of their training programs, and 

teaching and training of psychiatry interns, residents and facility staff in the areas of psychiatric 

emergency, crisis, and general adult/child outpatient and inpatient services.  In addition, faculty 

from Harbor-UCLA Medical Center will provide training and consultation in evidenced based 

practices (i.e. CBT and DBT) to mental health service providers.   

  



70 | P a g e  
 

Innovation 

The following is an overview of the Innovation program, outcomes for the first year of program 

implementation, and highlights of the lessons learned and considerations for the second year of 

implementation.   

 

Innovation Program Overview 
 

The overall goal of the MHSA-funded Innovation (INN) Program is to identify new practices with the 

primary goal of learning and exploring creative and effective approaches that can be applied to the 

integration of mental health, physical health, and substance use services for uninsured, homeless, and 

underrepresented populations. 

 

In order to achieve the goals of the INN program, four models of care have been developed, each 

focusing on innovative recruitment and care delivery services. 

 

The Integrated Clinic Model (ICM) model is designed to improve access to high quality, culturally 

competent care for individuals with physical health, mental health, and co-occurring substance use 

diagnoses by integrating care within both mental health and primary care provider sites. 

 

The Integrated Mobile Health Team Model (IMHT) model is designed as a client-centered, housing-first 

approach that uses harm reduction strategies across all modalities of mental health, physical health, and 

substance abuse treatment. IMHT particularly focuses on individuals who are homeless or recently 

moved to Permanent Supportive Housing (PSH) and are considered to have vulnerabilities such as age, 

years homeless, co-occurring substance abuse disorders, and/or physical health conditions. 

 

The Community-Designed Integrated Services Management Model (ISM) model provides a holistic model 

of care, the components of which are defined by specific ethnic communities and which promote 

collaboration and community based partnerships to integrate health, mental health, and substance abuse 

services together with other needed non-traditional care to support recovery. The ISM model is divided 

into five ethnic models: African Immigrant/African American, American Indian/Alaskan Native, Asian 

Pacific Islander, Eastern European/Middle Eastern, and Latino. 

 

Lastly, the Integrated Peer-Run Model serves individuals with mental health needs who also have 
additional health and/or substance abuse treatment needs by providing programs that are designed and 
run by people with lived experience of mental health issues.  
 

In order to evaluate the implementation and obtainment of program goals, LACDMH contracted an 

evaluation team comprising University of California, San Diego’s Health Services Research Center 

(HSRC), Harder+Company Community Research, and the University of Southern California (USC). 

On July 17, 2013 the System Leadership Team approved a motion to extend the Innovation Project so 

that each model will have 3 fiscal years to engage in the learning described above.  As such, the 

Integrated Clinic Model, Community-designed Integrated Services Management Model, and Integrated 

Mobile Health Team Model will be extended through FY 2014-15 and the Integrated Peer Run Model will 

be extended through the end of Fiscal Year 2015-16.   



71 | P a g e  
 

Year One Learning Sessions 
 

The evaluation team helped design and facilitate four learning sessions during year one. Learning 
sessions were designed to support the implementation of INN by creating opportunities for providers and 
LACDMH to identify common challenges and recognize potential best practices as they develop in real-
time. The intent of Learning Sessions is to support INN program implementation in the short run and 
strengthen networks of relationships among providers throughout Los Angeles County.  
 
 

Initial Learning Sessions were primarily conceptualized and led by LACDMH and evaluation team 

members. Over time, there has been an intentional shift in the focus of Learning Sessions, so that at least 

half of each session involves provider-led panel discussions and small group activities designed to 

facilitate sharing and learning. Learning Session participants are encouraged to nominate topics for each 

Learning Session to ensure sessions are relevant and useful to providers. Following Learning Sessions II-

IV, Learning Briefs were produced and shared with providers in order to document the activities, 

challenges, and innovations that emerged during each meeting. Learning Briefs consist of a summary of 

the session’s activities, highlights of key findings, and extensive appendices capturing table notes and 

group ideas with the goal of extending learning opportunities beyond the session. 

 

Year One Enrollment and Evaluation Outcomes 
 

To date, a total of 2,649 clients (one in 2011, 1,419 in 2012, and 1,229 in 2013) have enrolled in INN 

programs. Current INN clients are most likely to be between the ages of 48 to 59 (34.6%), and Latino/a 

(35.0%) or African/African American (28.4%). Gender was almost evenly split between males and 

females. 

 

Measures were selected based on goals across all models, and included validated measures and health 

indicators. Findings on some of the key outcomes at the six month time point are presented below. 

 

On the clinician-completed Illness Management and Recovery Scale (IMR), there were significant 

reductions in scores from the baseline assessment to the six month assessment for each of the INN 

models. This indicates that clients were better able to manage their mental health and made progress 

towards their recovery. There were also significant overall reductions on each of the three IMR subscales: 

Recovery, Management, and Substance Use. 

 

 

 

 

 

 

 

 

 

 

 

 

 

There were significant increases in scores on the clinician-completed Milestones of Recovery Scale 

(MORS) from the baseline assessment to the six month assessment for each of the INN models. This 

indicates that clients were in more advanced stages of recovery after participating in INN for six months. 
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Scores on the client-completed PROMIS Global Health Scale were significantly reduced for ISM and ICM 

clients from the baseline assessment to the six month assessment. This indicates that ISM and ICM 

model clients experienced less impairment due to their physical and mental health. 

 

 

 

 

 

 

On the client-completed CHOIS supplement, there were significant reductions in the Strengths subscale 

from the baseline assessment to the six month assessment for clients in the ISM and ICM models. This 

indicates that ISM and ICM model clients had greater recovery-oriented personal strengths after receiving 

INN services for six months. 

 

 

 

 

 

 

Clients also completed the Internalized Stigma of Mental Illness scale (ISMI) to assess mental health 

related stigma. There was a significant reduction in ISMI scores from baseline to six months for ISM 

clients. This indicates that clients in the ISM model were less likely to feel stigmatized based on their 

mental health at the six month assessment. 

The tool was developed at Case Western Reserve University through support from a SAMHSA grant and 

incorporates the best available evidence – combining theoretical, empirical, and practice based 

knowledge. 
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Initial Lessons Learned 
 
While ITT site visits focused on individual programs, there are lessons learned from this implementation 

evaluation that are applicable across individual programs and INN models. These lessons pertain to 

barriers and facilitators of integrated care that exist at the individual, program, and systems levels. A 

summary of these lessons learned is provided in the table below. 

 

 

 

 

 

 

 

 

 

 

 

A full summary of each lesson learned is provided in the full report, but the following includes three of the 

major lessons learned. 

There are developmental stages of integration.  Most INN programs represent new 

organizational partnerships and have experienced “growing pains” to different degrees. 

In some cases these growing pains have resulted in the termination of certain partnerships (e.g., 

dissolution of agreement between FQHC and mental health provider) and in other cases have resulted in 

additional plans to expand the scope of the relationship (e.g., plans to develop newly formed, co-located 

clinics). Although there has not been a single, clear trajectory among all programs, INN programs that are 

more fully integrated have gone through a process in which organizational boundaries get blurred and the 

INN program is embraced by and central to all partners’ missions. This translates into a change from 

identifying problems that are separately faced by each organizational partner into addressing challenges 

as a shared responsibility between all partners. 

Interdisciplinary team meetings work.  This seemingly obvious statement is supported by 

programs that convene interdisciplinary meetings, those that do not, and those that take a hybrid 
approach. A hybrid approach refers to programs that may hold a series of meetings that involve different 
disciplines (e.g., meeting with mental health therapist and psychiatrist, mental health therapists and 
addiction specialists, care manager and primary care provider) but do not have a venue for all team 
members to meet together to discuss patient care. Treatment team meetings support integrated care in 
the following ways:  

• By facilitating interdisciplinary communication and care coordination.  
• By providing a venue for group supervision and case review.  
• By offering an opportunity for cross disciplinary training.  
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INN programs continue to face numerous barriers to maximizing effective communication and 

coordination of care. Most notable were regulatory or perceived-regulatory barriers to interdisciplinary 

communication (e.g. HIPAA violations). Although most programs established protocols that would allow 

for communication between mental health, substance abuse, and primary care providers (e.g., joint 

release of information), there were still some programs that have not crossed that divide. There were also 

several barriers to improved communication that relate specifically to suggestions made within the ITT to 

utilize electronic health records (EHR), telemedicine, and patient-portals or websites. 

Considerations for Year Two  
During the first year of INN, providers continuously adapted their outreach efforts and service offerings to 

best meet the needs of their target populations. As best practices are established and implemented in 

year two, these changes will likely be reflected in the outcome measures. Additionally, as more clients are 

enrolled, the evaluation team will be better able to conduct more detailed statistical analyses. 

Clients Served for FY 2012-13 
Community-Designed Integrated Services Management Model 

Unique Clients Served:  1,060 

Cost: $4,829,335 

Average Cost per Client:  $4,556 

Integrated Clinic Model 

Unique Clients Served:  1,108 

Cost: $3,120,826 

Average Cost per Client: $2,817 

Integrated Mobile Health Team 

Unique Clients Served:  473 

Cost: $6,020,797 

Average Cost per Client:  $12,729 

 

Learning Sessions 

 

Working in partnership with LACDMH staff, the evaluation team designed and facilitated four Learning 

Sessions during year one. Learning sessions were designed to support the implementation of INN by 

creating opportunities for providers and LACDMH to identify common challenges and recognize potential 

best practices as they develop in real-time. The intent of Learning Sessions is to support INN program 

implementation in the short run and strengthen networks of relationships among providers in Los Angeles 

County. The graphic timeline below illustrates the timing and topical focus of each of the year one 

learning sessions. 

 

Initial Learning Sessions were primarily conceptualized and led by LACDMH and evaluation team 

members. Over time, the team has intentionally shifted the focus of Learning Sessions, so that at least 

half of each session involves provider-led panel discussions and small group activities designed to 

facilitate sharing and learning. Learning Session participants are encouraged to nominate topics for each 

Learning Session to ensure sessions are relevant and useful to providers. Continuing education (CEU) 

hours were offered at two of the first year sessions to increase the value to participants. 
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Typically organizations bring between two and five team members, and include a mix of administrative 

and clinical staff. While some organizations have opted to bring the same core set of staff members, 

others alternate attendance at each session, often with the program director attending consistently and 

other program staff attending based on interest in agenda topics and availability.   

 

After providing detailed notes to LACDMH for Learning Session I, the team proposed to produce a more 
comprehensive summary of Learning Session activities that could be shared with participants, which have 
developed into four to six page “Learning Briefs.” Learning Briefs were produced following Learning 
Sessions II-IV in order to document the activities, challenges, and innovations that emerged during each 
meeting. Learning Briefs consist of a summary of the session’s activities, highlights of key findings and 
extensive appendices capturing table notes and group ideas with the goal of extending learning 
opportunities beyond the session. 
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Workforce Education and Training 

The Los Angeles County MHSA Workforce Education and Training Plan, approved April 8, 2009, seeks to 

address the fundamental concepts of creating and supporting a workforce (both present and future) that 

is culturally competent, consumer/family driven and that promotes the transformation of mental health 

services to a strength based approach that is inclusive of recovery, resilience and wellness.  Such tenets 

are cornerstones of MHSA. The Plan provides opportunities to recruit, train and re-train public mental 

health staff to meet those mandates.  

 

For the County of Los Angeles, personnel shortages remain a constant concern.  In particular, the need 

for bilingual and bicultural personnel to provide services to the underserved unserved populations is 

critical.  In addition, there is a shortage of personnel with expertise relevant to working with the following 

populations: children/tay, lgbtq, veterans, and older adults.  

 

1 155 staff trained through the 
Recover Oriented Practice (formerly 
known as Public Mental Health 
Workforce Immersion)  
During FY 2012-13, 155 individual staff members of 
the public mental health workforce attended the 
Public Mental Health Workforce Immersion into 
MHSA 

6 512 individuals attended the 
Community College Collaborative 
Symposiums 
The symposiums were held on three campuses 
across the County. 

2 Licensure Examination Preparation  
Previous Annual Update data reflected approved 
participants from multiple fiscal years.  In order to 
accurately reflect the participant data, it is not being 
reported by Fiscal Year. During FY 11-12, 89 
participants were approved, while 192 were for FY 
12-13. 

7 678 faculty and students attended 
MHSA presentations or MHSA 
mini-immersion 
 
 
  

3 42 individuals completed the Health 
Navigator Skill Development 
Program 
21 have received certification and 18 are working 
towards the necessary hours for full certification.  
Three participants are no longer working/volunteering 
in the public mental health system 

8 145 participants completed the 
Intensive Mental Health Recovery 
Specialist Training Program 

4 36 individuals completed Advance 
Peer Support Training  
These individuals are currently employed in the 
mental health system in a peer advocate capacity. 

9 138 supervisors completed the 
Recovery Oriented Supervision 
Training 

5 27 mental health consumers 
completed the Core Peer Advocate 
Training 
These consumers are interested in becoming part of 
the public mental health workforce as mental health 
peer advocates. 

10 124 staff members participated in 
the Interpreter Training 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 to the LACDMH.  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 2007-2008, 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 incorporate these concepts 

into practice in their practice.  The delivered curriculum also addresses the integration of mental health, 

physical health and co-occurring disorders. 

 

During FY 2012/2013, 155 individual staff members of the public mental health workforce attended this 

training. 

 

Public Mental Health Workforce Immersion into MHSA – No change is expected during FY 2013/2014.    

Licensure Preparation Program (LPP)  
Implemented during FY 2011/2012, 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 Part II of the respective licensure board examinations.   

 

Licensure Preparation Program (LPP) – The Licensure Preparation Program will continue with no 

significant changes for FY 2013-2014. 

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 2012/2013, 88% of participants represented un or underserved 

populations. 

 

Health Navigator Skill Development Program – This program will continue with no significant changes 

during FY 2013/2014. 
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Public Mental Health Workforce Immersion into MHSA  

During FY 2012/2013, 155 individual staff members of the public mental health workforce attended 

this training. 

Licensure Preparation Program (LPP)  
Licensure outcomes for this program are pending due to participants scheduling of their 

examinations and subsequent notification of testing results. Thus far, 50% of participants who 

received assistance from the first two fiscal years have passed the respective licensure test.  The 

number of participants for each specific exam is as follows: 

Examination FY 11-12 FY 12-13 Total 

MSW - Part I 27 36 38 

MSW - Part II 0 61 32 

MFT - Part I 40 31 16 

MFT - Part II 13 37 19 

Psychologist - Part I 0 23 9 

Psychologist - Part II 9 4 9 

TOTAL 89 192 281 

 

Health Navigator Skill Development Program  
Forty-two individuals have completed the training and21 have received certification.  Of those 18 

are working towards the necessary hours for full certification.  Three are no longer 

working/volunteering in the public mental health system. 

 

5 - Recovery Oriented Supervision Trainings  
The goal of the Recovery Oriented Supervision Training and Consultation Program (ROSTCP) is to 

increase the capacity of the public mental health system to deliver best practice recovery-oriented mental 

health services.  The ROSTCP is designed for individuals interested in becoming a supervisor, front line 

supervisor or managers. They will assume important leadership roles to teach, support, and elevate the 

recovery and resilience philosophies among direct service staff in the public mental health system.  The 

ROSTCP will train supervisors and managers across all age groups and includes public mental health 

programs.   Two-hundred and forty individuals are trained annually. 

 
During FY 2012/2013, 138 participants completed the program.  Fifty-nine percent of the participants 

represented individuals from un- or under- served populations and 42% spoke one of the thirteen 

threshold languages of the County of Los Angeles.   

 
The ROSTCP program will not undergo any significant changes during FY 2013-2014. 
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6 - Interpreter Training Program 
The Interpreter Training Program (ITP) offers trainings for bilingual staff that currently performs or is 

interested in performing interpreter services to 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.  This training opportunity consists of the following:  3-Day 

Introduction to Interpreting Training; Advanced Interpreting Training; and monolingual English speaking 

Provider focused training entitled “How to Use Interpreters in a Mental Health Setting”.   

FY 2012/2013 Outcomes: 

Training Title Total 
3-Day Training (Intro) 74 

Advanced Training - Part I 15 

Advanced Training - Part II 12 

Provider Training 23 

Total 124 

7 - Training for Community Partners 

Community College Collaboration  
This training engages the college student, faculty and the community at large at their respective 

community colleges.  Collaborative events provide information regarding recovery oriented 

mental health services in the community and ways to access them. 

 

During FY 2012/2013, participants attended three collaborative symposiums were held at 

community college campuses across the County: 

 

Campus (Service Area) Total Participants 
West Los Angeles College (SA 5) 119 

Los Angeles Trade Technical College (SA 4) 286 

Citrus College (SA 3) 107 

Total 512 
 

Faith Based Roundtable Pilot Project  

This project is designed for clergy and mental health staff to come together to address the mental 

health issues of the individuals and communities they mutually serve.  It provides an opportunity 

for faith-based clergy to understand recovery focused mental health services and mental health 

personnel to understand and integrate spirituality in the recovery process.  During FY 2012/2013, 

this program expanded to Service Areas 2 and 4.  The participant breakdown for these 2 SAs 

was: 

 

Round Table Composition SA 2 SA 4 
DMH Staff 4 6 

Clergy 5 6 

Total 9 12 
 

 There will be no significant change to the program model in FY 2013-14. 
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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.   

 
Two contractors delivered this training to 145 individuals interested in employment in the public mental 

health system.  As of October 2013, 69 participants (47.5%) have secured employment. 

 

No changes are anticipated during FY 2013/2014.  

 

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 2012/2013, certificated training included core peer advocate 

training, advanced peer advocate training, and Train-The-Trainer.  This training was designed to train no 

less than 60 individuals.   The targeted population for each training component was: 

 Core Peer Advocate Training: For mental health consumers interested in becoming part of the 

public mental health workforce as mental health peer advocates. 

 Advanced and Train-The-Trainer training: For individuals who are currently employed in the 

mental health system in a peer advocate capacity. 

 
Program Total Graduates 
Basic Peer Advocate 27 

Advanced Peer Advocate 36 

Train-the-Trainer 9 

TOTAL 73 
 

10 - Expanded Employment and Professional Advancement Opportunities for 

Parent Advocates, Child Advocates and Caregivers in the Public Mental Health 

System 
This training program is designed to provide knowledge and technical skills to Parent Advocates/Parent 

Partners who are committed to: the work of family support for mental health; supporting the employment 

of parents and caregivers of children and youth consumers in our public mental health system; and/or 

promoting resilience and sustained wellness through an emphasis on increasing the availability of a 

workforce oriented to self-help, personal wellness and resilience techniques that are grounded in parent 

advocate/parent partner empowerment. 

 

This program is anticipated to begin major implementation during the latter part of FY 2013/2014. 
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11 - Expanded Employment and Professional Advancement Opportunities for 

Family Members in the Public Mental Health System 
The proposed trainings would prepare family members of consumers to develop or augment skills related 

to community outreach, advocacy and leadership and decrease barriers to employment. These trainings 

would include such topics as public speaking, navigating systems, and resource supports for consumers 

and families. Priority will be given to those family members coming from targeted communities particularly 

those culturally and linguistically underserved in the County of Los Angeles (i.e., Spanish speaking, Asian 

Pacific Islanders, etc.).  

 

This program is now funded with MHSA WET dollar effective FY 2013/2014 

. 

12 - Mental Health Career Advisors 
This program is designed to fund career advisor services in the effort to meet the workforce needs of the 

public mental health system, Services will include: the provision of ongoing career advice, coordination of 

financial assistance, job training, mentoring and tutoring and information sharing and advocacy.  The 

Mental Health Career Advisors will essentially function as a one-stop shop for upward career mobility. 

 

A pilot program is intended to be implemented during FY 2013-14. 

 

13- High School through University Mental Health Pathway 
The County of Los Angeles will promote mental health careers to high school, community college and 

university students, particularly in communities or areas of the County where ethnically diverse 

populations reside. 

 

A pilot program is intended to be implemented during FY 2013-14. 

 

14 - Market Research and Advertising Strategies for Recruitment of 

Professionals in the Public Mental Health System  
Market research and advertising strategies can assist in defining ways of attracting and targeting new 

professionals into the public mental health field. The goal is to establish collaboration with an academic 

institution, research institute or think tank to conduct market research and then formulate advertising 

strategies based on that research. Studies would include designing research to target more bilingual staff, 

as well as staff to serve ethnic minority communities, addressing cultural variances and access factors. 

Indirectly, these efforts may also support the retention of current staff or encourage their further 

professional development. 

 

To date, no formal market research has been completed to address these issues. 

 

15 - Partnership with Educational Institutions to Increase the Number of 

Professionals in the Public Mental Health System (Immersion of Faculty-MFT, 

MSW, etc) 
College Faculty Immersion Training Program – Immersion training services update college and graduate 

school faculty on the current best practices and requirements for the human services workforce.  This 
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program delivers in class presentation to students: on the core tenets of MHSA; consultative services with 

faculty on recovery oriented curriculum enhancement; and MHSA mini immersion training opportunities 

where students and faculty learn first about the benefits of MHSA and the recovery process. 

 

During FY 2012/2013, a total of 678 faculty and students received curriculum consultation, attended the 

MHSA presentations or MHSA mini-immersion. 

 

No changes are expected during FY 2013/2014.   

  

16 - Recovery Oriented Internship Development (Recovery Oriented and 

Integrated Care Internship Training Program)  
A component of this program includes establishing training that targets supervising field instructors 

employed in the public mental health system (PMHS) and their student interns.  The purpose of this 

program is to 1) promote recovery oriented and integrated care principles and 2) establish standards for 

student training critical for the preparation of the future PMHS workforce.  Field instructors will have an 

opportunity to increase their exposure, knowledge and expertise in recovery oriented and integrated care 

principles; as well as augment student interns’ classroom instruction through training and supervised 

direct service experience. 

 

Implementation is projected to begin during FY 2013/2014. 

 

19 - Public Mental Health Workforce Financial Incentive Program 
The Public Mental Health Workforce Financial Incentive Program represents a consolidation of WET 

Plans #19 (Tuition Reimbursement Program) and #22 (Loan Forgiveness Program).  This program is 

intended to deliver educational/financial incentives to individuals employed in the public mental health 

workforce, as well as serve as a potential recruitment tool.  

 

Tuition Reimbursement Program 
This tuition reimbursement program will provide tuition expenses for those individuals interested 

in enhancing skills relevant to mental health workforce needs. It will include peer advocates, 

consumers, family members, parent advocates and professionals employed in directly operated 

and contracted agencies. Tuition reimbursement students will be expected to make a 

commitment to continue working in the public mental health system.  Additionally, those 

candidates who are bilingual/bicultural and/or willing to commit to working with unserved and 

underserved communities in the County will be given priority. 

 

 Loan Forgiveness Program 
Striving to meet MHSA expectations of a linguistically and culturally competent workforce, Los 

Angeles County will explore loan forgiveness programs as a supplement to the loan forgiveness 

programs developed by the State. 

 

This program is expected to be implemented during FY 2013/2014. 
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21 - Stipend Program for Psychologists, MSWs, MFTs, Psychiatric Nurse 

Practitioners, and Psychiatric Technicians 
LACDMH provides 2

nd
 year students with education stipends in the amount of $18,500 in exchange for a 

contractual obligation to secure employment in a hard-to-fill area of the county for a minimum of 1 year.  

This program targets students who are linguistically and/or culturally able to service the traditionally 

unserved and underserved populations of the County. 

 
During FY 2012/2013 this program was available to 20 MFT, 20 MSW, and two Nurse Practitioners 

students were funded.   In addition to these stipends, PEI allocations funded an additional 2 Nurse 

Practitioner, 32 MSW, and 32 MFT stipends.  However, no Nurse Practitioner stipends were awarded. 

 

In addition to the stipends, 6 post-doctoral fellows were likewise funded. No significant change is 

expected for this program. 
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WET Regional Partnership 

Translational Research Program Projects  
 
Project Summary:  The Department of Mental Health (DMH)-UCLA Translational Research Program 
Projects is designed to improve access to and effectiveness of client-centered, culturally competent 
mental health services in Los Angeles County through investigation of the clinical, socio-cultural, and 
operational factors that shape policies and practices in public mental health.  Through projects involving 
the application of rigorous, state-of-the-art research methodologies for examination of key Departmental 
service designs; this Program is designed to generate results that can be feasibly and effectively 
implemented to improve the quality of public mental health care in Los Angeles County.  The program 
builds upon two decades of strong collaboration between DMH and UCLA to produce clinically relevant 
research projects that improve care in the Los Angeles County public mental health system.  

 

Low Income Health Plan Implementation (LIHP) Evaluation  

Research Question:  What factors facilitate or inhibit the integration of 

primary and mental health care in the community? 
 

Immediate Objective:  Evaluation of the implementation of the LIHP 

mental health component for adults served by HWLA. 
 

 Peer Health Navigator Implementation 

Research Questions:  (a) What implementation strategies promote the 

most efficient and effective introduction of peer health navigators in 
public mental health systems?  And (b) what are the impacts of a peer 
health navigator on client wellness in public mental health? 
 

Immediate Objective:  Completion of training and intervention manuals 

and operational protocols for a workable peer health navigator 
intervention that can be widely generalized to the DMH system of care. 
 

Qualitative Analysis of MHSA Transformation in DMH Clinics  

Research Questions: (a) What have been the impacts of  

Mental Health Services Act (MHSA)-generated transformational change 
on DMH clients and providers? (b) What positive steps might be taken to 
guide the process of transformational change in the future? 
 

Immediate Objective:  An evidence-based analysis of the impact of 

transformation on DMH clients and providers through the development of 
a coding and analytic procedure for efficient and replicable qualitative 
data mining. 

Status Report: 

 
Low Income Health Plan (LIHP) Implementation Evaluat ion:  All participants have been 

enrolled, and their interviews transcribed and coded.  The results of the second data analysis were 
presented to DMH.  Progress Report 4 was completed. 

 
Peer Health Navigator Implementation:   Two interviews were completed with health 

navigators, and one with a supervisor.  A summary of all cost and operational data was collected.  The 
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preliminary assessment report of the study set-up for the PCORI-sponsored trial of the Bridge project was 
completed.    
 

Qualitative Analysis of MHSA Transformation in DMH Clinics:   Coding and analysis of 

interviews continues per the established and approved coding scheme. 
 

Funding:   FY 2011-12 (prorated for four months): $66,666 

FY 2012-13: $200,000 
FY 2013-2014: $200,000        

 

Older Adult Research Project (MORS-OAV)  
 

Project Summary:  The Milestones of Recovery Scale (MORS) is a data tool developed by Mental 

Health America – Los Angeles (MHA-LA) which was first used with adult clients to capture aspects of 
recovery and level of care from an agency perspective, based on key indicators of risk.  It is an eight-point 
scale, and is used to generate a monthly client progress report.  It has been shown to have good inter-
rater and test-retest reliability, as well as construct validity when compared to the LOCUS in a sample of 
homeless mentally ill, however the psychometric properties of the Older Adult Version (MORS-OAV) are 
unknown.  The Older Adult Research Project is designed to gather evidence establishing the 
psychometric properties of the MORS-OAV, using clients at three agencies within Los Angeles County 
which provide services to the homeless mentally ill and have substantial numbers of clients over age 60.  
The total sample size for the project will be approximately 450 clients (150 from each agency).    
  

Status Report:  The Older Adult Research Project (Inter-rater Reliability of a Mental Health Recovery 
Assessment for Older Adults) was approved by the Department’s HSRC.  MHA-LA conducted the 
research project with three participating Mental Health Services Act (MHSA)-funded older adult agencies 
(Heritage Clinics Center for Aging Resources, Pacific Clinics, and Special Services for Groups).  
California State University Long Beach (CSULB) completed the analysis and validation process of the 
tool. Working closely with CMHDA-OASOC, and as an active participating county in the statewide 
Milestone of Recovery Scale – Older Adult Version (MORS-OAV) project, Los Angeles County completed 
its MORS-OAV Inter-Rater Reliability Study in May, 2012.  Mental Health America – Los Angeles, author 
of the MORS-OAV tool, presented the findings at the CMHDA-OASOC statewide meeting during the 
September CMHDA Policy Forum held in Sonoma County. As a follow up, Los Angeles County was 
granted permission by MHA-LA to embed the tool for use in its upcoming electronic health record system, 
currently under design and construction.  Training of providers on the use of MORS-OAV is on hold as 
the Department is exploring other options, i.e. the Level of Care Utilization System (LOCUS). 
 
Funding: FY 2011-12: $99,000 

 

Child TEPs (System and Treatment Enhancement Projects) Los Angeles County  
 

Project Summary:  Child STEPs is a series of projects designed to improve community mental health 

care for children and adolescents.  Its long-term goal is to understand the best ways of designing, 

training, and supporting best practices for youth mental health.  Child STEPs is an initiative of the 

Network on Youth Mental Health, whose work is sponsored by grants from the John D. and Catherine T. 

MacArthur Foundation, the Annie E. Casey Foundation, and state and county funding sources. Phase I of 

Child STEPs was a comprehensive review of the evidence for the effectiveness of various mental health 

treatments for children and adolescents.  Phase II was an innovative comparison of their performance in 

community mental health settings.  Phase III, currently underway, is an extension of the findings from 

Phase II.  As one of two components of Phase III, ChildSTEPs Los Angeles County includes a greater 

age range of youth, and treatment components modified to cover symptoms of traumatic stress as well as 
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depression, anxiety, and disruptive behavior. Child STEPs Los Angeles County compares MATCH 

treatment with routine standards of care. 

 

Status Report: Three organizations were selected for participation in this project: Hathaway Sycamores, 

Pacific Clinics, and Hillsides.  Over 70 therapists were subsequently enrolled in the project, of which 39 

were randomly assigned to the MATCH training condition. Those therapists attended a five day clinical 

training in August 2010, followed by administrative meetings on enrollment logistics in the month of 

September. In October of 2010, enrollment of families began. A second MATCH training was held in 

August 2011 to add four more therapists to the project. A third training was held in July 2012, adding an 

additional four therapists to the MATCH condition and four therapists to the UC condition.  

The overall number of families screened was similar to that of the number screened during the same 

quarter of the previous year. Hathaway Sycamores showed a particular increase in identifying possible 

participants. Hillsides and Pacific Clinics added new therapists to the study in July as their main strategy 

to increase participation.  That quarter 11 of the 12 families screened qualified, which was the best 

performance by agencies over the course of the project.   

Most of the sessions in the MATCH condition (more than 70%) involved CBT and parenting techniques. 

The most common procedures used from the MATCH program were Problem Solving training for 

depression, followed by “Practicing” (exposure for anxiety concerns). In 204 MATCH sessions (28% of the 

total delivered), material from outside the MATCH program was covered, which mainly involved 

stabilization of the family or addressing crisis. This level of “other” activity was higher than estimates from 

the previous study using MATCH, in which 19% of sessions were spent on “other” activities, for similar 

reasons; these differences appear to be due to the greater level of functional impairment encountered in 

this study and suggest that stabilization procedures might be an important target of future study, because 

they are so common.  The most common participant in MATCH sessions was the child, but more than half 

of MATCH sessions did not include a child (52% were with a caregiver or significant adult in the child’s 

ecology). This was to be expected, as the MATCH procedures for disruptive behavior were mostly 

caregiver-based, and disruptive behavior was the most common concern among participating families. 

Rate of change was calculated by examining all responses on a weekly phone interview using the Brief 

Problem Checklist. Improving cases were those whose scores trended downward over time. Across all 

indicators, a greater percentage of MATCH cases improved. Results were more pronounced for 

internalizing problems, for which UC cases were less likely to respond well overall.  Caregivers asked 

about their satisfaction with MATCH after treatment was completed scored slightly higher than caregivers 

whose children received services as usual.  Overall, usual care cases took slightly longer on average; this 

was obscured somewhat by the fact that MATCH cases were less likely to drop out early in treatment. 

The average number of sessions was about 22 for MATCH and about 28 for usual care. Combined with 

the data on treatment length, this means MATCH cases were meeting fairly regularly (a session every 8 

days), as were usual care cases (a session every 9 days).  Enrollment of new families closed on 

December 31, 2012, and fiscal support of this project ended with the 2012-13 FY. 

Funding:   FY 2011-2012: $216,000 
FY 2012-2013: $177,000 

 

 
 
 



87 | P a g e  
 

CMHDA – CA Social Work Education Center (CalSWEC) Aging Initiative (AI) 
project 
  

Project Summary:  The CalSWEC AI project addresses one of the components of the Mental Health 
Services Act (MHSA), namely the development of a competent, diverse workforce to meet the needs of 
an increasingly diverse population of aging Californians and their families.  This project assists County 
Directors in their efforts to recruit and train individuals who will serve as leaders of organizations 
developing and providing social work, health, mental health and other services to older adults.  The 
project has four strategic priorities: 1) the creation of a statewide coalition to promote social work 
workforce development in aging; 2) the development of core competencies in geriatric social work; 3) the 
development of workforce development strategies; and 4) the development of capacity building and 
sustainability strategies.      
 

Status Report:  LACDMH has continued to provide support to the AI project through CalSWEC.  
Through partnerships with statewide schools of social work, the AI Committee has continued its mission 
of promoting older adult and workforce development issues through activities such as regional meetings, 
webinars, and work plans to address the needs of the underserved older adult population.  On January 
23, 2014, CalSWEC AI completed the last of 3 webinar series on aging and its relationship to health care 
reform and workforce issues.  Additionally, the 2014 Aging Summit, with a focus on geriatric workforce 
development and curriculum, has been planned and scheduled for February 5, 2014 in Sacramento.  
Note, the CMHDA agreement with DMH for the CalSWEC project ends this fiscal year. 

 

Funding:  FY 2011-12: $20,000; FY 2012-13: $20,000; FY 2013-14: $21,600. 

 

Olive View Psychiatric Residency program  

 

Project Summary:  As part of the effort to enhance prevention and early intervention and, secondarily, 
to decrease non-emergent visits in the psychiatric emergency room at Olive View Community Mental 
Health Urgent Care Center, the Department leveraged psychiatric services through the partial funding of 
six psychiatry residents at the Center, thereby expanding available mental health services.  This 
increased capacity will facilitate an optimal environment to teach psychiatric residents the various clinical 
modalities used to treat such clients, namely short-term, crisis-oriented psychopharmacology and 
psychotherapy.   

 

Status Report: Residents have been successfully integrated into the workforce at San Fernando Mental 
Health Clinic (MHC) and Olive View Urgent Care Clinic (UCC).  Residents at San Fernando MHC provide 
psychotherapy services to child and adolescent clients; those at Olive View provide urgent psychiatric 
care.  Residents at both locations have increased clinical access for clients, while the addition of the 
residency program has increased the number of DMH training sites and opportunities for workforce 
development.  The integration of the residents into service delivery has additionally enhanced system-
wide collaboration between the Department of Health Services (DHS) and DMH. 

 

Funding:  No Regional Partnership funds were allocated for FY 2011-2012.  FY 2012-13: $500,049; FY 

2013-14: $500,049, 2014-15: $500,049. 
 

Geropsych Fellowship Services  
 
Project Summary:  UCLA Psychiatry fellows will be supervised concomitant with the provision of 
services as members of Older Adults System of Care (OASOC) multidisciplinary teams. 
 
Status Report:  The UCLA Geriatric Psychiatry Fellowship DMH rotation began in July 2011 consisting 
of two fellows each year for two days a week for 6 month each. They receive formal and informal trainings 
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in geriatric psychiatry the DMH community mental health program called GENESIS. They are integrated 
into a team approach requiring home visits in a designated geographic area. They have been exposed to 
the Los Angeles County Elder Abuse Forensic Center and all were enthusiastic about that exposure. 
They receive training in Field Safety, which they find beneficial. It would be helpful to broaden the 
constraints of the geographic area but we are working “special cases” out on a case by case basis. We 
are also discussing ways that perhaps the fellows could participate in the completion of Capacity 
Declaration forms when needed. The do assessments as well as ongoing therapy and treatment. They 
both attend and participate in OACT trainings (OACT-HQ, OACT-MD and OACT-MD Seminar with case 
presentation), formal CME-approved and informal trainings. They attend other OA training provided by 
DMH on their assigned days.  
 
The fellows have each integrated into the GENESIS program extraordinarily well and the praise by our 

staff and the fellows have often reflected this. One previous fellow has started an OA community mental 

health program in Texas a la GENESIS and another is working to create a home-based palliative care 

program she describes as modeling the GENESIS program The fellowship rotation was presented at last 

year’s AAGP as a positive training model by the fellow, Dr. Espinoza, and program lead Dr. Sarah 

Gelberd, the Medical Director of DMH OA Services.  Fellows receive supervision from Dr. Gelberd and 

the UCLA Geropsych training program director of the Geropsych fellowship. Dr. Gelberd provides a 

formal review at the end of each rotation and has participated in the UCLA annual retreat of the fellowship 

program, as well as meeting with Dr. Espinoza annually, plus contact as needed. Dr. Espinoza has 

recently stated in an email January 2014, “I do hope a funding source is identified as the program has 

been a resounding success for us and, I think, for you.” 

Funding: FYs 09-10 through current: $122, 375 annually. 
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Technological Needs 
Projects 

Contract Provider Technology Project (CPTP) 

Project Status:   On Schedule 

Budget Status:   Within Approved Budget 

Project Start Date: 3/19/2008 

Project End Date:   6/30/2018 

 

Project Objectives : 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. 

 

Integrated Behavioral Health Information System (IBHIS) 

Project Status:   On Schedule 

Budget Status:   Within Approved Budget 

Project Start Date: 4/1/2009 

Project End Date:  3/1/2015 

 

Project Objectives:  To acquire commercial-off-the-shelf (COTS) and proven software with the 

necessary clinical functionality to support the delivery of quality mental health services consistent with the 

Mental Health Services Act and integrated with administrative and financial functionality. 

 

Personal Health Record Awareness & Education 

Project Status: Not Started 

Budget Status: N/A 

Project Start Date: To be determined 

Project End Date:   To be determined 

 

Project Objectives:  Through the stakeholder process, LAC-DMH received considerable feedback 

suggesting that many mental health consumers have limited awareness of Personal Health Record (PHR) 

and how a PHR may be used as a recovery and wellness tool.  The written and online PHR awareness 

and education materials developed through this project will be used to increase consumer/family 

understanding and awareness.  In addition, Mental Health Services Providers are part of the targeted 

audience to promote a collaborative therapeutic relationship. 
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Consumer/Family access to Computer Resources 

Project Status:   On Schedule 

Budget Status:   Within Approved Budget 

Project Start Date:  1/19/2010 

Project End Date:  06/30/2018 

 

Project Objectives:  

 Promote consumer/family growth and autonomy by increasing access to computer 
resources, relevant health information and trainings. 

 Provide basic computer skills training to consumers allowing them to effectively utilize the 
computer resources made available to them. 

 Provide appropriate access to technical assistance resources when needed. 
 

Data Warehouse Re-Design 

Project Status:   On Schedule 

Budget Status:   N/A 

Project Start Date:   July 2013 

Project End Date:   To be determined 

 

Project Objectives:  Redesign the current data warehouse to support the data requirements of the 

Department of Mental Health’s new Integrated Behavioral Health Information System (IBHIS) as well as 

new data collected from MHSA programs such as Prevention & Early Intervention (PEI), Workforce 

Education and Training and Innovation.  The re-designed data warehouse will include the full scope of 

MHSA program and service data including clinical, administrative, and financial and outcomes data. 

 

Telepsychiatry Implementation 

Project Status:    On Schedule 

Budget Status:   Within Approved Budget 

Project Start Date: 7/1/2010 

Project End Date:  6/30/2018 

 

Project Objectives:  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. 
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Capital Facilities  

Downtown Mental Health Center 
 

Project Description: Purchasing 25,000 sq. ft. building for $3.5 Million and refurbish and retro fit 

entire building. Construction to start June 2014. 

Supervisorial District :  2 

Cost: $ 14,000,000  

 

Arcadia Mental Health Center 
 

Project Description: Building a new 12,000 sq. ft. clinic in existing parking lot of old clinic, then tear 

down old clinic to make way for parking lot.  In the process of finalizing the Design/Build Firm.  On 

schedule now to break ground in Sept 2014. 

Supervisorial District:   5 

Cost: $ 12,000,000  

 

Rio Hondo Mental Health Center 
 

Project Description: Purchase current site with adjacent lot for parking. 

Supervisorial District:   4 

Cost: $ 4,500,000  

 

Huntington Park Wellness Center and Service Area 7 Administration 
 

Project Description: Look to purchase space 

Supervisorial District:   1 

Cost: $ 3,000,000  

 

Northeast Mental Health Center 
 

Project Description: Look to purchase space 

Supervisorial District:   1 

Cost: $ 4,500,000  
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Fiscal Year 2014-15 MHSA Services by 
Component 

Community Services and Supports Plan 

Stakeholder Recommended Changes from Previously Approved Plan 
The Department’s Executive Management Team identified a trend of under-spending within the CSS Plan 

and asked the SLT for an age group allocation methodology for $30 million in each of the next 3 Fiscal 

Years.   After reserving $10 million for Board of Supervisor expansion program priorities, the SLT 

approved the following age group percent distribution of net CSS dollars: 

  Child: 13% TAY: 13% Adult: 61% Older Adult: 13% 

This would result in an additional $2.6 million allocation for child, TAY and Older Adults and $12.2 million 

for adults for each of the Fiscal Years 2014-15, 2015-16, 2016-17. 

After reviewing 51 proposals, the SLT recommended to the Department and to the Mental Health 

Commission the following program expansions and new programs.  A list of all proposals is in the 

Appendix. 

Board Priorities with Stakeholder support from SLT 

1. Implementation of Laura’s Law/Assisted Outpatient Treatment via the expansion of adult FSP 

services, Service Area Navigation Teams and Alternative Crisis Services: 

 

MHSA Component and Work Plan:  Adult, Assisted Outpatient Treatment Program is an expansion of the 

following Adult CSS programs: 

 Service Area Navigation Teams – 500 evaluations per year 

 Full Service Partnership – Adult, 300 additional slots 

 Alternative Crisis Services – capacity to serve 60 additional clients 

What is being expanded?  Assembly Bill 1421 established the Assisted Outpatient Treatment (AOT) 

Demonstration Project Act of 2002, known as Laura’s Law. Laura’s Law addresses the needs of mentally 

ill adults by providing a process to allow court-ordered outpatient treatment. The legislation established an 

option for counties to provide a way for courts, probation, and the mental health systems to address the 

needs of individuals who are unable to benefit from mental health treatment programs in the community 

without supervision. The unique programmatic component of Laura’s Law is the AOT Team. These teams 

screen requests, conduct extensive outreach and engagement, develop petitions and manage the court 

processes to connect AOT enrollees with service providers primarily those who are Full Service 

Partnership Providers (FSP). Extensive outreach and engagement must be completed by this team in 

order to adequately assess for the law’s detailed criteria. Successful implementation is predicated 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 
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require higher levels of care, which may include on-site mental health and supportive services to 

transition to stable community placement and prepare for more independent community living. The 

Enriched Residential Services program will provide such services at selected Adult Residential Facilities. 

Estimated MHSA Budget:  Service Area Navigation, MHSA $726,658 

FSP, MHSA $ 1,919,880 

IMD Step-Down, MHSA $ 1,226,400 

 

Estimated Medi-Cal Budget:  Service Area Navigation, MHSA $1,089,988 

FSP, MHSA $2,879,820 

IMD Step-Down, MHSA $1,839,600 

 

2. IMD Step Down Programs: This program expansion will help decompress LA County hospital 

psychiatric emergency services 
 

MHSA Component and Work Plan:  Adult, Alternative Crisis Services - Institutions for Mental Disease 

(IMD)  

 

What is being expanded?  The IMD Step-Down program will be expanded to increase by 22 additional 

beds. IMD Step-Down Facilities are designed to provide supportive on-site mental health services at 

selected Adult Residential Facilities, and, in some instances, assisted living, congregate housing, or other 

independent living situations. The program accommodates persons being discharged from acute 

psychiatric inpatient units or intensive residential facilities, or those who are at risk of being placed in 

these higher levels of care who are appropriate for this service. The program targets those individuals in 

higher levels of care who require on-site mental health and supportive services to transition to stable 

community placement and prepare for more independent living. 

Estimated MHSA Budget:  $1.2 Million 

 

3. Service component of SB82 California Health Facilities Financing Authority (CHFFA) Grant 
 

MHSA Component and Work Plan:  Adult, Alternative Crisis Services - Urgent Care Centers and Crisis 

Residential Programs.  Investment in Mental Health Wellness Act of 2013 (SB82) California Health 

Facilities Financing Authority (CHFFA) Grant. 

What is being expanded?  Alternate Crisis Services provide 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.   

 Urgent Care Centers (UCC) provide intensive crisis services to individuals who otherwise would 

be brought to emergency rooms.  

 Crisis Residential Programs stabilize symptoms through medication intervention and develop 

social rehabilitation skills to facilitate community reintegration.  

DMH has requested funds from the SB82 CHFFA grant to develop four UCCs to be located on the 

campus of Harbor-UCLA Medical Center, South-East Los Angeles, the Antelope Valley and the San 

Gabriel area to serve 72 individuals at any given time and 35 new Crisis Residential Programs to increase 

capacity by 560 beds countywide. 
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The new UCCs are intended to decompress the County Hospital emergency rooms and acute inpatient 

services. Two of the four new UCCs are intended to serve as points of entry for the proposed Pre-

Booking Diversion Pilot Programs and the Assisted Outpatient Treatment Programs for the AV and LB 

Police Departments. The new Crisis Residential Programs will increase capacity countywide. 

Estimated MHSA Budget:  $3 Million 

Estimated Medi-Cal Budget: Medicaid Expansion  $1,020,000 

    Medi-cal (Gross)    $990,000   

    Total   $2,010,000 

 

Child 

Existing Programs 

Child Full Service Partnership (C-01) 
No changes to existing plan. 
 
Family Support Services (C-02)   
No changes to existing plan. 

Child Field Capable Clinical Services (C-05)  
Expanded to serve an additional 330 clients per FY ($1.13 mil for each of FY’s 14/15, 15/16, 16/17). 

 
Housing Trust Fund (listed under Adult in the CSS Plan but multi-age group): Continue funding at 

$250,000 for FY’s 15/16 and 16/17 

MHSA Housing Program: $200,000 for FY’s 15/16 and 16/17 to build permanent housing. 

New Programs 

1. Family Wellness/Resource Centers 

Program Description: Family Wellness/Resource Centers (FWRC) are designed to act as a welcoming 

and family-friendly center within the community where families with children in need of mental health 

services can go to obtain information and resources to navigate the mental health, physical health and 

educational systems and participate in self-help meetings and workshops.  FWRCs include a resource 

library and computer stations for families within the community and offers peer counseling, parent support 

groups and educational classes. FWRCs are located within established community organizations (e.g. 

Integrated School Health Centers, parks and recreational centers, children’s mental health clinics, health 

clinics, etc.) and work in partnership with other community non-profit and government agencies. Parent 

Partners/Parent Advocates are integral to FWRCs. 

Target Population: FWRC offers resources and self-help groups/workshops to families with children in 

need of mental health services. 

Program Goals:  

a) To provide resources, training and support to families within the community caring for children 

with mental health problems   
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b) To provide family-focused information, which empower families to make informed choices and 

decisions  

c) To enhance collaboration between parents/caregivers and community partners (e.g. mental 

health agencies/clinics, schools, health clinics, etc.) 

Intended Program Outcomes: 

a) Increase timely access to services 

b) Increase community awareness of mental health services 

Estimated Budget by FY:  MHSA:  $750,000 for FY 2015/16 and 16/17          

 Medi-Cal: $0 

2. Family Crisis Services: Respite Care Program 

Program Description: Respite Care Services are positive, supportive services intended to help relieve 

families from the stress and family strain that result from providing constant care for a child with Severe 

Emotional Disturbance (SED), while at the same time addressing minor behavior issues, implementing 

existing behavioral support plans, and assisting with daily living needs.  Approximately 166 clients will be 

served each FY. 

Target Population: Respite Care will be available to parents/caregivers that are providing in-home care 

for a child or youth, aged 0-15, with SED and receiving mental health services (e.g. FCCS or FSP) and 

meet the following conditions: 

a) Parents/caregivers are under significant stress as a result of the responsibility of providing 

constant care to the client enrolled in Child FSP. 

b) Continued caretaking without respite care may result in out-of-home placement; and 

c) All other available formal and informal sources of support have been exhausted. 

Program Goals: Respite care is intended to provide short-term relief to caregivers that provide in-home 

care for a SED child to prevent out-of-home placements and preserve the family.   

Intended Program Outcomes: Anticipated outcomes of the Family Crisis Services/Respite Care Program 

include: 

a) Increase family stability and well-being  

b) Reduce incidence of out-of-home placement 

Estimated Budget by FY:  MHSA:  $500,000 for FY 2015/16 and 16/17          

 Medi-Cal: $0 

3. Self-help Support Groups for Children  

Program Description: This funding will be used to establish self-help support groups for four evidence-

based self-help programs: 1) Rainbows for children (4-15) who have experienced trauma, death, divorce, 

violence, removal from home and other losses; 2) La Leche League for at risk children 0-5 to establish 

healthy parental attachment; 3) Alateen for children (13-15) who have parents with mental health, 

substance abuse or other dysfunction in their families; 4) Because I Love You for parents of Children(10-

15) with ADD, mental health and other behavioral issues. 
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Target Population: Children and parents needing support for the issues described above. 

Program Goals: Improved outcomes for 0-5 at risk children; Having children realize that they are not to 

blame and are not alone in facing issues in their lives; Teens who cannot be distinguished from teens 

coming from functional families when compared in their 20’s; Parents engaged with the mental health 

system and better coordination of services, as well as better outcomes for children with mental health and 

other behavioral issues. 

Intended Program Outcomes:  Eighty percent of ages 0-5 at-risk children will have excellent attachment; 

80 percent of participants in Rainbows will improve communication in their families and peer 

relationships.  After a year Rainbow participants will improve school attendance and academic 

performance; 60 percent of Alateen attenders will experience less negative moods and significantly more 

positive moods and higher self-esteem; 70 percent of Because I Love You participants will express more 

competence in being parents of children with mental health issues. 

Estimated Budget (MHSA only):   FY 15/16, $75,000 

     FY 16/17, $75,000 

 

4. Community Mental Health Promoters/Community Health Workers  

Program Description: This proposal seeks to add Community Mental Health Promoters (Promoters) 

/Community Health Workers (CHWs) as a directly operated, cross-cutting program across age groups, 

within each Service Area.  Community Mental Health Promoters/Community Health Workers are trained 

and stipend community members who are trusted members of and/or have an unusually close 

understanding of the community served. Community Mental Health Promoters/Community Health 

Workers generally share the ethnicity, language, socioeconomic status, and life experiences of the 

community members they serve. These social attributes and trusting relationships enable CHWs to serve 

as educators, stigma busters, and as a liaison, link, or intermediary between health, mental health and 

social services and the community to facilitate access to and enrollment in services and improve the 

quality and cultural competence of services. Promoters/CHWs build individual and community capacity by 

increasing mental health knowledge and self-sufficiency through a range of activities such as outreach, 

community education, informal counseling, social support, and advocacy among communities such as 

Hispanic/Latino and Asian Pacific Islander communities. 

Target Population: Minority ethnic and cultural underserved individuals and families who traditionally do 

not seek mental health services or do not understand the symptoms of mental health as a result of 

cultural beliefs and/or the stigma associated with seeking mental health services. A special emphasis is 

on linguistic capacity to serve linguistically isolated populations.   

Program Goals:  

General: Promoters/CHWs can enhance a community’s understanding of mental health symptoms, 

syndromes, and available treatments. They can assist with provider-client communication; preventive 

care; follow-up, and referral; and navigation of the mental health/health and educational systems for all 

age groups. Promoters/CHWs build individual and community capacity by increasing mental health 

knowledge and self-sufficiency through a range of activities such as outreach, community education, 

informal counseling, social support, and advocacy among communities such as Hispanic/Latino 

communities 

Specifics: Roll Out is planned over a 3-year period. 
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a) Year 1  

1. Roll out of Promoters/Health Navigator Teams in each Service Area, following an established and 

tested model, including initial training, coaching and presentations for a small core group of 

participants. 

2. Translate all prepared and available presentations from Spanish to English. 

3. Train in-house trainers with the help of Training Consultant to assure sustainability. 

b) Year 2  

1. Complete roll out and training of all selected Promoters.  Increase participants as needed by SA. 

2. Develop Strategies to adapt program to other languages and cultural groups. 

c) Year 3: Roll out expanded program, including translated and culturally adapted trainings, to other 

cultural and linguistic groups within the SA, according to the needs of the different regions. 

 

Intended Program Outcomes:  

a) Decrease stigma and fear, associated with either being diagnosed with a mental illness or 

seeking mental health services. 

b) Improve timely access to mental health services for underserved populations  

c) Increase community awareness of mental health services, particularly for linguistically and 

culturally underserved groups. 

d) Coordinate services between health/mental health service providers for community members 

seeking their assistance. 

Estimated Budget by FY: FY 14/15:  $250,000 

FY 15/16:  $250,000 

FY 16/17:  $250,000 

  

Transition Age Youth 

Existing Programs 

TAY Full Service Partnership (T-01). 
 Expand the number of slots by18.  For fiscal years 14/15, 15/16 and 16/17 add $141,000. 
 
TAY Drop-In Centers (T-02)  
Three additional centers. FY 14/15, serve additional 400 clients with $250,000.  FY 15/16 and 16/17, 
serve an additional 1,200 clients with $750,000. 
 
TAY Housing Services (T-03)  
No changes to program. 
 
TAY Probation Camp services (T-04) 
No changes to program. 
 
TAY Field Capable Clinical Services (T-05) 
Expand capacity to serve an additional 36 clients at $88,000 for FY’s 14/15, 15/16 and 16/17. 
 
Housing Trust Fund: FY 14/15: $46,950, FY 15/16: $610,000, FY 16/17: $610,000. 

MHSA Housing Program: For fiscal years 14/15, 15/16 and 16/17 add $550,000 
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New Programs 

1. Community Mental Health Promoters/Community Health Workers  

Program Description: This proposal seeks to add Community Mental Health Promoters (Promoters) 

/Community Health Workers (CHWs) as a directly operated, cross-cutting program across age groups, 

within each Service Area.  Mental Health Promoters/Community Health Workers are trained and stipend 

community members who are trusted members of and/or have an unusually close understanding of the 

community served. Community Mental Health Promoters/Community Health Workers generally share the 

ethnicity, language, socioeconomic status, and life experiences of the community members they serve. 

These social attributes and trusting relationships enable CHWs to serve as educators, stigma busters, 

and as a liaison, link, or intermediary between health, mental health and social services and the 

community to facilitate access to and enrollment in services and improve the quality and cultural 

competence of services. Promoters/CHWs build individual and community capacity by increasing mental 

health knowledge and self-sufficiency through a range of activities such as outreach, community 

education, informal counseling, social support, and advocacy among communities such as 

Hispanic/Latino and Asian Pacific Islander communities. 

Target Population: Minority ethnic and cultural underserved individuals and families who traditionally do 

not seek mental health services or do not understand the symptoms of mental health as a result of 

cultural beliefs and/or the stigma associated with seeking mental health services. A special emphasis is 

on linguistic capacity to serve linguistically isolated populations.   

Program Goals:  

General: Promoters/CHWs can enhance a community’s understanding of mental health symptoms, 

syndromes, and available treatments. They can assist with provider-client communication; preventive 

care; follow-up, and referral; and navigation of the mental health/health and educational systems for all 

age groups. Promoters/CHWs build individual and community capacity by increasing mental health 

knowledge and self-sufficiency through a range of activities such as outreach, community education, 

informal counseling, social support, and advocacy among communities such as Hispanic/Latino 

communities 

Specifics: Roll Out is planned over a 3-year period. 

a) Year 1  

1. Roll out of Promoters/Health Navigator Teams in each Service Area, following an 

established and tested model, including initial training, coaching and presentations for a 

small core group of participants. 

2. Translate all prepared and available presentations from Spanish to English. 

3. Train in-house trainers with the help of Training Consultant to assure sustainability. 

b) Year 2  

1. Complete roll out and training of all selected Promoters.  Increase participants as needed 

by SA. 

2. Develop Strategies to adapt program to other languages and cultural groups. 

c) Year 3: Roll out expanded program, including translated and culturally adapted trainings, to other 

cultural and linguistic groups within the SA, according to the needs of the different regions. 

 

Intended Program Outcomes:  

a) Decrease stigma and fear, associated with either being diagnosed with a mental illness or 

seeking mental health services. 

b) Improve timely access to mental health services for underserved populations  
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c) Increase community awareness of mental health services, particularly for linguistically and 

culturally underserved groups. 

d) Coordinate services between health/mental health service providers for community members 

seeking their assistance. 

Estimated Budget by FY: FY 14/15:  $228,000 

FY 15/16:  $228,000 

FY 16/17:  $228,697 

 
2. Self-Help Support Groups for TAY 

Program Description: Using four evidence-based self-help programs:1) Rainbows for TAY (15-18) who 

have experienced trauma, death, divorce, violence, removal from home and other losses; 2) La Leche 
League for pregnant TAY support for attachment parenting and breastfeeding; 3) Alateen for teens who 
have parents with mental health, substance abuse or other dysfunction in their families; 4) Because I 
Love You for parents of TAY (15-30) with ADD, mental health and other behavioral issues. 

Estimated Budget by FY: FY 15/16:  $45,000; FY 16/17:  $45,000 

3. TAY Supportive Employment 

Program Description: Employment is an important aspect of an individual’s recovery. It provides a sense 

of identity and structure Utilizing evidence based supportive employment services (such as the Individual 

Placement and Support model), TAY Supportive Employment will assist TAY, receiving mental health 

services and residing in permanent supportive housing (and other housing situations), to obtain and 

maintain gainful employment to achieve self-sufficiency. TAY Supportive Employment will incorporate 

effective strategies that are driven by the individual’s choice and include principles that integrate with 

mental health treatment. 

The proposed funding will be utilized to train current TAY mental health providers in implementing 

supportive employment services within their existing mental health delivery system. 

Target Population: TAY (18-25 years old) 

Program Goals:  Provide supportive employment services to TAY to increase their self-sufficiency by: 

obtaining and maintaining gainful employment and maintaining stable housing. 

 

Intended Program Outcomes: Seventy-five percent of the TAY enrolled in the program will achieve 

employment success, as defined by maintaining their employment for a period of 6 months.  Ninety 

percent of the TAY enrolled in the program will maintain their housing situation. 

Estimated Budget by FY: FY 14/15:  $125,000 (30 clients to be served) 

FY 15/16:  $500,000 (125 clients to be served)  

FY 16/17:  $500,000 (125 clients to be served) 
  

4. Integration of Co-Occurring Mental Health and Substance Abuse Disorders (COD) Treatment 

Practices Training and Technical Assistance 

Program Description: Both the COD Integration Training Project and the Annual Integrated Care 

Conference provide essential support for the effective implementation of full service partnerships by 
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continuing to develop, expand, and support fully integrated age appropriate Co-Occurring Disorder 

models of integrated treatment to serve Children and their caregivers, Transitional Age Youth (TAY), 

Adult, and Older Adult consumers affected by Co-occurring disorders.  

COD was included in the original CSS plan for children only and ended in 2008.  This will add COD 
training back into the CSS Plan.  

 

Target Population:  Behavioral health service providers. 

 

Program Goals: To build and improve a system of care utilizing age appropriate strategies that 

seamlessly and effectively addresses and integrates the treatment of co-occurring disorders that often 

significantly exacerbate the effects of mental illness.  

Intended Program Outcomes:  

a) Provide didactic training, consultation and education that enhances Knowledge, Skills and 

Ability in the provision of integrated services to clinical staff, physicians, nurse practitioners and 

paraprofessional staff from DMH, contract agencies, and community partners, that provide 

direct Full Service Partnership treatment services to Children, Transitional Age Youth (TAY), 

Adult, Jail Mental Health, AB 109 populations, and  selected community partners in the context 

of the development of Health Neighborhoods. 

b) Provide ongoing consultation in person and via DMH Tele-Mental Health System to trained staff 

to enhance screening, assessment, treatment, care coordination and care management 

practices in the provision of COD services.  

c) Develop programs for on-line seminars, workshops and forums to educate and train on, issues 

faced by these diverse populations. 

d) One and one-half day Annual Conference on Integrated Care for 1,000+ attendees. 

Estimated Budget by FY: FY 15/16:  $36,391    

FY 16/17:  $36,391 

Adult 

Existing Programs 

Adult Full Service Partnership (A-01) 

Slots will be expanded in the following ways: 
a) Twenty-five slots will be added in FY 14/15. 
b) One hundred slots will be added for FY 15/16.  Seventy-five additional slots to be added to 

providers who demonstrated success with their Innovation program, which ends June 30, 2015.  
Psychiatric capacity expanded by four psychiatrists across the directly operated FSP system.   

c) One hundred slots will be added for FY 16/17.  Seventy-five additional slots to be added to 
providers who demonstrated success with their Innovation program, which ends June 30, 2015.  
Psychiatric capacity expanded by four psychiatrists across the directly operated FSP system.   

. 
Assisted Outpatient Program described under Board priorities #1 above. 
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Wellness/Client Run Centers (A-02)  

Services are being expanded in the following ways: 

a) Adjunct services for clients in Wellness Centers who are not in need of intensive services as part 
of this model will include medication management, non-intensive case management, and peer 
support. Staffing for the Wellness adjunct program to minimally include a Psychiatric Nurse and 
Peer Case Manager. Estimated to serve an additional 29,000 clients in FY’s 14/15, 15/16 and 
16/17. 

b) Expand staffing to implement Supported Employment, an Evidenced-based Practice, which 
assists clients to obtain and maintain employment. 150 clients to be served in FY 14/15 and 300 
clients in FY’s 15/16 and 16/17. 

c) Adding one Housing Specialist per program to ensure field capable housing support for Wellness 
Services to support individuals in maintaining their housing and to create service capacity for 
clients with a Section 8 Voucher which requires a service match to maintain. The Wellness 
program definition will also need to be clarified to ensure field services are available “as needed” 
to support housing stability.  1,500 clients to be served in each of FY’s 14/15, 15/16 and 16/17. 

d) Adding a total of 35 peer staff to directly operated Wellness Centers and to contract Client Run 
Centers to serve an additional 1,750 clients 

e) Expand Client Run Centers to ensure availability in every service area. Increase support to pilot 
“Life Coaches” in Peer Run Centers. Expand Peer Run Center staff to ensure services are 
available in multiple languages and meet cultural needs.  In FY 14/15 an additional 500 clients 
would be served while in FY’s 15/16 and 16/17 an additional 2,000 clients would be served. 

IMD Step-Down Facilities (A-03) 
Expansions listed under Board priorities above. 
 
Adult Housing Services (A-04) 

a) MHSA Housing Program   
1. An investment in capital development and operating subsidies to expand the number of 

affordable, permanent supportive housing units for DMH clients.  Funding goes through 
CalFHA.  

2. FY 14/15, $2.5 million 
b) Housing Trust Fund   

1. Extending the current 5 year contracts which are ending for some agencies.  The funding 
will also allow us to expand supportive services to more permanent supportive housing 
programs. 

2. FY 14/15: $156,500    
3. FY 15/16: $980,000   
4. FY 16/17: $1.6 mil. 

 

Jail Transition and Linkage (A-05)   
No changes to previously approved work plan. 
 
Adult Field Capable Clinical Services (A-06) 
Additional capacity will be created in the following ways: 

a) FY 14/15:  Increase clients served by 50 
b) FY 15/16:  Increase clients served by 200.  Providers who demonstrated success with their 

Innovation program, ending in June 30, 2015, will have their contracts amended to serve 
collectively an additional 132 clients.   

c) FY 16/17:  Increase clients served by 200.  Providers who demonstrated success with their 
Innovation program, ending in June 30, 2015, will have their contracts amended to serve 
collectively an additional 132 clients.   
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New Programs 

1. Community Mental Health Promoters/Community Health Workers  

Program Description: This proposal seeks to add Community Mental Health Promoters/Community 

Health Workers as a directly operated, cross-cutting program across age groups, within each Service 

Area.  Mental Health Promoters/Community Health Workers are trained and stipend community members 

who are trusted members of and/or have an unusually close understanding of the community served. 

Mental Health Promoters / Community Health Workers (CHWs) generally share the ethnicity, language, 

socioeconomic status, and life experiences of the community members they serve. These social attributes 

and trusting relationships enable CHWs to serve as educators, stigma busters, and as a liaison, link, or 

intermediary between health, mental health and social services and the community to facilitate access to 

and enrollment in services and improve the quality and cultural competence of services. Promoters/CHWs 

build individual and community capacity by increasing mental health knowledge and self-sufficiency 

through a range of activities such as outreach, community education, informal counseling, social support, 

and advocacy among communities such as Hispanic/Latino and Asian Pacific Islander communities. 

Target Population: Minority ethnic and cultural underserved individuals and families who traditionally do 

not seek mental health services or do not understand the symptoms of mental health as a result of 

cultural beliefs and/or the stigma associated with seeking mental health services. A special emphasis is 

on linguistic capacity to serve linguistically isolated populations.   

Program Goals:  

General: Promoters/CHWs can enhance a community’s understanding of mental health symptoms, 

syndromes, and available treatments. They can assist with provider-client communication; preventive 

care; follow-up, and referral; and navigation of the mental health/health and educational systems for all 

age groups. Promoters/CHWs build individual and community capacity by increasing mental health 

knowledge and self-sufficiency through a range of activities such as outreach, community education, 

informal counseling, social support, and advocacy among communities such as Hispanic/Latino 

communities 

Specifics: Roll Out is planned over a 3-year period. 

a) Year 1  

1. Roll out of Promoters/Health Navigator Teams in each Service Area, following an 

established and tested model, including initial training, coaching and presentations for a 

small core group of participants. 

2. Translate all prepared and available presentations from Spanish to English. 

3. Train in-house trainers with the help of Training Consultant to assure sustainability. 

b) Year 2  

1. Complete roll out and training of all selected Promoters.  Increase participants as needed 

by SA. 

2. Develop Strategies to adapt program to other languages and cultural groups. 

c) Year 3: Roll out expanded program, including translated and culturally adapted trainings, to other 

cultural and linguistic groups within the SA, according to the needs of the different regions. 

 

Intended Program Outcomes:  

a) Decrease stigma and fear, associated with either being diagnosed with a mental illness or 

seeking mental health services. 

b) Improve timely access to mental health services for underserved populations  
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c) Increase community awareness of mental health services, particularly for linguistically and 

culturally underserved groups. 

d) Coordinate services between health/mental health service providers for community members 

seeking their assistance. 

Estimated Budget by FY: FY 14/15:  $350,000 

FY 15/16:  $350,000 

FY 16/17:  $350,000 

2.  Integration of Co-Occurring Mental Health and Substance Abuse Disorders (COD) Treatment 
Practices Training and Technical Assistance: 

Estimated Budget by FY: FY 15/16: $170,000 

FY 16/17: $170,000 
 

Issues Requiring Action or Further Discussion 

During the planning process, a concern was expressed that adult MHSA programs where peer staffing 
was mandated as part of the program are not being staffed accordingly.  The Department agreed to 
review peer staffing discrepancies and hold providers (contracted and directly operated) to the 
expectations documented in FSP guidelines, Wellness Center RFS requirements and contractual 
language. 

 

Older Adult 

Existing Programs 

Older Adult Full Service Partnership (OA-01) 
Expand slots by 122 over the three fiscal years. 
 
Transformation Design Team (OA-02)   
No changes to previously approved work plan. 
 
Field Capable Clinical Services (OA-03) 
Increase capacity by 456 clients over the three fiscal years. 
 
Service Extenders (OA-04) 
No changes to previously approved work plan. 
 
Older Adults Training (OA-05)   
No changes to previously approved work plan. 
 
Housing Trust Fund (A-04) 
$250,000 per Fiscal Year for older adult housing development. 
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Services Cutting Across Age Groups 

Existing Programs 

System Navigators (SN-01) 
See Assisted Outpatient Treatment program under Board priorities above for service expansions. 
 
Alternative Crisis Services (ACS-01) 
See programs listed under Board priorities above for service expansions. 

 
Planning, Outreach & Engagement (POE-01) 
Strategies to enhance existing outreach and engagement services include: 

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

b) Outreach and engage TAY who are victims of commercial/sexual exploitation. 
c) Focus TAY outreach efforts in high schools, alternative schools, community colleges, universities 

and trade/vocational schools. 
d) Focus outreach and engagement efforts at unserved and under-served ethnic communities, using 

the UREP recommendations. 
e) Outreach and engage the TAY LBGTQ community with early signs of mental illness. 
f) Incorporate learning from the Integrated Services Management Model Innovation programs to the 

outreach and engagement process, including the utilization of effective non-traditional 
approaches. 

 

Prevention and Early Intervention 

Stakeholder Recommended Changes from Previously Approved Plan 

No changes will be made to the current PEI Plan. 

Potential Changes Requiring Additional Stakeholder Discussion and Input: 
 

a) An interest was expressed to categorize early intervention services at the level of the PEI 
Program rather than at the more granular level of the early intervention Evidence-Based Practice, 
Promising Practice or Community-Defined Evidence practice.  Each program would still consist of 
one of more of these practices but would be augmented with other services, such as employment 
support or short-term targeted case management that would aid in the transition back to a pre-
morbid or higher level of functioning. 

b) The Department will examine its Prevention programs in the next planning cycle to prioritize those 
most at risk of developing a mental illness and the programs and services that align with early 
intervention and, to some degree, CSS programs. 

c) The Department will review the results of the PEI Statewide Projects that have created local 
impact in Los Angeles County to determine whether those efforts should continue. 

d) Focus and build capacity to target TAY and Older Adult for stigma and discrimination reduction 

and Suicide Prevention trainings, presentations, and services. Utilize Mental Health First Aid; 

Question, Persuade, Refer; Applied Suicide Intervention Skills Training. 

e) Identify and integrate best practices related to stigma reduction in schools settings targeting TAY. 

f) Provide training to reduce staff stigma.  The proposal, entitled “From the inside out:  Turning the 

Tide of Stigma and Discrimination” would train staff, consumers, family members and other 
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friendly community members to counter stigmatizing and discriminatory language and behavior in 

the community with direct, respectful and assertive messages. 

g) A DHS psychiatrist is funded for the provision of psychiatric services, including consultation and 

directive services to clients receiving mental health services through the DMH/DHS Collaboration 

Program.  Clients will receive integrated physical and mental health services provided through a 

primary care provider and treatment team.   

Workforce Education and Training  

Stakeholder Recommended Changes from Previously Approved Plan 
No recommended changes from previously approved plan. 

Potential Changes Requiring Additional Stakeholder Discussion and Input 
Expand WET Project 9 to include a TAY-focused peer certification process to prepare TAY aged 
individuals to work as peer advocates within the mental health system. Individuals trained would be able 
to provide peer services in outreaching to TAY and for TAY accessing mental health services. 

 

Capital Facilities and Technological Needs: 

Stakeholder Recommended Changes from Previously Approved Plan 
The allocated amount for Capital Facilities (CF) and Information Technology (IT) is $131,007,000.  
Stakeholders determined 70% ($91,704,900) of funds above would support IT Projects, with the 
remainder to support CF Projects. 

Change:  Move $3 million from CF Projects to IT to support the continued deployment of the Integrated 
Behavioral Health Information System (IBHIS), changing the initial ratio of TN to CF funds from 70%/30% 
to 72% TN, 28% CF.  The recommended change was approved by the SLT. 

Innovation 
 

The Integrated Mobile Health Team, Integrated Clinic Model and Integrated Services Management Model 
all are scheduled to conclude on June 30, 2015.  The Integrated Peer Run Model will conclude on June 
30, 2016. 

The Department is beginning the process of identifying potential new Innovation projects that would begin 
sometime during FY 2015-16. 
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Budget 
FY 2014-15 through FY 2016-17 Three-Year MHSA Expenditure Plan 
Funding Summary 
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Community Services and Supports (CSS) Component Worksheet 
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Prevention and Early Intervention Component Worksheet 
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Innovations Component Worksheet 
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Workforce, Education and Training Component Worksheet 
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Capital Facilities/Technological Needs (CFTN) Component Worksheet 
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Appendix 

Visit http://dmhoma.pbworks.com for the most current version of the PEI-EBP Outcome Measures 

table.  
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Service Area Handouts 
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Service Area Advisory Committee (SAAC) Review and Feedback of MHSA 

Programs 
 

SAAC 1
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SAAC 3 
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SAAC 4 
PROGRAM GAPS RECOMMENDATIONS 

Client Run 
Centers 

There is not enough community involvement  by consumers, and too 
much “hanging out” in facility and not getting out to explore community 
and “outside world”; need more Consumer involvement as center staff 
 
There are not enough Consumer Run Centers which need to be located 
close to where consumers live 
 
More information on locations & on how someone can qualify for 
services, and more outreach to Peers  

Expand Life Skills program, develop more 
education and promotion and Life coaching 
available in all  
centers to move people to community engagement 
 
Develop more Consumer Run Centers and more 
Consumer involvement 
 

Depression 

Lack of warm line numbers and funding 
 
Seasonal depression – not addressed, and there is not enough 
socialization to combat depression 
 
Adults in various ethnic communities need access to treatment for 
depression 
 
New medication have too many side effects 

More training for warm line staff and more funding 
 
Increase consumer training and coping skills to deal 
with depression 
 
More outreach during holidays and anniversaries of 
traumatic events and more focus on stigma 
reduction; More outreach before depression turns 
into a crisis 
 
New medications need more research- with less 
side effects and more use of natural medication 

FSP Adult 
 
 

Employment: not enough training re job success; Consumers do not 
know how to manage problems that happen due to work-related issues 
 
Lack of information on Public Transit 
 
Need more Substance Abuse treatment centers 
 
Need more Spanish speaking clinicians; Need lower staff to client ratio; 
GAP in weekend on-call workers; Need a Peer Advocate FSP 
 
Counselors/Case Managers and 
Psychiatrists not showing up  
for treatment appointments 
 
Huge gap in outreach and engagement; better plan to serve people being 
release from prison 
 
Lack of housing -  increases 
danger in clients' lives; Long Term Housing: Not enough slots and dollars 
per slot for chronic M.I.; need Improved Housing  and Help for consumers 
with up-keep; Inspect housing before placing clients 

Train on getting and maintaining work; More 
training on how to identify volunteering as first step;  
More on-site job sites; Help consumers get jobs; 
DMH should hire more people; hire Employment 
specialist 
 
More weekend workers; Use mobile van on 
weekends and after hours 
 
More information on Public Transits system 
 
Need more Funding  
 
Needs more administration to help to 
connect clients to housing; Give FCCS programs 
flex funds; Help clients obtain Housing benefits 
more quickly 
 
Hire well trained, more experience 
Case managers; More training for peer advocates 

Innovation 

Reach out to more colleges  
 
Need to create an artistic and creative environment for consumers for 
them to express feelings through creativity 
 
Consumers could benefit from Acting/Coaching (get to practice life 
experience) 
 
Consumers need more access to help them navigate multiple systems - 
Navigate all situations, not just mental health 
 
Training on consumers rights  
 
Advocate for consumers 
 
Trainings on self-esteem for consumers, on mental illness in general and 
on public speaking 
 

Develop Drumming circles for consumers 
 
Develop more Arts – drama, theater, comedy, 
improvisation, music 
 
Provide trainings free of cost 
 
Develop an One stop shop Housing Center  / 
Wellness Center (Full Service Center) 
 
Implement Infant Developmental Screening & 
linkage 
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PROGRAM GAPS RECOMMENDATIONS 

Parental and 
Family Difficulties 

Families are not informed or educated about MH issues; Parents 
themselves may have MH issues; Need to address Stigma early, when 
people are young, about developmental problems 
 

More education for Parents 

PEI 

Programs focused on very young children 
 
Lack of understanding about mental health issues and consequences 
especially in depression 
 
Lack of feedback on program 
fidelity/service delivery 
 
PEI services not known by many people; Need more Outreach-Linkage 
 
Children EBPs can’t be used for 
TAY population that's aging out 
of children’s' programs leading to barriers to care 
 
Too many clients rushed out of treatment  insensitively 
 
DMH clinician do not understand language barrier: do not understanding 
culture, lack of empathy 

Equally divide funding among age groups 
 
Increase training for administrators and teachers on 
MH  
 
More training for kids on stigma  
 
Need more discharge planning  
 
Use SAAC and other means to spread more 
information on PEI 
 
Relax boundaries between child & TAY for PEI EBP 
service continuum. 
 
Develop PSA on PEI services.  
 
To reduce stigma, increase 
awareness of services starting as young as 
Elementary and Junior HS up to Senior High 
School 
 
Need more Spanish speaking and culturally 
sensitive staff 

Trauma: 
 
Adult 
 
Older Adult 
 
Child & Parent 
 
TAY 

Not enough treatment modalities for adults and older adults 
 

Need more Child care, parenting, education classes, transportation, 
Parenting skills; Need more emphasis on 0-5  
 

Diagnostic criteria – to help identify trauma issues before symptom mimic 
Axis I disorders 
 

Not enough counseling for TAY 
 

Stigma about adult trauma; need education regarding trauma; Gap of 
knowledge regarding  
trauma focused EBPs 
 

Lack of ability for disabled  
population to get treatment 

More treatment modalities and training 
 
More PSA announcements on these topics and 
Develop Teenage focused PSAs 
 
Provide more Education regarding trauma 
 
On-going informative training by  
DMH to improve service delivery 
 

Wellness 
Centers 
 

Rules too strict on assignment to psychiatrist. No choice in your doctors. 
Program rules can be inflexible 
 
Clients miss a sense of ownership and control over program 
 
Lack of community resources and information 
 
Lack of pet therapy 
 
Need more outreach and engagement  
 
No Wellness Centers for Older Adults: many are homebound and isolated 
and unable to get to centers 
 
Not a 24 hour service 

Let clients maintain the doctor of their choice 
 

More Peer training for family and others 
 

Increase food, nutrition groups, substance abuse 
counseling 
 

Train primary care physicians to work with 
medication management 
 

Resources for volunteer and regular jobs; Job 
coaches; More occupational therapists needed 
 

DMH provide funding for therapy pets 
 

Funding for OA Wellness Centers and creation of 
“wellness without walls” program to alleviate 
isolation of frail OA 
 
Need more client run centers 
 
Need access to services after 5:00 p.m. 
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SAAC 5 
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Service Area 6 
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Service Area 7 
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Service Area 8 
 
SAAC 8 identified the below underserved and underrepresented populations:  PEI, CSS, 

INNOVATION, WET- Samoan, Deaf/hearing impaired, and Multi-ethnic college students with unidentified, 

unmet and/or underserved mental health needs 

Substance Abuse services and outcome data: There appears to be a lack of data regarding the 

integration of mental health and substance abuse services to underrepresented populations 

MHSA funding allocation: Allow contract providers to permanently shift funds between their MHSA 

programs and age groups in order to better meet the needs of the service area. 

PREVENTION 
 

SERVICES BY 
PROGRAM 

PROGRAM EFFECTIVENESS: 
DATA & OUTCOMES 

SERVICE GAPS BY 
PROGRAMS RECOMMENDATIONS 

PEI Early Start - School 
Mental Health  
 
 
 
 

 -There is a lack of 
stigma/discrimination reducing 
efforts, outreach, and early 
screening/assessment to high 
school and college students from 
underrepresented populations 
(e.g., API, LGBTQ) that may 
have emerging concerns. 

-Wellness centers are needed at 
High Schools and colleges to 
reduce stigma and 
discrimination, provide outreach, 
early screening and assessment 
of students with emerging 
concerns. 

PEI Early Start – Anti-
Stigma Discrimination 
 
 
 
 

 -There is a lack of 
stigma/discrimination reducing 
efforts, outreach, and early 
screening/assessment to high 
school and college students from 
underrepresented populations 
(e.g., API, LGBTQ) that may 
have emerging concerns. 

-Active Minds program at high 
schools and colleges 
-Peer mentoring/CORE training 
-- Integration of NAMI on-
campus 

PEI Family Education & 
Support Services 
 
 
 

Prevention only outcome data 
pertaining to family education and 
increasing mental health advocacy is 
not yet available to evaluate 
effectiveness of PEI prevention only 
programs. 

-There needs to be more parent 
education about mental health 
advocacy for their children in 
order to reduce risk factors and 
increase protective factors that 
promote mental health. 

-Increase funding to expand the 
prevention only EBP/PP/CDEs 
that promotes parent/family 
education on mental health 
advocacy for their children. 

PEI Mental Health 
Outreach & Education 
to Teen Domestic 
Violence population 
 
 
 

 Teenage domestic violence is a 
huge concern and is not 
sufficiently addressed through 
mental health education and 
treatment. 
-There is no PEI prevention only 
practice being implemented to 
provide mental health education 
in order to prevent mental illness 
for this population. 

-Increase funding for mental 
health outreach and education 
to victims of teen domestic 
violence to prevent mental 
illness. 
-Increase funding for mental 
health outreach and education 
to the promote protective factors 
in the population of youth who 
are at risk of becoming involved 
in teen domestic violence and 
developing mental health issues 
as a result of domestic violence. 
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EARLY INTERVENTION 
 

SERVICES BY 
PROGRAM 

PROGRAM 
EFFECTIVENESS: 

DATA & OUTCOMES 
SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

PEI Child, TAY, 
Adult, Older Adult 
(EBPs). 
 
 
 
 

-Outcome measures are not 
available in Spanish or 
Khmer for most EBPs used 
with this population in SA 8. 
 
-Data is indicating that the 
API is underserved by PEI for 
all age groups. 
 
-Data is indicating that there 
is tremendous unmet mental 
health need within the college 
student population 
 

-Programs are not culturally competent for 
certain populations in LA county.  LA county is 
so unique and diverse that even though an 
EBP may have been normed or used with 
other large cities, these areas do not reflect 
LA county. 
-EBPs used with the Cambodian population 
require clinicians that speak Khmer and are 
culturally fluent and bicultural in understanding 
the culture and trauma of the population yet 
the materials and outcome forms for clients 
are not in Khmer and require translation. 
-The API may be underserved by PEI due to 
inadequate outreach and engagement efforts 
that are culturally appropriate. 
-Multi-ethnic college students with 
unidentified, unmet and/or underserved 
mental health needs. 

EBPs need to allow for Train-
the-Trainer model for 
sustainability and applicability to 
a diverse population. 
-DMH needs to accept the use 
of Promising Practices and 
CDEs as EBPs for certain 
populations that the current 
EBPs do not meet the need. 
-Select EBPs or CDEs that have 
materials and outcomes 
available in the SA 8 threshold 
languages (e.g., Khmer and 
Spanish)  
-EBPs need to be delivered by 
bicultural and culturally 
competent staff in the language 
preferred by the client in a 
culturally competent manner. 
-Culturally and linguistically 
appropriate outreach to API 
families and parents who are 
monolingual but may be the 
primary person to refer their 
English-speaking family 
member who needs PEI 
services, is critical. 

PEI Child & TAY 
 
 
 
 

Outcome measures do not 
capture the mental health 
needs of the collateral parent 
or caregiver who is involved 
in the treatment for their child 
who is receiving the PEI 
services. 

-When the child/youth who is receiving the 
EBP services reaches his/her treatment goals, 
services are terminated, including both core 
and ancillary services such as collateral and 
family therapy.  These services may have also 
benefited the parent/caregiver who may 
themselves be experiencing mental health 
symptoms but have not been able to access 
their own treatment. 

-Provide continued funding to 
allow parents/caregivers to 
receive appropriate PEI EBP 
services to treat their underlying 
mental health conditions in 
order to maintain the progress 
of their child/youth long after the 
child reaches his or her 
treatment goals under PEI. 
-Provide continued funding to 
allow case management 
services to caregivers who may 
need their own targeted case 
management services (e.g., 
return to school for credentialing 
or degree to obtain 
employment) related to their 
mental health condition in order 
to maintain their child’s 
progress. 

PEI Child & TAY 
 

 

-Children/Youth who are uninsured and/or 
indigent due to their legal status need more 
indigent funding to receive PEI services that 
children/youth without legal status issues 
receive. 

-Provide increased indigent 
funding for children/youth with 
legal status issues that prevent 
them from accessing the 
needed PEI services. 

PEI Child & TAY 
 
 
 
 
 

 

-There is an increased need for services to be 
provided in schools to target the PEI Child & 
TAY population. 

-Provide increased training 
funds to obtain further 
consultation or training in order 
to adapt and implement EBPs in 
schools.  
-Provide ongoing funding each 
fiscal year to prevention only 
providers who provide services 
in the schools. 
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EARLY INTERVENTION (continued) 

SERVICES BY PROGRAM 
PROGRAM 

EFFECTIVENESS: 
DATA & OUTCOMES 

SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

PEI OA 

 -There are many OA, especially in 
Cambodian and API communities 
that have mental health and health 
issues but are not being outreached 
to. 
-Family members of OA are often 
relied on to assist with 
navigation/linkage of both mental 
health and health services and 
benefits 

-OA PEI outreach and 
education needs to occur in 
the field in various settings in 
the community to reach 
Cambodians, API, and other 
OA with health and mental 
health concerns. 
-Field-based OA outreach 
teams need training to better 
discern or screen clients for 
mental health and health 
concerns. 
-Mental health staff that are 
providing outreach and 
education need training to 
learn how to screen and 
intervene early in order to 
reduce worsening of health 
conditions that may trigger 
mental health problems. 
-The API community needs 
training on how to screen and 
identify health conditions that 
may worsen and trigger 
mental health issues if not 
addressed. 
-Increase funding for OA 
Health Navigators that can 
assist and collaborate with the 
family members of an OA with 
navigation/linkage to health 
benefits, health and mental 
health services. 

PEI OA 
Lack of unique API 
clients served in SA 8. 

-Traditional outreach, education, and 
engagement strategies are not 
effective for certain cultural 
populations (e.g., API). 
-Traditional MH providers, especially 
those that are not connected to a 
faith or cultural organization, are not 
trusted by OA API and their families 
which often results in ineffective 
outreach and engagement. 

-Provide funding so that OA 
PEI providers can utilize non-
traditional and culturally 
appropriate outreach, 
education, and engagement 
strategies to reduce stigma 
and reach API and other 
underserved populations. 
-Provide funding for new faith 
or community based PEI and 
Prevention only providers that 
can better link OA to 
services.- 
-Provide continuation of 
funding for current Prevention 
only providers to expand their 
services by collaborating with 
faith organizations in order to 
improve outreach and 
education to the OA 
population and their families. 
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EARLY INTERVENTION (continued) 

SERVICES BY PROGRAM 
PROGRAM 

EFFECTIVENESS: 
DATA & OUTCOMES 

SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

PEI Improving Access for 
Underserved Populations: 
LGBTQ POPULATION 
 
 
 

No specific data 
regarding outcomes for 
LGBTQ Child & TAY 

-Prevention and/or early intervention 
programs specifically to target 
LGBTQ Child and TAY are not 
currently being implemented and 
current EBPs are not adapted well 
for this population. 
-There are not enough train-the-
trainers with LGBTQ expertise for 
EBPs currently being implemented 
who can adapt EBP models for this 
population- 
-There are not enough clinicians with 
LGBTQ expertise that can 
implement and adapt EBPs with this 
population. 

- Increase PEI training funds 
to contract providers so that 
they can work with existing 
EBP developers and trainers 
to provide more specific 
LGBTQ train-the-trainer 
trainings in order to better 
address the needs and 
appropriately treat the specific 
needs of this population. 
 

PEI Improving Access for 
Underserved Populations 
 
 

 

FOR SA 8: 
-Although 30% of the unique clients 
served through CSS and 26% 
served through PEI were African 
American in FY 2012-2013, it is 
unknown whether these services 
appropriately addressed the mental 
health needs and were delivered in a 
culturally appropriate and competent 
manner to benefit this population. 
-Only 3% of the unique clients 
served through PEI, and 9% served 
through CSS were identified as API, 
yet most of the EBPs and outcome 
measures are not available in Asian 
languages. 

-Increase training funds to 
provide culturally and 
linguistically appropriate early 
mental health intervention with 
the PEI population utilizing 
current existing EBPs. 
-Increase mental health 
outreach and education to 
African American, API 
(especially Cambodian and 
Samoan) and other 
underserved or inappropriately 
served populations to ensure 
services are culturally and 
linguistically appropriate and 
can benefit these populations. 

PEI Prevention Only 
 
 
 

 

 Increase funding to Prevention 
Only providers who provide 
substance abuse treatment for 
children at risk of substance 
abuse. 

PEI:  ASD, FAMILY 
EDUCATION, & IMPROVING 
ACCESS FOR 
UNDERSERVED 
POPULATIONS 
 
 
 

Outcome data on the # 
of families, parents, and 
underserved 
populations outreached 
to by PEI prevention 
only providers was not 
available. 

-Mental health education and 
outreach events are not accessible 
to certain populations or due to 
stigma; certain populations may not 
attend events that are not located at 
trusted venues. 

-Provide one-time costs to 
cover vehicles to transport 
parents/family members and 
targeted populations to 
community mental health 
outreach and education 
events. 
-Provide one-time costs to 
lease space at faith or 
community-based facilities 
that are trusted by the 
community for mental health 
outreach and education to 
underserved populations.  
-Allow these one-time costs 
per PEI prevention only 
provider as well as PEI mental 
health contract provider. 
-Study whether these one-
time costs for vehicles or 
leasing facility space resulted 
in increased positive 
outcomes and effectiveness of 
these programs. 

PEI Anti-Stigma 
Discrimination 

  -Provide ASD trainings to 
probation staff. 
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COMMUNITY SERVICES AND SUPPORTS 
 

SERVICES BY PROGRAM 
PROGRAM 

EFFECTIVENESS: 
DATA & OUTCOMES 

SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

FSP-ADULT 
 
 
 

The rate of actual 
graduation from FSP 
into a lower level of 
care, such as FCCS, is 
low. 

-The average cost per client, number 
of clients served, may not be cost-
effective when considering that a 
high proportion of clients are exiting 
FSP due to dropouts, jail, 
hospitalization, or other unknown 
reason and not due to meeting 
recovery-oriented treatment goals. 
-We need to improve outcomes and 
the cost-effectiveness of the FSP 
program by improving the following 
outcome variables, such as fewer 
days homeless, decreased 
hospitalization or jail, and increasing 
paid or gainful employment. 

-Reduce funding limitations so 
that unused FSP Adult flex 
funds can be used for Adult 
FCCS clients who also having 
housing, 
employment/education, and 
life skills needs.  This may 
allow for better flow of FSP 
clients to FCCS as they meet 
their recovery-oriented 
treatment goals so that clients 
who may still have housing, 
transportation, or other needs 
but are more stable for FCCS 
can graduate from FSP. 
-Allowing flexible use of flex 
funds will reduce the number 
of clients who are referred and 
admitted to FSP due to 
needing flex funds and could 
actually be served by FCCS 
instead.  
 

FSP- TAY 
 
 
 
 

The rate of actual 
graduation from FSP 
into a lower level of 
care, such as FCCS, is 
low. 

-There are not enough FSP TAY 
slots in SA 8. 
-The cost of care for FSP TAY 
clients is high due to the supports 
needed. 
-Not enough TAY EESP and 
permanent supportive housing, drop-
in centers, employment and 
education resources, life skills 
supports and services, and peer 
mentoring programs in SA 8. 
-The average cost per client, number 
of clients served, may not be cost-
effective when considering that a 
high proportion of clients are exiting 
FSP due to dropouts, jail, 
hospitalization, or other unknown 
reason and not due to meeting 
recovery-oriented treatment goals. 
-We need to improve outcomes and 
the cost-effectiveness of the FSP 
program by improving the following 
outcome variables, such as fewer 
days homeless, decreased 
hospitalization or jail, and increasing 
paid or gainful employment. 

-Increase funding for more 
FSP TAY slots in SA 8. 
-Review cost allocation per 
slot and increase to 
appropriately serve the needs 
of FSP TAY clients. 
-Reduce funding limitations so 
that unused FSP TAY flex 
funds can be used for TAY 
FCCS clients who also having 
housing, 
employment/education, and 
life skills needs.  This may 
allow for better flow of FSP 
clients to FCCS as they meet 
their recovery-oriented 
treatment goals so that clients 
who may still have housing, 
transportation, or other needs 
but are more stable for FCCS 
can graduate from FSP. 
-Allowing flexible use of flex 
funds will reduce the number 
of clients who are referred and 
admitted to FSP due to 
needing flex funds and could 
actually be served by FCCS 
instead. 
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COMMUNITY SERVICES AND SUPPORTS (continued) 

 
SERVICES BY 

PROGRAM 
PROGRAM EFFECTIVENESS: 

DATA & OUTCOMES SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

FSP- OLDER 
ADULT 

The rate of actual graduation 
from FSP into a lower level of 
care, such as FCCS, is low. 

-In SA 8, there are many OA who 
do not quite meet FSP criteria but 
can benefit from FCCS; however, 
there are no flex funds to assist 
with their housing, transportation, 
or health needs. 
-The average cost per client, 
number of clients served, may not 
be cost-effective when considering 
that a high proportion of clients are 
exiting FSP due to dropouts, jail, 
hospitalization, or other unknown 
reason and not due to meeting 
recovery-oriented treatment goals. 
-We need to improve outcomes 
and the cost-effectiveness of the 
FSP program by improving the 
following outcome variables, such 
as fewer days homeless, 
decreased hospitalization or jail, 
and increasing paid or gainful 
employment. 

-Reduce funding limitations 
so that unused FSP OA 
flex funds can be used for 
OA FCCS clients who also 
having housing, 
employment/education, 
and life skills needs.  This 
may allow for better flow of 
FSP clients to FCCS as 
they meet their recovery-
oriented treatment goals 
so that clients who may 
still have housing, 
transportation, or other 
needs but are more stable 
for FCCS can graduate 
from FSP. 
-Allowing flexible use of 
flex funds will reduce the 
number of clients who are 
referred and admitted to 
FSP due to needing flex 
funds and could actually 
be served by FCCS 
instead.  
 

FCCS- TAY 
 
 
 

 

-Not enough TAY EESP and 
permanent supportive housing, 
drop-in centers, employment and 
education resources, life skills 
supports and services, and peer 
mentoring programs in SA 8. 
 

- Reduce funding 
limitations so that flex 
funds can be used for TAY 
FCCS clients who also 
having housing, 
employment/education, 
and life skills needs. 

FCCS- ADULT 
 
 

 -There are no flex funds to assist 
with housing, transportation, or 
health needs for clients who meet 
FCCS criteria but are not yet in 
need of FSP. 

-Reduce funding limitations 
so that flex funds can be 
used for ADULT FCCS 
clients who have similar 
needs (e.g., housing, 
transportation, health) as 
FSP Adult clients. 

FCCS-OLDER 
ADULT 

 -In SA 8, there are many OA who 
can benefit from FCCS; however, 
there are no flex funds to assist 
with their housing, transportation, 
or health needs. 

-Reduce funding limitations 
so that flex funds can be 
used for OA FCCS clients 
who have similar needs 
(e.g., housing, 
transportation, health) as 
FSP OA clients. 

FCCS-OLDER 
ADULT 

 -OA have multiple health 
conditions that impact their mental 
health yet there are not enough 
services that integrate both mental 
health and health services. 
-OA FCCS providers need more 
training to help their clients 
navigate and access health 
services. 

-Increase funding for OA 
health navigators on each 
FCCS team. 
-Provide health navigator 
training to OA FCCS staff. 
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COMMUNITY SERVICES AND SUPPORTS (continued) 

SERVICES BY PROGRAM 
PROGRAM 

EFFECTIVENESS: 
DATA & OUTCOMES 

SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

OA FSP and FCCS 

 -Providers are not serving clients 
where clients reside (e.g., nursing 
facilities, senior centers). 

-Increase funding for co-
located OA FCCS staff to be 
placed at senior centers, 
nursing facilities, and health 
settings to provide access to 
services. 

OA 

 -OA population is underserved as it 
is difficult to identify OA with mental 
health and health needs due to 
being under the care of families 
instead of professional care and 
stigma. 
 

-Continue providing funding 
for anti-stigma outreach and 
education efforts to OA 
communities to target their 
families that are caring for an 
OA. 
-Provide funding for service 
extenders that are culturally 
appropriate and bicultural to 
provide health and mental 
health navigation to the OA 
population and especially the 
underserved ethnic 
populations. 

OA HEALTH NAVIGATORS 

 -OA experience health conditions 
that impact their mental health but 
often do not have access to care and 
appropriate screening so they can 
get the needed services. 
-OA often times have difficulty 
understanding their benefits and 
insurance coverage which limits their 
access to needed healthcare. 

-OA need assistance to 
navigate and link to the 
appropriate health services to 
prevent worsening of 
conditions that may impact 
their mental health condition. 
-OA health navigators need 
training on benefits and 
insurance eligibility/coverage 
for OA in order to assist them 
in linkage and navigation. 

CHILD WELLNESS 
CENTERS 
 
 
 
 

 -There are a large number of Child 
clients with SPMI who are well 
enough to only need medication 
support services once they have 
reached their treatment goals and no 
longer need therapy or case 
management.   
-Clinic psychiatrists are saturated 
with “meds only” clients making it 
difficult to schedule new clients who 
are in treatment but not psychiatric 
services as well. 
-Child services need to better 
incorporate family support services 
and NAMI linkage in order to 
graduate clients from outpatient 
programs.  There are currently no 
child Wellness Centers that are for 
children and their families.  Some 
parents/families do not want to 
terminate outpatient MHS as they 
have become reliant on the MH 
system for support to address non-
mental health issues even after their 
child reaches their treatment goals.   

- Develop a Wellness Center 
or network of providers for 
children who only need 
medication support services 
until they can locate/identify a 
physician or psychiatrist in the 
community that can continue 
psychotropic 
medications.  Clinic 
psychiatrists are saturated 
with “meds only” clients 
making it difficult to schedule 
new clients who are in 
treatment but not psychiatric 
services as well.  
-NAMI and parent/family 
support services located at 
Child Wellness Centers can 
help families to locate services 
in the community and 
transition their child from 
outpatient programs into 
services located in the 
community.  

TAY DROP-IN CENTERS 

 -There is only 1 TAY drop-in center 
in SA 8 which does not adequately 
address the needs for this service 
area. 

-Increase funding to add one 
more drop-in center or expand 
services of the existing ones. 
-Expand services available at 
drop-in centers to include 
assisting with after-school 
jobs, job training programs, 
and peer support. 
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COMMUNITY SERVICES AND SUPPORTS (continued) 

SERVICES BY 
PROGRAM SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

TAY WELLNESS 
CENTERS 
 

-There are no wellness centers or wellness center like 
services in Juvenile Halls for TAY to help them to 
prepare and transition to the community upon 
discharge. 
-TAY coming out of juvenile halls, especially those who 
age out 18 and over, may need linkage to community 
resources, support groups that focus on employment, 
education, or substance abuse support groups to 
prepare for their discharge and more successfully 
transition and link to the outpatient MHS.  It is difficult 
to accomplish all this in the short time frame between 
discharge and opening a new episode at a clinic and 
some of this work can be done during their juvenile hall 
stay in order to reduce recidivism. 

-Develop Wellness Centers or wellness center like 
services within Juvenile Halls that go beyond 
traditional mental health services that may not 
address the needs of the youth in juvenile hall. 
-Expand the definition and criteria of Wellness 
Center to allow the Juvenile Hall population to 
benefit from any Wellness Center groups or services 
(e.g., employment, education, housing, living skills, 
dual diagnosis substance abuse support groups, 
linkage and navigation to community resources) so 
they can be better prepared upon discharge from 
juvenile hall. 

TAY HOUSING 
SERVICES 

-lack of housing and employment for TAY 18-25, high 
school dropout rates, are still a problem for TAY.  
There are still not enough services to address the 
complicated needs of TAY. 

-Increase Countywide Housing, Employment, 
Education and Resource Division services and 
funding to TAY to promote scholarships, college 
bound programs, attainment of certifications, 
degrees, or diplomas needed for employment) 
-Provide more CSS dollars to pay for financial aid, 
college applications and registration fees, SAT prep 
courses so that TAY can pursue higher education in 
order to improve mental health outcomes. 

TAY ALTERNATIVE 
CRISIS SERVICES 

-there needs to be more TAY appropriate (18-25 yrs) 
alternative crisis services to prevent IMD placement, 
inpatient hospitalizations, emergency room care, and 
incarceration. 

-Develop and increase funding for TAY appropriate 
ACS. 

TAY 

-There is a special population of TAY single fathers 
who experience mental illness (e.g., depression, 
bipolar disorder, schizophrenia) that impacts their 
parenting skills yet there are not enough agencies or 
clinicians that specialize in providing this specialized 
mental health services. 

-Provide funding for community defined practices 
that deliver culturally appropriate mental health 
interventions that also promote fatherhood and 
effective parenting. 

ADULT HOUSING 
SERVICES 

-Lack of housing for mental health clients whose sole 
source of income is GR only. 
-there needs to be more self-pay DMH shelter options 
for those that no longer or do not meet the criteria for 
the DMH temporary shelter program TSP) 
-DMH TSP shelters that accept self-pay clients charge 
any where from $600-$1003/month per person. 

-Leverage MHSA housing funding to permanently 
house more low-income/GR only income adults with 
mental illness.  
-Provide funding to develop Shared Housing 
collaborations for individuals with mental illness and 
only GR income. 
-Provide subsidies to pay for client’s shelter stay for 
those that do not meet Temporary Shelter Program 
(TSP) eligibility criteria that way the client pays a 
portion of their GR income to the shelter and DMH 
pays the remainder to help pay for a client’s shelter 
stay for up to 6 months.  This costs less that the full 
TSP rate of $1003 but would give some clients more 
time to transition to permanent housing in a DMH 
setting rather than a general population shelter or 
back to homelessness on the streets.  
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INNOVATION 
 

INNOVATION PROJECT DESCRIPTION INNOVATION CRITERIA FULFILLED 

PACS ISM Model 
 
 

SAAC 8 recommends funding to continue this 
project. 

-Targeted culturally and linguistically appropriate 
services to underserved API populations in SA 8. 
-Promoted interagency collaboration to provide 
culturally effective integrated substance abuse 
and mental health services. 
-Expand this model to other underrepresented, 
underserved populations and communities in SA 
8 

DMH/DDS Psychiatric 
Fellowship program 
 
 

-In SA 8, dually diagnosed individuals who are 
clients of both DMH and regional centers need 
ongoing integrated psychiatric services to 
appropriately treat their comorbid conditions.   
-There is a lack of psychiatrists in the 
community that are specialized in treating this 
dually diagnosed population. 
-Psychiatrists within the DMH system have not 
received specialized training to treat dually 
diagnosed clients. 
-Primary Care Physicians that treat regional 
center clients in the community do not have the 
training or specialized training to prescribe 
medications for dually diagnosed clients. 
-Replicate the San Gabriel Pomona Regional 
Center’s MHSA project that funded a local 
fellowship practicum project for DMH clinics 
and/or private psychiatrists to receive 
education, training, and supervision for treating 
dually diagnosed clients.  Trainings should 
include best practices in medication 
management, side effects, and monitoring. 

- Increase the community and service area 
capacity to appropriately serve dually diagnosed 
individuals. 
-Improve service integration between DMH and 
DDS to appropriately serve the dually diagnosed 
population. 

DMH/DDS Collaboration 
Pilot Project 
 
 

-Develop and expand interagency collaboration 
related to mental health services and supports 
for intellectually disabled individuals who also 
receive Regional Center services. 

-Strengthen and expand already existing 
collaborative network to provide support, 
consultation, and training to develop the mental 
health providers’ expertise in the area of Dual 
Diagnosis (a developmental or intellectual 
disability combined with a mental health 
disorder).  

- Increasing the quality of mental health services, 
including better outcomes for mental health clients 
who are also dually served by the regional 
centers. 
- Promoting interagency collaboration related to 
mental health services and supports. 
 

Integrated 
education/health/mental 
health collaboration 
 
 

-Develop innovative collaborative projects with 
education/schools and mental health to support 
the mental health needs of students with 
mental illness and former beneficiaries of 
AB3632. 
-Employ and educate teachers in the Teacher 
Child Interaction Therapy (TCIT) EBP. 

-Increasing access to mental health services, 
including to underserved populations. 
-Increasing the quality of mental health services, 
including better outcomes. 
-Promoting interagency collaboration related to 
mental health services and supports. 
- Increasing the quality of mental health services, 
including better outcomes. 
- Promoting interagency collaboration related to 
mental health services and supports. 

Integrated Peer-Run Model: 
PRISM (Hope Well) and 
PRRCH programs 
(Hacienda of Hope). 
 
 

SAAC 8 recommends funding to continue the 
PRISM and PRRCH programs. 
-Expand the PRISM and PRRCH programs to 
provide services to those that are homeless 
and experiencing mental illness as a way to 
outreach and engage them for mental health 
services and reduce homelessness. 
-Employ peers with lived experience (mental 
illness and homelessness) to deliver services.   

-Increasing access to mental health services, 
including to underserved populations. 
-Increasing the quality of mental health services, 
including better outcomes. 
-Promoting interagency collaboration related to 
mental health services and supports. 
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INNOVATION (continued) 
 

INNOVATION PROJECT DESCRIPTION INNOVATION CRITERIA FULFILLED 

Integrate L.A. College 
Building Healthy 
Communities Initiative 
(BHCI) Program 

During 2012-13 the CalMHSA L.A. College 
Consortium (BCHI) hosted 3 Regional 
Strategizing Forums between the Los Angeles 
Colleges and LACDMH with the goal of 
optimizing the networking potential of both 
entities in support of meeting the mental health 
needs of unidentified, unserved or underserved 
college students and LACDMH college bound 
consumers.  On 12/12/13 consensus was 
reached on several planning items which would 
assist those in need of mental health support.  
The consensus building occurred as a result of 
the data exchange between the two entities 
over the course of one year. 

-Continue the funding for the BCHI in support of 
continued progress on the CalMHSA Programs 
goals and objectives after the cessation of 
CalMHSA funding in 2014.  Program should be 
expanded to include all college in the Los Angeles 
County area. 
-Recommended planning items: LACDMH to 
designate one spot on SAAC Advisory 
Committees for higher ed reps.; offer streamlined 
referral process with med evals, hospitalization, 
and therapy as appropriate; Explore possibility of 
having a DMH staff member on college campuses 
once a week as the Department of Rehabilitation 
does; support recovery oriented doctoral and 
Masters level college internship mental health 
service sites because of its cost-effectiveness and 
usefulness for workforce development; establish 
supported education and supported employment 
programs which include the colleges; authorize 
one DMH staff member to serve on college 
Behavioral Intervention Teams (BIT Teams); 
establish a tracking system of college referrals to 
optimize communication access on consumers 
who have provided signed releases; establish 
treatment protocols for mid-range 
students/consumers; develop mental health 
resources in support of homeless 
students/consumers, undocumented students, 
student VETS and LGTBQ students; collaboration 
on research projects which target the consumer 
experience in higher ed; provide disability 
verification to college Disabled Student Programs 
to ensure student access to state and federally 
mandated services. 

 
WORKFORCE EDUCATION AND TRAINING 

 
SERVICES BY PROGRAM SERVICE GAPS BY PROGRAMS RECOMMENDATIONS 

WET Community College 
Collaboration 

-Although there were collaborative relationships 
existing between DMH SA 8 and 3 local colleges, 
there were no collaborative symposiums held 
under WET at these campuses to train college 
students, faculty, and the community at large. 

-Provide funding to hold a training 
symposium at LA Harbor College and Cal 
State Dominguez Hills to train their faculty 
and staff, students, and the community at 
large. 

Employment And Professional 
Advancement Opportunities For 
Parent Advocates, Child 
Advocates, And Caregivers 
Mental Health Career Advisors  

-There are not enough advancement 
opportunities for peer advocates. 
-There are not enough peer-run, peer-mentoring 
for professional and career advancement 
opportunities. 

-To develop a culturally competent 
workforce, fund a peer-run career 
development ladder and train peers from 
different underrepresented populations. 

Mental Health Career Advisors  

-There are no mental health career advisors for 
TAY. 
-OA peer advocates need mental health career 
advisement, especially for underrepresented 
populations in SA 8 (e.g., API) 

To develop a culturally competent 
workforce: 
 
-Provide funding (e.g., stipends) and 
training for TAY Peers to be trained as 
career advisors to other TAY peer 
advocates.   
-Provide funding (e.g., stipends) and 
training for OA peers to be trained as 
career advisors for other OA peer 
advocates. 

WET HEALTH NAVIGATOR 
SKILL DEVELOPMENT 
PROGRAM 

-We need more certified Health Navigators to 
help mental health clients access needed health 
services that impact their mental health. 

 

 
  



169 | P a g e  
 

System Leadership Team Meeting Agenda and Notes - March 19, 2014



170 | P a g e  
 

 
  



171 | P a g e  
 

COUNTY OF LOS ANGELES–DEPARTMENT OF MENTAL HEALTH 
SYSTEM LEADERSHIP TEAM (SLT) MEETING 

Wednesday, March 19, 2014 from 9:30 AM to 4:00 PM 
St. Anne’s Auditorium, 155 N. Occidental Blvd., Los Angeles, CA 90026 

 

REASONS FOR MEETING 

1. To deliberate and approve the allocation realignment within the MHSA Capital Facilities and 
Technological Needs Plan (CF/TN Plan). 

2. To deliberate and approve the recommended goals and strategies for the MHSA Three-Year Program 
and Expenditure Plan. 

3. To deliberate and approve the recommended budget and associated programs and services for the 
MHSA Three-Year Program and Expenditure Plan.  

4. To formalize agreements that made consensus possible and/or key unresolved divergences. 
5. To be clear about next steps.  

MEETING NOTES 

Meeting Opening Debbie Innes-Gomberg, Ph.D., District Chief, Los Angeles County 
Department of Mental Health 

A. Today is not the end of a planning process it is the beginning. This is an 
opportunity to use the information that we gathered, all the budget data, the 
plans we talked about, gaps and services, the desire to strengthen 
prevention and early intervention, community services and supports plan, 
and workforce education training. I can almost guarantee you that the plan 
you recommend to the Executive Management Team, to the Mental Health 
Commission and ultimately to the Board of Supervisors will not be a perfect 
plan, but it will meet our needs at this moment. This is the beginning of a 
process that we will continue to refine based on an analysis of program 
outcomes, budget, and claiming data, as well as your own experiences.  
 

B. The next item is a request that the Department is making related to our 
Capital Facilities and Technological Needs (CFTN) plan. While the CFTN 
plan is one plan, we bifurcated the two planning and approval processes in 
Los Angeles. The Technological Needs plan was approved by the state in 
May 2009. Our Capital Facilities plan was approved by the state in April 
2010; however, the allocation is a joint one.  Locally we decided that 70% 
would be dedicated to information technology or Technological Needs and 
30% to capital facilities, which pays for county-owned buildings. 

 
C. In implementing our electronic health record we realized two things: we 

needed a little bit more money and we are not able to use all of our capital 
facilities money. Dr. Bob Greenless will discuss the proposal that you will 
vote on. 

Proposal Robert Greenless, Ph.D., Chief Information Officer, County of Los Angeles, 
Department of Mental Health  

**A copy of Bob Greenless’ presentation was included in the SLT meeting 

packet.  

FEEDBACK 
1. Question: The $3 million is that all you will need or do you need more? 

Response: We will probably need more than that ultimately.  
2. Question: Will the funding allocated for the peers to have computer access 
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be spent before the reversion date?  
Response: That is a separate from the IBIS project. There are over 
a hundred computers right now. Because of the IBHIS project we 
have not had time to see if there is an opportunity to expand. 

 
3. Question: Is there any consideration to the agencies that are experiencing 

the same problem with funding and trying to get this done by the May 
deadline? 

Response: I do not see an option there. We allocated, 
approximately $27 million to the agencies. That is something no 
other county has done. At this point we need to get IBHIS in or the 
rest will not matter very much. 

 
4. Question: Will the reduction of the $3 million affect the providers in any 

way? 
a. Response: This is not a reduction. 

 
b. Response: Not that I am aware of. It cannot because the rules for 

construction are that construction money be used for county owned 
facilities not for providers therefore the switch is from county 
construction to information technology. In our initial discussions, we 
explored every avenue for using these efforts to support the 
contractors. This is why 70% of the money goes toward IT/TN 
because that was the part we could share with community agencies. 
 

5. Question: Your slide shows that we have $57 of $100+ million we need. 
Where is the other $40 million you need to complete the IBHIS project going 
to come from? 

Response: From the regular IT budget. 
 

6. Question: Will we have the funds to integrate into the new healthcare 
models that we are working on in Health Neighborhood? Is this fund going to 
be enough to do what we need to do to integrate that? 

Response: Basically we cannot do that unless we get IBHIS 
implemented. This helps us get the base in place to do that.  
 

Proposal:  Support shifting $3 million from Capital Facilities to 
Technological Needs. 

VOTE: 
31 SLT Members Voted 
20 Strongly Agreed 
11 Agreed   

Proposal Approved 

Age Group Q&A and 
Deliberation 

Rigoberto Rodriguez, Facilitator 

A. At the last meeting the SLT approved the goals that were presented with the 
exception of goal 8 for children. That was presented at the very end. Today 
you will be asked to approve goal 8.  
 

B. At the last meeting we identified the top three strategies that you felt would 
have the most impact in achieving those goals by age group and cross 
cutting age groups. Each age group discussed the strategies and reported 
their recommendations. The document titled "Proposed Priority Categories, 
Goals and Strategies"; resulted from that recommendation that you issued 

last time. These goals, strategies, and categories all came from the 

multiple forums and deliberations that included not just the SLT but 

members of the public and SAACs.  
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C. What we are asking you to approve today is Children's goal #8 and the 

top 3 strategies per goal.  

FEEDBACK 

1. Question: (Older Adults) On goal 1, #2, goal 4, #1 and goal 5, #2—are 

those cost neutral?  

a. Response: The common denominator for older adults is that with 

the growing population older adults could use funding in every 

area. We looked at where we have existing initiatives where we 

could do something without funding. For instance, on goal 5, #2, 

provide training to service extenders and community volunteers, 

we have a service extender academy. We do not use any 

additional funding. We use our staff and then volunteers from 

some contract agencies that currently have service extenders. It 

could be done that way. Or it could be done where you pay 

another agency to come in and provide training. So I am just 

suggesting that, "Would funding be great? Yes". In the absence of 

funding there are avenues to make some of these things happen. 

 

2. Question: On children's, it is not clear what is meant by goal 2, strategy 

#3, “implementation of the California reducing disparities project--

recommendations to use EBP's.” Does that mean making the EBP's more 

culturally sensitive? Does it mean that whatever CRDP has come up with 

they will implement in the EBP's?  

a. Response: Some of the strategies were broad. The proposals 

have more detail in some of those. 

 

b. Response: This recommendation came out of the SAAC. In terms 

of further clarification I apologize. I do not have more than that. 

3. Question: TAY did not include anything about making EBP's more 

culturally sensitive for the TAY group in all the goals and strategies (Goal 

3, #2) 

a. Response: This is a synthesis of past meetings. The 

stigmatization includes all of those different cultural and ethnic 

disparities that would be addressed with EBP's. 

 

b. Response: Some can be addressed in the ways that you are 

implying. But some of it is really inherent in the EBP's. To do 

fidelity to the EBP you have to do what the developers say. So 

changing it is not in our power. What we can accomplish is to 

prepare the context in which the EBP's are provided so that they 

are as culturally relevant as possible.  

 

4. Question: In the arena of aging, I look at goal 5, and my concern is the 

more fundamental issue of whether there is any process for supporting 

basic nutritional sufficiency for the aging population. How is that dealt 

with in terms of the programs listed here?  

Response: We thought about the Older Americans Act, which is 

separate from MHSA funding, as a way of mitigating that issue. I 

think a good point is being made that the mental health piece 

can prevent access, that you need the case management 

sometimes to help access the other resources. So the dollars are 

not necessary but the access is.  
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5. Question: Is there a way that the strategies that you do have can address 

that issue? 

Response: 'Increase number of FSP slots' because that is where 

it is and that will include the case management that helps 

somebody access that. That is a normal part of the FSP and the 

FSP pilot program. 

 

6. Question: In the children, adult, and older adult the strategy is consistent. 

But I am seeing an inconsistency in the TAY. To give you an example, 

under goal 2, #1, consistency. They talk about education, to identify early 

symptoms indicative of mental health issues and to address stigma. The 

outreach and engagement efforts to parents and caregivers of ethnic and 

cultural groups ensuring linguistic capacity through expansion of the 

Promatores program and create the cultural equivalence of the 

Promoters model.  

a. Response: So if we added "cultural equivalent" that would 

address the concern. 

 

b. Response: Yes. 

 

c. Response: I think it was addressed for the outreach. We left the 

'expand and adapt the Promoters model' as an outreach and 

cultural groups. So we referenced the cross cutting strategy and 

proposal that deals specifically with expanding and adapting 

Promatores not only to the Latino community but inclusive of all 

ethnic and cultural considerations. 

 

d. Response: We could be more explicit with the wording. 

 

7. Comment: LGBT needs to be infused into these various levels.  

Response: If you look at page 1 under Children, at the very 

bottom, the footnote, this was one of the explicit 

recommendations that was made last time. Whenever we 

referred to cultural groups that we explicitly mention LGBT. We 

listed that at the beginning of the document, so it applies across 

the board from what the group agreed to last time. 

 

8. Question: Under Children, goal 3, strategy 2, would that include an EBP 

like expanding PCIT? I see it here for children 0-5 specifically. 

Response: We did not specifically say PCIT but in the proposals 

for the PEI we collapsed PEI expansion and expanding integrated 

school health centers. We want to look at all of the EBP's that are 

currently utilized including PCIT. What we put in there is really to 

analyze and really to review the current EBP's to see and look at 

the outcomes. After that analysis we will look at which ones to 

expand. 

 

9. Question: This is regarding Workforce Education and Training as a 

suggestion/clarification that goes with all of the age groups. Dr. Southard 

explained almost all of the EBP's that we use with Older Adults--the 

majority are not culturally sensitive to the population served in East LA. 

My suggestion is that we put language in that encourages partnership 
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with local universities with providers that are having community defined 

promising practices which could turn community defined promising 

practices into EBP's. 

a. Response: I think there is a rich opportunity here. On the one 

hand when we look at outcomes pre and post for EBP's for PEI we 

are seeing a huge reduction in symptoms particularly for the 

Latino population. I think the opportunity exists for possible WET 

regional partnership projects. That might be one avenue in which 

to think about doing this. Our next Innovations project may be 

another. 

 

b. Response: One final clarification is that Promatores/Community 

Workers is an EBP of prevention but not considered an EBP of 

early intervention. That makes things a little difficult. 

10. Question: I found one group that we used to talk about--you did not put 

the blind in there. 

a. Response: That we have under "Persons with physical 

disabilities." Do you want me to make it explicit? Blind? 

 

b. Response: Yes. 

 

11. Question: On page 24, on TAY drop in centers, this is excellent, but we 

need to address the impact for the street kids out there specifically in 

each SAAC. I know budget is limited but I suggest that we expand our 

horizons and make sure we have a drop in center at each SAAC area 

minimum.  

 

12. Comment: Should some of these be in the PEI category as opposed to 

CSS? As an example, under TAY, goal 2, #1 about outreach and 

engagement; the reason we bring it up is because there is a heavy 

burden on CSS.  

 

13. Comment: Where you see a check mark around the MHSA component 

sometimes we registered not so much where the money is going to come 

from but rather who brought it up and they thought it was PEI or CSS.  

a. Response: The staff should look to make sure that if we do get to 

the funding part that it might, especially on the CSS part, be 

fundable in other areas. 

 

b. Response: I think the intent is there and the desire is there. 

 

14. Comment: I want to make sure that the Promatores model is not 

implemented to all of the ethnic groups and that characteristics of the 

outreach and engagement are taken into consideration the different 

characteristics of the different ethnic groups. 

Response: The Promatores model is actually a defined model 

which in its basic components the community people are 

educated in mental health or health if they are doing Promatores 

or health navigator work in health because it is and has been 

done with the health community and with the domestic violence 

community and the with AIDS community. The main issue is that 

we train people to be educators of the community. So that can be 



176 | P a g e  
 

translated to any ethnic community. The key is bringing in cultural 

and linguistic components of that community in doing the 

presentations.  

 

15. Comment: Models have consistencies in certain areas and communities 

however the adaptation is culturally relevant to the community you are 

serving. That community must define and adapt it so that it meets its 

cultural relevant. I want to be clear about that. 

Response: In January we gave you the definition of cultural 

competency. It is not an "if we do it" it is already required in terms 

of how we do the work.  

 

16. Question: Is there a catalogue of all of the existing work plans that we 

can have reference to? 

Response : Yes.  

 

17. Question: Is there a one for one correspondence between this document 

and the detailed document that we are going to have this afternoon?  

Response: Yes. We are asking you to approve the overarching 

skeleton, the bones, and then the meat is what we are going to 

get into in terms of resources and how to actually implement 

some of those strategies that you are prioritizing. 

 

18. Comment: We never specified. We did not want to specify 0-5 because 

we want this program for 0-16 or 18 or whatever children are. Once you 

specify something you omit or exclude somebody else.  

 

19. The SLT discussed adding a goal related to the client congress proposal 

to allocate 7.5% of the budget be spent on peer services.  After 

discussion, emphasizing the importance of peer services and holding the 

Department accountable for supporting them, the group created a goal 

that focused on accountability to the development of peer services that 

was subsequently voted on.   

 

20. Question: Regarding co-occurring disorders the strategy reads, "Provide 

ongoing workforce development to increase knowledge, skills, and 

abilities, in the provision of co-occurring disorder services." Maybe in an 

innovation kind of way say, not just training people but thinking out of the 

box and saying, "Create new groups that are ongoing at the various 

mental health clinics."  

Response: We have a couple of EBP's that incorporate substance 

abuse and co-occurring. Our challenge is one of training. Our 

social workers, psychologists and psychiatrists come to us with a 

very minimal amount of training to provide this. The primary thing 

that we are focused on is awareness with our staff and ensuring 

that they raise these questions and the training is what we use to 

support that. 

 

21. Comment: Here is the first proposal. We will test for agreement. If there 

is an "E"--someone that blocks the second alternative--then we will vote 

on both of those. 60% or more is what carries forward the 

recommendation.  The voting is now open. This proposal has two parts: 
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one is adopt the children's goal #8 and the priority strategies, up to three 

strategies, that you heard from the each of the goals across the age 

groups. What we are asking you to adopt is the document. 

 

22. Question: You are asking me to vote on this document that has goal 8 

added that we did not have last time and with a missing page that we do 

not have? 

Response: That we have up here, yes. 

 

23. Comment: If you want to change and add the revenue neutral peer 

services at this point you vote E. 

 

24. Question: We suggested some inconsistencies and changes that need to 

be made. Are you saying that is included or not? 

Response: That is included in the strategies and what the people 

intended. It is a friendly amendment. 

25. Question: Everyone knows that we are just voting on this document, goal 

#8, as the one that was expanded on and we want to make sure to get 

that included, but the caveat is that after this vote we will have openings, 

to discuss any amendments. 

Response: If someone blocks it. 

 

26. Question: If somebody wants to make an amendment and the body 

agrees we can amend or add. 

Response: Correct. When we go into the second round of 

discussion. 

 

27. Comment: We now open a second round. You can present an alternative 

proposal. 

 

Proposal: Adopt the proposed goals and key strategies for all Age 

Groups. 

VOTE: (42  voters) 

15=A  - ‘Strongly Agree’  

16=B  - ‘Agree’  

2=C  - ‘Neutral’ 

3=D - ‘Disagree’   

6=E - ‘Block’ 

 

28. Question: I want to get make to your interpretation on what 'A' means. 

You said it is "without changes." Definitely, before we made this vote you 

said that the things that the doctor and other people have brought up is 

included in the change, not in the document as written, right? 

a. Response: Right. 

 

b. Response: That's what my interpretation was when I voted. But 

you said there were no changes. 

 

c. Response: If you are an 'A' you strongly agree without any 

changes. If you have minor divergences you are a 'B'. 'C' you are 

neutral. 'D' you disagree. You disagree strongly but are still willing 

to not block the group from going forward. If you are a 'D' one 
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thing that we ask is that what those key reservations are for the 

record. If you are an 'E' you are blocking because you have a 

major concern and then you want to propose something different 

from the group.  

 

29. Comment: Before voting on the adult, to see handouts.  

a. Response: Can we have a chance to look at them and then 

exclude that from the vote right now so that we can look at them 

and vote on them later? 

 

b. Response: So you propose voting on all except adults. 

 

c. Response: Yes. 

 

30. Comment: My problem was with the procedure mostly. I was thinking that 

we are voting on 3 things at the same time. They required 3 different 

votes. Like the 'adopt children's goal #8' is one vote. We need to vote on 

that separately. The age groups, that's another thing that we need to vote 

separately on. I think also the suggestions--the questions that we raised 

are also separate.  

 

You propose voting on the 3 items separately.  

 

31. Comment: Mark Parra pointed this out and I really missed this. Page 8 on 

the adults, goal 4 and the two strategies beautifully explain and puts on 

paper our whole discussion about cultural competence and EBP's and all 

of that. So my only suggestion is to perhaps scratch #2--is that if we 

could say that the adults go forward with 3 strategies would it be valid for 

all ages. 

 

32. A member of the SLT initially proposed that the group add a goal that 

said, “The MHSA integrated plan include a benchmark of 7.5% of the 

overall funds for the peer services”.  Some members expressed the 

importance of including a benchmark for peer services, citing that it is 

important to hold the Department accountable.  In addition, some noted 

that current budget allocations already exceeded the 7.5% benchmark. 

Others felt that the benchmark of 7.5% was problematic because of 

potential impact on services, the lack of clarity on how much 7.5% was, 

and setting a precedent for creating percentages for all services.  The 

Executive Management team felt that this might be more of a 

compliance issue related to existing service and staffing expectations.   A 

commitment was made to ensuring existing standards for peer services 

are adhered to. 

 

33. After discussion, the SLT revised the proposal and voted on adopting that 

following statement, "The LA County MHSA three year program and 

expenditure plan include a clear commitment and accountability system 

for peer services." 
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Proposal: "The LA County MHSA three year program and expenditure plan 
include a clear commitment and accountability system for peer services." 

VOTE: (34 Voters) 
A=17 
B=7 
C=7 
 D=3 
E=0 
The Proposal passes 

 

34. Comment: Before voting, the group reviewed the key points for inclusion 

in the age group strategies.  Key points included emphasizing the 

importance of culturally competent EBP's. including the blind as part of 

the cultural groups, that we are clear that Promoters must have a cultural 

equivalent defined by the community, explicitly name or bring cultural 

competency in TAY in alignment with the rest of the document, be clear 

about LGBT across all levels, co-occurring disorders: making sure that as 

you look at that strategy that you look at Innovations or innovative ways 

that this could be embedded in groups, and a commitment to the 

importance of drop in centers for youth across all of the SAAC's. 

 

35. Comment: On page 8, besides EBP can we add community defined 

practices and promising practices. 

 

36. Question: What are Community-Defined Evidence (CDEs) and Promising 

Practices (PPs)? 

Response: There is Evidence Based Practice, Community Defined 

Evidence and then Promising Practice. Typically it is the EBP's 

that we end up using because of all of these studies, 

experimental and quasi-experimental designs behind the 

evidence. In our community there is history, community wisdom 

and other forms of evidence that we can use. Promising Practices 

have some degree of studies behind them but not necessarily the 

most "scientifically" rigorous, quasi-experimental, etc.? 

Proposal 3: To adopt the proposed goals and key strategies for 

all age groups. 

Vote :(34 voters) 

 A=17 

B=10 

C=4 

D=0 

E=0 

We have adopted this framework for the 3 year integrated plan. 

 

Budget Plan, Q & A, 

and Deliberations  
Dennis Murata, Deputy Director, Program Support Bureau 
 
A. The most important recommendation today is the one that we just made. 

If we are not clear about the goals and strategies then it is difficult to 

allocate resources.  Some strategies may or may not have money to be 

implemented the first year, second year, or third year. We are committed 

to achieving those goals and implementing those strategies.  
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B. We are asking you to make 2 more recommendations. The first 

recommendation is around the broad budget. When we started this 

process in September and October we were informed that there was no 

new money. However, about a month ago the department put forward a 

proposal around the unspent dollars for CSS to the Ad Hoc Group. We 

want to focus specifically on the amount of funds that are available 

through CSS for the next three years. Having consulted with members of 

the EMT and being an EMT member himself Dennis will present three 

options on how to distribute the money from the unspent dollars from 

CSS for each of the age groups. Then we will deliberate and agree to one 

of those options. 

 

C. There are no additional unspent dollars for PEI or WET. The budgets have 

to conform to CSS fundable strategies. The final point as we move into 

the budget is conflict of interest. The Conflict of interest rule states that a 

person cannot be involved directly in making a decision around public 

funds that benefit them or an organization that they work for or with 

directly. 

 

D. How Conflict of Interest is applied to a multi stakeholder body is yet 

another question. First, one is not in conflict of interest when, for 

example, through ad hoc planning processes through small work groups, 

or if you give recommendations around general priorities or even a 

general breakdown of a budget. For this next part we are in the clear. No 

one has conflict of interest.  

 

E. What we do have is a commitment to a whole system. We do have 

interests in terms of specific constituencies and age groups.  We want 

that to be part of this conversation. However, after we reach an 

agreement around the distribution of resources by age group we will go 

back into small groups and at the small group level you can continue to 

give your opinion around the relative allocation of resources for your age 

group. When we bring those proposals back to the large group we are 

then going to be very strict about the conflict of interest policy.  

 

F. At our SLT Ad Hoc group the Department and the EMT put forward a 

proposal. Basically there is $90 million available for the next 3 years of 

unspent CSS dollars. The task was then to think of that $90 million and 

allocate it by about $30 million per year for the next three years.  

 

G. Whatever strategies we identify to be funded through these dollars 

should be services and programs that become funded through ongoing 

dollars in year 4, instead of onetime dollars. There are a couple of 

interests we have to balance. We do not want to fund something with 

one-time dollars that we then have to dismantle in year three.  

 

H. That $90 million is an accumulation of dollars over many years. The bulk 

of those unspent dollars came to us either last year or the year before. 

We had a big boost of CSS dollars. There were some dollars held up in 

the state reserve. Those dollars were one-time. They are not sustainable. 

It is not something we are going to get every year.  
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I. Rather than having a free for all and saying, "Okay, which strategies do 

we fund or not?" we thought it more effective to first ask, "What percent 

of those dollars can be allocated by age group?"  We will then ask you to 

go back to your groups and to deliberate on the proposals and bring your 

strategies and amounts in conformity with the amount.  

 

J. This one it is titled comparison of CSS and PEI. This was based on last 

fiscal year. You will see the first few row shows number of clients served, 

their percentage, as well as the net dollars for CSS. In this case net 

dollars are 100% MHSA dollars. Gross dollars include those net dollars 

and any revenue that would draw down from Medi-Cal. So that's for CSS 

and PEI.  

 

K. The key thing we wanted to highlight is that depending on the age group 

and type of program some of these dollars are heavily leveraged. For 

example, if you take a look at kids under CSS, $1 net buys an additional 

$5.30 approximately. The $30 million are net dollars. Those are not 

gross dollars.  

 

L. One recommendation was to distribute it by age group. What we are 

proposing in this chart here, if you a take a look there are three options. 

We could do the allocation, and this is the yellow piece, of what that 

actual net dollar percentage is by age group for CSS. That's the yellow 

option there. That will show you how much of, let's say, $20 million will 

be distributed by age group.  

 

M. When you take a look at kids, it may only represent 6.2% for kids for CSS 

but the bulk of PEI are for children in terms of the net and gross dollars. 

It is hard to separate that. Even though they are different plan 

components when folks come into service these are services that are 

available to them period. That's why we thought maybe another option 

would be to combine those two amounts and then take a look at what 

that percentage distribution would be. That's the green section there. 

That would show you what that allocation would be based on $20 million. 

 

N. The third option is looking at the client or consumer distribution by age 

group. We are willing to hear other options as well. We are talking about 

$30 million. So why am I talking about $20 million? The Board priorities 

are roughly $10 million. We took that money off the top. That is why the 

balance would be $20 million to distribute. 

 FEEDBACK  

1. The SLT asked questions of clarification that included discussion of 

Board Priorities (Laura’s Law, IMD Step Down, and Staffing and service 

for SB82), which groups benefitted the most from the priorities, and the 

use of CSS dollars only.   Dennis also provided context for why the 

proposals used actual claiming numbers from both CSS and PEI. The 

group asked about the impact of the Affordable Care Act, and the impact 

of the leveraging of dollars by age group.   

 

 

2. The group voted on 5 different funding models 
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a. Net CSS dollars 

b. Combined PEI and CSS models 

c. CSS Clients 

d. 14.18%. 12% for TAY, 60% for adult, and 13.92% for older adult. 

e. 10% Children, 14% TAY, 63% for Adult, 13% for Older Adult 

 
Round One: 

Proposal: Vote on the top two budget frameworks  

A=7 (Net CSS Dollars) 

B=8 (Combined PEI and CSS models) 

C=9 (CSS Clients) 

D=18 (14.18%. 12% for TAY, 60% for adult, and 13.92% for older adult) 

E=14 (10% Children, 14% TAY, 63% for Adult, 13% for Older Adult 

Our top 2 are D and E. 

 

Round Two: 

Proposal: Vote for either proposal D or E 

Option D=19 

Option E=11 

 

3. The SLT discussed the merits of Option D and Option E.  Some members 

felt that Option D gave too much to children and not enough to TAY, 

some felt that the Adult System of Care needed more resources given the 

cuts it had taken over the years. Some felt that TAY were covered by both 

child and adult funding. Others chose E because they felt children have 

EPSDT and have more help.  

 

4. The SLT voted for consensus on both proposals D and E, and neither 

passed.   

 

VOTE: 

Option D: A: 62 percent,  B: 0 percent, C: 7 percent, D: 17 percent,  E: 14 

percent 

Option E: A: 45 percent, B: 7 percent, C: 14 percent, D: 10 percent, E: 24 

percent 

 

5. The SLT then went to a vote on the two proposals: 

VOTE: 

D=16 (57%), E=12 (43%) 

6. In order for one proposal to be selected, it must garner 60% of the vote.  

Neither proposal garnered 60%.  The SLT was then asked to provide an 

alternative proposal.  

 

7. The SLT proposed 13% Children, 13% TAY, 61% Adults, 13% Older Adults.  

 

VOTE: 

Proposal: 13% Children, 13%, TAY 13%, 61% Adults, 13% Older Adults. 

A: Strongly Agree = 9 (35%) 

B: Agree = 7 (27%) 

C: Agree with Reservations = 6 (23%) 

D:  Disagree but will not block = 4 (15%) 

E:  Block = 0 (0%) 
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We have consensus on this. 

 

8. Based on consensus reached by SLT, the CSS dollars per fiscal year, 

broken down by age group is: $2.6 million for Children, $2.6 million for 

TAY, 12.2 million for Adults, $2.6 million for Older Adults.  

 

9. The group was provided with a packet that included all proposals that 

were submitted by age group, a one page document that provided budget 

information for CSS proposals including the Board Priorities, cross-cutting 

strategies, and age group strategies.   

 

10. The SLT divided into smaller working groups by age group.  Each age 

group was asked to allocate resources to the strategies they wanted to 

prioritize.   The group was asked to provide a breakdown by Fiscal Years 

1, 2 and 3.  Each age group was required to align their budget with the 

allocation of CSS money that they were given.   

 

11. The group was unable to finish their deliberations and continued their 

work in a special session of the SLT on Tuesday, March 25, 2014. 
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System Leadership Team Meeting Handouts - March 19, 2014 
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System Leadership Team Meeting Agenda - March 25, 2014 
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Expansion Budget Proposals 
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Public Review and Comment Period 

 



231 | P a g e  
 

 

 



232 | P a g e  
 

Public Hearing 
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