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This year marks one year into our current Mental Health Services Act (MHSA) Three-Year Program and Expenditure Plan. It also marks one year into an
unprecedented public health crisis, during which time counties have been working diligently to protect and support the physical health and mental well-being of
their residents. Importantly, we must also prepare for the fact that the emotional impact of coronavirus illnesses can persist for years following the worst of the
pandemic. As such, we remain committed to advancing the three strategic priorities of the current MHSA Three-Year Plan: 1) extend the scope and reach of mental
health awareness campaigns, community training and education; 2) strengthen the County of Orange’s (County) suicide prevention efforts by expanding the
programs making up our crisis services continuum; and 3) improve access to needed behavioral health services. Through these inter-related efforts, the MHSA will
continue to transform the Orange County (OC) mental health system via the principles of community collaboration; cultural competence; wellness, recovery and
resilience; consumer- and family-driven decision-making; integrated service experiences; and increased access for unserved and underserved populations.

While it remains a top priority to ensure that we provide our consumers, family members and participants with exemplary services, we are also called to pay
attention to our own cultural awareness and sensitivity. As we do our work, it is incumbent that we do so from a health equity perspective — addressing longstanding
inequalities in service delivery and outcomes based on race, ethnicity and culture. An important step in this transformation is a continued commitment to engage
meaningfully with the people, families and communities we have the privilege of working with every day, and whose voices have helped shape this MHSA Annual Plan
Update.

Our progress to date would not have been possible without the support and guidance of groups and entities including the Orange County Board of Supervisors
(Board), Behavioral Health Advisory Board, MHSA Steering Committee, advocates for the unserved and underserved, members of our provider organizations, OC
Health Care Agency (HCA) and County staff and, most importantly, the multitude of consumers and family members who have so graciously given their time and
expertise to create the successes achieved over the past 16 years.

| am pleased with the continued success of many of our programs and encouraged by the plans to expand our system and outreach methods in new and exciting
ways. This was truly a collaborative effort between our outstanding county residents, community partners and Behavioral Health Services staff, and demonstrates
our dedication to improving the lives of the individuals and family members affected by mental health conditions here in Orange County.

Sincerely,

C)uttogrdt

Jeffrey A. Nagel, Ph.D.
Deputy Agency Director for Behavioral Health Services
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In November 2004, California voters passed Proposition 63, also known as the Mental Health Services Act (MHSA). The Act implemented a 1% state tax on income
over $1 million and emphasizes transforming the mental health system to improve the quality of life for individuals living with a mental health condition and their
families. With 16 years of funding, mental health programs have been tailored to meet the needs of diverse consumers in each county in California. As a result,
local communities and their residents are experiencing the benefits of expanded and improved mental health services.

Orange County Behavioral Health Services (BHS) has used a comprehensive stakeholder process to develop local MHSA programs that range from prevention
services to crisis residential care. Central to the development and implementation of all programs is the focus on community collaboration; cultural competence;
consumer- and family-driven services; service integration for consumers and families; prioritization of serving the unserved and underserved; and a focus on
wellness, recovery and resilience. The current array of services was developed incrementally, starting with the planning efforts of stakeholders in 2005 and
continuing to present day.

This Executive Summary contains a synopsis of the significant changes being proposed for Orange County’s MHSA programs and/or program budgets in Fiscal Year
(FY) 2021-22. To understand the context of these changes, a review of the Strategic Priorities for the County’s MHSA Three-Year Program and Expenditure Plan
for FYs 2020-21 through 2022-23 is provided below. The full Annual Plan Update also includes a detailed description of the HCA’s community program planning
process (CPPP), descriptions of the target population to be served, the services to be provided and outcomes achieved by each MHSA-funded program, and
supporting documentation in the Appendices.

Following the community planning process in 2019 and 2020 that was used to develop the Three-Year Plan (3YP) beginning in FY 2020-21, the HCA identified the
following MHSA Strategic Priorities:

e Mental Health Awareness and Stigma Reduction (PEI)
e Suicide Prevention (PEl, CSS)
e Access to Services (PEl, CSS)

In preparation for the community planning process for the FY 2021-22 Annual Plan Update, the HCA reviewed the current status of each of OC’s MHSA priorities
(see below). Based on this review, as well as HCA’s commitment to ongoing discussions with community stakeholders from unserved and underserved populations,
this year’s community planning focused on engaging with community members to pinpoint potential approaches that would be responsive and tailored to the
identified priority populations (‘starred’ sections below):
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STRATEGIC PRIORITY: Mental Health Awareness & Stigma Reduction

Expand campaigns, trainings & community education focused on increasing awareness of mental health signs & available resources, as well as reducing stigma

Priority Populations Strategies Progress Update
* LGBTIQ individuals ~ Continue partnering with local groups | v Establishing and/or strengthening outreach partnerships with trusted
* Boys ages 4-11 engaged with the priority populations local organizations that serve priority populations
« Transitional Age Youth (TAY)  * Continue partnering with CalMHSA’s v Offering range of mental health trainings for various community
ages 18-25 Statewide Projects and other — organizations
* Adults ages 25-34 and 45-54 organizations _ v Expanding reach of CalMHSA Directing Change project in OC schools
* Unemployed adults * Partner with media/marketing Launched local digital stigma reduction and awareness campaigns (click
+ Homeless individuals organizations links to learn more):
* Individuals living with co- - o Stigma Free OC Campaign
occurring mental health and o Stigma Free OC website
substance use conditions o Connect OC Coalition website

* Older Adults ages 60+ L . . .
« Incorporate findings & recommendations () Beginning to increase/expand use of social marketing to promote

from RAND reports on social marketing mental health-related messages

STRATEGIC PRIORITY: Access to Behavioral Health Services
Improve access to behavioral health services and address transportation challenges

* Priority Populations Strategies Progress Update
* Youth + Work with community to identify and v Establishing and/or strengthening partnerships with trusted local
« Families with children integrate culturally and linguistically organizations that serve priority populations
i ; responsive strategies and approaches
living with a mental « Offer telehealth/virtual behavioral v Made rapid, systemwide transition to various virtual behavioral health

health condition
 Asian/Pacific Islander
« Latino/Hispanic

health care options for people of all services and supports in response to COVID-19
o Continuing to work through challenges in accessing, transitioning

ages living w/significant mental health to, and using technology by providers and/or clients

. Black/African American conditions o Expanded hours/availability of counseling services
« Expand school-focused mental health v Launched outreach, peer support, networking and resource activities for
services K-12 students, college students and TAY

v Along with OC Department of Education and OC School Districts,
implementing a grant to coordinate referrals and linkages, and to train
school staff on mental health topics
Waiting for State direction on new Medi-Cal program in schools

« Expand transportation services @ Transportation support remains available at reduced levels due to
COVID-19 and expansion on pause

v Completed & ongoing () In progress, some delays due to COVID @D Paused due to COVID
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STRATEGIC PRIORITY: Suicide Prevention

Expand support for suicide prevention efforts

* Priority Populations Strategies Progress Update
+ People from all MHSA age * Increase capacity of WarmLine and v WarmLine expanded to 24/7
groups Suicide Prevention Services v Suicide Prevention Services increased staffing to manage rising call
* Homeless individuals volume and community training requests

o While there has been some success outreaching to monolingual & limited
English-speaking communities, cultural & generational barriers persist
and callers continue to be predominantly English-speaking. A gradual

* Individuals living with co-
occurring mental health

32: ‘;il:izs:sa nce use §h/ft in percgptigns has t.Jeen.o'bserved in younger generations, qnd there
« LGBTIQ individuals o _ is also growing interest in suicide prevention in the Korean media
. Veterans * Increase Crisis services for yout.h under 18 v Crisis residential services expanded for adolescents, adults/older adults
* Increase Crisis Residential Services for

adults/older adults

* Continue partnering with OC Community v Examples of resulting activities/campaigns (also leverage CalMHSA’s
Suicide Prevention Initiative Know the Signs information; click links to view):

o Suicide Prevention Campaign for Adult/Older Adult Men

o Adult “Help is Here” website

o Youth “Be a Friend for Life” website

» Use strategies from Mental Health

iervice:s Qverii/lg:'];gzg ,’-\Sccpgnta]cbility ) HCA ramped up various suicide prevention and mental health resources
Zommlssmtn ( ) Striving for in response to COVID pandemic (click here for example). These and
eéro repor other activities will be cross-walked to the MHSOAC strategies as time
permits.

MHSA funding is broken down into five components that are defined by the Act: Community Services and Supports (CSS), which includes funding allocations for
MHSA Housing, Prevention and Early Intervention (PEI), Innovation (INN), Workforce Education and Training (WET), and Capital Facilities and Technological Needs
(CFTN). A brief description and the funding level for each of these areas is provided below. This section first begins with a brief description of the budget “true up”

process, which helps to identify availability of funds.

As part of the fiscal review done in preparation for the current MHSA Annual Plan Update, HCA staff engaged in a detailed process of aligning existing program
budgets more closely with actual program expenditures from the most recent fiscal year (i.e., FY 2019-20). This budget “true up,” which is done annually, allows
managers to identify cost savings for programs that could be transferred to cover budget increases and/or implementation costs of other programs within the

same MHSA component.
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Based on the significant MHSA budget shortfall initially projected by the state during the COVID-19 pandemic, the HCA prepared to close a projected $72 million
deficit in CSS and PEI the end of FY 2022-23. BHS program and HCA fiscal managers spent several intensive months identifying cost savings that would have the
least impact on consumers. Staff reviewed and discussed the proposed changes with the MHSA Steering Committee over several months, which concluded in
November 2020 (see Appendix |), and was used to inform the proposed component budgets presented at the March 2021 MHSA meeting (see Appendix Il).

In February 2021, as HCA staff were finalizing the proposed updates, the State issued dramatically revised projections, swinging Orange County from a projected
deficit of $72 million to a projected surplus of nearly $50 million in CSS and PEI at the end of FY 2022-23. At the same time, the MHSA Office was in the midst of
conducting its 2021 CPPP. With an anticipated increase in available funding, at the conclusion of the last CPPP meeting held on April 19, 2021, the MHSA Office
rapidly analyzed stakeholder feedback, program and financial services managers re-evaluated program budgets and BHS staff identified additional opportunities
to update the MHSA Annual Plan based on consumer and family member feedback.

Most of the current proposed changes are to 1) reverse budget reductions identified in 2020 during a very different financial landscape and/or 2) respond to Board
of Supervisor directives. In addition, there are three proposals for new uses of CSS and PEl funding, described in more detail below. These proposals were developed
based on community feedback, anticipated community needs and the projected availability of funds. Importantly, all new funding proposals are naturally time-
limited and can be discontinued with minimal impact to Orange County consumers and family members should the fiscal landscape shift once again. This flexibility
was regarded as important given the marked volatility in MHSA projections and lingering uncertainties related to the future of COVID-19.

Community Services and Supports (CSS) is the largest of all five MHSA components and receives 76% of the Mental Health Services Funds. It supports
comprehensive mental health treatment for people of all ages who are living with a serious mental health condition that is significantly impacting their daily
activities and functioning. CSS develops and implements promising or proven practices designed to increase underserved groups’ access to services, enhance
quality of services, improve outcomes and promote interagency collaboration.

Several changes to the CSS component are proposed for Orange County’s FY 2021-22 MHSA Plan Update. These include shifts in program budgets, discontinuation
of programs and implementation of new projects. While the proposed modifications generate a net increase in the overall CSS component budget, it remains
lower than what was originally approved in the Three-Year Plan and closely approximates the annual CSS revenue of approximately $158 million that is currently
projected by the State at the writing of this report.

Slightly over half of the CSS budget (51%), excluding transfers to WET and CFTN, is dedicated to serving individuals enrolled in and/or eligible to be enrolled in a
Full Service Partnership program. A description of each CSS program is provided in this Plan.

FISCAL YEAR CSS

FY 2020-21 (from 3YP)  $155,088,175
FY 2021-22 (from 3YP)  $164,627,171
FY 2021-22 (proposed)  $158,785,110
FY 2022-23 (from 3YP) $165,320,336
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The following tables summarize which CSS programs had proposed shifts to funding at the March
15, 2021 MHSA Committee meeting (middle column), and whether there were further modifications proposed following the more favorable MHSA fiscal forecast
released in February 2021. Thus, if there are adjustments in the right column, they generally reflect recommendations to restore a program’s budget rather than
reduce it.

CSsS PROGRAM ORIGINAL PROPOSED UPDATE

(per presentation on March 15, 2021; see Appendix Il)

MODIFIED PROPOSED UPDATE
(as reflected in Exhibit A FY 2021-22 Budget Grids)

BHS Qutreach &

ACCESS & LINKAGE [\ :Cr-Euzus

Transfer all costs to PEI (~$2.6m CSS savings annually)

No change from March 15, 2021 budget worksheet

TO TREATMENT Recovery Open

Access

Right-size and increase annual budget to $2.6m

No change from March 15, 2021 budget worksheet

Crisis Residential
Services (CRS)

CRISIS PREVENTION
& SUPPORT

Net decrease of $265k due to: Delaying expansion of
Children’s Crisis Residential Program for 6 months to
start of FY 2021-22; Maintaining CYBH-managed TAY
CRS beds at 6 rather than expanding to 12 (this
provider’s services were significantly under-utilized by
TAY relative to those offered by the AOABH-operated
CRS provider, thus planned expansion not
proceeding); and Increasing budget due to lease costs
at Anita Be Well Campus

No decrease to CRS budget. Remain level at
$11,280,845 and instead encumber the $265k net
savings for psychiatrist to support CRS; depending on
how long candidate search and hiring process goes,
funds may be spent in later FY. In addition, should
DHCS release requirements for children’s Psychiatric
Residential Treatment Facilities (PRTF), additional
unencumbered CSS funds (above $265k in originally
proposed savings) may be used to expand CRS for
children’s PRTF beds

Children & Youth
Clinic Services

Time-limited decrease to account for decreased
expenditures resulting from COVID-19 impacts and
related delays impacting start-up

No change from March 15, 2021 budget worksheet.
However, should start-up go faster than anticipated,
available CSS funds may be added during FY 21/22 if
demand for services exceeds proposed budget

Services for the
Short-Term
Residential
Therapeutic
Program (STRTP)

Time-limited decrease so budget better reflects
savings accrued during lengthy DHCS
licensure/approval process that results in significant
delays before services can be offered

No change from March 15, 2021 budget worksheet

Outpatient
Recovery

CLINIC EXPANSION

Decrease to right-size, including savings from
vacancies

No change from March 15, 2021 budget worksheet

Integrated

Community Services

Retire as a result of services having been transitioned
to CalOptima during FY 2019-2020

No change from March 15, 2021 budget worksheet

Behavioral Health
Care

Telehealth/Virtual

Cancel implementation of new program offering
telehealth and virtual behavioral health care
solutions

In response to community feedback, reinstate new
program, with program implementation and ramp up
including needs assessment and initial focus on
increasing digital literacy and digital health literacy
both of consumers and service providers (see
description under NEW CSS EXPENDITURES)
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CSS

FSP/PACT

SUPPORTIVE
SERVICES

PROGRAM ORIGINAL PROPOSED UPDATE MODIFIED PROPOSED UPDATE
(per presentation on March 15, 2021; see Appendix II) (as reflected in Exhibit A FY 2021-22 Budget Grids)
Full Service Overall decrease of $2m due to 1) right-sizing TAY No decrease to combined FSP budget; remain level

Partnership (FSP)

provider budget and 2) a time-limited decrease in the
Adult Housing FSP provider budget resulting from
reduced expenditures during program ramp up
combined with use of alternative funding

funding at ~$53.8m, adding $500k to each age group
(Children increased to ~$11.6m, TAY level at ~$8.2m,
Adult increased to ~530.3m, Older Adult increased to
~$3.7m) so several providers that recently began
operating at full capacity can continue to serve
participants at an appropriate, reduced FSP-
caseload. Actual adjustments may vary depending on
need.

Program for
Assertive
Community
Treatment (PACT)

On-going increase to cover increased staffing for Older
Adult team, enhanced flexible funding for non-billable
services that support the “Whatever It Takes”
intervention model, and after-hours coverage

No change from March 15, 2021 budget worksheet

CSS Housing

On-going increase to cover increase in staff salaries
covered by MOU with OCCR that were the result of
recent labor negotiations

No change from March 15, 2021 budget worksheet

Mentoring Program
for Children and
Youth

Retire program due to multiple factors, including
challenges with ability to demonstrate program
efficacy; youth and parents will continue to receive
peer/parent partner support through the Peer
Mentoring and Parent Partner Support program

No change from March 15, 2021 budget worksheet

CSS Administrative
Costs

Net increase of $71k to transition CSS programs into
OC Navigator, the digital tool being developed as part
of the BH System Transformation INN Project. Funds
will also support development of
automated/electronic features designed to increase
productivity and operational efficiency (i.e., electronic
bed board for CSUs, CRS, etc.; dashboards, reports;
integration with HCA EHR, etc.)

In response to community feedback, add additional,
time-limited funds, in an amount not to exceed
$400k, for BHS facility improvements (see description
under NEW CSS EXPENDITURES)
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In addition to the above recommended shifts, the HCA is proposing two recommendations for new or enhanced funding based on feedback received from
consumers, clients and family members during the 2021 community engagement meetings (CEM). A brief summary of the focus group discussions that generated
these recommendations is below.

The first recommendation is to reinstate the Telehealth/Virtual Behavioral Health Care program because of CEM participant’s overwhelming preference to engage
in both in-person and telehealth services even after the pandemic ends and even though they had experienced challenges with telehealth during the pandemic.
Rather than rejecting telehealth as a service delivery option out-right, they expressed a need to learn about how to use and navigate technology and, to a lesser
extent, improving access to (quality) devices and Wi-Fi.

STRATEGIC PRIORITY: Access to Behavioral Health Services

Improve access to behavioral health services and address transportation challenges

Priority Populations Strategies Discussed During PEMs Proposal: Reinstate and expand scope of Telehealth Virtual Health Care
* Youth WHAT WORKED . . .
« Families with children living « Training staff on mobile technology, Reinstate CSS Telehealth/Virtual Behavioral Health Care program

Conduct an assessment of consumer and provider needs around
devices, Wi-Fi and/or cellular data to better understand their barriers
and challenges when trying to utilize telehealth during the pandemic

e Incorporate a variety of training and technical assistance tools for
consumers and providers to improve digital literacy

with a mental health telehealth, other remote service options

* Scheduling one-on-one meetings with up-
to-date information and in a combination
of synchronous (i.e., live) and
asynchronous format

condition
+ Asian/Pacific Islander
* Latino/Hispanic

* Black/African American e Partner with local agencies and organizations to ensure the
WHAT DIDN’T WORK materials/trainings are culturally responsive and linguistically

* Merely providing devices (ex. Headsets appropriate
and phones) due to issues with privacy o Accelerate the implementation of digital literacy basics for individuals
and Wi-Fi access and groups most in need of in-person training by the end of Summer

« Using a one-sized fits all approach with 2021. This timeline will provide those with the greatest gaps in digital
both the language of content and the knowledge the opportunity to receive hands-on assistance while in-
content itself, all material should be person gatherings and meetings are permitted, since it remains
population specific unknown whether there will be new safer-at-home orders in the

fall/winter.
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CEM participants were also asked about the types of changes or improvements that would make services feel more welcoming and easier for their community to
connect with services. Much of the discussion focused on the importance of meeting a person where they were at, understanding their culture and having a shared
language. Interestingly, participants also indicated that the physical space helped set a tone.

"Avoid sterile, hospital-like relationships and counseling spaces
that may be intimidating to disclose personal information.
Create a more welcoming and home-like atmosphere. "

STRATEGIC PRIORITY: Access to Behavioral Health Services

Improve access to behavioral health services and address transportation challenges

Priority Populations Strategies Discussed During CEMs Proposal: Create more welcoming spaces in clinic common areas

* Youth WHA-Ir WOHRKS ) d ) ¢ |dentify lobby and common areas in BHS outpatient clinics eligible for
* Families with children living * Culturally appropriate and representative and in need of upgrades

. im , materials in preferred lan o ”
with a mental health Images gte 1als In prete ed_a guage e Use CSS funds for paint, “homey” touches (e.g., end tables, artwork,
* Collaborative, group, community activities

condition - Focus on the positive, use encouraging framed posters/art, pamphlet/brochure displays, etc.)
 Asian/Pacific Islander phrases ¢ Begin w/needs assessment (of physical space, input from consumers)
« Latino/Hispanic e Coordinate through peer project manager (e.g., PEACe, the BHS peer
« Black/African American WHAT DOESN’'T WORK workgroup)
* Depicting sadness, despair or vulnerability o Host art fair with consumers to create artwork that
through colors, imagery, stigmatizing could potentially be used in clinics*

and/or illness-focused language e Encumber funds: up to $80k/clinic for materials, supplies, labor,

decorative furnishings, artwork, art fair event etc., upto 5
clinics = Max/NTE S400k

* Also responsive to feedback about increasing collaborative/group activities to “help make services more welcoming for members of my community.”
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MHSA dedicates 19% of its allocation to Prevention and Early Intervention (PEI), which is intended to prevent mental health conditions from becoming severe and
disabling and to improve timely access for people who are underserved by the mental health system.

As part of the current Three-Year Plan, several PEl program consolidations were implemented to streamline operations and create efficiencies without negatively
impacting service delivery. They are as follows:

e The Suicide Prevention Services program is the consolidation of the former Suicide Prevention Hotline and Survivor Support Services into a single County-
contracted program. Beginning FY 2021-22, this program will also include the newly formed Office of Suicide Prevention within the HCA’s Behavioral Health
Services area.

e The OCParent Wellness Program is the consolidation of the former County-operated, family-focused early intervention programs that provides comparable
services tailored to meet the needs of three specific target populations.

e The Community Counseling and Supportive Services Program is the consolidation of two County-operated early intervention programs serving all age-
groups and culturally diverse populations.

e The Outreach to Increase Recognition of the Early Signs of Mental lllness program is the consolidation of six programs that provide similar outreach and
training activities through a network of providers that each specialize in working with specific target populations.

Several changes to the PEl component are proposed for Orange County’s FY 2021-22 MHSA Plan Update. These include shifts in program budgets, discontinuation
of a program and implementation of new projects, which are summarized in a series of tables below.

Consistent with PEl requirements, 59.71% of the total PEl budget is dedicated to serving youth who are under age 26 years. PEl is governed by additional regulations
and legislation, which are described in Appendix Ill. A description of each PEI program is provided in this Plan.

FISCAL YEAR

FY 2020-21 (from 3YP)  $47,061,483
FY 2021-22 (from 3YP) $49,286,926
FY 2021-22 (proposed)  $56,144,101
FY 2022-23 (from 3YP) $40,988,101

Similar to CSS, the following tables summarize the shifts in PEl program funding between March 15,
2021 MHSA Committee meeting (middle column), and the draft Plan currently posted (right column).
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PEI

MH AWARENESS &
STIGMA REDUCTION

PREVENTION

ACCESS & LINKAGE
TO TREATMENT

PROGRAM

ORIGINAL PROPOSED UPDATE
(per presentation on March 15, 2021; see Appendix Il)

MODIFIED PROPOSED UPDATE
(as reflected in Exhibit A FY 2021-22 Budget Grids)

MH Community

Education Events for

Reducing Stigma
and Discrimination

No proposed change

Time-limited increase of $319k to FY 21-22 budget,
resulting in a total budget of $1.2m with set-aside for
Veteran-specific event (see description under NEW PEI
EXPENDITURES)

Outreach for
Increasing
Recognition of Early
Signs of Mental
lliness

Time-limited net decrease due to impact of COVID-19
and restrictions/limitations on large events/mass
gatherings

In response to community feedback, increase by
~$2.7million (see description under NEW PEI
EXPENDITURES)

School Readiness

Decrease due to one provider contract not being
renewed

No change from March 15, 2021 budget worksheet

Parent Education
Services

Increase Parent Education Services using funds from
School Readiness budget reduction to provide support
to families with children ages 0-8 years

No change from March 15, 2021 budget worksheet

Children's Support
& Parenting
Program

Decrease due to savings from vacancies and temporary
staff re-deployments to other programs in response to
COVID-19

No change from March 15, 2021 budget worksheet

School-Based Health
Intervention &
Support

Reduce back to on-going budget level due to ending of
time-limited expansion using carryover funds

No change from March 15, 2021 budget worksheet

School-Based Stress
Management
Services

Following the retirement of the provider’s Subject
Matter Expert, discontinue standalone program and
continue to provide mindfulness training for
students/school staff through BH Training Services

No change from March 15, 2021 budget worksheet

OC Links

In response to Board Directive for HCA to create a 24/7
Behavioral Health Line, OC Links budget increased by
$1.2m annually to cover 24/7 expansion including crisis
calls and dispatch

Add a total of $3m ($1.8 additional) to cover additional
staffing needs beyond what was first projected when
program shifted to 24/7 operations, as well as
countywide marketing campaign advertising the BHS
single access line; per CEM/community feedback,
ensure that materials are tailored/customized to the
specific target audiences (language, images, culture,
etc)

BHS Outreach and
Engagement

On-going increase to cover shift of program MHSA-
related costs to be covered entirely by PEI (rather than
being shared with CSS; other funding sources also being
used)

No change from March 15, 2021 budget worksheet
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PEI PROGRAM

Warmline

ORIGINAL PROPOSED UPDATE

(per presentation on March 15, 2021; see Appendix )

On-going increase to cover increased staffing costs due
to services being increased to 24/7 and time-limited
increase to cover increased lease costs at Anita Be Well
Campus

MODIFIED PROPOSED UPDATE
(as reflected in Exhibit A FY 2021-22 Budget Grids)
On-going increase by $500k to improve staffing/shift
coverage now that program has shifted to 24/7
operations, bringing total budget to $2 million

Suicide Prevention
Services

CRISIS PREVENTION
& SUPPORT

No proposed change

Increase ongoing budget of contracted provider by
$500k in response to community need, and increase
on-going budget by additional $1 million to
implement programming through the BHS Office of
Suicide Prevention, established in response to Board
Directive (see description under NEW PEI
EXPENDITURES)

School-Based
Mental Health
Services (SB MHS)

On-going decrease of PEl funds due to anticipated Medi-

Cal revenue generation

No decrease; keep level PEI funding due to
unanticipated effect of Medi-Cal billing process
resulting in reduced referrals to program

EARLY
INTERVENTION
OUTPATIENT

OC CREW

On-going decrease of PEl funds due to anticipated Medi-

Cal revenue generation

Adjust projected PEI savings from $204k to S50k due
to lower than anticipated Medi-Cal revenue as
program readjusts to new billing requirements.

In contrast to SB MHS, OC CREW not experiencing
same impact on referrals after beginning to bill Medi-
Cal

Transportation

Time-limited decrease, resulting from impact of COVID-
19 on delaying start-up of program in PEI

No change from March 15, 2021 budget worksheet.
However, available PEI funds may be added during FY
21/22 if demand for transportation exceeds current
proposed budget

PEI Administrative
Costs

Net increase of S600k to transition PEI programs into
OC Navigator, the digital tool being developed as part of
the BH System Transformation INN Project. Funds will
also support development of automated/electronic
features designed to increase productivity and
operational efficiency (i.e., electronic bed board for
CSUs, CRS, etc.; dashboards, reports; integration with
HCA EHR, etc.)

No change from March 15, 2021 budget worksheet
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In addition, the HCA is proposing to respond to CPPP input and enhance funding for mental health awareness campaigns and education. Upon a Board Directive,

the HCA will also use PEI funds to support a new Office of Suicide Prevention. A brief summary of these recommendations is below.

STRATEGIC PRIORITY: Mental Health Awareness & Stigma Reduction

Expand campaigns, trainings & community education focused on increasing awareness of mental health signs & available resources, as well as reducing stigma

Priority Populations Recommended/Preferred Strategies Proposed Activities for FY 2021-22

+ LGBTIQ individuals From CEMs: e Increase FY 21-22 budget for Mental Health Community Education

+ Boys ages 4-11 * Engage through Social Media, Internet, Events to $1.2m total, with set aside for veteran-specific event

« Transitional Age Youth (TAY) Events/Fairs e Continue improvement of StigmaFree OC website and countywide
ages 18-25 * TV radio, newspapers, senior centers for campaign, drawing upon consumer feedback from CEMs

« Adults ages 25-34 and 45-54 older adults e Contract out web designer, copywriter to work with BHS program and

+ Unemployed adults * Focus on positive messages, simple HCA IT to improve organization, navigation and content of HCA website

* Homeless individuals language, good visuals & color, slogans & (ochealthinfo.com), drawing upon consumer feedback from CEMs

* Individuals living with co- phrases, not jargon e Begin planning to host Directing Change Awards Ceremony in OC*
occurring mental health and * Cultural representation (authentically) e Continue to pay for tv slots to air an OC Directing Change video as
substance use conditions * Use trusted sources, celebrities, influencers public service announcement, post/share on social media*

* Older Adults ages 60+ From PEMs: e Increase/expand use of social marketing

* Increase inter-agency collaboration and e Add $3 million to Mental Health Awareness Campaigns & Education
group activities (Stigma, Outreach program budgets)

* Also responsive to feedback about increasing collaborative/group activities to “help make services more welcoming for members of my community.”

STRATEGIC PRIORITY: Office of Suicide Prevention

Expand support for suicide prevention efforts

Priority Populations Board of Supervisors Directive Proposed Activities
* People from all MHSA age * On October 6, 2020, the Board directed e The newly formed Office will be responsible for identifying and
groups the County Executive Officer and HCA implementing promising pilot programs utilizing the above-referenced
* Homeless individuals Director to create an Office of Suicide systems-approach for each of the initial populations of focus: youth and
* Individuals living with co- Prevention to: young adults, men in their middle years and older adults. The Office will
occurring mental health * Reach out to high risk populations also be responsible for integrating new and existing services and
and substance use to find and engage those in need supports across the suicide prevention continuum and throughout the
conditions * Maintain contact with those in need entire County to ensure all suicide prevention activities are linked to
e LGBTIQ individuals and support continuity of care other behavioral health activities/services and directly targeted
* Veterans * Improve the lives of those in need populations in need. The Office will create a systems approach to suicide
through comprehensive services prevention that leverages existing community and agency resources to
and supports, and build hope, purpose and connection for individuals in need.
* Build community awareness, reduce e The Office and its activities will be a component of the Suicide Prevention
stigma and promote help-seeking Services program in the Orange County MHSA Plan. The Office will be

funded through PEIl and have a budget of $1.5 million in FY 2021-22.



The MHSA designates 5% of a county’s allocation to the Innovation (INN) component, which specifically and exclusively dedicates funds to trying new approaches
that contribute to learning rather than expanding service delivery. Projects are time-limited to a maximum of five years and evaluated for effectiveness and
consideration for continued funding through CSS, PEIl or other funds. All active projects are described in this Plan, and regulations governing the INN component

are described in Appendix IV.

In addition, the HCA is in various stages of exploring several new potential INN projects, listed below (please see Special Projects for the complete list).

e allcove

o Middle School Student Wellness Centers

e Mobile Phones

e Psychiatric Advanced Directives

e Social Media & Approaches to Stigma Reduction

The Continuum of Care for Veterans and Military Families project was extended for one additional year to continue
data gathering and evaluation, utilizing the remaining INN project-approved budget and timeline. The remaining
project budget was not reflected in the FY 2020-2023 MHSA Three-Year Program Expenditure Plan due to an
oversight. It is included in the Annual Plan Update, which resulted in an adjusted INN component budget.

Workforce Education and Training (WET) component is intended to increase the mental health services workforce
and to improve staff cultural and language competency. It is currently funded through transfers from CSS.

The budget in FY 2021-22 is to remain the same from that which was approved in the MHSA Three-Year Plan.
Increases to the Training and Technical Assistance program and the Financial Incentives Program are offset by a
decrease to the Residencies and Internships Program. A full description of each WET program is provided in the
Plan Update.

The Capital Facilities and Technological Needs (CFTN) component funds projects necessary to support the service
delivery system. CFTN is now funded through transfers from CSS, which will support several projects:
e Renovations for a behavioral health training facility
e Continued development and enhanced functionality of the HCA electronic health record (EHR), which will
include the transfer of additional funds in FY 2020-21 to migrate the EHR into the cloud
e Development and ongoing support of a County Data Integration Project that will facilitate appropriate,
allowable and timely data-sharing across County departments and with external stakeholders, to
effectively delivering essential and critical services, including behavioral health care, to county residents

$

FISCAL YEAR

FY 2020-21 (from 3YP)
FY 2021-22 (from 3YP)
FY 2021-22 (proposed)
FY 2022-23 (from 3YP)

FISCAL YEAR

FY 2020-21 (from 3YP)
FY 2021-22 (from 3YP)
FY 2021-22 (proposed)
FY 2022-23 (from 3YP)

FISCAL YEAR

FY 2020-21 (from 3YP)
FY 2021-22 (from 3YP)
FY 2021-22 (proposed)
FY 2022-23 (from 3YP)

$18,346,360
$9,009,773
$10,999,190
$2,042,071

WET
$6,216,634
$5,219,984
No Change
$5,296,662

$12,519,749
$8,840,752
$16,307,384
$8,966,158
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Under direction from the Board of Supervisors, a total of $70,500,000 of CSS funds was allocated during FY 2018-19 to the development of permanent supportive
housing. Following a $70.5 million investment in FY 2018-19, the Board of Supervisors and the HCA remain committed to providing safe housing for individuals
living with mental illness, with all dollars now having been allocated or in process of being allocated to various permanent supportive housing projects. At the end
of FY 2020-21 all funds have been allocated to projects in various phases of development.

Per California Welfare and Institutions Code (WIC) 5892, a county is authorized to use up to 5% of its total annual allocation to cover community planning costs,
where planning costs shall “include funds for county’s MHSA programs to pay for the costs of consumers, family members, and other stakeholders to participate
in the planning process and for the planning and implementation required for private contracts to be significantly expanded to provide additional services pursuant
to Part 3 (commencing with Section 5800) and Part 4 (commencing with Section 5850).”

Consistent with the WIC, the HCA shall use MHSA funds for allowable purchases of food, refreshments, transportation assistance, parking fees and/or promotional
items. These items will be offered to consumers, family members, the public, committee and advisory board members as permitted by law, non-HCA providers
and other stakeholders to encourage them to participate in planning and feedback activities, learn about MHSA and/or Orange County’s services, and/or publicly
recognize the achievements of MHSA’s consumers and programs (e.g., graduation ceremonies, etc.). ltems may be provided at conferences, meetings, trainings,
award ceremonies, representation activities, community outreach, and other similar events where consumer, family members and/or other potential stakeholders
may be likely to attend. MHSA funds may also be used to purchase gift cards and/or provide stipends for consumers, family members and/or community
stakeholders who actively engage with the HCA to provide valuable feedback regarding programming, services, strategies for overcoming barriers to accessing
services, etc. This feedback may be provided through surveys, workshops, focus groups or other similar types of activities. In addition, funds may be used to provide
stipends and/or fees to community-based organizations, service providers, etc. for assistance with executing the HCA’s community planning efforts.

Orange County MHSA Three-Year Plan Budgets by Fiscal Year

FISCAL YEAR [ WET TOTAL

FY 2020-21 $155,088,175 $47,061,483 $18,346,360 $6,216,634 12,519,749  $239,232,401

FY 2021-22*  $158,785,110 $56,144,101 $10,999,190 $5,219,984 $16,307,384 $247,455,769

FY 2022-23 $165,320,336  $40,988,101  $2,042,071  $5,296,662  $8,966,158 $222,613,328
* Reflects proposed revised budgets for FY 2021-22 Annual Plan Update

%k %k %

During the years since Proposition 63 was passed, the Act has continued to evolve and help better the lives of those living with mental illness, their families and
the entire Orange County community. We look forward to continuing our partnership with our stakeholders as we implement the MHSA in Orange County.

l4|Page



COMMUNITY
PLANNING
PROCESS

; -
RN
A —
Y
. e |
| ' . -

~iegtneng colaboracion
hop ticcommunity feedback
aecollaboration
inclusivity €N agement S EE
pakikipagtulungan feedback 2=

community engagement mhsa plan
orange county

ty

communi

CARE AGENCY

15| Page



Orange County At-A-Glance

CA County Ranking OC Residents OC Age Groups

rd 0000 R
S 3 M1 About 3.2 million 22%
Veterans: 5%

nd
2 = LGBTQ+: 7% 15%
& Adults w/HS Diploma: 86%

Most Densely
Populated

Language Spoken at Home Highest Cost of Living Financial Insecurity

Compared to neighboring counties,
driven by high housing costs

53%

5.1% Snesrs.,

English o Median household income: $90,234
14%
Asian / Median gross rent: $1,854 O/_ Living below
26% Pacific 1 1 -5 A) poverty level
Islander

Spanish Median house price: $679,300

Census, v2019
CA Health Interview Survey, 2019
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Individuals Served in CSS & PEI by Demographic Feature

Orange County Residents by Demographic Characteristic

2] Age 2019 Census Gender 2019 Census Race/Ethnicity 2019 Census
a 0-14 yrs 18% Female 51% African American/Black 2%
2 15-24 yrs 13% Male 47% American Indian/Alaskan Native 1%
wJ 26-59 yrs 48% Transgender 2% Asian/Pacific Islander 20%
(@) 60+ yrs 20% Genderqueer <1% Caucasian/White 39%
J Questioning/Unsure  <1% Latino/Hispanic 33%

2019 Population: 3,175,692 Another <1% Middle Eastern/North African  NOT COLLECTED
O

Two or More Races 4%
Individuals Served in CSS Clinical Services by Demographic Characteristic

< Age Estimated Actual | Gender Identity Estimated Actual | Race/Ethnicity Estimated Actual
(Vy] 0-15 yrs 9% 17% Female 42% 48% | African American/Black 7% 5%
- 16-25 yrs 16%  25% Male 56% 52% | American Indian/Alaskan Native 1% 1%
2 26-59 yrs 63%  47% Transgender 2% 0.1% | Asian/Pacific Islander 10% 10%
~~ 60+ yrs 12% 11% Genderqueer - 0.1% | Caucasian/White 42% 35%
(V,) Questioning/Unsure - 0.1% | Latino/Hispanic 34% 37%
8 Projected Duplicated: 61,623 Another - 0.1% | Middle Eastern/North African 1% 1%

Actual Unduplicated: 14,758 Another 5% 11%

Demographic breakdown based on individuals entered into Electronic Health Record. Those served only in Supportive Services not included.

PEI/MHSA

Individuals Served in PEI Programs by Demographic Characteristic

American Indian/Alaskan Native

Age  Estimated Actual* | Gender Identity Estimated Actual | Race/Ethnicity
0-15yrs  47% 22% Female 54%  51% | African American/Black
16-25yrs  18% 8% Male 42%  49%
26-59yrs  25% 53% Transgender 1% 0% Asian/Pacific Islander
60+yrs 10% 17% Genderqueer - - Caucasian/White
Questioning/Unsure - - Latino/Hispanic
Projected Duplicated: 216,898 | Another 2% -

Actual Unduplicated: 178,009

Middle Eastern/North African
Another

Estimated Actual

7% 13%
1% 1%
10% 19%
42% 38%
34% 29%
1% 0%
5% -

* Age reflects the age of the person served. These percentages do not reflect the expenditure breakdown, where programs that enroll adult
caregivers and guardians in support of their children and youth count as youth-focused programming.

Estimated percentages are for FY 2020-21. Actuals are based on individuals served in FY 2019-20
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Per the California Code of Regulations (CCR) 3650, while developing the Community Services and Supports (CSS) component of its Three-Year Plan, the County
shall include the following:

e Assessment of the Mental Health Needs of unserved, underserved, inappropriately and fully served county residents who qualify for MHSA services,
including a) an analysis by age group, race/ethnicity and primary language, and b) assessment data that includes racial/ethnic, age and gender disparities

o Identification of Issues resulting from a lack of mental health services and supports as identified through the CPPP, categorized by age group
e Identification of the Issues that will be Priorities in the CSS component

e Identification of Full Service Partnership (FSP) Population, including a) an estimate of the number of clients, in each age group, to be served in the FSP
for each fiscal year of the Three-Year Plan, and b) a description how the selection of FSP participants will reduce the identified disparities

e Proposed Programs/Services, including a) descriptions and work plans for each proposed program/service, including the budget and estimated number
of individuals to be served by fiscal year, and b) the breakdown of the FSP population by gender, race/ethnicity, linguistic group and age, by fiscal year

e County’s Capacity to Implement the proposed programs/services, including a) the strengths and limitations of the County and its service providers to
meet the needs of racially/ethnically diverse populations, including language proficiency in the county’s threshold languages, and b) Identification of
barriers to Implementing the proposed programs/services, and potential solutions for addressing these barriers

Orange County has operationalized the community planning requirements outlined in the California Code of Regulations (CCR) into the general strategies and
steps described in the graphic below. Over the past several years the HCA has been refining its approach to integrate data into its planning process more
systematically, particularly as part of assessing mental health needs and identifying issues and priorities. It has also expanded and refined its approach to engaging
community stakeholders in the planning process, evolving from a single community meeting that followed an extended public comment format to a series of semi-
structured discussions and focus groups with community stakeholders.

As described in (page 14) the HCA was and is committed to increasing meaningful engagement with clients, consumers
and family members, particularly those who identify with one or more of the MHSA Priority Populations. However, due to the COVID-19 pandemic, the HCA had
to adapt its Community Program Planning Process (CPPP) activities in 2021 and shift away from in-person interactions and meetings. As such, the HCA recognizes
that the feedback and input received to-date for the FY 2021-22 Annual Plan Update may more accurately reflect the perspectives and interests of those with the
financial means, access to technology and digital literacy to engage in a virtual and/or electronic format. As opportunities for in-person gatherings become
available, the MHSA Office will seek to engage those who were unable to participate in this year’s virtual meetings and/or online surveys.
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Orange County Commun

COMMUNITY STAKEHOLDER INPUT ON NEEDS & STRATEGIES

County distributes a community Community Engagement
survey and reviews other Meetings (CEMs) are hosted to
published reports to identify better understand identified

» needs and gaps and gather »

needs and gaps in local
behavioral health services. additional input on potential
priorities and strategies.

PLAN APPROVAL

The MHSA Plan is finalized and
submitted to Board of
Supervisors for approval. Upon
Board approval, County submits
the adopted Plan to the State.

PUBLIC HEARING

The Mental Health Board holds a
Public Hearing, where the
County presents the MHSA Plan
and responds to substantive
written public comments
received in the 30-day period.

OC MHSA Steering Committee

ity Planning Process

ANALYSIS OF INPUT

County reviews surveys, reports
and community input to identify
proposed strategic priorities, as
well as programmatic changes,
improvements and/or
implementation strategies.

PUBLIC COMMENT

The draft MHSA Plan is posted
online and distributed
throughout the county for 30
days so the public may submit
written comments on the Plan.

PLAN DEVELOPMENT

Proposed priorities, strategies,
changes, and/or improvements
to programs are drafted using an
analysis of available data,
community input and projected
availability of funding.

PROGRAM BUDGET REVIEW

Proposed programs and budgets
are presented to the MHSA

Steering Committee and
stakeholders for input and

feedback.

The MHSA requires that each county partner with local community members and stakeholders for the purpose of community planning. Orange County had been
utilizing an MHSA Steering Committee since the very first Three-Year Plan was developed to support its community planning process. The most recent Committee

was composed of 51 members representing the following stakeholder groups:

e Adults/Older Adults living with a mental illness

e Family members of individuals living with SMI/SED
e Mental Health Providers

e Law Enforcement Agencies

e Education Services

e Social Services

e Health Organizations

The Steering Committee was tasked with the following responsibilities:

e Veteran Organizations

e Providers of Substance Use Services

e Housing Organizations

e Representatives from ethnic/cultural minority organizations
e Local government official representatives

e Mental Health Board

1. Remain educated about the status of MHSA funding and requirements, as well as the status of Orange County MHSA program implementation.
2. Assist the County with identifying challenges to the development and delivery of MHSA-funded services and make recommendations for strategies to

address these challenges.
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3. Remain informed about current stakeholder meetings and the funding and program recommendations made by members of these groups.

4. Review MHSA funding proposals and provide feedback to ensure funding is allocated to services for identified needs and priorities.

5. Provide timely recommendations that maximize the amount of funding secured by Orange County that preclude Orange County from losing funding for
which it is potentially eligible.

6. Support the County’s ability to meet both State funding requirements and Orange County funding needs.

7. Make recommendations regarding future MHSA allocations so funds will be used to provide services for identified needs and priorities.

In March 2021 the Orange County Board of Supervisors approved the merging of the Mental Health Board and Alcohol and Drug Advisory Board into a single
Behavioral Health Advisory Board (BHAB). As part of this reorganization, MHSA Steering Committee functions were transferred to a new MHSA Committee to be
formed as part of the BHAB. The HCA continued to work with and present to the MHSA Steering Committee during this time of transition while the new BHAB
MHSA Committee is being established. The first official BHAB meeting took place in April 2021.

WHAT barrier to implementing program services will be the focus of FY 2021-22? As part of last year’s CPPP and capacity assessment undertaken for the current
Three-Year Plan, BHS Managers reported that consumers seeking MHSA services frequently experienced challenges to accessing needed services (see table below).
While many programs have individually implemented strategies to address these issues (described within each program description), transportation, the number
of bilingual service providers, stigma and, to a lesser but still significant extent, childcare remain persistent challenges across the overall system of care. In response,
transportation was expanded as part of the current Three-Year Plan and efforts to mitigate transportation issues are underway.

CSS CSS CSS CSS
Mental Health Community Education Events for Reducing Stigma & Discrimination - - - -
Outreach for Increasing Recognition of Early Signs of Mental lliness - - - -
Prevention Programs - - - -
Access and Linkage to Treatment/Services X - - X
Crisis Services and Support X - X X
Outpatient Treatment X X X
Supportive Services X X X

LEP = Limited English Proficiency

As part of this year’s CPPP, the HCA opted to primarily focus on identifying potential solutions to reducing mental health-related stigma that could be implemented
in FY 2021-22 with minimal impact from COVID-19 safety precautions. The HCA also initiated conversations on ways to increase the language/linguistic capacity of
direct service providers specifically and enhance the cultural responsiveness of staff and the system more generally.
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WHO do we hope to engage? As part of last year’s CPPP and mental health needs and disparities assessment, the HCA identified that the individuals from certain
groups and communities in Orange County were disproportionately affected by mental health conditions or barriers to accessing needed mental health care:

Children, including boys age 4-11 years

Transitional age youth

Families of children/youth living with a mental health condition

Adults, especially ages 25-34 and 45-54 years, those with a high school education or some college education but no degree, and those who are unemployed
Older adults

Individuals experiencing homelessness

Individuals living with a co-occurring substance use and mental health condition

Veterans

LGBTIQ+ community

Asian/Pacific Islander (API), Hispanic/Latinx and Black/African American communities

HOW will we engage? Due to COVID-19, HCA staff modified its approaches and used electronic surveys and web-based meetings since in-person events were not
permitted. MHSA Office staff also coordinated with BHS program staff to try and engage individuals living with serious mental health conditions who might not
have access to their own devices and/or private Wi-Fi or cellular data, thereby precluding them from being able to participate in the CPPP. Despite these efforts,
participation of the county’s most vulnerable residents nevertheless appears to have been limited due to the inability to engage in person.

The HCA conducted community planning in three phases, 1) beginning with a countywide electronic survey to assess how Orange County residents were coping
eight months into the COVID-19 pandemic, 2) followed by focus groups with consumers and family members to learn what strategies and solutions they believed
to be most effective and responsive to their community’s unique needs; and 3) feedback and input from service providers on how to respond to and/or support
the feedback provided by consumers and family members. Each of these three steps, and their accompanying results, are described in more detail below.
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Community Survey Method and Results

Methods. Between November 23 and December 30, 2020, the HCA assessed the impact COVID-19 was having e E=
on the emotional well-being of Orange County residents through two electronic surveys: the Adult Stress N —— T o] € scores

Survey for adults 18+ years and a Parent Survey for parents of a child 4-17 years old. The surveys assessed - i! 3 S
individual’s experiences with COVID-19, their emotional well-being (i.e., Kessler-6 for adults; Pediatric & ¢ 1\

. . . . o n O D VID E
Symptom Checklist-17, PSC-17, for youth), informal/peer/paraprofessional support, access and barriers to , Y
professional health care and demographic characteristics. The surveys were anonymous, multiple choice and S
only available electronically due to COVID-19. They were primarily distributed through a countywide digital F==T=r EXCLUSIVE CONTENT
media marketing campaign and accessed through advertisements placed on the internet and social media.
The survey was also offered via iPad to BHS clinic clients checking in for in-person appointments, and through Why did the Broncos play
a link emailed to stalfehold.ers on the MHSA, Be Well and BHS Contract Provider dIStI‘IbUtI.Orl |IS.tS. Ad§ 'fmd ! without a quarterback?
the surveys were available in all County threshold languages and Khmer. To encourage participation, eligible .
respondents could enter a drawing for a chance to win a $100 Amazon gift card. Where the NFL stands in its

COVID-19 battle, what's next

A total of 10,785 surveys were started, with approximately 7,380 adults and 1,420 parents having completed ,
the survey in entirety. Of note, 7% of adult respondents identified as 60+ years of age, an under-
representation of older adults based on 2019 Census data, and 23% of adult respondents were between the
ages of 18-25 years, which is up from 16% in last year’s survey and reflecting the HCA’s continued progress
on engaging Transitional Age Youth (TAY) in community planning efforts. In addition, the racial and ethnic
diversity of respondents reflected the diversity of the county as a whole, although the overwhelming majority
of surveys (>96%) were completed in English. It was also noted, that adults were disproportionately female
(73%) which may limit the generalizability of findings on the adult survey to Orange County residents

identifying as other genders. Parents reported on a roughly equal number of boys and girls. See Appendix V ;
for descriptive characteristics of respondents. b Stmga'»esM =

Experiences with COVID-19. A substantial proportion of Orange County adults and
youth had some personal experience or impact related to COVID-19 (see graphic to
the right). Moreover, Hispanic adults and children were significantly more likely to
report that they (their child) or someone they (their child) knew had tested positive,
had been hospitalized or had died from COVID-19. In addition, about half of adults
and over one-third of parents indicated that they or someone in their immediate 84
family had delayed getting health care due to COVID-19. 0

Had Been (or Knew Someone Who Had Been)
Hospitalized for COVID-19
Adults

Adult Well-Being. Not surprisingly, a high proportion of Orange County adults 43Y%
reported experiencing struggles with their emotional well-being during the
: - - 2 . Adults
pandemic. More specifically, 28% indicated they were experiencing ‘serious 62°
psychological distress’ on the Kessler-6, which was twice the rate reported by Orange % 24% 14%
County adults on the California Health Interview Survey in 2019 (14%). Adults also Children Children Children

reported feeling stressed or angry, and/or that they had started or increased use of

one or more harmful behaviors (alcohol, drug and/or tobacco use, gambling) to cope
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with COVID-19-related

sress or_emotions (see ADULTS' DISTRESS & EMOTIONAL WELL-BEING

graphic right). Moreover,

. i : : "To cope with COVID-19 related
adults who were more likely Serious Psychological Distress C i b stress or emotions, have you
to report experiencing Kessler-6 (K-6) started or increased..."
serious psychological

distress on the K-6 were:
o TAY (ages 18-25 years)
e More than one race/
ethnicity
e Unemployed
e Uninsured or had public

insurance I v o
« An unpaid caregiver for Elevated SPD [ Harmful Behaviors )

another adult and/or
e Lived in north county

~

55%

Finally, nearly one-third of adults indicated they were having a “very” or “extremely difficult” time coping with the stress and emotional impact of COVID-19.

Children’s Well-Being.

Orange County parents

reported that their children CHILDREN’S DISTRESS & EMOTIONAL WELL-BEING

were feeling distressed

during the pandemic, with

the proportion ranging

from about one-fifth to

one-half depending on the

nature of the distress (i.e., 27% ; 19%
externalizing,  disruptive

behaviors; internalizing

symptoms such as sadness

; etc.). o
and worry; etc.) PSC-17 Internalizing PSC-17 Inattention PSC-17 Externalizing PSC-17 Overall Distress

In contrast to the findings
observed for  adults,
distress among youth did
not differ based on the their
racial/ethnic back-ground, gender identity, insurance status, the region of the county in which they lived, and/or their personal experiences with COVID-19.
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Other Survey Findings.

Adults and parents also reported on their use of informal, peer and/or paraprofessional support, as well as access and barriers to professional health care. Key
findings are briefly listed here, with additional details available on the slides in Appendix V.

e Percentage reporting they tried to seek help
from a healthcare professional regarding
their/their child’s stress or emotions

e Percentage reporting they experienced two
or more barriers to seeking professional
health care for their/their child’s stress or
emotions

e Percentage reporting they used one or more
informal supports to seeking professional
health care for their/their child’s stress, with
the overwhelming majority reaching out to
family, friends and their social network

* Prefer face-to-face*

* No childcare

* No insurance/can’t afford*

* Inconvenient/delayed appt times*
* Don’t know who to call*

* People think something wrong w/
us

* No transportation

* Problems w/accessing telehealth

* Provider doesn’t speak child’s
language

* Other

*Most common barriers encountered

* Family, friends, social network
* Faith/spiritual leader

* Teacher, professor, coach, mentor,
etc.

* Hotlines, crisis lines, WarmLine, etc.
* Support groups
* Other support

* AA, NA, other 12-step
programs/sponsors (adult survey
only)

To engage more meaningfully with clients, consumers and family members, HCA staff emailed various community based organizations (CBOs) that are trusted
members of their communities and inquired about the CBO staff’s interest in co-hosting a MHSA community engagement meeting for their community members.
HCA staff explained the County’s desire to increase representation from members of the MHSA Priority Populations and hear directly from unserved and
underserved individuals as part of its CPPP. They described what CBO participation would entail and began planning with interested CBO partners. CBO staff also

promoted the CEM they were hosting.
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Prior to facilitating a CEM, CBO partners attended an orientation hosted by the MHSA Office, allowing MHSA staff the opportunity to connect directly with provider
organizations who had not collaborated or worked with the HCA or MHSA Office in the past. Topics covered in the orientation included historical information
about the MHSA, community planning requirements, the HCA’s operationalization of the planning process, and Orange County’s strategic priorities in the MHSA
Three-Year Plan (see Appendix V for materials). In addition, MHSA staff held an optional in-service training that CBO facilitating staff could attend if they wished
to practice and/or enhance their facilitation skills prior to the CEM. At the in-service, CBO staff could ask questions and go through role-playing scenarios.

Children, Families, Parents Parent Partners, Peers Older Adults
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In partnership with the CBOs, the MHSA Office co-hosted 21 CEMs for consumers, client and community stakeholders between February and March 2020 (see
table below). Due to the COVID-19 pandemic, all meetings were held virtually over Zoom with participants joining via computer, tablet and/or phone. Because
CBO staff facilitated the breakout rooms, meeting capacity was limited by the number of CBO facilitators (i.e., approximately 10 participants per CBO facilitator).
Participants registered online and meeting materials were hand-delivered or emailed to all participants prior to the CEM so that they could follow along in the
event they were unable to see the presentation. Meetings were conducted in English, Spanish, Vietnamese, Korean, Mandarin, Tagalog and Khmer, in addition to
interpretation services for Farsi-speaking individuals. A total of 484 people registered for a CEM and approximately 327 attended.
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2021 CEM Outreach to Priority Populations

Community Engagement Meeting Date # Registered Children TAY Adults Older Adults  Additional Population Characteristics
Arabic/Muslim Community 3/11/2021 8 X X
Parents/Families (in Spanish) 2/18/2021 8 X X Latino/Hispanic
BHS Consumers 3/18/2021 31 X X In Recovery w/ SUD
HCA Peers 3/25/2021 12 X X
Cambodian Community 2/24/2021 16 X X Asian/Pacific Islander
Chinese Community 3/2/2021 6 X X Asian/Pacific Islander
Filipino Community 3/3/2021 5 X X Asian/Pacific Islander
Family Resource Centers of OC 2/3/2021 61 X X Latino/Hispanic
Korean Community 3/10/2021 3 X X Asian/Pacific Islander
LatinX Transwomen 3/2/2021 28 LGBTIQ, Latino/Hispanic
LGBTQ Community (in English) 3%/2021 6 X X LGBTIQ
LGBTQ Community (in Spanish) 2/26/2021 4 X X LGBTIQ, Latino/Hispanic
LGBTQ Community (in Viethamese/ English) 2/26/2021 6 X X LGBTIQ, Asian/Pacific Islander
Older Adults (two meetings) 2/23 &3/9/2021 26/31 X
Parent Partners 3/9/2021 11 X X
Permanent Supportive Housing Residents 3/4/2021 9 X Persons in Recovery, (Homeless individuals)
Persons In Recovery 3/11/2021 41 X Persons in Recovery w/ SUD
Veterans / Military-Connected Families 3/9/2021 30 X X Veterans
Vietnamese Community 2/25/2021 107 X Asian/Pacific Islander
Wellness Center Members 2/26/2021 30 X
Each CEM was facilitated following the same general structure:

e Welcome, Introductions e Breakout Session 2: Improve Access

e Overview of MHSA e Report Out 2

e Breakout Session 1: Improve Awareness e WrapUp

e ReportOutl

In the breakout sessions, participants moved into smaller, virtual rooms where CBO staff facilitated a 20-minute discussion. Everyone returned to the main room
and a volunteer shared themes from their group’s discussion. To help prompt and/or guide the group’s discussion, polling responses from the registration form
for that meeting were aggregated and presented in the breakout rooms.
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In recent surveys of Orange County residents (2020) and CalOptima
members (2018), two common barriers to accessing mental health
services included:

What are the advertising and outreach strategies that would be
most effective in getting mental health-related messages out to
my community? The |east effective?

Stigma
EXAMPLES OF ADVERTISING/OUTREACH “Don’t want people to think something is wrong with me”
Billboard “Did not feel comfortable talking about personal problems”
o Billboards
e Bus Ads Which locations? Preference for face-to-face services compared to telehealth during COVID
* Bus Shelter Ads &€ What would be most helpful to someone from my community in
e Television : : :
overcoming barriers like these?
e Radio Names of most trusted or commonly g k]
e Newspapers used stations, papers, apps and/or PLEASE PROVIDE SPECIFIC EXAMPLES OF:
: !Sr:cei;ﬁ\;cledia websites? e Cultural practices
_ e Language: terms/phrasing to use? To avoid?
e Emails . Who should these come from/be e Types of interventions that support well-being
* Events/Fairs hosted by? e Finding a private space if you live with others to help make a
e Other telehealth session more comfortable
PROMPTS TO HELP US BETTER UNDERSTAND: PROMPTS TO HELP US BETTER UNDERSTAND:
What would make an ad something you would remember or @ What types of changes or improvements would make services

more welcoming for members of my community?

want to learn more about?

Are some ways of advertising/promoting better suited for @ What types of changes or improvements would make it easier for
certain types of messages/information than others? my community to connect with services, including telehealth?

Are certain ways of advertising/promoting better at reaching - What are short-term strategies the OC Health Care Agency can use

people of different ages, backgrounds, etc.? now to encourage people from diverse backgrounds (to apply) to
work in the public mental health system?
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Analysis of CEM Feedback

After the CEM, MHSA staff emailed an electronic, Post-CEM Summary form to participating CBO staff, who provided a written summary of their notes. Feedback
from these surveys (n=61) were analyzed using a mixed method approach, allowing for the combining of information from quantitative survey data and qualitative
open-ended responses (see Appendix VII for full analytic strategy). The following tables illustrate several item frequencies, and details of all CEM findings and
analytic strategy used can be found in Appendix VIII. Below is a synopsis of the strategies and approaches that consumers, family and community members
recommended for improving mental health-related messaging and for making services feel more welcoming and engaging.

Of note, preferences for an overall approach (i.e., social media vs newspapers) tended to vary by a person’s age or were universally shared (i.e., focus on hope,
positive messaging, reflect the culture of the person you are trying to reach). Differences related to cultural background emerged when discussing specifics around
preferred terms, images, etc., thus underscoring the critical importance of involving members of the audience of interest during the creation of content.

o Most effective? Least effective?
What are the advertising and % 30
outreach strategies that would be z; 2
most effective in getting mental 2 2
health-related messages out to my 15
community? Least effective? 12 I I 10 I
5
I I . I I l 0 I = .
® “\\a \é & 5\0 & & e‘
-\\“p ‘g’ .\\c' n\e 5& \\“% «\ <« & \“0?’ ‘\5 \1““ e\@‘ eQQQ \&é ,<§ &? “;\‘(
& ® & Q) ‘\z“‘ ‘700» ‘é@\ N Q® & <% ‘\Q:t‘ (700 Qfé\

0")

Ny

Emails, bus shelter ads, newspapers and billboards

What would make an ad
something you would remember or
want to learn more about?

Representation Positive Messaging Good Visuals & Color Simple Wording,
& Culturally Accessible Language,
Appropriate Culturally Appropriate &
Messaging Representative
Language
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Are some ways of advertising/
promoting better suited for certain

types of messages/ information than
others?

Are certain ways of advertising/
promoting better at reaching people of
different ages, backgrounds, etc.?

What would be most helpful to
someone from my community in
overcoming barriers like these?

Provide Specific
Resources

Social Media
(Younger Adults)

Cultural
Representation

Use Simple Language from
Community of Interest

TV and Radio
(Bilingual & Older Adults)

Technology Upskilling

Short and Precise
Content

Community Centers
(Older Adults)

Simplified Reading
Level
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What types of changes or
improvements would make services

more welcoming for members of my
community?

What types of changes or
improvements would make it easier

for my community to connect with
services, including telehealth?

What are short-term strategies the
OC Health Care Agency can use now
to encourage people from diverse
backgrounds (to apply) to work in the
public mental health system?

Socialize content of services
(don’t make lists)

Have more services and
outreach locations

Provide internships

Use appropriate and
representative language

Include blend of hybrid,
remote, and in-person
services

Increase collaboration
and group activities

Enhanced digital and
digital health literacy

Create Volunteer
Opportunities

Outreach in respective
communities
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Recommendations and suggestions provided by clients, family members and community members during the CEMs were synthesized, and two areas of focus were
identified for initial discussion with providers and advocates: 1) how to better improve technology skills and access, and 2) how to more accurately articulate
mental health terms and language to better reach and connect with individuals from unserved and underserved communities. Meetings with providers and
advocates were intended to better understand to what extent their organization may have tried different approaches identified by CEM participants, sharing of
lessons learned and assessing their interest in and capacity to potentially implement different recommendations generated in the CEMs. The process and key
findings from meetings with providers are described below.

In partnership with the provider organizations, the MHSA Office held two provider engagement meetings (PEMs) on April 14 and 19, 2021. Due to the COVID-19
pandemic, meetings were held virtually over Zoom with participants joining via computer, tablet and/or phone. Because the April 19 provider engagement meeting
was held during the MHSA Steering Committee Meeting and was also attended by HCA staff. HCA direct service staff were invited to participate in the breakout
room discussions and administrative staff and management were invited to listen to the discussion and feedback during the report out periods.

Participants registered online and meeting materials were emailed to all registrants prior to the PEMs so that they could follow along in the event they were unable
to see the presentation. The meetings were conducted in English and facilitated following the same general structure as the CEMs, although the breakout rooms
were not facilitated and instead self-directed by the group using the materials provided by the HCA:

e Welcome

e Introductions

e Overview of CEM Findings

e Breakout Session 1: Improve Technology Skills & Access

e ReportOutl

e Breakout Session 2: Improve Mental Health Terms & Language
e Report Out 2

e WrapUp

Similar to the CEMs, participants in the PEM were provided with discussion prompts and questions, which are provided below.
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Improving Technology Skills & Access

NEEDS IDENTIFIED IN COMMUNITY MEETINGS

Despite existing challenges, CEM participants overwhelmingly M \hat strategies have you tried to address one or more of
expressed a preference for a hybrid of in-person and remote/ these challenges (i.e., improving skills/comfort/privacy
virtual services even after COVID-19 restrictions are lifted. The during virtual services)? Which approaches worked? Didn’t
challenges with telehealth or virtual services they reported work?

include:

«  Easier to share when face-to-face MW Of the strategies discussed and/or considered, what are you

interested in trying?
* Lack of privacy during telehealth/virtual services

B Are there barriers that you or your organization might face
* Need for education and training on technology and devices, X L oo
including digital literacy and digital health literacy frying to implement these preferred strategies

* Access to devices and Wi-Fi

Mental Health Terms & Language

NEEDS IDENTIFIED IN COMMUNITY MEETINGS

Across t_he various meetings, par‘ticipants co_ntinu_ed to m When creating outreach and advertising materials, what
emphasize the role that words play in reducing stigma and terms have you (seen) used for the following constructs?
_makmg Services f.EEI more welcoming. _They also stressed the * Mental iliness, mental health disorder, behavioral health,
importance of using culturally appropriate language. atc
*  Substance use disorder, substance use, drug use,
addiction, etc.
* Specific conditions, such as anxiety, depression,
0CD/obsessive-compulsive disorder, etc.
+ (Clients, consumers, etc.

[0 What impact have you noticed when different terms are
used?

0 Which words/phrases seem to be preferred? Should be
avoided?

32| Page



Analysis of PEM Feedback

A total of 91 individuals responded to a multiple-choice pre-meeting survey when registering for the PEM, and approximately 65 people across the two meetings
participated in the breakout room discussions. The analytical strategy that was used for the PEM feedback mirrored the same mixed method approach utilized in
the CEM feedback analysis, combining both qualitative and quantitative inferences. Key findings, which tended to focus on the value of building capacity and
increasing skills for both consumers and provider staff are summarized below, and more details can be found in Appendix IX. Because the second breakout

discussion was abbreviated in both PEMs, the focus of the summaries is on telehealth.

What strategies have you

tried to address one or Training staff on mobile Merely providing devices (ex.
technology, telehealth, and Headsets and phones) due to

more Of these chall enges other remote service options issues with privacy and Wi-fi

(i.e., improving skills/comfort/ access

privacy during e » el

. . . cheduling one-on-one sing a one-sized fits a

virtual ser V/C€5) ? Which meetings with up-to-date approach with both the

GPPrOGChes worked? information and in a language of content and the

Didn’t work? combination of synchronous content itself, all material
(l.e., live) and should be population specific
asynchronous format

. Increase collaboration between organizations and
diverse individuals (ex. Connect older adults
with students or interns)

. Emphasize cultural and linguistic competency of
staff members through workforce learning
opportunities

Of the strategies discussed
and/or considered, what are
you interested in trying?

. Improve tele-visits platforms (l.e., platforms that
have chat, video, and audio functionality)

. Demonstrate the use of technology in both live and
asynchronous sessions to teach the necessary steps
in accessing the various platforms
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Are there barriers that you
or your organization might ;
face trying to implement alternative
these preferred strategies?

* For consumers who cannot
meet through video, offering
{ text or chat options is one

* lLanguage, representation, and
cultural barriers as mentioned
in the CEM findings

Drawing upon findings from the community survey, CEMs and PEMs, several overarching themes emerged that helped inform the recommended updates within
this FY 2021-22 Plan Update:

COVID-19 has taken its toll on Orange County adults, with over one-half reporting high levels of stress or anger, one-third reporting increased or new use
of substances or gambling, over one-quarter reporting an elevated level of serious psychological distress, and nearly one-third indicating they were having
a “very” or “extremely” difficult time coping during the pandemic.

Orange County parents similarly noted that their children’s well-being was affected during COVID-19, with approximately one-fifth of children exhibiting
elevated levels of disruptive behavior and nearly one-half experiencing elevated sadness or worry.

Nevertheless, Orange County residents have been resilient, with an overwhelming number having stayed connected with their friends, family or social
network and relying on them as a resource for maintaining their well-being during the pandemic (78% adults, 62% youth/parents).

About one-quarter each of adults and children/parents also sought help from a health care professional for their stress or emotions during the pandemic,
with the majority who tried having successfully connected with a therapist or a physician.

Nevertheless, Orange County residents still face multiple barriers when trying to connect to mental health care (28% adults, 18% children/parents), with
some of the most common challenges being lack of insurance or an ability to pay, inconvenient or delayed appointment times and uncertainty over who
to call.

Less than 5% of adults or parents/youth had used a warmline, hotline or crisis line, suggesting a potential area for improved outreach and marketing.
Consumers’ outreach and communication preferences tended to vary by age (i.e., social media vs newspapers) or were universally shared (i.e., focus on
hope, positive messaging, culture of the person you are trying to reach). Differences related to cultural background emerged when discussing specifics
around preferred terms, images, etc., thus underscoring the critical importance of involving members of the intended audience during the creation and/or
approval of content.

While individuals expressed a preference for face-to-face services and generally found it easier to share in person, an overwhelming majority nevertheless
stated they would like to engage in telehealth services at least some of the time, even after COVID-19 was “done” and there were no restrictions on in-
person meetings.

Both individuals and providers reported they would be interested in and could benefit from learning how to use and navigate technology.

Some individuals and/or groups also had need for reliable devices and/or Wi-Fi.

Finally, meeting people “where they were at” is core to fostering hope, healing and health. An essential element of this is understanding and authentically
engaging the diverse cultural backgrounds of those we are seeking to engage and support on their recovery journeys.

34|Page



Looking ahead to FY 2021-22 and beyond, the HCA and MHSA Office will continue to gauge trends in well-being, stress and coping among Orange County residents;
monitor the MHSA fiscal outlook; and continue to adjust and adapt as needed to ensure needed services and supports are not disrupted. Moreover, we remain
committed to partnering with consumers, family members, service providers and community organizations as, together, we strive to anticipate future needs, close
existing gaps, address persisting disparities and support the health and well-being of Orange County’s residents.
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Public Hearing and Approval by the Board of Supervisors

The MHSA Plan Update for FY 2021-22 was completed, reviewed and approved by the BHS Director and
posted to the Orange County MHSA website May 2, 2021 for a 30-day review by the public. At the close the
of the public comment period the MHSA Office and BHS Managers responded to all substantive public
comments. The Plan, with the additional comments and responses, was submitted to the Behavioral Health
Advisory Board (BHAB), and on June 10, 2021 the BHAB held a Public Hearing via Zoom Teleconference. The
Public Hearing was advertised through a posting with the Clerk of the Board and emails to members of the
MHSA Steering Committee and interested community members who have asked to be notified of meetings
and events from the MHSA Office. In addition, the Public Hearing was posted on the Board of Supervisors
Event Calendar and promoted through the Health Care Agency’s social media applications (Twitter,
Facebook). At the hearing, BHS Management reviewed the key priorities and changes to the Plan and public
comments were heard. At the conclusion of the Public Hearing, the Chair of the Behavioral Health Advisory
Board led a discussion among the members and called for a vote of support of the Plan. The plan was
supported without any recommendations for substantive changes from the Behavioral Health Advisory
Board.

After receiving formal recommendation by the Behavioral Health Advisory Board, the MHSA Annual Plan
Update for FY 2021-22 was brought before the Orange County Board of Supervisors and approved at the
regularly scheduled meeting held on June 22, 2021.

IMPACT OF COVID-19
ON MHSA PROGAMS & SERVICES

With the onset of COVID-19 and
the subsequent closure of many
community sites, programs had to
quickly transition to providing
services virtually or over the
phone, while many participants
lacked access to reliable
technology. Referrals decreased
due to the reduction of outreach
opportunities but, due to the

economic effects of the pandemic,
participants had an increased
need for essentials such as food,

housing and supplies. With
ingenuity, dedication and the
utilization of CARES Act funds,
programs were able to address
these challenges.
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MENTAL HEALTH
AWARENESS &
PREVENTION

Mental health awareness and prevention programs strive to
prevent the development of serious emotional or behavioral
disorders or mental health conditions in at-risk individuals.
These programs achieve this through large-scale, population-
based efforts designed to educate and inform the public
about mental health and well-being, reduce risk factors or
stressors, build protective factors and skills, and/or increase
resilience. They aim to strengthen the resilience and well-
being of a community as a whole by providing information,
training and skill-building around mental health. The
programs often use creative and culturally appropriate
strategies for engaging different populations, especially
unserved and underserved communities.

Community planning identified that, should the demand or
opportunities for awareness campaigns and educational/
training efforts outpaces proposed budgets, impacted

programs may have their funding augmented midyear, e Mental Health Community Education Events for Reducing Stigma and Discrimination
pending availability of funds.

e Qutreach for Increasing Recognition of Early Signs of Mental llIness

e Prevention (several programs focused on mental health and well-being)
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Mental Health Community Education Events
for Reducing Stigma and Discrimination (PEl)

The Mental Health Community Education Events for Reducing Stigma and Discrimination program hosts mental health-related educational and
artistic events that aim to reduce stigma and discrimination related to mental health. Collectively, the events are open to individuals of all ages living
in Orange County, with specific events intended to reach identified unserved and underserved communities. A time-limited Request for Application
(RFA) is periodically released inviting individuals and organizations to submit proposals for events. Examples of events that have received funding
include art workshops and exhibits, plays, conferences, multi-cultural musical and dance performances, and other related activities.

@

AGE RANGE

All Ages

S

Community

PRIMARY LOCATION

TARGET POPULATION

(v)

At-Risk  Mild-Moderate Severe

LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

v Arabic v Korean TDD/CHAT
V' Farsi Mandarin v/ Vietnamese
V' Khmer v Spanish Other:

PROGRAM SPECIALIZATIONS

Q000G

@ &

BH Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers  Responders School Youth Morbidities ~ Justice ~ Communities At-Risk of ~ from SU Exposed Military-
Involved Individuals Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
Age % Gender % Race/Ethnicity % Unduplicated
0-15 40 Female 54 African American/Black 2 Fiscal Year ~ Program Budget  # to be Served
16-25 25 Male 45 American Indian/Alaskan Native 1 FY 2020-21 $881,000 16,500
26-59 20 Transgender - Asian/Pacific Islander 9 FY 2021-22* $1,200,000 17.500
60+ 15 Genderqueer - Caucasian/White 17
QueStioning/Unsure ) Latino/HisPanic 1 5- I;grzt(::vzj: bud et‘$ :ult;zr?tztion concludesi}?g(l)-'Y 2021-22
Another 1  Middle Eastern/North African year, temporary budg g '

Another

*Based on CPPP, propose adding additional funds to FY 2021-22
budget with set aside for veteran-focused event(s).
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SERVICES/EVENTS

Participants are invited to take part in activities designed to help them learn about and/or express their thoughts and feelings about mental health and stigma.
Activities can include viewing or creating artwork, watching performances or presentations, creating videos, storytelling and other forms of self-expression and
group-learning. While each event is different, they all provide messaging aimed at educating the public on mental health conditions, the stigma surrounding mental
health conditions and the mental health resources available in their communities. The events also seek to educate the public about the abilities and experiences
of those living with a behavioral health issue and to instill self-confidence and hope in people living with a mental health condition and their family members.

During FY 2019-20, community-based organizations hosted a series of events.
Due to the public health emergency beginning March 2020, all in-person events
and activities were put on hold and allowed providers an additional six months
to adapt their services to public health guidelines. In addition, the HCA funded
four social marketing campaigns focused on mental health awareness, suicide
prevention and stigma reduction to address the anticipated increase in need for
mental health services and support due to the pandemic.

Casa de la Familia

TARGET AUDIENCE:

Latino families w/limited
English proficiency

DESCRIPTION:

Series of plays that openly
discussed mental health and
stigma while celebrating
emotional resilience and culture.
Each play included a discussion
of mental health topics and
engaging activities. Three of five
planned plays had to be
cancelled due to the pandemic.
(Nov. 2019-Dec. 2020 in Santa Ana)

# REACHED:

176 in person
4,782 Facebook views

1, 00 1 Facebook comments

Latino Health Access

LA VIDA A TODO COLOR DESCRIPTION:

Art workshop series that used artistic expression to educate
participants on mental health topics, provide resources and
encourage participants and family members to seek help. Eight of
nine planned workshops were provided (8 in Santa Ana from Nov.
2019 through March 2020 in Santa Ana). The contract was
terminated early by the provider due to needing to shift focus to
responding to the pandemic.

652 surveys completed

LGBTQ Center Orange County

CELEBRANDO NUESTRA CULTURA DESCRIPTION: RARSERAUBIENEE

LGBTQ YOUTH CONVENING:

Series of events that openly discussed mental health and stigma
while celebrating emotional resilience and culture. Each event
included a discussion of mental health topics and engaging
activities. Three of five planned events had to be cancelled due to
the pandemic. (Nov. 2019-Dec. 2020 in Santa Ana)

TARGET AUDIENCE:
Latino families, family

# REACHED:

733

friendly, open to the public

LGBTQ youth & young
adults

Presentations, spoken narratives
and educational workshops to
create safe and supportive
schools and community spaces
for LGBTQ youth

(Three separate virtual workshops

# REACHED:

395 registrants

332 workshop attendees

May 2020.)

300+ YouTube views, comments
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# REACHED:

410

# REACHED:

248

Multi-Ethnic Collaborative of Community Agencies
(MECCA)

WRITING OUR STORY: TARGET AUDIENCE:

Series of community-based
writing workshops for adults .
and youth focused on stigma Commumty
reduction (38 in-person at Iarge
workshops at seven provider

sites from Oct. 2019-March

2020 prior to the pandemic; 18

online workshops from Sep.— # REACHED:
Dec. 2020). Each workshop

focused on different writing 346

media (poetry, short stories,

memoirs, other literary workshop participants
concepts) and were led by

award-winning writer/mental 9 7 0
health advocate Kelechi

Ubozoh, poet Marcus Omari, online participants
and writers Amanda Fletcher,

Natashia Deon and Brandon
Easton. During the workshops, 2 9 8 8
participants were invited to ’

share their stories and engage email recipients
in a dialogue about their

experiences with mental

health. Click to learn more: )

Stories: www.ocmecca.org through social media
Videos: “These Are Our Stories”

Also hosted several webinars 2 6 7 4
on mental health conditions, y
suicide and stigma featuring digital/printed chapbooks

panelists on Facebook Live. of participant’s personal
stories distributed
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http://www.ocmecca.org/
https://www.youtube.com/watch?app=desktop&fbclid=IwAR0PqvtZefcYbYFi_XAMSKn35ZtWlmnN_nEFIZGmNSdeuScfha5Lxdw3nxw&v=mb-vKEDW_Ac&feature=youtu.be

Wellness Prevention Center
(WPC)

Council on Aging Southern California

(COASC)

BACK TOGETHER 4TEENS

Activities such as panels on
mental health and diverse
communities, communicating
with loved ones about mental
health, focus groups on stigma
campaigns, art, meditation and

other wellness activities. (Jan.
2020, Aliso Vieio, South OC)

MENTAL HEALTH AWARENESS
WEEK EVENTS

e “Quaranteen” Kits w/self-care
items: 53 kits distributed

e Mental health-related Chalk
Art Contest: 20 submissions

e Virtual Comedy Night:
109k promotion impressions,
71 participants

e Social media posts: 340 likes
1,612 IG story views

YOUR TEEN TOOLBOX

Eight events on the health and
well-being of teens and their

families. (4 in-person events in
San Clemente, Aliso Viejo Nov.
2019-Feb. 2020; 4 online
events April 2020-May 2020)

73

participants

MENTAL HEALTH AWARENESS
PUBLIC SERVICE CAMPAIGN

e Print ads in local south
county newspapers:
45,350 distributed

e Facebook (FB) impressions:
67,075

e FB reach: 38,384

e FB clicks: 1,014

¢ Landing page engagement:

201

98

in person

91

virtually

TARGET AUDIENCE:

Youth 12+, parents, students, school staff, community

ART THERAPY FOR SENIORS:

An 8-week virtual series of art
workshops intended to reduce
stigma and change ideas and
feelings about mental health
conditions and ultimately
reduce self-stigma. (Dec. 2020)

TRUE COLORS MEDIA CAMPAIGN:

Campaign focused on reducing
public and institutional stigma
through participant art on
public transit & bus shelters to
counter negative stereotypes
and beliefs. (1st campaign:
May- June 2020; 2" campaign:
Dec. 2020)

MENTAL HEALTH AND AGING

EDUCATIONAL FORUM:

Forum focused on reducing
stigma and promoting mental
health awareness through
lectures, community mental
health resources, and keynote

3,957

art participants

7.7m

bus shelter impressions

10m

bus impressions

206

forum attendees

140

YouTube views

TARGET AUDIENCE:
Older adults, mental health & aging providers,
participating artists from the community
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National Alliance on Mental IllIness - OC
(NAMI-OC)

LOUD AND PROUD MUSIC AND
ART FESTIVAL

A virtual Loud and Proud
Music and Art series
featured local LGBTQIA+
musicians and artists who
performed and displayed
art with the intention of
opening up conversation
about mental health for
Pride celebrations during
Pride month. (September
2020)

Social/Digital Media:
Channel Q made a targeted

post containing a fun 22
second video including
music by Loud and Proud
performer, Chioke Dmachi

TARGET AUDIENCE:
LGBTQIA+/Hearing Loss

EVENT:

176 virtual event attendees

1 10 YouTube livestream views

WEBSITE:

52.5k Webpage impressions
420 Clicks
26 Likes

INSTAGRAM:
37 Instagram (IG) posts

12.3k Reached on IG

All providers were contracted to host the event(s) under a provider-specific
agreement titled “Mental Health Community Educational Event Services.” In FY
2021-22 and 2022-23, the program intends to host events similar to what was
offered in FY 2019-20.

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

The program encourages participants and their family members to attend and
participate in stigma reduction activities in their community. Recovery is
promoted by tapping into participant’s creative energy, encouraging their self-
expression to reduce feelings of self-stigma, shame and isolation, and building
connections with the larger community through interactive events open to all.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

The program hosts events that are open to all Orange County residents and are
sensitive and responsive to participant’s backgrounds. Care is taken to host events
in  communities of underserved populations where stigma is particularly
prevalent. The projects attempt to educate the surrounding community and dispel
misperceptions regarding mental health. This strategy is employed because art
transcends socioeconomic status, ethnicity, culture, language, mental health
condition and other factors that are sometimes a source of discrimination. When
art is appreciated, it can open the door to acceptance. Creating and sharing
artwork also builds self-esteem and encourages people living with a mental health
condition to define themselves by their abilities rather than their disabilities.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR
UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

The program is inclusive of those living with mental health conditions and their
loved ones. Community partners who specialize in working with underserved
cultural populations are involved to improve community members’ access to the
events. By having trusted cultural ambassadors host the activities, the program
provides an opportunity for these partner agencies to interact with residents
living with mental health conditions, thereby encouraging them to seek the
agency'’s services in the future.

OUTCOMES

HCA has been working on identifying tools and strategies for measuring stigma reduction, which can be challenging, particularly at large-scale events and
performances. In FY 2019-20, due to the emphasis on virtual events and digital campaigns, programs tracked number of participants and digital media impressions
as outcomes (reported in tables above). The shift to virtual events in FY 2019-20 due to the pandemic introduced challenges with collecting survey outcome data
and was unable to be collected in sufficient numbers to report.
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In FY 2018-19, one provider (MECCA) asked event participants to complete a survey on their beliefs and attitudes about mental health:

e Drawing Out Stigma - Youth Participatory Video Workshops: % “agreed” or “completely agreed” with the following statements (n=12)
o 92% “learned something new about mental health”
o 92% stated that “viewing the event positively changed [their] perspective about individuals who have a mental illness”
o 100% “learned ways to prevent discrimination against people with mental health conditions”
o 58% “learned where to find more services or programs on mental health”
o 75% disagreed or completely disagreed that a “person with a mental health condition is dangerous”
e Drawing Out Stigma: Adult Participatory Video Workshops (n=111)
o 91% “learned something new about mental health”
83% stated that “viewing the event positively changed [their] perspective about individuals who have a mental illness”
91% “learned ways to prevent discrimination against people with mental health conditions”
84% “learned where to find more services or programs on mental health”
71% disagreed or completely disagreed that a “person with a mental health condition is dangerous”
e  Community Educational Screenings (n=517)
88% “learned something new about mental health”
80% stated that “viewing the event positively changed [their] perspective about individuals who have a mental illness”
84% “learned ways to prevent discrimination against people with mental health conditions”
81% “learned where to find more services or programs on mental health”
64% disagreed or completely disagreed that a “person with a mental health condition is dangerous”
e  Multi-Ethnic Mental Health Arts and Festival (n=383)
o 86% “learned something new about mental health”
o 83% stated that “viewing the event positively changed [their] perspective about individuals who have a mental illness”
o 84% “learned ways to prevent discrimination against people with mental health conditions”
o 83% “learned where to find more services or programs on mental health”
o 50% disagreed or completely disagreed that a “person with a mental health condition is dangerous”

O O O O

O O O O O

Taken together, the results suggest that these events were particularly effective in promoting positive messages

about mental health and people living with mental health conditions among youth and adult participants. Given COMMUNITY IMPACT

the nature of the events, it is not surprising that the educational screenings and art event/festival were more

effective in informing participants about available services compared to the participatory videos. The program has provided services
Outcomes data for the other providers are not available for FY 2018-19. to nearly 40,000 individuals since its

inception in FY 2012-13. Feedback
from participants indicates that the
arts remain one of the greatest
assets in empowering the
community while raising awareness

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The challenges encountered by the program in FY 2019-20 were primarily related to planning and coordination
around the public health emergency and all the restrictions imposed. Although the providers were able to pivot
most of their programming in creative ways on the virtual digital platform, they found that participant
attendance and collection of surveys was the biggest challenge. Large numbers of participants registered for
the events but fewer actually attended and almost all were reluctant to complete the surveys. and understanding of mental health.

43 |Page



Outreach for Increasing Recognition of Early
Signs of Mental lliness (PE))

The Outreach for Increasing Recognition of Early Signs of Mental lliness program is intended to reach “potential responders,” i.e., community members who are
working with or likely to encounter individuals who are experiencing, or at elevated risk of experiencing, a mental health challenge. At-risk individuals can include,
but are not limited to, PEI Priority Populations such as unserved and underserved racial/ethnic communities; immigrants and refugees; children and youth who
are at risk of school failure and/or juvenile justice involvement; foster youth and non-minor dependents; individuals who have been exposed to trauma or are
experiencing the onset of serious mental iliness; the LGBTQ community; and those experiencing homelessness.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
2 v Arabic v Korean TDD/CHAT
V' Farsi v Mandarin v Vietnamese
All Ages Community At-Risk  Mild-Moderate Severe V' Khmer V' Spanish Other:
PROGRAM SPECIALIZATIONS
1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Prowders Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individual  Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
Age % Gender % Race/Ethnicity % Unduplicated
0-15 40 Female 54 African American/Black 2 Fiscal Year ~ Program Budget  # to be Served
16-25 25 Male 45 American Indian/Alaskan Native 1 FY 2020-21 $9,336,945 38,483
26-59 20 Transgender - Asian/Pacific Islander 9 FY 2021-22* $13,118,412 39,081
60+ 15 Genderqueer - Caucasian/White 17 $
. 6,278,245 16,100
Questioning/Unsure - Latino/Hispanic 71 FY 2022-23
H ; - 5-year, temporary budget augmentation concludes in FY
Another 1 Middle Eastern/North African 2021-22. Proposed decrease in FY 2020-21 due to pause in
Another - expanding outreach at mass gatherings (i.e., sporting events).
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SERVICES

The program aims to better inform and/or prepare a wide range of potential responders on how to: identify
behavioral health conditions in all age groups as early in their onset as practicable, assist individuals exposed to
trauma and/or living with behavioral health conditions and their families, and increase knowledge on how to access
behavioral health services. The program also conducts mental health awareness outreach to individuals of all ages
who have had life experiences that place them at risk of developing behavioral health conditions but remain hard
to reach in traditional ways because of cultural, linguistic or economic barriers. The program strategies used include
1) training, technical assistance and consultation, 2) educational/informational material development, 3)
community events, networking and activation, 4) media campaigns and 5) door-to-door/street outreach. In
addition, the content and/or format used within each strategy is tailored for two audience types:

e Tier 1 is for members of the general public seeking information about behavioral health, including
individuals such as parents, youth, students, neighbors, etc.

e Tier 2 is for members of professional communities, other than behavioral health, who interact or work with
individuals who are experiencing, or at risk of experiencing, a behavioral health issue, including staff from
public or private schools, childcare sites, colleges/universities, veteran organizations, law enforcement,
probation/parole, housing providers, shelters, religious leaders/faith-based centers, businesses, etc.

Trainings for behavioral health providers are described in the Workforce Education and Training (WET) section.
Strategy 1: Training, Technical Assistance and Consultations

Trainings, technical assistance (TA) and consultations cover topics such as Identifying and Responding to the Early
Signs of Mental lliness, Trauma-Informed Care, Suicide Prevention, Resilience and Well-Being, and other related
subjects. In response to community feedback during the Summer of 2018, the Behavioral Health Training
Collaborative was formed to provide behavioral health trainings on the signs and symptoms of behavioral health
conditions and ways to help. The collaborative began serving the community in December 2019 and, as can be seen
in the graph on the left, the number of trainings available for the community substantially increased. In addition,
beginning FY 2020-21, Crisis Intervention Training (CIT) for Law Enforcement was moved from WET to PEI.

CIT for Law Enforcement

Training, TA & Consultations

150 5,000 50 800
132
3,820 4000 40 587 600
100
3,000 30
400
2,000
>0 1,264 929 *
4 23 1,000 10 200
0 ﬁ - 0 0 0
FY 16-17 FY17-18 FY18-19 FY 19-20 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
[ Trainings e Attendees [ Trainings = Attendees

CIT FOR LAW ENFORCEMENT

Crisis Intervention Training (CIT) for law
enforcement officers helps to equip
and train officers to de-escalate mental
health crises to improve the safety of
the officers and those individuals with
mental health conditions. CIT is a 40-
hour curriculum covering topics such as
signs/symptoms of behavioral health
conditions, dementia and other
conditions that older adults may face,
autism and developmental disorders,
and suicide. In previous years, the
curriculum was offered in modules to
accommodate  officer  schedules.
Beginning FY 2020-21, additional
curriculum was developed to train all
first responders starting that year. This
includes law enforcement (sworn and
non-sworn staff), correctional staff,
probation staff, dispatchers, and fire/
EMS personnel. Specific curriculum
addresses the unique issues each first
responder may encounter. Starting FY
2021-22, the law enforcement
curriculum will be provided in one
week over 40 hours at the request of
local law enforcement agencies. See
graph for CIT activity since FY 2016-17.
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TIER 1: Trainings for Community Members*

EARLY SIGNS OF MIENTAL ILLNESS TRAUMA-INFORMED CARE SUICIDE PREVENTION RESILIENCE & WELL-BEING
*  Multi-Cultural Mental Health * Adverse Childhood Experiences * Means Restrictions * Resilience
Training * CalMHSA Know the Signs * 40 Developmental Assets
*  What is Mental Health * Healthy Coping Skills
* Virtual Engagement Best
Practices

*  NAMI Family-to-Family
* NAMI Peer-to-Peer
* Pathways to Permanence

* Open to the general public, including parents, youth, students, neighbors, etc. and who are seeking information about behavioral health.

TIER 2: Trainings for Non-Behavioral Health Professionals*

EARLY SIGNS OF MEENTAL ILLNESS TRAUMA-INFORMED CARE SUICIDE PREVENTION RESILIENCE & WELL-BEING
e CalMHSA Each Mind Matters and * (Critical Incident Stress * Means Restrictions * Positive Behavioral
related areas (i.e., How to Have Management training (see Crisis * CalMHSA Know the Signs Interventions
Conversations About Mental Services section for description) * Kognito online trainings * Unconditional Pride: Creating
Health, Strategies to Collaborate » Disaster Preparedness for * Collaborative Safety Planning Affirming Spaces for Trans
with Native Communities, etc.) Disaster Service Workers * Suicide Prevention & Assessment and Queer Youth
e (Crisis Intervention Training (CIT) * Vicarious Trauma: Impact and * Responding to Crisis Calls and * Talking About Bullying
for Law Enforcement Skills to Help You Cope Messages * Self-Care, Self-Control &
* Screening and assessing for * Training Qualified Educators in Preferred Self
challenging behaviors in young Understanding ACEs *  Mindfulness
children * Building Trauma-Informed * Virtual Engagement Best
* Mental Health First Aid School Communities Practices
e Paraprofessional Training * Assessing Student's Well-
Modules | and Il being During Virtual
Instruction

* Open to non-mental health professionals who interact with/provide services to Orange County residents who may be experiencing a mental health issue; this

can include teachers, childcare providers, veteran organizations, law enforcement, housing providers. religious/faith leaders, businesses, etc.

For a list of all trainings offered in FY 2019-20, go to: https://www.eventbrite.com/o/behavioral-health-training-collaborative-27819159453

Online resources are available for select trainings so that students and families can access information after a training has been completed:
ocstudentmentalhealth.org
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Strategy 2: Educational/Informational Materials

Culturally responsive educational and informational materials for potential responders and members of the PEI Priority Populations are available in print, podcast
or online. Materials address one or more of the following topics and are tailored for both Tier 1 and Tier 2:
e |dentifying and Responding to Early Signs of Mental lliness, Suicide Prevention, Outreach to Unserved and Underserved Cultural Communities

o i.e., “OC Links Talking Cards: How to Initiate a Conversation About Mental Health,” CalMHSA/Statewide Each Mind Matters
Projects Toolkits and Tipsheets on Stigma Reduction, Mental Health Awareness and Suicide Prevention, Ribbons & Wristbands
“Mental Health Support Guide” in English, Spanish, Korean and Vietnamese, “Be True and Be You Mental EY 19-20 N/A
Health Guide” for LGBTQ+ youth, “Aging and LGBT Mental Health Support Guide,” Latinx LGBTQ + Immigrant FY 18-19 57,254
Youth Provider Fact Sheet, etc. FY 17-18 77,490
e Trauma-Informed Care FY 16-17 53,400

e RESET Toolbox: A collection of trainings designed to increase developmental assets, protective factors and mental
health resilience among children, developed by Western Youth Services in collaboration with CHOC Children’s Hospital and Orange County Department of
Education. The toolbox also equips parents, educators, school/district administrators and leaders of youth-serving collaborative agencies with multi-modal
tools to mitigate the effects of toxic stress due to isolation in the wake of the COVID-19 pandemic

Strategy 3: Community Events, Networking and Activation Efforts

Community events, networking and activation efforts for potential responders and members of a PEI Priority Population include one or more of the following
methods, strategies and approaches:
e Events: Tier 1
o In-person and virtual art exhibits showcasing artwork created by program participants that promote mental health awareness, suicide prevention,
stigma reduction, etc.; examples: Send the Silence Packing suicide prevention exhibit, local arts and photographic displays, etc.
e Performances: Tier 1
o In-person and virtual professional theatre performances that highlight mental health topics and are followed by panel discussions facilitated by
mental health professionals.
e Conferences and Forums: Tiers 1, 2
o In-person and virtual events such as book clubs, Salon, story-telling events, pop-up talks, resource and/or wellness fairs, Teen Toolbox (events for
teens and parents), Youth Convening to empower LGBTIQ youth, etc.
e Community Networking: Tiers 1, 2
o In-person and virtual Informational and networking forums for schools, school districts, colleges and universities, providers and other community
organizations to learn from each other about evidence-based, practice-based and community-defined best practices, etc.
e Community Activation
o Tier 1: Virtual and on-campus clubs and promotion of student-led activities on mental health, i.e., Active Minds, NAMI on Campus, Lesbian Gay
Bisexual Transgender Intersex Questioning (LGBTIQ) clubs, Friday Night Live, Peer Assistance Leadership groups, Associated Student Body, etc.
o Tier 1, 2: Community collaborations, coalitions or partnerships aimed at expanding behavioral health knowledge and awareness, etc.
e Creative Self-Expression: Tiers 1, 2
o “Life Stories,” a 10-12 week evidence-based program designed for self-expression through the creation of original dramatic works where
participants use their own life experiences as inspiration for others; “Directing Change,” a statewide video competition where students create
public service announcements focused on educating the broader community on stigma and suicide prevention (see table below); etc.
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FISCAL
YEAR

FY 19/20

#
SUBMISSIONS
Statewide

1,080

#
SUBMISSIONS
from OC

78
237 OC youth

DIRECTING CHANGE HIGHLIGHTS

View winning films from Orange County:

Regional Competition Winners:
e 3 Orange County films in the “Mental Health Matters” category
¢ 2 Orange County films in the “Suicide Prevention” category
e 1 Orange County film in the “Animated Shorts” category
Honorable mentions:
e 1 “Through the Lens of Culture” category
e 7 “Mental Health Matters” category
® 6 “Suicide Prevention” category
e 2 “Sana Mente” category
e 1 “Animated Shorts” category
e 2 “Walk in Our Shoes” category

FY 18/19

1,063

84
210 OC youth

Regional Competition Winners:

e 3 Orange County films in the “Mental Health Matters” category

e 3 Orange County films in the “Suicide Prevention” category
Honorable mentions:

e 3 Orange County films in the “Through the Lens of Culture” category

e 10 “Mental Health Matters” category

e 9 “Suicide Prevention” category

e 1 “Sana Mente” category

e 2 “Animated Shorts” category

FY 17/18

742

134
342 OC youth

Regional Competition Winners:
e 3 Orange County films in the “Mental Health Matters” category
e 3 Orange County films in the “Suicide Prevention” category
e 1 Orange County film in the “Through the Lens of Culture” category

FY 16/17

456

46

Regional Competition Winners:
e 3 Orange County films in the “Mental Health Matters” category
e 2 Orange County films in the “Suicide Prevention” category
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https://www.directingchangeca.org/films-by-county/%23Orange

Strategy 4: Media Campaigns
(i.e., culturally responsive/tailored print, radio, television, internet, social, etc.):
e Fach Mind Matters public service announcements (PSAs)
e Sana Mente PSA “Cuidate” (i.e., “Take Care”), targeting the Spanish-speaking community between the ages 25-29
e Know the Signs suicide prevention
e Stigma Free OC launched October 2019 and the website was revamped and a new promotional campaign, “See the Person, not the Condition,” was relaunched
in November 2020

[

&
e

A

" In a Stigma Free OC, | can be seen
for who I'really am. Take.the pledge
today "and join -the movement to j

 remove. stigmas” around . mental £
iliness and addiction. ;
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Strategy 5: Door-to-Door/Street/Event-Based Outreach (Tiers 1, 2)
o Door-to-door, street, virtual and telephone outreach conducted by provider staff, who are often trusted members of the community. Staff canvas
neighborhoods and make phone calls to raise awareness, educate the community about mental health topics and provide them information about available
services and resources. This is achieved by building rapport and trust with the community, especially with those who may be unaware of available resources

and how to access them.

o Other outreach strategies include making in-person and online presentations and providing information via resource tabling at small- or large-scale
community events such as health fairs, conferences, church events, 5k races, etc.

Stigma Free OC Pledges by City (March 2021)

F { address or place Chino -
E nal I . OC Stigma Free Pledges
n
n Norwalk Chilno Hil ”‘:"":' Pledge Total
& < N 100+
- Corona
Redondo 51-100
Beach
Torrance 1-50
M’”’my 32
b % 5 . <0
Rancho Long Beach > N
Verdes 14731t "
4 Sun City
Lake
Elsinore
Wildom ar
A MDUNTAINS 7s
Murrieta

Example of outreach efforts to engage individuals and Te
businesses in the Stigma Free OC pledge drive. Map o

shows density of pledges by city. Boa, :

Fallbrook

Location of Outreach Trainings, Activities and Events (see table below for more details): These outreach strategies and methods are provided at locations
convenient for the different potential responders and can include early childcare facilities (licensed and licensed exempt, family and faith-based childcare
programs, non-state/non-federally funded programs); K-12, college and university campuses and District Offices; faith institutions; Juvenile Hall, Orange County
Courts, law enforcement/police departments, hospitals, first responder stations/locations; community-based organizations; Social Services Agency; shelters,
Family Resource Centers, parks, older adult community centers, wellness centers, residential treatment facilities and recovery homes; Mexican Consulate Office;
the HCA Behavioral Health training facility; and other community locations convenient for target population to be trained.
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Location of Outreach Trainings and Events
SETTINGS POTENTIAL RESPONDERS

Where Potential Ressponders ~~  Tier2 Tier 1

Were Engaged Staff Hospital,
ot Teachers, Working w/ Law Enforce. |First Responders Medical, Other

School Staff, At-Risk, (i.e., police, | (i.e., paramedics, Nursing  Religious Youth/ Family Community
Administrators| Unserved probation, etc.) fire, etc.) Staff Leaders Students Members Members

Childcare Facilities X X X

School and College
Campuses, District Offices

Faith Institutions X X X X X

Criminal Justice Settings
(i.e., Juvenile Hall, Courts, X
Sheriff/Probation/police, etc.)

First Responder Locations
(i.e., fire departments, etc.)

Hospitals/Medical Offices X X
Residential Treatment

Facilities, Recovery Homes X
(el et X X X X X X X X X
Organizations
Social Services Agency Sites X
Shelters X X X
Family Resource Centers X X X X
Older Adult Community
X X

Centers
Wellness Centers X X X
Mexican Consulate X
Parks, Fairgrounds, Public X X X X X % X
Events
HCA Behavioral Health

.. il X X X X X X X X X
Training Facility
Other Locations X X X

When working to provide outreach directly to unserved and underserved target populations, program staff work with partner agencies such as LGBTIQ alliances,
social services agencies and cultural ambassadors from trusted community-based organizations.
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In addition, informational resources, educational materials, and promotional and behavioral health-related advertising campaigns can also be provided at
community events (e.g., NAMI walk, events at County parks, health fairs, community festivals, sporting events, etc.) and/or in public locations (e.g., sporting
venues, bus stops, billboards, etc.) where potential responders and members of PEI priority populations may frequent, as well as through door-to-door outreach

and a variety of online forums and presented as described throughout the document.
STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

The program uses different strategies to promote recovery and resilience. For providers, the program offers
trainings in critical incident stress management. For parents and family members, the program offers peer
support and skill-building. For consumers, resilience is fostered by building on protective factors, addressing
risk factors and providing peer support.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND
LINKAGE TO TREATMENT

When appropriate, staff provides referrals to treatment and/or support services for individuals of any age who
need additional services and/or supports. Referrals are determined based on the individual’s needs, with
greater levels of support provided to those who face greater challenges and barriers to accessing care. In
addition, the program leverages opportunities through CalMHSA Statewide Projects, such as competitive mini-
grants awarded to local agencies, so that they may create tailored outreach materials and social marketing
campaigns designed to improve timely access of their services.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

Reducing stigma and discrimination related to mental health conditions is central to the outreach materials,
events and training. Providers employ bilingual staff to meet the program’s multicultural and language needs
and materials are designed to be culturally and linguistically responsive and tailored to reach Orange County
residents of all ages from diverse backgrounds and cultures. Providers also adopt a collaborative approach
across agencies and systems of care and utilize evidence-based best practices that are culturally and
linguistically responsive.

CHANGES, CHALLENGES AND SOLUTIONS IN PROGRESS

To mitigate the impact of limited resources and reach a larger geographic area, the program successfully
collaborated with community partners to build a network that expanded the program’s reach in Orange
County. In addition, the stand-alone, PEI-funded School-Based Stress Management Services (SMS) program
was discontinued beginning FY 2020-21 following the retirement of the contracted subject matter expert
who oversaw this program. School-based/student-focused mindfulness trainings will continue to be offered
through this outreach program.

COMMUNITY IMPACT

The consolidated program continues
its mission of increasing awareness
of mental health, early signs of
mental health challenges, and
available  resources;  providing
support in times of crisis; and
creating educational opportunities
for students, staff, parents and other
Orange County residents. Through a
network of providers, the program is
able to provide effective outreach
and training to diverse communities
throughout the county. In addition,
several new activities (i.e., resource
fairs, networking events, etc.) have
been added to or expanded in the
Three-Year Plan in response to
community requests.
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School Readiness serves families with children from birth to age 8 who are exhibiting behavioral problems and emotional distress which places them
at increased risk of developing a mental health condition and failing in school. These families often face issues related to crowded living conditions,

neighborhoods affected by gangs and drugs, a history of violence in the family, and history of separation from loved ones. Many of the families served
are also monolingual (i.e., Spanish, Vietnamese).

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
v Arabic v Korean TDD/CHAT
V' Farsi v Mandarin v Vietnamese
Ages 0-8 Field  Community At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

O DG

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
Age % Gender % Race/Ethnicity % Unduplicated
0-15 100 Female 54 African American/Black 2 Fiscal Year ~ Program Budget  #to be Served
16-25 - Male 45 American Indian/Alaskan Native 1 FY 2020-21 $1,600,000 3,600
23-59 - '(I;ran(:gender - Iésmn/ '_)3C'/f",::l:ﬁltander 13 FY 2021-22* $1,000,000 1705
+ - enderqueer - aucasian ite
Questioning/Unsure - Latino/Hispanic 71 FY 2022-23 31,000,000 TBD
Another 1 Middle Eastern/North African - 5-year, temporary budget augmentation concludes in FY 2022-23.
*Proposed decrease in FY 2021-22 due to not renewing one
Another - provider contract.
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SERVICES

Services for children and their families include developmental screening, child and
family needs assessments, parent education/training and coaching using Triple P
Positive Parenting Program techniques, case management, and referral and linkage to
community resources. The program also goes out into the community to train
parents/caregivers, family members, day care staff, early education staff and other
professionals working with the target population on how to recognize the early signs of
emotional disturbance and behavioral conditions and to be aware of available
resources.

OUTCOMES

To measure the extent to which the program promotes the protective factor of
parenting self-efficacy, parents completed the Parenting Children and Adolescents
Scale-Self-Efficacy (PARCA-SE) at baseline and follow-up to assess for changes in overall
parenting self-efficacy, support of good behavior, limit setting, and proactive parenting.
The PARCA-SE is culturally sensitive, as it has been validated for use among diverse racial
and ethnic groups (i.e., White, Hispanic, Black, Native American, Asian, Native Hawaiian,
Biracial or Other), and is available in multiple threshold languages.

Across all four fiscal years, parents reported medium to large improvements in overall
self-efficacy, support of good behavior, limit setting and proactive parenting, with
positive impact tending to be somewhat stronger in FY 2017-18 compared to the other
fiscal years.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The challenges encountered by the program in FY 2019-20 were primarily related to
planning and coordination around the public health emergency and all the restrictions
imposed. Although the school readiness providers were able to pivot their
programming on the virtual digital platform, they found conducting screening and
assessments and collecting the survey data were a challenge. On the other hand,
attendance at trainings was steady; parents and caregivers found it easier to attend the
virtual training. Going into FY 2021-22, only one of two provider contracts are being
renewed with an increase in the contracted maximum obligation and resulting in a net
decrease in the overall program budget and number of participants to be served. The
remaining unencumbered program funds (i.e., $600,000) were redistributed to other
programs/providers also serving families with young children ages 0-8 (i.e., Parent
Education Services; the early childhood provider in the Outreach to Increase recognition
of the Early Signs of Mental Iliness program).

Persons Served by FY
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REFERENCE NOTES
Supporting Good Behavior

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Setting Limits

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=6.0, SD=0.86; Follow-up M=6.4, SD=0.77; t(227)=-6.53, p<.001; Cohen's d=0.43
Baseline M=5.8, SD=0.95; Follow-up M=6.3, SD=0.71; t(288)=-9.93, p<.001; Cohen's d=0.60
Baseline M=6.0, SD=0.95; Follow-up M=6.6, SD=0.53; t(298)=12.65, p<.001; Cohen's d=0.80
Baseline M=6.3, SD=0.68; Follow-up M=6.5, SD=0.56; t(118)=5.66, p<.001; Cohen's d=0.53

Baseline M=5.4, SD=1.08; Follow-up M=6.0, SD=1.01; t(227)=-8.66, p<.001; Cohen's d=0.57
Baseline M=5.4, SD=1.10; Follow-up M=6.1, SD=0.80; t(288)=-12.71, p<.001; Cohen's d=0.77
Baseline M=5.2, SD=1.30; Follow-up M=6.4, SD=0.74; t(298)=17.57, p<.001; Cohen's d=1.11
Baseline M=5.5, SD=1.13; Follow-up M=6.1, SD=0.86; t(118)=6.12, p<.001; Cohen's d=0.57

Proactive Parenting

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Overall Score

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=5.6, SD=1.10; Follow-up M=6.2, SD=0.89; t
Baseline M=5.5, SD=1.21; Follow-up M=6.1, SD=1.04; t
Baseline M=5.3, SD=1.30; Follow-up M=6.5, SD=0.71; t
Baseline M=5.6, SD=1.15; Follow-up M=6.3, SD=0.88; t

227)=-7.10, p<.001; Cohen's d=0.48
288)=-9.62, p<.001; Cohen's d=0.57
298)=17.65, p<.001; Cohen's d=1.13
118)=17.65, p<.001; Cohen's d=0.68

—_ e~~~

Baseline M=5.7, SD=0.89; Follow-up M=6.2, SD=0.81; t(227)=-8.66, p<.001; Cohen's d=0.58
Baseline M=5.6, SD=0.94; Follow-up M=6.2, SD=0.76; t(288)=-13.06, p<.001; Cohen's d=0.78
Baseline M=5.5, SD=1.07; Follow-up M=6.5, SD=0.61; t(298)=18.49, p<.001; Cohen's d=1.18
Baseline M=5.8, SD=0.89; Follow-up M=6.3, SD=0.71; t(118)=7.34, p<.001; Cohen's d=0.69

COMMUNITY IMPACT

The program has provided services
to thousands of participants since its
inception in April 2013. Staff
regularly work with school and Head
Start personnel, physicians and
nurses to connect families to
services. By helping prepare children
to participate in a classroom setting,
the program works to decrease the
potential for school failure, which
can be a risk factor for the
development of a mental health
condition.
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Parent Education Services (PES) serves at-risk children birth-18 years of age and family members, including parents, partners, grandparents, single parents,
teenaged parents, guardians and other caregivers in need. Participating families may experience behavioral health or mental health issues, substance use or co-
occurring disorders, or child welfare or juvenile justice system involvement. They may also be homeless, single-parent households, exposed to domestic violence
or other trauma, recent immigrants or refugees, or have a child with disabilities (cognitive, emotional, and/or physical). Parents or caregivers are referred to PES
from community agencies, schools or other PEIl programs that have assessed participants and identified the need for parent education.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
@ @ v Arabic v Korean TDD/CHAT
V' Farsi Mandarin v Vietnamese
Ages 0-18 Field  Community At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

OO0 @0 DG

-

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers  Responders  School Youth Morbidities ~ Justice ~ Communities At-Riskof  from SU Exposed Military-
Involved Individuals  Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
Age % Gender %  Race/Ethnicity % Unduplicated
0-15 90 Female 72 African American/Black 1 Fiscal Year ~ Program Budget  # to be Served
16-25 10 Male 20 American Indian/Alaskan Native 1 FY 2020-21 $1,064,770 1,600
26-59 - Transgender 1  Asian/Pacific Islander 18 FY 2021-22* $1,450,000 2,000
60+ - Genderqueer - Caucasian/White 14 FY 2022-23 $1,064,770 2 000
Questioning/Unsure - Latino/Hispanic 63 ) i ’
Another 7 Middle Eastern/North African 1 *Proposed increases for FY 2021-22 using savings from School
Another 2 Readiness program.

Error in FY 2020-21 # Served corrected.
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SERVICES

The program’s purpose is to prevent the occurrence of, or reduce prolonged suffering
due to, negative mental health outcomes in children by promoting protective factors in
parents and caregivers. It accomplishes this by providing parenting education classes
and individual interventions or additional support when parents need clarification about
individual issues or help in understanding the parenting curriculum.

The program guides its services through Active Parenting, an evidence-based parent
training designed to reduce risk factors and increase family protective factors through
practical, easy-to-use skills such as assisting parents in strengthening relationships with
their children, reducing problem behaviors exhibited by children and increasing success
of children in schools, by increasing cooperation and developing problem-solving skills.
To ensure fidelity, all parent trainers are required to attend a comprehensive training
prior to conducting classes. Parent trainers are also evaluated in the classroom a
minimum of one time per month. In addition, PES provides case management activities,
which include engagement, assessment and service coordination and delivery (e.g.,
navigating and linking to systems, monitoring, advocating for needs).

OUTCOMES

Program effectiveness for PES was evaluated through an assessment of the protective
factor, parenting self-efficacy. Results generally demonstrated that parents not only
maintained high levels of parenting efficacy while receiving services, but also made
additional small to medium gains, with gains tending to be somewhat larger over the
past three years compared to FY 2016-17.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The program continues to expand its reach in the community to address the needs of
the diverse population of the county. Attendance from the LGBTIQ community and the
deaf and hard of hearing community continues to grow. In addition, more classes for
survivors of domestic violence are being offered and attended throughout the county,
and these classes are formatted as closed sessions, not open to the general public, to
protect the identity of the women. Prior to the pandemic, the program was successful
in getting access to the Orange County jails to provide classes to incarcerated women
and men. Due to the public health emergency, access to the jails was restricted. The
program will add more parenting classes specifically for parents with children birth — 8
years of age. Parenting classes for all age groups are provided in multiple languages
including Vietnamese, Korean, Farsi, Arabic, in addition to English and Spanish. In
response to the pandemic, the program successfully recreated and provided the Active
Parenting training remotely to allow access to training during the pandemic shut-down.

PES Parents/Guardians Served by FY

2,500
2,317

2,000
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PES-Impact on Parenting Self-Efficacy by FY
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REFERENCE NOTES

Supporting Good Behavior:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Setting Limits:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=5.3, SD=1.12; Follow-up M=5.9, SD=0.88; t(1386)=19.17, p<.001; Cohen's d=0.53
Baseline M=5.3, SD=1.22; Follow-up M=5.8, SD=1.02; t(1091)=14.04, p<.001; Cohen's d=0.43
Baseline M=5.4, SD=1.1; Follow-up M=5.9, SD=0.9; t(631)=-12.92, p<.001; Cohen’s d=0.52
Baseline M=5.9, SD=1.1; Follow-up M=6.2, SD=0.9; t(780)=-9.21, p<.001; Cohen’s d=0.33

Baseline M=5.1, SD=1.26; Follow-up M=5.7, SD=0.97; t(155)=20.10, p<.001; Cohen's d=0.55
Baseline M=5.0, SD=1.22; Follow-up M=5.6, SD=1.02; t(1091)=16.93, p<.001; Cohen's d=0.52
Baseline M=5.1, SD=1.2; Follow-up M=5.8, SD=1.0; t(629)=-15.07, p<.001; Cohen’s d=0.61
Baseline M=5.3, SD=1.3; Follow-up M=5.9, SD=1.1; t(780)=-11.25, p<.001; Cohen’s d=0.41

Proactive Parenting:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Overall Score:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=5.1, SD=1.23; Follow-up M=5.8, SD=1.00; t(1381)=23.41, p<.001; Cohen's d=0.64
Baseline M=5.1, SD=1.32; Follow-up M=5.7, SD=1.06; t(1097)=17.88, p<.001; Cohen's d=0.55
Baseline M=5.1, SD=1.3; Follow-up M=5.9, SD=1.0; t(629)=-16.32, p<.001; Cohen’s d=0.67
Baseline M=5.4, SD=1.3; Follow-up M=5.9, SD=1.1; £(780)=-12.09, p<.001; Cohen’s d=0.44

Baseline M=5.2, SD=1.10; Follow-up M=5.8, SD=0.88; t(1386)=24.10, p<.001; Cohen's d=0.66
Baseline M=5.1, SD=1.18; Follow-up M=5.7, SD=0.97; t(1019)=18.06, p<.001; Cohen's d=0.55
Baseline M=5.2, SD=1.1; Follow-up M=5.9, SD=0.9; t(632)=-16.66, p<.001; Cohen’s d=0.67
Baseline M=5.5, SD=1.1; Follow-up M=6.0, SD=1.0; t(780)=-12.04, p<.001; Cohen’s d=0.43

COMMUNITY IMPACT

Parent Education Services has
provided services to 13,067 at-risk
children and families since its
inception in October 2012. Program
staff has worked collaboratively with
area school districts, child welfare,
juvenile justice, and children’s
mental health systems throughout
Orange County to support at-risk
families.
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Children’s Support and Parenting Program (CSPP) serves a wide range of families from different backgrounds whose stressors make children more vulnerable to
developing behavioral health problems. These stressors can include parental history of serious substance use disorder and/or mental health condition; a family
member’s actual or potential involvement in the juvenile justice system; family members who have developmental or physical illnesses/disabilities; families
impacted by divorce, domestic violence, trauma, unemployment and/or homelessness; and families with active duty military/returning veterans. Families are
referred to the program through Family Resource Centers, schools, behavioral health programs and other community providers.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
‘_k Arabic Korean TDD/CHAT
Farsi Mandarin v Vietnamese
Ages 6-18 Field  Community At-Risk  Mild-Moderate Severe V' Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

COO®u @@

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers  Responders  School Youth Morbidities ~ Justice ~ Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
0, (V) 11 0,

Age % Gender % Race/Ethnicity % Unduplicated
0-15 34 Female 67 African American/Black - Fiscal Year  Program Budget  # to be Served
16-25 7 Male 33 American Indian/Alaskan Native - FY 2020-21 $1,700,000 1,000
26-59 57 Transgender - A5|an/I->aC|f|c Is.lander 3 FY 2021-22* $1,000,000 1,000
60+ 2 Genderqueer - Caucasian/White 3

Questioning/Unsure -  Latino/Hispanic 92 FY 2022-23 $1,700,000 1,000
Another - Middle Eastern/North African -
Anlother / ' 2 *Proposed decrease for FY 2021-22 budget due to

vacancies and right-sizing.
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SERVICES

The program provides parent training and family-strengthening programs designed to
reduce risk factors and increase protective factors for children and youth. Services
include family assessment; group interventions for children, teens and parents; brief
individual interventions to address specific family issues; referral and linkage to
community resources; and workshops.

CSPP provides these services utilizing evidence-based curricula depending on
participant need: Strengthening Families or The Parent Project®. The curricula are
delivered in a classroom-type setting in many different types of organizations such as
schools, Family Resource Centers (FRC), treatment facilities, juvenile probation offices
and the CSPP offices. All staff utilizing an Evidence Based Practices are certified to
deliver the curriculum and adhere to it when presenting the material to participants.

OUTCOMES

CSPP strives to prevent the development or worsening of mental health conditions by
maintaining and/or strengthening the protective factor of effective parenting skills.
CSPP measured parenting development using the PARCA-SE, which assesses different
domains of parenting self-efficacy. Administered at intake, every three months of
program participation and at discharge, the PARCA-SE was analyzed for change in scores
between intake and the most recent follow-up and reported according to effect size.
Results from FY 2016-17 through FY 2019-20 show that parents not only reported
maintaining healthy levels of parenting efficacy but also made small additional gains
while receiving services.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

Maintenance of program staffing has been challenging in this program as many of the
positions are “entry level” in nature and staff quickly promote to other positions. The
classification specifications for these programs are being examined to make appropriate
changes. In addition, due to the nature of services provided on school campuses or
community sites, with the COVID-19 Pandemic, CSPP services were abruptly halted
which impacted total number served. Through CARES Act funding, licenses for the
Positive Parenting Program (Triple P) online were purchased for caregivers to have
remote access to parent education and supports. CSPP staff were made available as
parent liaisons for those desiring additional assistance with the curriculum.

CSPP Persons Served by FY
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REFERENCE NOTES

Supporting Good Behavior:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Setting Limits:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=5.7, SD=1.04; Follow-up M=5.9, SD=0.91; t(215)=2.67, p=.008; Cohen's d=0.18
Baseline M=5.7, SD=1.05; Follow-up M=6.0, SD=0.92; t(340)=4.43, p<.001; Cohen's d=0.24
Baseline M=5.8, SD=1.19; Follow-up M=6.1, SD=0.92; t(141)=3.96, p<.001; Cohen's d=0.34
Baseline M=5.3, SD=1.25; Follow-up M=5.8, SD=1.04; t(310)=6.95, p<.001; Cohen's d=0.40

Baseline M=5.3, SD=1.21; Follow-up M=5.8, SD=1.00; t(215)=5.40, p<.001; Cohen's d=0.37
Baseline M=5.2, SD=1.29; Follow-up M=5.8, SD=1.00; t(338)=9.68, p<.001; Cohen's d=0.54
Baseline M=5.3, SD=1.28; Follow-up M=5.8, SD=1.09; t(141)=3.96, p<.001; Cohen's d=038
Baseline M=5.3, SD=1.31; Follow-up M=5.7, SD=1.09; t(310)=5.03, p<.001; Cohen's d=0.29

Proactive Parenting:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Overall Score:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=5.3, SD=1.27; Follow-up M=5.7, SD=1.00; t(215)=4.70, p<.001; Cohen's d=0.33
Baseline M=5.2, SD=1.31; Follow-up M=5.7, SD=1.02; t(338)=7.76, p<.001; Cohen's d=0.43
Baseline M=5.2, SD=1.39; Follow-up M=5.8, SD=1.04; t(141)=5.47, p<.001; Cohen's d=0.47
Baseline M=5.4, SD=1.13; Follow-up M=5.8, SD=1.00; t(310)=5.48, p<.001; Cohen's d=0.31

Baseline M=5.5, SD=1.87; Follow-up M=5.8, SD=0.88; t(215)=4.96, p<.001; Cohen's d=0.34
Baseline M=5.4, SD=1.10; Follow-up M=5.8, SD=0.90; t(340)=8.39, p<.001; Cohen's d=0.46
Baseline M=5.3, SD=1.05; Follow-up M=6.0, SD=0.80; t(174)=9.46, p<.001; Cohen's d=0.73
Baseline M=5.4, SD=1.19; Follow-up M=5.9, SD=0.94; t(141)=5.27, p<.001; Cohen's d=0.45

6l1|Page



The School-Based Behavioral Health Interventions and Support (SBBHIS) program provides a combination of prevention and early intervention services designed
to empower families, reduce risk factors, build resilience and strengthen culturally appropriate coping skills in at-risk students and families. Services are provided
in elementary, middle and high school classrooms and/or group settings in school districts identified as having the highest rates of behavioral issues based on the
California Healthy Kids Survey (CHKS), Academic Performance Index (API) scores and/or suspension and expulsion data as reported by school districts.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
@ @ Arabic Korean TDD/CHAT
Farsi Mandarin Viethamese
Ages 5-14 Schools At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

OO OO

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
Age % Gender % Race/Ethnicity % Unduplicated
0-15 90 Female 48 African American/Black 3 Fiscal Year  Program Budget  # to be Served
16-25 10 Male 50 Ameri/can Indian/Alaskan Native 6 FY 2020-21 $3,408,589 40,500
26-59 - Transgender 1  Asian/Pacific Islander 12 ¥
60+ - Genderqueer - Caucasian/White 22 FY 2021-22 31,808,589 26,680
Questioning/Unsure - Latino/Hispanic 53 FY 2022-23 $1,808,589 26,680
Another 1  Middle Eastern/North African -
Another 4

62|Page



SERVICES

SBBHIS provides a three-tiered approach to program services aimed at preventing
and/or intervening early among at risk students and their families:

Tier 1: Classroom prevention is a classroom-based approach that utilizes an evidence-
based curriculum, Positive Action, with learning modules focused on key learning
objectives such as self-concept, life-skills, positive decision-making, respect and bullying
prevention. Tier 1 students also have access to an application (app), You and, for on-
demand digital support for their social and emotional well-being.

Tier 2: Students exhibiting higher-level problem behaviors are provided student-based
interventions, which utilize smaller student groups focused on specific areas of concern
such as bullying, anger management, conflict resolution, drug prevention and/or self-
esteem. Tier 2 students also have access to the You and app.

Tier 3: Students who display symptoms indicative of higher-level needs and require
more intensive services than provided in Tiers 1 or 2 receive Tier 3, Family Intervention.
This tier provides early intervention family services focused on building skills to improve
family communication, relationships, bonding and connectedness.

OUTCOMES

Different measures were used in each tier due to differences in services and level of
student need. At each tier, the respective measure was assessed at baseline and
program exit, and the change in scores was analyzed and reported according to effect
size, which reflects, in part, the extent to which a change is meaningful for the students.
It should be noted that, due to the large volume of students completing the measures
at the start and end of Tier 1 and 2 activities, combined with errors in filling in their
identifying information, many surveys were unable to be matched.

Tiers 1 and 2: To measure the extent to which the program increased the protective
factor of well-being among Tier 1 and Tier 2 participants, the program began
administering the PROMIS Pediatric Global Health-7 (PGH-7) in FY 2018-19. Because one
of the providers was unable to separate the outcome data by tiers, analyses combined
Tier 1 and Tier 2 PGH-7 data. Self-reported student ratings since FY 2018-19 showed
that students maintained adequate levels of positive health while participating in Tier
1/Tier 2 (i.e., average score falling around the 50" percentile, negligible effect size). In
earlier fiscal years, program performance was measured with a modified Self-Concept
Scale. Self-reported student ratings similarly showed that students maintained positive
self-concept during the weeks they participated in Tier 2 programming.

Families Served by FY
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Tier 3: To assess the effectiveness in reducing prolonged suffering among Tier 3
participants, different types of disruptive behaviors were rated by the students’ parents
on the Child and Adolescent Disruptive Behavior Inventory (CADBI) at baseline and ADHD
program exit. Change in scores over time is reported according to effect size.

SBBHIS-Impact on Disruptive Behaviors by FY

Toward Peers m Toward Adults

Since 2016-17, parents generally reported that their children showed moderate
decreases in disruptive behavior toward both adults and peers, as well as small to
moderate decreases in impulsive and hyperactive behaviors.

FY 2019-20

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS FY 2018-19

In response to the pandemic and school closures, the program was successful in

continuing to serve students by recreating their program curriculum and providingiton  py2017-18
a virtual platform. In addition, a provider created the “Safer from Home” series for

middle school students in response to the pandemic and received outstanding reviews

form participants and their teachers. Finally, with the use of CARES Act funding, this  FY 2016-17
same provider developed a computer and mobile interactive app, called “You And,” for

school age youth designed to maintain social and emotional well-being of students, 0 0.2
their mental health, improve resiliency, develop positive coping skills, and stay

connected to their peers. The content is tailored to engage four educational groupings:

K-2, 3-5, Middle School and High School. Based on requests from individual schools, the

provider will integrate the 6-week curriculum within the Tier 1 and Tier 2 services.

0.4 0.6 0.8 1

REFERENCE NOTES

Tier 1/Tier 2: PROMIS Global Health
FY 2019-20: Baseline M=24.5, SD=4.35; Follow-up M=24.6, SD=4.35; t(9853)=2.36, p=.018; Cohen's d=.02
FY 2018-19: Baseline M=24.3, SD=4.52; Follow-up M=24.2, SD=4.48; t(8084)=1.12, p=.263; Cohen's d=-.01 COMMUNITY IMPACT

Tier 2: Student Positive Self-Concept (retired measure from previous FYs)
FY 2017-18: Baseline M=64.1, SD=9.1; Follow-up M= 65.0, SD=8.9; t(506)=2.91, p<.01; Cohen’s d=0.13 The program continues to build
FY 2016-17: Baseline M=62.6, SD=9.7, FO”OW'Up M=64.2, SD=10.2, t(543)='4.44, p<.001, Cohen’s d=-0.19 Capacity in the Community through

Tier 3: Disruptive Behavior Toward Adults collaboration ~ with  community
FY 2019-20: Baseline M=19.2, SD=8.85; Follow-up M=15.0, SD=5.79; t(39)=4.19, p<.001; Cohen's d=0.74 partners and school districts. Since
FY 2018-19: Baseline M=20.7, SD=9.38; Follow-up M=16.2, SD=7.77; t(38)=4.35, p<.001; Cohen's d=0.59 program inception, more than
FY 2017-18: Baseline M=20.7, SD=13.6; Follow-up M=16.3, SD=19.9; t(66)=4.46, p<.001; Cohen’s d=0.61 160,000 students, 10,500 parents/
FY 2016-17: Baseline M=13.9, SD=6.0; Follow-up M=13.2, SD=4.3; t(28)=0.90, p=<.382; Cohen’s d=0.18 caregivers and 6,000 school staff

Tier 3: Disruptive Behavior Toward Peers have participated.
FY 2019-20: Baseline M=20.9, SD=12.47; Follow-up M=15.0, SD=7.58; t(37)=3.69, p<.001; Cohen's d=0.68
FY 2018-19: Baseline M=20.8, SD=11.09; Follow-up M=16.4, SD=8.67; t(48)=3.65, p<.001; Cohen's d=0.54
FY 2017-18: Baseline M=21.8, SD=14.8; Follow-up M=17.4, SD=12.3; t(66)=3.96, p<.001; Cohen’s d=0.50
FY 2016-17: Baseline M=15.2, SD=9.3; Follow-up M=12.6, SD=6.3; t(32)=1.90, p=.06; Cohen’s d=0.37
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Tier 3: ADHD/Hyperactive/Impulsive
FY 2019-20: Baseline M=25.0, SD=14.19; Follow-up M=21.2, SD=13.5; t(36)=1.80, p<.081; Cohen's d=0.30
FY 2018-19: Baseline M=23.1, SD=13.47; Follow-up M=19.0, SD=11.91; t(46)=2.39, p<.021; Cohen's d=0.35
FY 2017-18: Baseline M=24.7, SD=15.0; Follow-up M= 20.6, SD=12.7; t(65)=3.53, p<.001; Cohen’s d=0.45
FY 2016-17: Baseline M=24.2, SD=16.5; Follow-up M=15.1, SD=10.6; t(22) =3.30, p<.01; Cohen’s d=0.75
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The Violence Prevention Education (VPE) program aims to reduce violence and/or its impact in schools, local neighborhoods and/or families. The
target audience for the program includes students, parents and school staff at participating elementary, middle and high schools throughout

Orange County, as well as other community sites such as domestic violence shelters.

AGE RANGE PRIMARY LOCATION TARGET POPULATION

D O

Ages 6-18 Schools At-Risk

PROGRAM SPECIALIZATIONS

o RGN i I

BH 1st
Providers  Responders School

Mild-Moderate Severe

Students/ Foster Parents Families  Medical Co-  Criminal-
Youth Morbidities Justice

Involved

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC

Age % Gender % Race/Ethnicity
0-15 75 Female 52 African American/Black
16-25 25 Male 43 American Indian/Alaskan Native
26-59 - Transgender - Asian/Pacific Islander
60+ - Genderqueer - Caucasian/White
Questioning/Unsure - Latino/Hispanic
Another 5 Middle Eastern/North African

Another

%

21
15
46

11

LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic v Korean TDD/CHAT
V' Farsi Mandarin Vv Vietnamese
Khmer V' Spanish Other:

Homeless/  Recove LGBTIQ+ Trauma- Veterans/

Communities At-Risk of  from SU Exposed Military-

Individuals Connected

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Unduplicated

Fiscal Year Program Budget # to be Served
FY 2020-21 $1,352,651 29,879
FY 2021-22* $1,352,651 29,879

FY 2022-23 $1,352,651 29,879

*5-year, temporary budget augmentation concludes
after FY 2022-23. No proposed changes to FY 2021-22.
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SERVICES/IMPACT VPE Persons Served
The program has five different tracks designed to promote violence prevention. In FY

2017-18 VPE underwent significant change by adding new components (i.e., Boys and 2,000 10,728 44,633 20,000
Girls Restorative Practices, Threat Assessment Simulation), and tailoring the Anti- _==""S<o

i : : 36,583~ =7 ~<.33,999 33268 ‘000
Bullying assembly content to different grade levels. Each track uses an evidence-based ¢ 5 ’ SSaccaac
or practice-based evidence standard geared toward its specific focus, and fidelity to the 30,000
Evidence-Based Practice (EBP) model is maintained by providing staff with periodic 3.585 3,800 20,000
refresher trainings to ensure appropriate implementation. 4,000 !

. . - 2,141 10,000
e Bullying/Cyber-Bullying: Educates students, staff, administrators and parents on /2'253 1,492
bullying and cyber-bullying prevention through: (1) presentations conducted at 0 1,371 1,124 0
school assemblies in an effort to impact the overall school climate by reducing FY 16-17 FY 17-18 FY 18-19 FY 19-20

and/or preventing bullying; and (2) a classroom-based curriculum focused on
combating cyber-bullying. From FY 2016-17 through FY 2019-20, the majority of
respondents agreed or strongly agreed that they knew or learned about bullying  In FY 2016-17 there were an unusually high number of crisis events in
(61-87%) and felt empowered to stand up to bullying behavior (73-83%) after ~ the community that increased the demand for Crisis Response
attending a student assembly. In FYs 2018-19 and 2019-20, when the post-training ~ Network services provided to parents/guardians.

measure was implemented, the majority of students who took part in the cyber-

bullying curriculum (72-96%) stated that they had learned a digital literacy skill.

Parents/Guardians === Teachers/School Staff = == = Students

e Restorative Practices: Offers a trauma-informed, research-based training for teachers to promote resilience in youth, particularly those who have been
exposed to violence and varying degrees of trauma. Teachers utilize “circle practices” in the classroom to promote healthy relationships and help create
calmer, more focused classrooms. The “circle practice” encourages students to strengthen relationships with their peers and teachers, thus, creating a safe
and supportive environment for effective communication, expression of emotion, and exploration and acceptance of differences. Teachers who use these
methods often find that the overall portion of time dedicated to managing behavior is reduced, thus freeing up more time for instruction. In FY 2019-20, the
majority of students agreed or strongly agreed that they had engaged in healthy habits or accepted others, although fewer girls endorsed having a positive
body image or engaging in a meaningful activity.

e Safe From The Start: Educates parents on research demonstrating how exposure to violence, whether through direct physical contact or as a witness, can
impact children’s neurological development which may, in turn, compromise their cognitive, social and emotional development. Presentations are provided
to parents at campus during and after school hours, as well as at shelters. Across the past four fiscal years (FY 2016-17 through FY 2019-20), the majority of
respondents reported feeling confident in their ability to better manage emotions and use positive parenting strategies following the training (65-99%).

e Threat Assessment: Provides training to school administrators, teachers, mental health counselors, school resource officers and other school staff to assess
threats and respond appropriately, and survey results indicate that those who received the simulation drills (see below) felt more confident in their ability to
assess and respond to potential threats. The program consists of three components:

o Proactive Threat Assessment Training, a full-day training covering the definition of threat, threat types and levels, how to screen and assess threats,
behavioral indicators to look for, a response protocol, addressing stigma and mental health resources;

o Threat Assessment Simulation Drills, covering situational awareness to increase confidence and a sense of empowerment during an emergency, which
includes classroom and front office lockdown steps and procedures, and a post-drill debrief to reflect on shared experience, distress reactions, and the
importance of self-care;
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o Community Forums, facilitates discussion around the importance of violence prevention and early
intervention, shares best practices for school safety, and supports families and community members COMMUNITY IMPACT
in identifying ways they can participate in violence prevention efforts, as well as how to support

children in times of crisis, and access mental health services and resources. . .
The program has provided services

to more than 220,000 students,
32,600 parents and 11,550 school
staff since its inception in August
e Crisis Response Network: A network of crisis responders trained in Crisis Incident Stress Management who 2013. The program has had a strong
mobilize and assist a school or community in times of emergency, need or threat. Pre-incident and crisis impact in local communities by
management trainings are also provided to the schools and the community. Across the past four fiscal
years (FY 2016-17 through FY 2019-20), the majority of respondents agreed or strongly agreed that they
learned how to recognize risk factors and practice healthy coping or support behaviors (85-100%).

In FYs 2018-19 and 2019-20, when the training was implemented, the majority of school staff who took
part in the training (86-99%) stated that they had learned information on how to identify and/or respond
to a potential threat.

increasing awareness about the risks
posed by violence and bullying,
providing support in times of crisis,
CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS and creating educational

In an effort to meet the changing scheduling needs of participating schools and districts, the program had opportunities for students, staff,

adjusted service delivery or curricula so that trainings and presentations can be held in a single, large-format parents and Orange County
assembly rather than multiple, smaller classroom sessions. The program faced challenges in providing most of residents.
their services due to the public health emergency since March 2019, when schools were on lockdown.
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Gang Prevention Services (GPS) is a school-based collaboration with the Gang Reduction Intervention Partnership (GRIP) operated by the Orange County District
Attorney’s (OCDA) Office in conjunction with the OC Probation Department, local police departments and school staff. It provides case management to 4th through
8th grade youth who display signs of being at risk for gang activity which, in turn, places them at an increased risk of violence and of developing mental health
conditions, particularly those that are trauma-related. The OCDA Office and the OC Probation Department select schools to participate in the program based on
high rates of truancy, discipline issues and gang proximity. The program focuses on being inclusive of all high-risk youth in the identified schools, regardless of their
familial affiliations to gang activity or behavior.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
Arabic v Korean TDD/CHAT
Vv Farsi Mandarin v Vietnamese
Ages 6-15 Schools At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

O 0 ®

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers  Responders School Youth Morbidities ~ Justice = Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
Age % Gender % Race/Ethnicity % Unduplicated
0-15 100 Female 59 African American/Black 2 Fiscal Year ~ Program Budget  # to be Served
16-25 - Male 41 American Indian/Alaskan Native - FY 2020-21 $403,100 600
26-59 - Transgender - Asian/Pacific Islander 2 FY 2021-22 $403,100 600
60+ - Genderqueer - Caucasian/White 3
- 253,100 440
Questioning/Unsure - Latino/Hispanic 93 FY 2022-23 y
Another - Middle Eastern/North African - *5-year, temporary budget augmentation concludes
Another - after FY 2022-23. No proposed changes in FY 21-22.
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SERVICES

At each participating school, staff provides education to students, parents and teachers
on gang prevention and offers workshops, structured group interventions, and weekly
case management. Staff also works with students and their families to create an
individualized action plan that addresses attendance, academic behavior, disciplinary
improvement, parenting contracts and an anti-gang dress code plan. The program
accompanies law enforcement to provide curfew and truancy sweeps designed to get
youth off the streets and back into the classroom.

Students and parents who successfully complete their behavior contracts are provided
incentives such as attending a baseball game or other enrichment activities. Many
events include law enforcement, which encourages families to see them in a more
positive light and as part of a supportive community.

OUTCOMES

To measure the extent to which GPS increased the protective factor of health and well-
being, students completed the PROMIS® Pediatric Global Health at baseline, every three
months and at discharge. The change in scores between baseline and the most recent
follow-up was analyzed and reported according to effect size, which reflects, in part, the
extent to which a change is meaningful for the students served. In all four years, youth
not only maintained their global health but also made small additional gains while
receiving services. Thus, the program was associated with maintaining and somewhat
improving this protective factor. In addition, in FY 2019-20, 64% students increased
attendance; 95% decreased truancy and 100% decreased curfew violations.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

Schools & Students Served by FY

100 500
426 427 441 431 200
75
48 300
50 34 39 42
200
0 0
FY 16-17 FY 17-18 FY 18-19 FY 19-20
Districts s Schools Students
GPS - Impact on PROMIS Global Health
FY 19/20
FY 18/19
FY 17/18
Fy16/17 [

0 0.2 0.4 0.6 0.8 1

In GPS, case managers are constantly encouraging parents to engage with their child by facilitating the establishment of positive social support networks. This is
accomplished by creating an open environment with other parents, the school and local law enforcement. The program assists with this coordination by offering
parents opportunities to be involved as greeters at their child’s school and by encouraging an environment of rapport building with law enforcement. This is an
innovative strategy as many communities are often intimidated by law enforcement officials. Youth and their families also meet regularly with case managers to
resolve and overcome challenges related to truancy or other school-related behavioral issues to deter future gang involvement. Due to the pandemic and school
closures, the program was not able to add new students to the case management services during the latter part of the fiscal year. However, there was an overall
need for more case management services for students and families already receiving services.
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REFERENCE NOTES

PROMIS Global Health COMMUNITY IMPACT
FY 2019-20: Baseline M=23.6, SD=3.60; Follow-up M=25.5, SD=3.87; t(414)=9.02, p<.001; Cohen's d=0.44
FY 2018-19: Baseline M=22.4, SD=3.02; Follow-up M=25.0, SD=3.92; t(338)=9.85, p<.001; Cohen's d=0.54 GPS has provided services to more
FY 2017-18: Baseline M=24.8, SD=4.27; Follow-up M=27.0, SD=4.52; t(400)=8.68, p<.001; Cohen's d=0.43 than 4,700 students and parents
FY 2016-17: Baseline M=24.5, SD=3.92; Follow-up M=27.2, SD=4.03; t(354)=10.92, p<.001; Cohen's d=0.58 fines s fagedien fin AvEE: 2065,

Through its case management
services, the program has
encouraged youth to avoid high-risk
behavior and engage in more
positive  decision-making.  The
program has also strengthened
relationships with the community by
partnering with organizations and
businesses such as the Los Angeles
Angels. Through these
collaborations, agencies are able to
educate and motivate students and
to serve as mentors for future career
possibilities. The GPS program
continues to receive awards for
working with Orange County schools
on gang suppression, interventions
for at risk students, gang
information forums and parent/
faculty education.
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Family Support Services (FSS) serves families in which children, youth or adults are experiencing behavioral health conditions or other stressful circumstances that
may place the family at-risk. FSS collaborates with community and mental health service providers, especially those that serve ethnically diverse and monolingual

communities, to help assess the needs of its community members. By working closely with individuals who know the community, the program is better able to
identify those who could benefit from this prevention program.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
Arabic v Korean TDD/CHAT
V' Farsi Mandarin v Vietnamese
All Ages Field Community At-Risk  Mild-Moderate Severe V' Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

OO0 DO O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected
PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
Age % Gender % Race/Ethnicity %

Unduplicated

0-15 2 Female 33 African American/Black 4 Fiscal Year Program Budget # to be Served
16-25 21 Male 23 Ameri/can Indian/Alaskan Native 3 FY 2020-21 $282,000 1,800
26-59 53 Transgender - Asian/Pacific Islander 10
60+ 24 Genderqueer - Caucasian/White 60 FY 2021-22* 5282,000 1,800
Questioning/Unsure - Latino/Hispanic 23 FY 2022-23 $282,000 1,800
Another 44 Middle Eastern/North African
Another *No proposed changes for FY 2021-22.
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SERVICES

Services are designed to sustain and/or improve families’ overall behavioral health by
increasing protective factors through education and social support. The program
provides ongoing family education on behavioral health issues to prevent the
development of behavioral health problems in other members of the family. FSS
includes family-to-family support, behavioral health education and support groups, and
delivers a broad range of personalized and peer-to-peer social development services
that emphasize behavioral health education, wellness topics and the development of
healthy coping tools to support the family. Motivational Interviewing and the Family-
to-Family curriculum are two evidence-based practices used by the program to reduce
negative outcomes. Family-to-Family serves as the foundation for understanding
mental health issues from the perspective of holistic and trauma-informed care, stages
of recovery, biopsychosocial elements of mental health conditions, medication,
confidentiality and effective communication with individuals living with a mental health
condition. Services are delivered through group support, weekly individual peer mentor
support, educational workshops, a volunteer family mentor network and family
engagement. The program also includes a component on practicing self-care when
caring for a loved one with a behavioral health condition within the educational
workshops.

OUTCOMES

FSS aims to prevent the development or worsening of mental health conditions by
maintaining and/or strengthening the protective factor of Global Health as measured
by the PROMIS. The PROMIS was administered at intake (baseline) and program exit
(follow-up), and the difference in scores was analyzed and reported according to
calculated effect size, which reflects, in part, the extent to which a change in functioning
over time is clinically meaningful for the individuals served. In FY 2017-18, FSS services
split off from PES. During this transition year, there was a drop in completed outcome
measures.

Across 3 of 4 fiscal years, parents consistently reported high levels of global health as
they entered the program and made additional, small-to-moderate gains, with the
exception of FY 2017-18 when FSS became a standalone program. Thus, FSS appeared
to be effective in maintaining and/or enhancing the protective factor of global health
among the participants it serves.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

FSS Parents/Guardians Served

3,000
2,000 1,997
1,741
1,502
1,244

1,000

0

FY 16-17 FY 17-18 FY 18-19 FY 19-20

The program was not fully operational in FY 2017-18 and only served
participants between October and June. Services were not offered in
the first quarter (July-October) due to the closure of one provider
site, a month prior to the start of the fiscal year.

FSS - Impact on Global Health

FY 19/20 (n=71)
FY 18/19 (n=81)
FY 17/18 (n-103)

1617 oess7) |

0 0.2 0.4 0.6 0.8 1

The program faces challenges recruiting participants in the summertime when schools are typically out of session and families may be on vacation or busy with
summer activities. To mitigate this challenge, the program partners with local community organizations, including Family Resource Centers, which may have direct

contact with potential participants during the summer.
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Another significant challenge the program experiences is attendance at the Basics class, a six-week course

designed to educate parents of children living with a mental health condition about mental health conditions, COMMUNITY IMPACT

parenting skills, caring for siblings, self-care and collaborating with providers and educators. The low

attendance is due to difficulties the families have finding appropriate childcare. In response, the provider offers
; . - &app . P . P ! P The program has served 13,692 total

several classes at a time allowing so participants have multiple opportunities to attend, classes are offered

throughout Orange County so participants can choose the most convenient location, and childcare is provided famllle.s/careglvers >ince - program
onsite inception  October 2012. FSS

collaborates with agencies and
community groups to ensure that
services are provided throughout
Orange County. Services are often
held at community locations such as

REFERENCE NOTES libraries and schools.

In response to the pandemic, the program added support groups for first responders through CARES Act
funding. Since CARES Act funding expired and these services were identified as a valuable support, they will
continue to be provided through MHSA funding.

PROMIS Global Health:
FY 2019-20: Baseline M=31.9, SD=6.78; Follow-up M=33.4, SD=4.92; t(70)=1.90, p<.061; Cohen's d=0.23
FY 2018-19: Baseline M=31.8, SD=7.74; Follow-up M=35.4, SD=6.39; t(80)=5.18, p<.001; Cohen's d=0.59
FY 2017-18: Baseline M=34.5, SD=6.2; Follow-up M=35.1, SD=7.1; t(106)=-0.93, p=.35; Cohen’s d=0.09
FY 2016-17: Baseline M=33.9, SD=6.7; Follow-up M=36.4, SD=5.6; t(556)=10.31, p<.001; Cohen's d=0.44
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STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

By identifying risk factors and intervening early, these prevention programs promote resilience through resources and supports that are best matched to the level
of support provided. For example, Violence and Prevention Education, and Tier 1 of SBBHIS adopt a public mental health approach by educating teachers from
across the county and/or their students on how to foster a positive, supportive school climate. Depending on the specific program, this is achieved by educating
teachers, school staff, students and/or parents on stress management, healthy self-concept, positive decision-making skills, life skills, or awareness on violence,
bullying and/or digital literacy.

For at-risk children and families with higher level of needs, these prevention programs provide more targeted support which include strategies to promote
appropriate family bonding and roles, positive peer/family relationships, adaptive communication and conflict resolution strategies, and community/civic
engagement. Because School Readiness provides assessments and parenting training curriculum directly in the families’ services, staff tailor approaches and
strategies to the young child’s unique environment, thus increasing the chances of parents being able to successfully implement and sustain the techniques
learned. Similarly, the school-based programs include strategies to help encourage the application of skills learned in the classroom to the home or other
environments.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

A number of strategies are used across these programs to reduce stigma and discrimination. For example, curricula provided in the schools employ various
methodologies to maximize the program’s impact across different populations and be inclusive of students from diverse backgrounds. Programs that provide
services directly to children and families also employ bilingual/bicultural staff to meet their multicultural and language needs in a responsive manner.

These programs leverage the positive influence of trained professionals, school staff and/or student peers when providing education on behavioral health issues
and resources. The violence and bullying prevention programs also enlist the help of law enforcement and local celebrities to encourage participation in their
program activities.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

To increase awareness of their services and facilitate appropriate referrals to their programs, staff conduct outreach to various organizations (i.e., County
outpatient clinics for all programs; organizations serving at-risk families, churches, community centers, child- and family-serving centers, schools with low
achievement rates, early child care centers including Head Start and Early Head Start programs, and mental health agencies for the parent/family support
programs). CSPP and PES also host information tables at health fairs and community and cultural events. Programs engage in these outreach methods.

Underserved children, youth and families living in high-risk/need regions of the county often face challenges in accessing care due to transportation, childcare,
scheduling or availability of appointments, and stigma. These programs strive to counter these challenges and increase timely access to services by providing their
services throughout the county at locations that are accessible to participants, such as the person’s home, school sites, family resource centers, community centers,
churches, County libraries, hospitals, shelters and County jails. They also schedule services at various times (morning, afternoons and evenings), offer childcare,
and frequently provide meals as a way to encourage participation. Finally, programs provide services and materials in multiple languages.
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As children and families are identified as needing a higher level or longer duration of support, program staff make the appropriate referrals to outpatient treatment
and other supportive services. Staff often facilitates connections by working with the family to identify the appropriate and desired services and by assisting the
parent with calling the new agency.

Prevention Programs

Linkage Metrics

# Referrals # Linkages Types of Linkages \
FY 2016-17 273 88
FY 2017-18 670 229 Special needs/disability services; behavioral health prevention, early intervention
School Readiness FY 2018-19 244 176 E;zﬁ:rir:;;;nformatlon and referral resources; family support; recreation activities;
FY 2019-20 930 197
FY 2016-17 224 67
FY 2017-18 114 105 . ) . L . .
CSPP FY 2018-19 253 168 Access & Linkage; BHS Outpatient Early Intervention: Family Services
FY 2019-20 32 18
FY 2016-17 866 634
GPS FY 2017-18 1,360 1,050 Counseling services, adult literacy programs, housing and food assistance, medical
FY 2018-19 554 496 care, school supplies, enrichment activities
FY 2019-20 694 667

Note: The Family Services component of SBBHIS is working to implement tracking of referrals and linkages as outlined in the MHSOAC PEI Regulations. The Parent
Education Services, School-Based Behavioral Health Intervention and Support, Violence Prevention Education and Family Support Services programs are not
structured to provide and track referrals/linkages for individual students since the curricula are presented in large assembly and classroom formats. If students do
approach the presenter with concerns following a training, per the MOU with the school, they direct students to school staff (i.e., their teacher, counselor, nurse,

etc.).

76 |Page



ACCESS &
LINKAGE to
TREATMENT/
SERVICES

Programs that fall within the Access and Linkage to
Services/Treatment function are designed to link individuals
of all ages who are living with a mental health condition to an
appropriate level of care and needed supportive services.
Orange County offers several programs in this category,
although only BHS Outreach and Engagement is subject to PEI
regulations.! The remaining programs are funded by CSS and
tailored to meet the needs of specific unserved populations
living with SMI or SPMI (i.e. individuals who are homeless,
discharging from jail or a hospital, etc.).

e OC Links

e BHS Outreach & Engagement

e Multi-Service Center for Homeless Adults CHS
e Jail to Community Re-Entry

e Recovery Open Access
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OC Links (PE))

OC Links is the Behavioral Health Services (BHS) line that provides information and linkage to any of the OC Health Care Agency’s Behavioral Health Services,
including crisis services, via telephone and online chat. Because the navigators who staff the line are clinicians, they can work with callers and chatters experiencing

any level of behavioral health issue, ranging from prevention through crisis identification and response. Beginning February 2021, OC Links began operating 24
hours a day, 7 days a week.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

) Arabic Korean v TDD/CHAT
7 Vv Farsi Mandarin Vv Vietnamese

All Ages Telephone At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

©001N0NQOeQS29OC

1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Prowders Responders  School Youth Morbidities ~ Justice  Communities At-Risk of ~ from SU Exposed Military-

Involved InlelduaIs Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
% Gender % Race/Ethnicity
= = Duplicated #

- Female 65 African American/Black Fiscal Year Program Budget of Calls/Chats
13 Male 35 An:nerlcan .Irjdlan/AIaskan Native FY 2020-21 $1,000,000 19,986
75 Transgender - Asian/Pacific Islander .
12 Genderqueer Caucasian/White FY 2021-22 $4,000,000 35,000

Questioning/Unsure Latino/Hispanic FY 2022-23 $1,000,000 37,500
Another Middle Eastern/North African
Another
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SERVICES/OUTCOMES

Serving as the single access point for the HCA BHS System of
Care, OC Links provides telephone and internet, chat-based
support for any Orange County resident seeking HCA Behavioral
Health services. OC Links now operates 24 hours a day, 7 days a
week, year-round. Callers may access navigation services
through a toll-free phone number (855-OC-Links or 855-625-
4657) or a live chat option available on the OC Links webpage
(www.ochealthinfo.com/oclinks). Individuals may also access
information about BHS resources on the website at any time
(http://www.ochealthinfo.com/bhs/).

During a call or live chat, trained navigators provide screening,
information, and referral and linkage directly to BHS programs
that best meet the needs of callers. Navigators make every
attempt to connect callers directly to services while they are
still on the line. Once the caller is scheduled for their first
appointment, the navigator offers a follow-up call within the
next 1-2 days to ensure a linkage has occurred (see Referral and
Linkages graph).

In addition, staff attends numerous community events each
year where they provide outreach and education on mental
health awareness and the availability of OC Links. The number
of referrals, linkages and outreach activity was somewhat lower
in FY 2019-20 compared to recent years, likely due to the impact
of COVID-19 (see Outreach Activity graph).

Most Common Linkages Made

OUTPATIENT MENTAL HEALTH AND SUBSTANCE
USE PROGRAMS; PREVENTION AND EARLY
INTERVENTION SERVICES

Referrals and Linkages - OC Links

20,000
16,769 17,509 18,128
15,017 15,356
15,000
14,152 13,292
10,590
10,000
5,508
4,456 4,782 ‘
5,000 3,550
0
FY 16-17 FY 17-18 FY 18-19 FY 19-20
I Referrals Linkages Calls
Outreach Activity - OC Links
120 112 6,000
l 5,323'
100 5,000
84 80
80 4,000
60 3,000
2,364 2,301
40 2,162 ‘ 40 2,000
20 1,000
0 0
FY 16-17 FY 17-18 FY 18-19 FY 19-20
N Events Attendees
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http://www.ochealthinfo.com/bhs/

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

Increasing community awareness about OC Links and the services available through the County of Orange is a
constant challenge that must continually be addressed. To better educate the public about OC Links on an
ongoing basis, the team participates in community events and offers presentations to service providers and
community groups. The program also provides OC Links informational cards to locations throughout the
community in the threshold languages to promote services. As utilization has increased, the program has noted
an increasing need for bilingual speakers. Thus, OC Links continues its recruitment efforts to hire bilingual
clinicians who are knowledgeable about the County BHS. Challenges that arose due to COVID-19 impacted the
daily work shifts and the type of outreach OC Links was able to perform. In response to the pandemic, hours of
operation were expanded to cover from 8 a.m. to 8 p.m., and then in February 2021 the program permanently
shifted to operate 24/7. Community outreach in the form of tabling events were also suspended. There was a
small impact felt by callers who identified specifics issues relating to COVID-19 and these issues were addressed
by shifting work schedules to cover the additional hours. Local organizations that requested presentations were
able to be accommodated by using meeting software platforms.

C Links™”

855-0OC LINKS
(855-625-4657)

Behavioral Health Services Line

\ Y4

COMMUNITY IMPACT

The program has responded to more
than 90,000 participants since
opening in the Fall of 2013. OC Links
serves Orange County residents by
helping callers navigate a large and
complex system of care and linking
them to the County and/or County-
contracted services best suited to
meet their behavioral health needs.
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BHS Outreach and Engagement (PE|)

BHS Outreach and Engagement (O&E) provides field-based access and linkage to treatment and/or support services for those who are homeless or at risk of
homelessness and who have had difficulty engaging in mental health services on their own. O&E staff identifies participants through street outreach and referrals
from community members and/or providers.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Korean TDD/CHAT
Vv Farsi Mandarin Vv Vietnamese

All Ages Field = Community At-Risk  Mild-Moderate Severe

Khmer v Spanish Other:

PROGRAM SPECIALIZATIONS

2 DO IQOO O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders  School Youth Morbidities ~ Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals  Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC

Age % Gender % Race/Ethnicity

0-15 1 Female 37 African American/Black
16-25 5 Male 63 American Indian/Alaskan Native

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Duplicated
Fiscal Year Program Budget # of Contacts

FY 2020-21 $2,232,523 26,358

26-59 76 Transgender - Asian/Pacific Islander
60+ 18 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

FY 2021-22* $3,129,668 27,676
FY 2022-23 $2,232,523 29,030
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SERVICES/OUTCOMES

To promote awareness of, and increase referrals to its services, BHS O&E performs outreach at community events and locations likely to be frequented by
individuals the program intends to serve and/or the providers that work with them in non-mental health capacities (i.e., street outreach, homeless service provider
locations, etc.). When a person is referred to the program, staff screens them in the community or over the phone to determine the individual’s needs. Once their
needs are identified, staff employ various strategies to link individuals, such as personalized action plans aimed to decrease barriers to accessing services and
evidence-based psychoeducational groups for those who have experienced trauma and/or substance use. Staff utilizes motivational interviewing, harm reduction,
and strength-based techniques when working with participants and assists them in developing and practicing coping skills. All outreach services are focused on
making referrals and ensuring linkages to ongoing behavioral health and support services by assisting with scheduling appointments, providing transportation to
services, addressing barriers, and offering ongoing follow-up (see Referrals and Linkages graph).

Referrals and Linkages - BHS O&E

35,000

30,000 29,461 30,269
25,000 R

23,908 .
Most Common Linkages Made
20,000

OUTPATIENT MENTAL HEALTH AND

15,000 12,412 12,654
9275 SUBSTANCE USE PROGRAMS, INTENSIVE
10,000 ’ 8,718 OUTPATIENT PROGRAMS, HOUSING SUPPORT,
5,000 2,576 2,493 1,868 1,730 MEDICAL SERVICES
0
FY 16-17 FY 17-18 FY 18-19 FY 19-20
I Referrals Linkages Contacts

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

Lack of affordable housing continues to be a barrier, especially for individuals who are homeless, and the program continues to collaborate with agencies to
improve access to affordable housing opportunities. To address some participant’s reluctance to provide personal information or enroll in engagement services,
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the programs have reached out to work with trusted community agencies/organizations. Through these
partnerships, O&E staff have demonstrated the ability to follow through on commitments to address
participant’s needs and assist individuals with accessing referrals, thereby building trust and rapport with
participants. Once rapport and some success in linking to resources have been established, participants have
been more receptive to engaging in ongoing services. BHS O&E has been called upon to engage individuals at
homeless encampments across the county in partnership with cities and local law enforcement agencies many
times over the past few years. After the large-scale riverbed engagement three years ago, the community saw
the impact of the Outreach Team engaging and linking homeless individuals to treatment, shelter and services.
Due to their cultural competence working with this population, many cities and police/sheriff departments
have requested BHS O&E support for one-time and ongoing engagement projects in communities across the
county. This has necessitated increases in staffing and working hours/days resulting in the program now being
active six days per week including Saturdays.

The onset of the COVID-19 pandemic had a significant impact on the elderly homeless population and those
with high risk conditions. BHS O&E was tasked with helping to identify those at high risk for serious COVID-19
infection and referring them to Project Room Key (PRK) for further assistance and care. More specifically, PRK
was a program that placed high-risk homeless individuals into motel settings. BHS O&E staff took referrals,
conducted outreach and offered services to those with the highest of needs.

Another challenge the BHS O&E encountered was the lack of available shelter beds due to the COVID-19
pandemic. During this time, shelters were required to have social distancing protocols in place resulting in fewer
available beds. O&E team members researched and advocated for their participants to find shelter options.

COMMUNITY IMPACT

O&E is firmly rooted in Orange
County with strong collaborations
with  various community-based
organizations, school districts, law
enforcement, faith-based, physician
groups, parent groups, housing
providers, outreach teams, older
adult programs, other behavioral
health programs and other providers
of basic needs. The program has
reached homeless individuals of all
ages from  multiple cultures
throughout Orange County and has
helped them access needed
behavioral health and supportive
services, including housing. The
homeless and provider community
widely accepts O&E as a supportive
program to help individuals, families
and agencies seeking linkage to
mental health and substance use
programs. This impact has resulted in
significant increases in daily calls to
the Outreach phone line, requests
for community response and
partnerships for city-based homeless
encampment engagements and
street outreach. Outreach has added
six additional staff positions to
manage these requests.
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Multi-Service Center for Homeless Adults (css)

The Multi-Service Center for Homeless Mentally Ill Adults (MSC) program, formerly call Courtyard Outreach, serves residents ages 18 years or older who are
experiencing homelessness and living with a serious mental illness and/or co-occurring substance use disorder. The outreach team links individuals receiving

supportive services at the Multi-Service Center to mental health and/or substance use services.

AGE RANGE

@

Ages 18+

PRIMARY LOCATION TARGET POPULATION

Field Community At-Risk  Mild-Moderate Severe

PROGRAM SPECIALIZATIONS

OO © @

Parents Families Medical Co-  Criminal- Ethnic
Morbidities Justice
Involved

BH
Providers

Students/
School

1st
Responders

Foster
Youth

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC
% % Race/Ethnicity

60 African American/Black
American Indian/Alaskan Native
Asian/Pacific Islander
Caucasian/White
Latino/Hispanic
Middle Eastern/North African
Another

Age Gender

0-15
16-25

Female

Male

Transgender
Genderqueer
Questioning/Unsure
Another

6
76
18

26-59
60+

Communities  At-Risk of

LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

TDD/CHAT
v Viethamese
Other:

Korean
Mandarin
Vv Spanish

Arabic
Farsi
Khmer

=

Homeless/ Veterans/
Military-
Connected

Trauma-
Exposed
Individuals

Recove LGBTIQ+

from SU

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Unduplicated
# to be Served

675
675
675

Program Budget
$900,000
$900,000
$900,000

Fiscal Year
FY 2020-21

FY 2021-22*
FY 2022-23
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SERVICES/OUTCOMES

The MSC outreach workers assess residents’ strengths and resources to determine their level of psychosocial impairment, substance use, physical health problems,
support network, adequacy of living arrangements, financial status, employment status and basic needs. They facilitate linking participants to the most appropriate
services for each individual (i.e., case management, outpatient mental health, medical appointments, housing, employment, SSI/SSDI and additional services such
as obtaining identification or other personal documents, etc.). The team can transport, or facilitate the transportation of, residents to those services as needed.
As can be seen in the graph below, the number of contacts has increased by approximately 41% and the number of referrals has increased by approximately 31%
from FY 2016-17 to FY 2019-20. This upward trend is most likely a result of stable staffing. In addition, program staff rebounded with an improved linkage rate in
FY 2019-20 compared to FY 2018-19, when it had dropped compared to the prior two fiscal years.

Referrals and Linkages - Multi-Service Center

2,000 14,000
12,548 12,000
1200 10,262 10,000 Most Common Linkages Made
1,172 1,175
7,431 8,194 1,011 8,000 BASIC NEEDS; EDUCATION; MHA MULTI-
L0 896 786 000 SERVICE CENTER; INFORMATION AND
642 577 555 REFERRAL SOURCES; EMPLOYMENT SERVICES
500 4,000
2,000
0 0
FY 16-17 FY 17-18 FY 18-19 FY 19-20
mmm Referrals Linkages Contacts
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The Courtyard shelter in Santa Ana, the original location of Courtyard Outreach services, moved locations in COMMUNITY IMPACT
February 2021, and the new shelter is offering these same services under a different (non-MHSA) funding The MSC team collaborates with a
stream. To avoid duplication of effort, and to enable the provider at the new shelter to fulfill its contractual variety of human services and
obligations, the MSC program team will continue to serve the same population at a different location in Santa nonprofit providers to help its
Ana where there is a need for these services. The program strives to build stronger partnerships with the participants meet basic needs and
collaborative agencies and community groups focused on integrating the program participants into permanent obtain access to behavioral health
housing. Communication among community partners is not only necessary but ideal to meet the immediate services, housing, employment,
needs of the residents. The MSC program team acts as the liaison with these other agencies and attends public benefits and personal
meetings with the collaborative ensuring that outcomes data are collected properly and presented in a timely identification documents. By
manner.

partnering with the collaborative
agencies and program participants,
the MSC team shares in the goal of
helping break the «cycle of
homelessness among those living
with serious mental illness.
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CHS Jail to Community Re-Entry (css)

The Correctional Health Services (CHS) Jail to Community Re-Entry Program (JCRP) is a collaboration between BHS and CHS that serves adults ages 18 and older
who are living with mental illness and detained in an Orange County Jail. This CSS-funded program was developed in response to the high rates of recidivism
observed among inmates living with mental illness and aims to decrease rates of people returning to jail by providing access and linkage to needed behavioral
health and supportive services.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

_ Arabic TDD/CHAT
: Farsi Vietnamese

Ages 18+ Other (Jail) At-Risk  Mild-Moderate Severe

Khmer Other:

PROGRAM SPECIALIZATIONS

@

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/

Providers  Responders School Youth Morbidities Justice Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity

- Female 9 African American/Black
19 Male American Indian/Alaskan Native

Unduplicated
Fiscal Year Program Budget # to be Served

FY 2020-21 $2,200,000 3,500*
FY 2021-22 $2,700,000 7,000*
FY 2022-23 $2,800,000 8,750*

80 Transgender Asian/Pacific Islander

1 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African

% .
Another Numbers served may change depending on status of the

pandemic. No change to FY 2021-22 budget.
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SERVICES/OUTCOMES

The JCRP uses a comprehensive approach to discharge planning and re-entry linkage services for inmates with mental illness at all County jail facilities. Discharge
planning services are conducted while individuals are still in custody and include thorough risk assessments, comprehensive individualized case management and
evidence-based re-entry groups including Moral Reconation Therapy (MRT) aimed at identifying possible barriers to successful re-entry and developing tailored
discharge plans.

Services also include facilitation of linkage to a range of services upon release, such as counseling, medication
support, housing, Medi-Cal enrollment and essential needs such as clothing and transportation. Connections with
family and support systems such as peer support mentors is also facilitated. JCRP staff work in collaboration with Jail to Community Re-Entry
other stakeholders, including the Orange County Probation Department, Orange County Public Defender, Social
Services Agency, Regional Center of Orange County, Orange County Housing Authority and other ancillary
agencies to identify gaps in service delivery and solidify linkage with external stakeholders for a smooth transition
from jail to the community. JCRP has established a 7-day release process which provides face-to-face contact and 3,000
re-entry resources for all inmates leaving the Central Jail Complex and the Theo Lacy Facility. Additionally, the
JCRP is now able to make direct referrals to the HCA Residential Treatment programs and assist with facilitating
transitions for clients requiring residential in-treatment services.

Persons Served & Linked:

4,000

2,861

1,952
2,000

Beginning January 2020, JCRP established a process of measuring referral and linkage outcomes. Due to the 1,000
challenges brought about by the pandemic, the program had to readjust services depending on the available
services and programs in the community.

From January 2020 to October 2020, 2,861 inmates who received mental health services while incarcerated were Jan '20 - Oct '20
released from Orange County jails. Of these inmates served, 1,952 were referred to external programs by the

JCRP team. The individuals who were not referred either had directly declined or had a previous established

transition arrangement.

H Served Linked

Linkage outcome data is limited to the programs that confirm that our clients have linked to their programs once they have been released. The programs include
Opportunity Knocks, North/South HCA Open Access clinics, Assisted Outpatient Treatment (AOT) program and a community based mental health service provider,
APAIT (Asian Pacific AIDS Intervention Team).

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The COVID-19 pandemic impacted in-reach in the jail facilities and supportive programs available for patients transitioning from incarceration. Although the JCRP
operation tempo increased due to a higher than normal number of inmates released during the beginning of the pandemic (i.e. January, February and March)
community provider service availability decreased and linkage outcomes were impacted. The quick decision to control the spread of COVID-19 by decreasing the
jail population similarly impacted the ability of the JCRP staff to link and refer clients. The JCRP program has been faced with various challenges. Some challenges
have involved the pandemic and others are associated with changing the traditional approach for assisting individuals who have been incarcerated and released.
Challenges have included finding appropriate placement and transporting clients during this challenging time. Although some of these services have resumed, JCRP
continues to work with programs to reintegrate the linkage process.
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The JCRP is also tasked with linking clients who have been released after serving only a short period of time in
jail (0-7 days). This group involves 40% of inmates released from custody. Discharge planning can be a complex
process depending on the client’s needs. Time becomes extremely valuable when it’s limited and JCRP staff
must remain flexible and ready to coordinate transitions.

JCRP has been working with Open Access North/South and Opportunity Knocks to close the gap in service
accessibility. As relationships between programs are increased, coordination improves and outcomes
are expected to increase. JCRP has been working with community programs to increase in-reach services and
improve the warm hand-off process during the pandemic. Data suggests that programs which provide
transportation and warm hand-offs from jail and conduct in-reach services, have a significantly higher likelihood
of inmates linking once they are released.

On April 26,2019 CHS hired its first Behavioral Health Clinician for JCRP and on October 18, 2019 a dedicated
supervisor (Service Chief) was assigned to the program. Since then the team has grown to 10 Behavioral Health
Clinicians, three Mental Health Specialists, one Office Technician and two Service Chiefs. The
program continues to focus on outcomes and is driven by the success of its client population.

COMMUNITY IMPACT

On July 1, 2020 JCRP expanded
services to the Theo Lacy Facility.
The Release Team replicates the
services provided at the Intake and
Release Center. This includes
a Release Clinician who reviews all
documents for patients scheduled
for release and confirms discharge
plans have been established.
Currently the team is pending the
addition of a dedicated nurse and,
while awaiting this  addition,
coordination is made  with  the
nursing team when patients require
medical attention and education
regarding their discharge plans.
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Recovery Open Access (CsS)

Recovery Open Access serves individuals ages 18 and older living with serious and persistent mental illness and a possible co-occurring disorder who are in need
of accessing urgent outpatient behavioral health services. The target population includes adults who are being discharged from psychiatric hospitals, released
from jail or are currently enrolled in outpatient BHS services and have an urgent medication need that cannot wait until their next scheduled appointment. These
individuals are at risk of further hospitalization or incarceration if not linked to behavioral health services quickly.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

‘ Arabic Korean TDD/CHAT
Farsi Mandarin Viethamese

Ages 18+ Clinic At-Risk  Mild-Moderate Severe Khmer Spanish Other: Laotian

PROGRAM SPECIALIZATIONS

@ @

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers  Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
% Gender % Race/Ethnicity

- Female 43 African American/Black
25 Male 56 American Indian/Alaskan Native
74 Transgender - Asian/Pacific Islander FY 2020-21 $2,300,000 1,850
1 Genderqueer - Caucasian/White FY 2021-22* $2,600,000 2,000
Questioning/U nsure - Latino/Hispanic FY 2022-23 $2,300,000 2,000
Another 1 Middle Eastern/North African

Another * Proposed increases for FY 2021-22.

Unduplicated
Fiscal Year Program Budget # to be Served
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SERVICES .
Referrals and Linkages - Recovery Open Access

Recovery Open Access serves two key functions: (1) linking ;509 2,500
adults with serious and persistent mental illness to ongoing,
appropriate behavioral health services and (2) providing access 1 5o 1.852 2,069 2,000
to short-term integrated behavioral health services (i.e., brief 1,762 ’ 1,233 L c00
assessments, case management, crisis counseling and 1,357 1,014 962
interventions, SUD services, temporary medication support) 753 591 578 585 1,000
while an individual is waiting to be linked to their (first) 500 453
appointment. In order to decrease the risk of re-hospitalization 98 l 110 l 72 . 101 500
or recidivism, staff try to see participants within 24 hours of the 0 0
time of discharge from the hospital or jail and to keep them EY 16-17 FY 17-18 FY 18-19 FY 19-20
engaged in services until they link to ongoing care.

mmm Referred to Medication Services by Hospital Referred to Medication Services by Jail
OUTCOMES Referred by Open Access to On-Going Care Individuals Served

Performance of the program was measured by whether the program met or exceeded the following targets:
e 80% of adults discharged from a hospital and referred for medication are linked to Open Access medication services within 3 business days
o 80% of adults discharged from a jail and referred for medication are linked to Open Access medication services within 3 business days
e 80% of adults referred by Open Access to ongoing care are linked within 30 days

The program continued to meet its targets in FY 2019-20 after clarifying service benchmarks with program staff at the end of FY 2016-17. Additional staff has
resulted in smaller caseloads, and this has allowed staff to monitor linkages more closely and follow up on missed appointments. These improvements, in addition
to the implementation of a Performance Improvement Project (PIP) in October 2018 that focused on linking hospitalized clients to Open Access and outpatient
services, may have contributed in the upward trend in linkages since 2016-17.

Percent Linked to Open Access Medication Services within Three Business Days
J=Jail H=Hospital

H =58%

1=76% H=74%

‘ _ )= 91%

Percent Linked from Open Access to Ongoing Care within Thirty Days

guN SuN SuN SuN
W Y,

. . / . P— 95% . 7 94%

FY 16/17 FY 17/18 FY 18/19 FY 19/20
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

Since relocating the Open Access South site from Mission Viejo to Costa Mesa, the workload across the north COMMUNITY IMPACT

and south locations has become more balanced. In addition, a peer is now employed at Open Access South to

assist participants with linking to their appointments at the outpatient clinics and aligning the south site with Recovery Open Access has provided
the peer support already provided at the north site. As part of a PIP for the Mental Health Plan, Open Access services to more than 6,400
will have an intake counselor provide onsite intake assessments at local hospitals for those participants who individuals since its inception
have been previously hospitalized multiple times but did not attend their intake appointments at Open Access through the end of FY 2018-19. The
following discharge from the hospital. program collaborates with a variety

of community partners, including
hospitals, jails, homeless shelters,
substance use programs, community
health clinics, mental health clinics,
OC Probation and Social Services
Agency to help individuals receive
needed behavioral health care.
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Summary of MHSA Strategies Used by Access
and Linkage to Treatment Programs

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

Access and Linkage to Treatment (ALT) programs work with some of the most marginalized and unserved populations in the county, including those who are
homeless and/or involved in the criminal justice system. These individuals may have previously experienced trauma or, particularly among the homeless
population, are currently experiencing daily trauma and are struggling to meet their basic needs, leaving them feeling disenfranchised or stigmatized. In order to
engage individuals successfully, staff integrates a consumer-centered, strength-based approach that works with individuals in their current stage of recovery and
acknowledges and builds upon their existing coping skills. They also use harm reduction techniques, provide unconditional positive regard, help to reduce barriers
and offer supportive services while working to link individuals to treatment. Staff use recovery principles and techniques such as motivational interviewing to help
engage individuals in their recovery journey.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

ALT programs engage in a number of strategies to reduce stigma and discrimination. All clinicians and peer workers are trained yearly in cultural competency,
which reviews the concepts of culture, race, ethnicity, diversity, stigma and self-stigma. The training also demonstrates the influence of unconscious thought on a
person’s judgment as it relates to stereotyping and racism. Through this training and their ongoing supervision, staff is provided strategies to recognize diversity,
embrace the uniqueness of cultures beyond mainstream American culture and incorporate a culturally responsive approach in their service planning, service
delivery and interactions with program participants.

In addition, outreach workers who work with homeless individuals often have lived experience and are knowledgeable about the field of chronic homelessness,
mental health and substance use. They recognize that each person’s diverse experiences, values and beliefs impact how they will access services. Using the
principles of recovery, they are trained to identify the underlying conditions associated with homelessness and to address them in a judgment-free manner. The
staff also upholds cultural values that protect against discrimination and harassment on the basis of race, ethnicity, religion, sexual orientation, national origin,
age, physical disability, medical condition, marital status or any other characteristic that may result in exclusion.

ALT program staff, particularly OC Links and BHS O&E, also provides hundreds of outreach trainings throughout the county at community events, resource fairs,
law enforcement departments, etc. With this increased presence in the community, programs hope to reduce the stigma and discrimination attached to those
attempting to reach out for behavioral health services.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

The Navigation program, OC Links, encourages timely access by promoting its services among unserved and underserved populations in Orange County. For
example, the program displays its information and phone number on rotation every day at the Civic Center Plaza message board; has advertised on Public Access
Cable Television Community Resource displays; and has posted advertisements on Facebook and Twitter that direct people to the OC Links website where they
can obtain information and connect to Live Chat with the navigators. Information cards in all threshold languages are also handed out at many locations throughout
the county, including schools, colleges, community organizations, businesses, court houses, libraries and resource fairs. Once an individual connects with OC Links,
they can work with a navigator who speaks English, Spanish, Vietnamese, Korean, Arabic or Farsi. The program also has access to a language line translation service
to meet the language needs of any caller and offers a Telecommunications Device for the Deaf (TDD) number (714-834-2332) for deaf and hard of hearing callers.
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In addition, the ALT programs provide face-to-face services to increase unserved individuals’ willingness to enroll in needed services and facilitate linkage to
appointments in as timely a manner as possible. Staff stay up-to-date on available resources, network and collaborate with other providers, assist with decreasing
barriers to accessing services as they are identified, and provide transportation and warm handoffs to ensure linkage to ongoing care. Staff are bilingual/bicultural
and a language translation service is available when needed. In addition, BHS O&E is staffed with peers who share their own lived experience as a way to build the
rapport and trust necessary to engage homeless individuals. Open Access improves access to care by expediting urgent care needs and by facilitating quicker and
smoother linkages to behavioral health treatment for those discharging from inpatient and jail settings.

In addition, all ALT programs have developed collaborative relationships with outside agencies that come into frequent contact with the programs’ respective
target populations and, in turn, these agencies provide referrals to ALT services. The types of agencies with which the programs have established strong working
relationships include community-based organizations, homeless service providers, housing programs and shelters, schools, places of worship, law enforcement
agencies, hospitals, social service agencies, juvenile justice, the OC Probation Department , the Orange County Fire Authority, veterans services, community
centers, motels, shelter staff, apartment complexes, and other behavioral health service agencies.
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CRISIS
PREVENTION
AND SUPPORT

Orange County has a comprehensive array of crisis services that
operate 24/7, every day of the year, and are designed to support
individuals of all ages who are experiencing, or at risk of
experiencing, a behavioral health emergency. These programs
range from telephone-based prevention programs through
intensive crisis support services provided either in the home,
residential setting, crisis stabilization unit or anywhere in the
community. The goal is to 1) provide peer and clinical support —
either directly or through linkages to other services —so that the
person may continue living safely in the community, when
appropriate, or 2) facilitate admission to a psychiatric hospital or
crisis stabilization unit when a higher level of care is needed to
ensure the health and safety of an individual.

e WarmlLine e In-Home Crisis Stabilization
e Suicide Prevention Services e Crisis Residential Services
e Mobile Crisis Assessment e BHS Disaster Response

e Crisis Stabilization Units
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WarmbLine (PEI)

The WarmlLine provides peer support to unserved and underserved Orange County residents who are experiencing mild to moderate symptoms of a mental health
disorder or who are at risk of developing a mental health disorder, challenges at school and/or trauma exposure. The program also serves family members.
Beginning July 2020, the WarmLine began providing services 24 hours a day, seven days a week, year-round.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

i Arabic Korean TDD/CHAT
s, Vv Farsi Mandarin Vv Vietnamese

All Ages Telephone At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

©00000O2QP20 00

1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Prowders Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Age % Gender % Race/Ethnicity

0-15 - Female 56 African American/Black
16-25 6 Male American Indian/Alaskan Native
26-59 67 Transgender Asian/Pacific Islander
60+ 27 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

Call/Chat
Fiscal Year Program Budget Volume

FY 2020-21 $1,116,667 36,000
FY 2021-22* $2,000,000 65,000
FY 2022-23 $1,116,667 65,000

Not Collected on Call [
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SERVICES

The WarmlLine plays an important role in Orange County’s Crisis and
Suicide Prevention continuum by providing non-crisis or crisis
prevention support over the phone or through live chat, for anyone
struggling with mental health and substance use issues. Upon
connecting with the WarmlLine, individuals are screened for eligibility
and assessed for needed mental health information, support and
resources. Staff draw upon their lived experience to connect with callers
and provide them with emotional support and referrals to ongoing
services as needed. Callers who are experiencing a behavioral crisis are
immediately referred to the Crisis Prevention Hotline.

Active listening, a person-centered motivational interviewing skill, is
effective in establishing rapport and demonstrating empathy, and can
be especially useful with callers in the pre-contemplative or
contemplative stages of change. The WarmLine also uses Positive
Psychology, a resilience-based model that focuses on positive emotions,
traits and institutions. This model trains mentors to focus on the
positive influences in callers’ lives such as character, optimism,
emotions, relationships and resources in order to reduce risk factors
and enhance protective ones.

OUTCOMES

80,000

60,000

40,000

20,000

Call Activity - WarmLine

68,173
53,890
48,796 50,392
26,463 28,249
22,678
18,381
479 602 740 1,475
FY 16-17 FY 17-18 FY 18-19 FY 19-20
H Calls I Live Chats/Texts Unduplicated People Served

The WarmlLine continues to demonstrate an increasing number of callers and amount of activity. The majority of calls were from individuals who had used the

WarmlLine before and calls typically lasted 20 minutes or less.

The WarmLine aims to reduce prolonged suffering from behavioral health problems, which was measured through changes in ratings on the Profile of Mood States
(POMS). Callers were asked at the beginning of the call whether they felt different emotions (i.e., worried, uncertain, etc.) and then asked at the end of the call
whether they felt better, the same or worse. The evaluation reflects cultural competence in that it assessed for the presence of, and changes in, a range of negative

mood states to ensure that different cultural expressions of distress were reflected.

While the extent of improvement varied across specific mood states, overall results across fiscal years show that the majority of callers reported feeling better at
the end of the call, with the highest rates of improvement observed for callers feeling anxious, overwhelmed or helpless, and the lowest rate for those feeling
agitated. Thus, the program appears to be successful in reducing emotional distress through the support and services provided during the telephone contact.
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Percent of WarmLine Callers Reporting Improved Mood at End of Call by FY
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0%
FY 2016-17 FY 2017-18 FY 2018-19

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

An ongoing challenge for the program has been the continuing increase in calls year after year. This increase
has created longer wait times as staff are not always available to answer incoming calls immediately. The
program has adjusted staff shifts to accommodate when call volume is highest and is always identifying and
recruiting new volunteers to try and accommodate the increasing demand for services. The program also
received increased funding for FY 2018-19 and, through the community planning process, was identified as a
program that can receive additional carryover funds over the course of this Three-Year Plan if demand for
services exceeds its recently augmented budget. The provider is also exploring other strategies to adapt to the
increased volume, including methods to enhance their technology. In addition, as a result of the recent hiring
of bilingual staff, the program’s voicemail system was expanded from English and Spanish to include Farsi and
Vietnamese language voicemail options. Callers who speak these languages can now leave a voicemail
requesting support from a staff who speaks their preferred language as soon as they become available rather
than having to make repeated calls to the line in hopes of connecting with a bilingual staff by chance.

FY 2019-20

COMMUNITY IMPACT

The WarmlLine has provided services
to more than 122,000 individuals
since its inception in August 2010.
The provider also actively
collaborates within the community
as a whole to break down stigma,
raise awareness and educate the
community about available services.
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Suicide Prevention Services (PE))

The Suicide Prevention Services program services are available to individuals of all ages who 1) are experiencing a behavioral health crisis and/or suicidal thoughts,
2) have attempted suicide and may be living with depression, 3) are concerned about a loved one possibly attempting suicide, and/or 4) are coping with the loss
of a loved one who died by suicide. The program serves a broad range of people of all ages, and individuals can be self-referred or referred by family members,
providers or other partner agencies. The toll-free, accredited hotline operates 24 hours a day, 7 days a week. This program will now also be supported by a new

Office of Suicide Prevention, which was established in the HCA’s Behavioral Health Services area upon the direction of the Orange County Board of Supervisors in
2021.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

[ Arabic v Korean TDD/CHAT
\ Vv Farsi Mandarin v Vietnamese

All Ages Telephone At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

eHH0HO0D0RLTIEG®ODOH OO

1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Prowders Responders School Youth Morbidities Justice  Communities At-Risk of ~ from SU Exposed Military
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity Unduplicated

9 Female 41 African American/Black Fiscal Year Program Budget # to be Served

41 Male American Indian/Alaskan Native FY 2020-21 $1,200,000 12,147

43 Transgender Asian/Pacific Islander
FY 2021-22* 3,200,000 12,147
7 Genderqueer Caucasian/White y

Questioning/Unsure Latino/Hispanic FY 2022-23 $1,200,000 12,147
Another Middle Eastern/North African
Another

*Proposed budget increase for FY 2021-22. Increase in
numbers to be served to be determined.
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SERVICES

The program currently offers a range of services that use Applied Suicide Intervention Skills Training (ASIST), which provides practical suicide intervention training
for clinicians, first responders, medical providers and caregivers seeking to prevent the immediate risk of suicide. During the COVID-19 pandemic, ASIST trainings
were temporarily paused since they are required to be done in person; the provider offered other virtual trainings in its place.

Telephone Hotline Support:

e Trained counselors provide immediate, confidential, over-the-phone/text/chat assistance and TELEPHONE HOTLINE CALL VOLUME
initiate active rescues when necessary. For callers who give their consent, counselors conduct FY FY FY FY
foIIow—u.p. call(s5 tlclJ ensu:]e continued safet.y an.d reduc.e .the Iikelihooj of :;tte?prtsdand emergen;]:y 16/17 17/18 18/19 19/20
room V.ISItS. allers who ar.e not experiencing a crisis are_ triage an. o er(? z_access. to the Callers | 6,807 9,200 10,137 9,886
WarmlLine or other appropriate resources. The toll-free suicide prevention service is available to
anyone in crisis or experiencing suicidal thoughts or to someone who is concerned about a loved Calls 8,475 11,607 | 13,536 | 13,613
one attempting suicide.

Face-to-Face Services:

e Individual C9unsglmg for Survivors after ch.ld.e: Chlldren,' adqlescgnts, ad‘ult.s .and older ad}JIts INDIVIDUALS SERVED IN FACE-TO-FACE SERVICES

who are coping with the loss of someone to suicide can receive time-limited individual counseling.
. ) . . - FY16/17 FY17/18 FY18/19 FY19/20

Short-term bereavement counseling is also available to families who want to improve their
functioning and communication after the loss of a family member. 132 148 140 156

e Survivors after Suicide Bereavement Groups: Two different bereavement groups are offered for
anyone who is coping with the loss of someone to suicide. The first is an eight-week, closed format TOTAL NUMBER OF INDIVIDUAL SESSIONS
group, co-facilitated by a therapist and a survivor. The goal is to establish a safe place without FY16/17 FY17/18 FY18/19  FY19/20

stigma for survivors to share experiences, ask questions, and express painful feelings so they can 511 559 678 745
move forward with their lives. The second group is a drop-in bereavement group designed to help
individuals receiving individual counseling (described above), and program alumni so that they TOTAL NUMBER OF SAS & SOSA GROUPS

continue the healing process in the months and years following their losses.

e Survivors of Suicide Attempts (SOSA) Support Group: The program offers closed groups that
provide a safe, non-judgmental place for people who have survived a suicide attempt to talk about 59 64 91
the feelings that led them to attempt suicide. The goal of this group is to support their recovery
and provide them with skills for coping with deep hurt. The program also provides individuals with
culturally appropriate follow-up care and education.

FY16/17 FY17/18 FY18/19 FY 19/20
104

Community Training/Outreach:

e Consistent with PEI regulations, the program trains potential first responders in ASIST and SafeTalk so that they are 1) better able to recognize signs of
depression, suicidal ideation and other mental health conditions, and 2) informed about myths associated with talking about suicide, strategies on how to
listen to and aid someone in distress, and awareness of the Suicide and Crisis Prevention Services program. Audiences include nurses, physicians, teachers
and school personnel, law enforcement and other Orange County community members. Program staff also provides informational/program promotional
material through information tables at events and speaking engagements throughout the county.
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OUTCOMES

Corresponding to increased outreach efforts, the hotline has

seen a steady increase in the number of individuals served. Change in Self-Reported High-Risk Status During Call -
Outcomes for the different types of services are summarized Suicide Prevention Hotline
below.

100%

Telephone Hotline Support

., . . , 80%
To assess the hotline’s effectiveness in reducing prolonged

suffering, callers were asked to complete a Self-Rated Intent
(SRI1) on a 5-point scale at the beginning and end of the call. Risk
of suicidal behavior was rated low if a caller reported their
suicidal intent as a score of 1 or 2, medium if they reported a
score of 3, and high if they reported a 4 or 5. A score that moved
to a lower risk category by the end of the call or remained in

60%

40%

20%

the low risk category for the duration of the call suggests that 0% :

services effectively stabilized or decreased suicidal intent. The FY 16/17 FY 17/18 FY 18/19 FY 19/20
proportion of high-risk callers has consistently dropped by the

end of the call. Thus, Crisis Prevention Hotline counselors # Call Start m Call End

helped reduce suicidal intent and prevented the worsening of
crisis symptoms.

Face-to-Face Services

The program also provides in-person services, which have remained relatively consistent in the numbers of people served over the past few years, and a trend
towards more individual counseling sessions and fewer support groups.

To measure the reduction in prolonged suffering in a culturally competent manner, individuals participating in individual or group counseling were asked to
complete measures specific to their experience. Measures were administered at intake and program exit, and the difference between scores was used to analyze
whether there was a significant reduction of prolonged suffering after receiving program services. Results are reported according to the calculated effect size,
which reflects, in part, the extent to which a change in scores over time is clinically meaningful for the individuals served in the program.

= Survivors of Suicide Attempts (SOSA): SOSA participants (FY 2019-20 n=2; FY 2018-19 n=10; FY 2017-18 n=14; FY 2016-17: n=13) completed the Beck
Hopelessness Scale, Beck Scale for Suicidal Ideation and Interpersonal Needs Questionnaire to assess for pessimism and negativity they felt about their
future; their thoughts, plans and intent to commit suicide; and their perceived burdensomeness and thwarted belongingness, respectively. Due to the
small sample size of participants who completed both a baseline and follow-up of these measures, data were not statistically analyzed. However, clinicians
monitored scores over the course of treatment to track participant’s progress and adjust care plans as needed. The HCA is currently identifying ways to
improve collection and/or measurement of performance outcome for this group.
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Survivors after Suicide (SAS): Based on
individuals’ responses on the Grief
Experiences Questionnaire (GEQ), services
were generally associated with a meaningful
lessening of grief following the loss of a loved
one to suicide. Although degree of
improvement varied across subscales and
fiscal years, given the small sample sizes, it
cannot yet be determined whether these
differences reflect a change in the impact of
services, the nature of the individuals served
or other factors. The HCA will continue to
monitor these outcomes to see if a trend can
be identified.

m Overall Score
® Rejection
m Guilt

u Search for Explanation

FY 19/20 (n=24)

FY 18/19 (n=31)

FY 17/18 (n=22)

FY 16/17 (n=20)

SAS Groups: Impact on Improving Grief Experiences

m Unique Reactions

m Shame

B Stigmatization
® General Grief

m Self-Destructive Behavior
m Responsibility

m Loss of Social Support

B Somatic Reactions

o

0.2
Small

0.4

Medium

o
)

1 1.2
Very Large
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS
Similar to the WarmlLine, the crisis hotline has seen a steady increase in calls over the past several years which

exceeded its staffing capacity. In response, the program received increased funding beginning FY 2018-19. COMMUNITY IMPACT
Through the recent community planning process, the integrated Suicide and Crisis Prevention Services program The integrated program has
was also identified as a program that can receive additional carryover funds over the course of this Three-Year answered more than 88,000 calls

Plan if demand for services exceeds its recently augmented budget. The program recently relocated to a new
building with more space to accommodate additional staff and volunteers, and the facility
is equipped with updated, state-of-the-art technology.

and provided face-to-face services
to more than 1,000 since services
launched in August 2010. One of the
Stigma regarding suicide continues to be a barrier to seeking services, which the program is addressing by key components of the program’s
conducting more community outreach and presentations, especially in different ethnic communities, and the success is its collaboration with
program has hired bilingual staff who speak Korean and Spanish. In addition, the program has incorporated a
workshop model to conduct outreach. This strategy has been especially successful in the Spanish-speaking
community, as noted by an increase in Spanish-speaking participants.

community partners and agencies
that serve ethnic communities. This
partnership promotes awareness,

In addition, the program conducts outreach in Arabic, Farsi, Urdu and Hindi languages through its partnership breaks down stigma related to
with a community agency serving the Middle Eastern and North African communities. The increased outreach mental health, and educates
efforts have been successful, and the program is seeing an increase in demand for individual sessions, especially communities about available
from Survivors of Suicide Attempts (SOSA) and Survivors after Suicide (SAS) participants. However, stigma resources.

continues to be a barrier for participating in group sessions, especially for SOSA groups. Recognizing that a
survivor of a suicide attempt may need additional time to engage in groups, the program periodically reaches
out to the individual to assess their readiness for services. The program is working to collaborate with hospitals,
such as Hoag and Mission Hospital, in hopes of increasing referrals for SOSA groups.

OFFICE OF SUICIDE PREVENTION
On October 6, 2020, the Board directed the County Executive Officer and HCA Director to create an Office of Suicide Prevention to:

1. Reach out to high risk populations to find and engage those in need

2. Maintain contact with those in need and support continuity of care

3. Improve the lives of those in need through comprehensive services and supports, and
4. Build community awareness, reduce stigma and promote help-seeking

The newly formed Office will be responsible for identifying and implementing promising pilot programs utilizing the above-referenced systems-
approach for each of the initial populations of focus: youth and young adults, men in their middle years and older adults. The Office will also be
responsible for integrating new and existing services and supports across the suicide prevention continuum and throughout the entire County to
ensure all suicide prevention activities are linked to other behavioral health activities/services and directly targeted populations in need. The Office
will create a systems approach to suicide prevention that leverages existing community and Agency resources to build hope, purpose and connection
for individuals in need.
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REFERENCE NOTES

Somatic Reactions:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=13.3, SD=3.67; Follow-up M=12.4, SD=3.80; t(23)=1.60, p<.124; Cohen's d=0.33
Baseline M=13.3, SD=3.21; Follow-up M=12.2, SD=3.83; t(30)=1.64, p<.012; Cohen's d=0.30
Baseline M=13.4, SD=5.0; Follow-up M=12.1, SD=3.6; t(21)=1.47, p=.16; Cohen's d=0.33
Baseline M=11.5, SD=4.2; Follow-up M=9.5, SD=2.7; t(19)=3.23, p<.01; Cohen’s d=0.84

General Grief Reaction:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=15.8, SD=3.65; Follow-up M=13.5, SD=3.65; t(23)=2.60, p<.016; Cohen's d=0.53
Baseline M=14.9, SD=3.77; Follow-up M=13.4, SD=3.85; t(30)=3.14, p<.012; Cohen's d=0.56
Baseline M=15.0, SD=4.1; Follow-up M=13.5, SD=3.6; t(21)=1.75, p=.10; Cohen's d=0.38
Baseline M=13.1, SD=4.4; Follow-up M=11.7, SD=4.3; t(19)=2.01, p<.05; Cohen’s d=0.47

Search for Explanation:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=18.5, SD=3.65; Follow-up M=16.6, SD=3.87; t(23)=5.10, p<.001; Cohen's d=0.45
Baseline M=18.6, SD=3.51; Follow-up M=15.8, SD=3.85; t(30)=5.10, p<.001; Cohen's d=0.69
Baseline M=17.0, SD=4.8; Follow-up M=14.2, SD=5.1; t(21)=2.77, p<.05; Cohen's d=0.59
Baseline M=15.0, SD=3.5; Follow-up M=12.6, SD=3.7; t(19)=2.70, p<.05; Cohen’s d=0.60

Loss of Social Support:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Stigmatization:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Guilt:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Responsibility:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Shame:

FY 2019-20:
FY 2018-19:

Baseline M=15.5, SD=6.35; Follow-up M=13.9, SD=4.27; t(23)=1.60, p<.123; Cohen's d=0.35
Baseline M=14.7, SD=6.03; Follow-up M=13.2, SD=6.33; t(30)=1.96, p<.059; Cohen's d=0.35
Baseline M=13.1, SD=5.6; Follow-up M=11.3, SD=3.8; t(21)=1.46, p=.16; Cohen's d=0.41
Baseline M=11.6, SD=4.3; Follow-up M=11.1, SD=4.0; t(19)=0.55, p=.59; Cohen’s d=0.12

Baseline M=14.9, SD=4.44; Follow-up M=13.2, SD=4.78; t(23)=1.86, p<.076; Cohen's d=0.38
Baseline M=12.5, SD=5.32; Follow-up M=10.5, SD=4.88; t(30)=3.29, p<.059; Cohen's d=0.60
Baseline M=12.9, SD=5.4; Follow-up M=10.9, SD=4.8; t(21)=1.67, p=.11; Cohen's d=0.36
Baseline M=11.2, SD=4.8; Follow-up M=9.0, SD=4.0; t(19)=3.05, p<.01; Cohen’s d=0.70

Baseline M=18.0, SD=5.26; Follow-up M=15.7, SD=4.12; t(23)=2.63, p<.015; Cohen's d=0.55
Baseline M=17.3, SD=5.76; Follow-up M=14.7, SD=5.80; t(30)=4.57, p<.001; Cohen's d=0.82
Baseline M=16.7, SD=4.9; Follow-up M=14.6, SD=4.7; t(21)=1.81, p=.08; Cohen's d=0.39
Baseline M=14.5, SD=4.5; Follow-up M=12.1, SD=3.4; t(19)=2.55, p<.05; Cohen’s d=0.58

Baseline M=15.6, SD=5.64; Follow-up M=12.9, SD=5.30; t(23)=3.75, p<.001; Cohen's d=0.77
Baseline M=13.2, SD=5.17; Follow-up M=11.2, SD=4.79; t(30)=3.22, p<.003; Cohen's d=0.58
Baseline M=13.9, SD=4.8; Follow-up M=12.0, SD=4.7; t(21)=1.84, p=.08; Cohen's d=0.39
Baseline M=10.1, SD=3.4; Follow-up M=9.1, SD=2.9; t(19)=1.65, p=.12; Cohen’s d=0.37

Baseline M=13.9, SD=6.23; Follow-up M=13.1, SD=5.66; t(23)=1.16, p<.259; Cohen's d=0.24
Baseline M=14.4, SD=4.40; Follow-up M=12.5, SD=4.99; t(30)=2.31, p<.027; Cohen's d=0.42
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FY 2017-18:
FY 2016-17:

Rejection:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=14.3, SD=4.8; Follow-up M=12.8, SD=5.2; t(21)=1.53, p=.11; Cohen's d=0.33
Baseline M=13.2, SD=4.0; Follow-up M=12.1, SD=3.5; t(19)=1.47, p=.16; Cohen’s d=0.33

Baseline M=17.5, SD=6.58; Follow-up M=15.0, SD=5.13; t(23)=2.95, p<.007; Cohen's d=0.64
Baseline M=114.6, SD=5.24; Follow-up M=12.5, SD=5.57; t(30)=2.96, p<.006; Cohen's d=0.53
Baseline M=14.7, SD=5.8; Follow-up M=13.2, SD=5.6; t(21)=1.51, p=.15; Cohen's d=0.32
Baseline M=11.8, SD=4.8; Follow-up M=11.1, SD=4.6; t(19)=0.89, p=.39; Cohen’s d=0.20

Self-Destructive Behavior:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=10.9, SD=3.62; Follow-up M=10.3, SD=2.77; t(23)=0.84, p<.407; Cohen's d=0.18
Baseline M=11.1, SD=4.07; Follow-up M=8.5, SD=3.02; t(30)=3.21, p<.003; Cohen's d=0.62
Baseline M=10.5, SD=4.2; Follow-up M=9.6, SD=3.7; t(21)=1.34, p=.19; Cohen's d=0.29
Baseline M=8.0, SD=3.5; Follow-up M=8.1, SD=3.1; t(19)=-0.17, p=.87; Cohen’s d=0.04

Unique Reactions:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Overall Score:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Baseline M=14.9, SD=3.49; Follow-up M=13.5, SD=4.08; t(23)=2.37, p<.026; Cohen's d=0.49
Baseline M=14.9, SD=2.87; Follow-up M=13.8, SD=3.74; t(30)=2.33, p<.027; Cohen's d=0.44
Baseline M=13.4, SD=3.5; Follow-up M=12.0, SD=3.9; t(21)=2.00, p=.06; Cohen's d=0.43
Baseline M=12.8, SD=2.6; Follow-up M=10.5, SD=2.7; t(19)=4.92, p<.001; Cohen’s d=1.10

Baseline M=168.9, SD=34.98; Follow-up M=150.2, SD=35.36; t(23)=2.96, p<.006; Cohen's d=0.61
Baseline M=158.4, SD=33.09; Follow-up M=138.4, SD=38.56; t(30)=4.33, p<.001; Cohen's d=0.79
Baseline M=154.8, SD=38.4; Follow-up M=136.3, SD=33.6; t(21)=2.16, p<.05; Cohen's d=0.46
Baseline M=132.6, SD=32.6; Follow-up M=116.7, SD=30.7; t(19)=3.28, p<.01; Cohen’s d=0.74
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Mobile Crisis Assessment(CSS)

The mobile Crisis Assessment Team (CAT) program serves individuals of all ages who are experiencing a behavioral health crisis. Clinicians respond to calls from
anyone in the community 24 hours a day, 7 days a week year-round and dispatch to locations throughout Orange County other than inpatient psychiatric or skilled
nursing facilities which are staffed to conduct such evaluations. The CAT also includes the Psychiatric Emergency Response Teams (PERTs), which consist of CAT
clinicians who are stationed or ride along with assigned law enforcement officers to address behavioral health-related calls in their assigned city. PERT provides all
the same services as CAT and also initiates involuntary hospitalizations as necessary.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

(i Arabic v Korean TDD/CHAT
\ Vv Farsi v Mandarin v Vietnamese

All Ages Telephone At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

600 0RIEO®SDOGOO

1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma Veterans/
Prowders Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military
Involved InlelduaIs Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC

% Gender % Race/Ethnicity

29 Female 51 African American/Black
28 Male American Indian/Alaskan Native

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Total
Fiscal Year Program Budget Evaluations

FY 2020-21 $9,135,858 7,689

35 Transgender Asian/Pacific Islander
8 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

FY 2021-22* $9,135,858 8,837
FY 2022-23 $9,135,858 10,241

*No proposed budget change for FY 2021-22. #s served
now reflect evaluations conducted rather than persons
served.

106 |Page



SERVICES

This multi-disciplinary program provides prompt response in the county when an Crisis Evaluations Completed by Age
individual is experiencing a behavioral health crisis. Clinicians receive specialized
training and are designated to conduct evaluations and risk assessments that are geared
to the individual’s age and developmental level. The evaluations include interviews with
the individual, as well as parents, guardians, family members, law enforcement, 4,558—4,553—“"'4'869\4,583
emergency department staff and/or school personnel, if available. Clinicians link 4,000 4,037
o . . . . 3,786

individuals to an appropriate level of care to ensure their safety, which may involve

initiating a hospitalization. CAT clinicians also follow-up with individuals and/or their 3,039

parents/guardians to provide information, referrals and linkage to ongoing behavioral

health services that may help reduce the need for future crisis interventions. 2,000

6,000

2,226

The Children’s team provides ongoing trainings and education to schools, school

districts, hospitals, police departments and other community stakeholders upon

request to increase collaboration and support for children and youth experiencing a 0

behavioral health crisis event. PERT clinicians similarly educate police on behavioral FY 16/17 FY 17/18 FY 18/19 FY 19/20
health issues and provide officers with tools that allow them to assist individuals living

with behavioral health issues more effectively. Under Age 18 18 and Older

There are currently 27 clinicians on the children’s crisis assessment team (CAT) serving youth under age 18, and 41 clinicians on the TAY/Adult/Older Adult team
serving individuals ages 18 and older. The teams are also staffed with Service Chiefs who are responsible for overseeing the day-to-day operations of the program.
The HCA currently has 17 PERT collaborations across Orange County, including the Orange County Sheriff’s Department and police departments in the cities of
Anaheim, Buena Park, Costa Mesa, Fullerton, Fountain Valley, Garden Grove, Huntington Beach, Irvine, Laguna Beach, Newport Beach, Orange, Santa Ana, Seal
Beach, Tustin, University of California at Irvine and Westminster.

The Children’s team experienced a decrease in total calls received in FY 2019-20. A contributing factor to the decrease in calls was the impact of the COVID-19
public health emergency. The program demonstrated a drop in totals call starting in March through the end of the fiscal year. Schools are one of the main referral
sources for the Children’s team and the program saw a decrease in calls that correlates with the closing of in-person school services for children and youth.

OUTCOMES

The program is evaluated by the timeliness with which the teams are able to respond to calls, with the goal of a dispatch-to-arrival time that is 30 minutes or less
at least 70% of the time. The Children’s and TAY/Adult/Older Adult team meet this goal for FY 2019-20. While the TAY/Adult/Older Adult team has continued to
meet this goal, this was the first time in the last four fiscal years that the Children’s team reached this goal. The re-location of the Children’s team to a new facility,
combined with reduced traffic during the COVID-19 public health emergency, contributed to the Children’s program reaching the goal for FY 2019-20.

In addition to dispatch-to-arrival times, the teams examine the rate at which individuals are psychiatrically hospitalized as a way of monitoring the severity of the
presenting problems experienced by the individuals served and the availability of safe alternatives to inpatient services. Consistent with prior years, individuals
continued to be hospitalized less than half the time (44%, 40% and 42% in FYs 2016-17 through 2018-19 for children; 48%, 45% and 46% in FYs 2016-17 through
2018-19 for TAY, adults and older adults).
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Dispatch-to Arrival Rate by FY
Y = Youth Under Age 18 A = Adults 18 and Older
Y=56% Y=51% Y=47%

X At

FY 16/17 FY 17/18 FY 18/19 FY 19/20

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

As an essential service, both Adult and Children’s CAT continued to respond to calls throughout the COVID-19
pandemic and were required to implement new processes to keep our clients and clinicians safe. All clinicians
started responding to calls with Personal Protective Equipment (PPE), including but not limited to masks, gloves
and face shields. Both teams started the process of having clinicians dispatching from home to reduce the
number of clinicians in the office. While maintaining social distancing guidelines, evaluating clients in the
field/home added a layer of complexity. Targeted training was provided for CAT to ensure PPE was being put
on, worn and taken off in the appropriate manner.

While the increasing calls from law enforcement, schools and the community are ultimately a reflection of the
program’s positive impact in Orange County, this growing demand nevertheless poses challenges. As PERT
continues to expand, the TAY/Adult/Older Adult team experiences decreased staffing due to the transition of
CAT staff to the new PERTs. To accommodate increasing call volume, the TAY/Adult/Older Adult teams have
increased the number of positions, however hiring remains difficult due to the inherent challenges in staffing a
24/7 program. Hiring bilingual staff is also difficult as clinicians who speak languages other than English
frequently receive competing job offers for positions that offer a more traditional schedule. The HCA is working
to overcome these challenges by offering pay differential for bilingual staff and for those who work the night
shift. To address increasing volume during daytime hours, CAT has also been supported by Lanterman-Petris-
Short (LPS)-designated clinicians from County-operated outpatient clinics and, for the Adult team, clinicians
from the Program for Assertive Community Treatment.

While the Children’s team has continued to evaluate the impact of call location on response time, current
COVID-19 impact has led to a decrease in calls for evaluation, freeing up staff to respond more quickly and
improve response time. The HCA will continue to monitor call volume and the impact on response time.

\ A=79% ‘-. ‘-.
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COMMUNITY IMPACT

Since their inception in January 2003
through June 2019, the mobile crisis
teams have responded to calls for
more than 30,000 children under
age 18 and 52,000 adults ages 18
and older. The teams have been
successful in  safely linking
individuals who are experiencing
behavioral  health crises to
appropriate levels of care that are
less restrictive or costly and more
recovery-oriented than inpatient
psychiatric hospitalization, hospital
emergency department visits and
incarceration. Feedback from law
enforcement about having clinicians
out in the field with officers has also
been overwhelmingly positive,
helping to incorporate a more
compassionate response when law
enforcement interacts with
individuals experiencing behavioral
health crises.
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Crisis Stabilization Units (CSS)

Crisis Stabilization Units (CSUs) provide the community with 24-hour, 7-day a week, year-round service for individuals who are experiencing a
behavioral health crisis requiring emergent stabilization that cannot wait until a regularly scheduled appointment. One of the units serves Orange
County residents ages 13 and older, the majority of whom may be on a 72-hour civil detention for psychiatric evaluation due to danger to self, others
or grave disability resulting from a behavioral health disorder (i.e., Welfare and Institutions Code 5150/5585). The CSUs can be accessed directly by
individuals experiencing a crisis, as well as by family members, law enforcement and others in the community who believe an individual has an
emergent behavioral health need.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Korean TDD/CHAT
G Farsi Mandarin Vv Vietnamese

Ages 13+ Clinic At-Risk  Mild-Moderate Severe Khmer V' Spanish V' Other: Tagalog

PROGRAM SPECIALIZATIONS

D ©

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Riskof  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender %  Race/Ethnicity

12 Female 40  African American/Black iscal 5 Budeet :ndtt:plgcate(z
25 Male 60 American Indian/Alaskan Native Iscal Year e to be Serve
59 Transgender <1 Asian/Pacific Islander FY 2020-21 $6,700,000 7,227

4 Genderqueer - Caucasian/White EY 2021-22* $10,000,000 7,949

Questioning/Unsure - Latino/Hispanic FY 2022-23 $10,000,000 8,743
Another - Middle Eastern/North African

*No proposed changes for FY 2021-22.
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SERVICES COMMUNITY IMPACT

Services, which are not to exceed 23 hours and 59 minutes, will include psychiatric evaluation, basic medical College Hospital CSU in Costa Mesa
services, individual and group therapy as appropriate, nursing assessment, collateral services with significant opened its doors for services at the
others, individual and family education, medication services, crisis intervention, peer mentor services, referral, end of February 2020 for individuals
linkage and follow-up services and transfer to inpatient level of care as appropriate. Services will also include 18 and older, and the Exodus CSU in
substance use disorder treatment for individuals who have co-occurring substance use disorders. As an Orange launched on February 1st,

essential service, the CSUs continued to remain fully operational throughout the COVID-19 pandemic and were
required to implement new processes to keep our clients and clinicians safe, such as a decreased census in
order to uphold physical distancing standards, the use of PPE and COVID-19 testing.

2021 for voluntary clients and was
able to begin accepting involuntary
clients as of March 17, 2021
The MHSA-funded CSUs were not operational in FY 2019-20, the year for which outcomes are being reported following its designation by the
in this Plan Update. Outcomes will be reported in future Plans. County of Orange. The CSU in
Orange serves individuals ages 13
and older.
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In-Home Crisis Stabilization(CSS)

The In-Home Crisis Stabilization (IHCS) program operates a 24-hour, 7-day a week, year-round service which consists of family stabilization teams that provide
short-term, intensive in-home services to individuals who have been assessed to be at imminent risk of psychiatric hospitalization or out-of-home placement but
are capable of remaining safely in the community and out of the hospital with appropriate support. The teams include clinicians and peers with lived experience,
with one set of teams serving youth under age 18 and another serving TAY, adults and older adults ages 18 and older. Individuals are referred by County behavioral
health clinicians, County and County-contracted CSUs, our CAT teams and emergency department personnel.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Korean TDD/CHAT
: Farsi Mandarin Vv Viethamese

All Ages At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

O 0 = O

BH 1st Students/ Foster Parents Families  Medical Co- Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-

Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity %

54 Female 59 African American/Black iscal Y o Bud Und;plécatec(lj
32 Male 39 American Indian/Alaskan Native Isca’ Year rogram Budget  # to be Serve
13 Transgender 2 Asian/Pacific Islander FY 2020-21 $2,935,480 1,187

1 Genderqueer Caucasian/White FY 2021-22* $2,935,480 1,320
Questioning/Unsure Latino/Hispanic
FY 2022-23 2,935,480 1,468

Another Middle Eastern/North African >

Another

*No proposed changes for FY 2021-22.
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SERVICES

Individuals and their families or identified support networks (i.e., “family”) are typically
referred to IHCS after a clinician has evaluated an individual for possible hospitalization
and determined that, while they may not meet criteria for hospitalization, they and their
family would safely benefit from supportive services. The evaluator calls the crisis
stabilization team to the site of the evaluation and the team is required to respond in
person within two hours, immediately working with the individual and their family or
identified support network to develop a stabilization plan. After triggers have been
identified and a safety plan is in place, additional in-home appointments are made for
the next day.

The IHCS teams utilize strategies such as crisis intervention, assessment, short-term
individual therapy, peer support services, collateral services and case management to
help the individual and their family establish a treatment plan, develop coping strategies
and ultimately transition to ongoing support. Length of stay in the program is usually
three weeks but can be extended based on clinical need and the amount of time it takes
before an individual is linked to long-term services. All IHCS services are mobile and,
whenever possible, provided in the home, at the identified residence of individuals who
are experiencing homelessness, and/or in any community setting that the individual or
family feels comfortable. As an essential service, the IHCS Teams continued to remain
fully operational throughout the COVID-19 pandemic and were required to implement
new processes to keep both clients and clinicians safe, such as the use of telehealth and
PPE.

1,000

750

500

250

Enrollments by Age and FY

748

423
329

211

FY 16/17 FY 17/18 FY 18/19 FY 19/20

= Under Age 18 18 and Older

OUTCOMES Hospitalization Rate Up to 60 Days Following Discharge by Age and FY
The goal of IHCS is to help individuals manage Y = Youth Under Age 18 A = Adults 18 and Older

their behavioral health crisis and make positive

gains in recovery, which is quantified as ‘-.
achieving a psychiatric hospitalization rate of .‘ &, V=13% .‘
25% or less from the time the individual is N ‘_ °.

enrolled in the program through 60 days post-

X A

discharge. Both teams continue to be FY 16/17 FY17/18

successful in meeting this goal.

&
?—“ Y=7%.. V‘v:s%.

X A

X At

‘ ' A=14%
Y=3%

%
O r-10%4p
FY 18/19 FY 19/20

¢

* In prior years, hospitalization rates were tracked by a different target (i.e., less than 5% within 48 hours of

discharge) and was shifted to be consistent with the target used by the Children’s team in this Three-Year Plan.
This previous target was also reached across the three FYs reported above (i.e., 0-1%).
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The Children’s team strives to stay within the three-week timeframe to address crisis events for children and COMMUNITY IMPACT

youth. The program has made progress in maintaining the three-week structure of the program. The program More than 4,300 children have
is continuing to focus on the discharge process and working to link children and their families as early as possible
during the treatment period. Linking children with private insurance has continued to be a challenge for the
Children’s team. The program continues to address this by increasing outreach to private insurance providers
to educate about its program services and increase collaboration for linkages to covered outpatient or other
appropriate services.

received in-home support since
services began in 2006 and more
than 500 adults have received
support since services began in
2018. The program collaborates with
referring agencies, behavioral health
programs, schools, emergency
departments, crisis stabilization
units and the mobile crisis
assessment teams with a focus on
assisting  the county’s most
vulnerable clients and ensuring their
linkage to ongoing services. In
addition, the adult IHCS team has
begun to partner with the Crisis
Residential Services program to
serve as a step down for Older Adult
clients in order to solidify their gains
during their Crisis Residential
Services stay. Overall, the IHCS
program strives  to reduce
admissions to local emergency
departments and provide a
strengths-based, in-home
alternative to psychiatric
hospitalization ~ for  individuals
experiencing a behavioral health
crisis and their families.
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Crisis Residential Services (CSS)

The Crisis Residential Services (CRS) program provides highly structured, voluntary services in a residential setting for individuals who are experiencing a behavioral
health crisis and meet eligibility requirements. Individuals ages 12 and older can be referred if they have been evaluated for psychiatric hospitalization, can be
safely referred to a less restrictive, lower level of care and they and/or their family are experiencing considerable distress. Individuals must be referred by hospitals
(for the Children’s and TAY sites), County CAT/PERTs or County or County-contracted Specialty Mental Health Plan programs (i.e., the program does not accept
walk-ins, self-referrals). The Adult CRS program currently has 42 beds available at 4 sites located throughout Orange County.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

v Arabic v Korean TDD/CHAT
Vv Farsi v Mandarin v Vietnamese

Ages 12+ Residential At-Risk  Mild-Moderate Severe V' Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

ODO0OQOL®ODQODO O

BH 1st Students/ Foster Parents Families Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/

Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
% Gender % Race/Ethnicity .
—_— Unduplicated

16 Female 53 African American/Black Fiscal Year Program Budget # to be Served
34 Male 45 An-1er|can .Irjdlan/AIaskan Native FY 2020-21 $9,030,845 1,161
49 Transgender 1 Asian/Pacific Islander
1 Genderqueer Caucasian/White FY 2021-22* $11,280,845 1,199
Questioning/Unsure Latino/Hispanic FY 2022-23 $11,280,845 1,280
Another Middle Eastern/North African
Another
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SERVICES

CRS has several sites across the county tailored to meet the needs of different
age groups:

Admissions by Age Group and FY

e Children ages 12 to 17 receive services at three sites operated by 1,000
Children Youth and Behavioral Health (CYBH; i.e., Laguna Beach,
Huntington Beach, Tustin) with a total of 16 beds. Services generally 821
last for three weeks, although children can remain in treatment for up 750
to six weeks if needed. Additional sites are being added to address the
needs of dependents as part of Continuum of Care (CoC) Children’s
Crisis Residential Program (CCRP) services and/or DHCS’ Psychiatric 500
Residential Treatment Facilities (PRTF). 426
e TAY between the ages of 18-25 receive services at a site operated by
CYBH with six beds. Services generally last for three weeks, although 250 243
youth can remain in treatment for up to six weeks if needed. TAY may
also receive services at the TAY/Adults sites operated by Adult and P Y RECERREERRRLELY iR R LI - IR R LY 2
Older Adult Behavioral Health (AOABH). 0
e TAY/Adults ages 18 and older receive services at three sites operated
by AOABH (2 sites in Orange, 1 in Mission Viejo) with a total of 36 beds,
four of which are Americans with Disabilities Act (ADA)-compliant.
Stays last an average of 7 to 14 days.
e Older Adults ages 50 and older receive services at a newly renovated
Older Adult CRS operated by AOABH in Anaheim (6 beds, 2 of which are ADA-compliant). Stays last an average of 7 to 14 days.

877

626

277 288 ——— 750

FY 16/17 FY 17/18 FY 18/19 FY 19/20

e CYBH Children «---- CYBH TAY AOABH TAY/Adults/Older Adults

The residences emulate home-like environments in which intensive and structured psychosocial, trauma-informed, recovery services are offered. Depending on
the individual’s age and their or their family’s/significant other’s needs, services can include crisis intervention; individual, group and family counseling/therapy;
group education and rehabilitation; assistance with self-administration of medications; training in skills of daily living; case management; development of a
Wellness Recovery Action Plan (WRAP); prevention education; recreational activities; activities to build social skills; parent education and skill-building; mindfulness
training; narrative therapy, reminiscence groups, educational and didactic groups specific to older adults, issues associated with aging, stigma associated with
aging, safety issues, adaptive equipment, fragility issues and “silver” fitness groups, outings and activities, and nursing assessments. The evidence-based and best
practices most commonly used include cognitive behavior therapy, Dialectical Behavioral Therapy (DBT), and trauma-informed care. Programs also provide
substance use disorder education and treatment services for people who have co-occurring disorders.

To integrate the individual back into the community effectively, discharge planning starts upon admission. A key aspect of discharge planning involves linkage to
community resources and services that build resilience and promote recovery (i.e., FSPs and other ongoing behavioral health services; victim’s assistance; local
art, music, cooking, self-protection classes; animal therapy; activity groups designed to support the individual; etc.). Children also have the option to participate in
a weekly graduate drop-in group. As an essential service the CRPs remained fully operational throughout the COVID-19 pandemic and implemented new practices
to keep clients and staff safe, including the use of PPE, COVID-19 testing and reducing the census as necessary to allow for isolation and quarantine.
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OUTCOMES

The goal of the program is to help the person manage their behavioral health crisis and make positive gains in
recovery, which is quantified as achieving a psychiatric hospitalization rate of 25% or less from the time the
individual is enrolled in the program through 60 days post-discharge. The program met this goal with
hospitalization rates ranging from 14-22% across all fiscal years and age groups.

Hospitalization Rate Up to 60 Days Following Discharge by Age and FY
CT = Children/TAY Under 18 (CYBH) T =TAY 18-25 (CYBH) A = TAY/Adults/Older Adults 18 (AOABH)

“-l ‘Il “ \ |/ s 7

i a?
& AT S =

FY 16/17 FY 17/18 FY 18/19 FY 19/20

A=19%

* In prior years, hospitalization rates were tracked by a different target (i.e., less than 5% within 48 hours of
discharge) and was shifted to be consistent with the target used by the Children’s team in this Three-Year
Plan. This previous target was also reached across the three FYs reported above (i.e., 0-1%).

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

An ongoing, primary challenge has been the increased demand for Crisis Residential Services, with the
community identifying a particular need for a facility specifically geared towards older adults. The HCA is
actively working on addressing this service gap and opened the Silver Treehouse on September 1, 2021, that
exclusively addresses the needs of older adults in behavioral health crisis. TAY continue to face challenges with
the lack of stable housing available when youth are ready for a lower level of care, and children periodically
showed an increased demand for services throughout the past two calendar years and, at times, either had to
be placed on a waitlist or diverted to other crisis services such as in-home crisis. The HCA is examining these
trends to determine projected need for Children’s Crisis Residential Services over the course of the next three-
year period. As part of this, the HCA is considering how the new State requirement for a CCRP level of care and
facility type will affect the children’s crisis residential needs moving forward to ensure a sufficient number of
beds are available for youth determined to need this level of care.

C=22%

T= 15%
A 14%

COMMUNITY IMPACT

Since inception, the program has
assisted more than 1,900 children,
1,600 TAY, and 4,800 adults/older
adults with intensive services
provided in a therapeutic, home-like
environment. The program reduces
admissions to local emergency
departments and provides a
strengths-based, recovery-oriented
alternative to psychiatric hospitals
for those experiencing a behavioral
health crisis.
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BHS Disaster Response (PE|)

The Behavioral Health Services Disaster Response (BHSDR) program is a mobile team of BHS clinicians who receive specialized training in Critical Incident Stress
Management (CISM). The team is on-call to provide support to residents with the goal of minimizing lasting, negative impacts from critical, traumatic and/or

disruptive events. The team responds anywhere in Orange County or surrounding areas. It is part of the PEI-funded program, Outreach for Increasing Recognition
of Early Signs of Mental lliness and is described here due to its specific focus on crisis response.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

(i Arabic Korean TDD/CHAT
\ Vv Farsi Mandarin Vv Vietnamese

Telephone At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

000G OO

1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/ Recove LGBTIQ+ Trauma-

Veterans/
Prowders Responders School Youth Morbidities

Justice  Communities At-Riskof from$S Exposed Military
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC
% Gender % Race/Ethnicity

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

IR

. . Funding is contained within the Outreach for Increasing
- Female 56 African American/Black

Recognition of Early Signs of Mental lliness program.
6 Male American Indian/Alaskan Native & y>i8 Prog

67 Transgender Asian/Pacific Islander
27 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

The number of requests for services and/or individuals
supported varies based on the number and/or
magnitude of critical incidents that may occur in any
given year.

Not Collected
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SERVICES

Critical Incident Stress Management Activity by FY

BHSDR provides Critical Incident Stress Management (CISM)

group debriefings, CISM one-on-one debriefings, CISM 100
briefings and education on grief, stress reactions and self-care.
. . . . . . 80
In addition, the team provides Psychological First Aid training 256
to community members. The number of requests for services 0
and/or individuals supported varies based on the number 185
and/or magnitude of critical incidents that may occur in any 20
given year.
Notably, during FY 2019-20 several scheduled meetings, 20
exercises, activities and trainings were canceled during the last m
quarter due to the COVID-19 crisis. BHSDR shifted its focus to 0
assist with many activities to support the County’s response to FY 16-17 FY17-18

the pandemic.

I Service Requests

More specifically, the team helped with:

Coordination of Personal Protective Equipment (PPE) distribution

Redeployment of team members to homeless shelters (i.e., Salvation Army in Santa Ana for three weeks
in April 2020; Joplin Youth Center in May 2020), where they provided outreach and engagement, case
management, crisis intervention and referral and linkage to supportive services

Coordination and oversight of supportive services provided to the vulnerable homeless population
residing in motels during the COVID-19 crisis

Development of a debriefing process for hotline workers at the Loma Ridge Emergency Operations
Center (EOC)

Facilitation of 12 trainings to 346 individuals throughout FY 2019-20, including Psychological First Aid
(PFA); Disaster Preparedness for Disaster Service Workers (DSW); Vicarious Trauma: Impact and Skills
to Help You Cope; and a new training focused on Grief and Loss that reached approximately 272
community partners from Waymakers, Social Service Agency, HOPE Animal Assisted Crisis Response,
HCA Public Health Nursing and several Community Emergency Response Teams (CERT)

In addition, 27 BHSDR Team members received training in Grief Following Trauma through the International
Critical Incident Stress Foundation (ICISF).

350

300 300
250

200

150

103 100
0

FY 18-19 FY 19-20

Individuals Supported

COMMUNITY IMPACT

BHSDR staff served a critical role in
responding to the COVID-19
pandemic, supporting both essential
workers and vulnerable individuals.
The team continues to work
tirelessly to support County clients
and staff during this unprecedented
time, and recently received
recognition from the HCA BHS
Director’s office for their efforts.

118 |Page



Summary of MHSA Strategies Used by Suicide
and Crisis Prevention Programs

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

Programs in the HCA's Crisis Prevention continuum promote recovery and resilience in several ways. Services are tailored to the unique strengths of the individual.
They focus on empowering people to manage their recovery by working with them to identify previously successful coping strategies, develop independent living
skills, and, in residential settings, make choices in their daily activities. In addition, the WarmLine, CSUs, CRPs and In-Home Crisis Stabilization programs employ
peer specialists, and the Suicide Prevention Services program has a survivor to co-facilitate the bereavement support group. These staff support individuals in their
recovery by promoting self-sufficiency, encouraging engagement in meaningful life activities and by sharing their stories of recovery to inspire a sense of hope and
inspiration in participants and their families.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

Programs engage in a number of strategies to reduce stigma and discrimination related to mental health in an effort to limit the impact of this potential barrier to
seeking support. First, staff across all programs provide numerous community presentations to correct misperceptions and misinformation about mental health
that may contribute to stigma. Programs also adjust their terminology and messaging to be responsive to diverse cultures. For example, when the Suicide
Prevention Services program learned “support group” was a stigmatizing term within the Latino/Hispanic community, staff began to refer to their services as
“workshops.” This approach was so successful in increasing access to its services, that community partners have also adopted this approach.

Additional strategies include the ability to engage in Crisis Prevention Hotline and WarmLine services anonymously. WarmLine calls are also monitored to ensure
the use of non-stigmatizing, and non-discriminatory practices and representatives from Orange County’s diverse communities are invited to attend WarmLine staff
meetings to increase understanding of its services and improve outreach in these communities. Crisis Residential Services strives to provide physically and
emotionally safe environments that are free of judgment to all residents so they can focus on their recovery. This includes providing transgender TAY, adults and
older adults with their choice of room assignment based on what they most identify with or prefer (i.e., male, female, private).

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

People who are experiencing a behavioral health crisis face barriers to receiving services such as lack of transportation or other resources, homelessness, stigma,
fear of the “system” or unknown, cultural factors or linguistic issues. In an effort to encourage utilization by underserved populations, program clinicians and staff
conduct culturally appropriate trainings and outreach throughout the county to increase recognition of the signs of behavioral health crisis across diverse
communities and to raise awareness of program services. All programs (including crisis residential) either provide transportation assistance or field-based services.
Moreover, crisis residential sites are located throughout Orange County to improve the opportunity for family members to participate in services.

These programs all place a priority on hiring bilingual/bicultural staff who speak multiple languages and may access the language line for interpretation services
when bilingual staff is not available. Staff participates in cultural competency trainings to communicate and interact with individuals in ways that respect and value
their and their family’s backgrounds and world views. They also offer culturally responsive service referrals and provide literature in multiple languages, including
California Mental Health Services Authority’s (CalMHSA) culturally appropriate materials that target underserved monolingual communities. In addition, PERT’s
partnership with law enforcement has resulted in a more compassionate response during crisis calls involving law enforcement in the community.

119 |Page



Because people who have survived the loss of someone to suicide become ready to engage in services at different stages after their loss, staff remains steadfast,
patient and ready to provide treatment at any time the survivor is ready to engage since their readiness does not always coincide with when they are referred to
the program. If a survivor does not begin services directly after the referral, staff continues to reach out and periodically re-assess readiness for service.

Finally, central to each participant’s treatment plan is connection to ongoing services and stable supports once they discharge from one of the programs in the
Crisis Prevention Services continuum. Staff provides case management and close coordination with partner programs such as County and County-contracted
outpatient clinics, Full Service Partnerships, Programs of Assertive Community Treatment, Older Adult Services, Recovery Services/Centers and others to ensure
participants are linked to appropriate, available resources.

Crisis Prevention and Support Services Linkage Metrics
Programs # Referrals #Linkages Types of Linkages
FY 2016-17 4,663
WarmLine FY 2017-18 2,139 See note* OC Links, mental health services, Family Support Service, Patients’ Rights
FY 2018-19 2,189 Advocacy, suicide prevention programs
FY 2019-20 2,629
FY 2016-17 471 226
Suicide Prevention Services FY 2017-18 692 220 Early Intervention, Private/Community Outpatient, Outpatient Clinic-Based,
(Survivor Support Services only) FY 2018-19 983 119 Outpatient Crisis Services, Supportive Services
FY 2019-20 526 32
FY 2016-17 - See note**
I EIRER B LA LT FY 2017-18 _ Lower level of outpatient behavioral health care services
(Adult team) FY 2018-19 206 141
FY 2019-20 434 208

* At the present time, the WarmdLine is not currently equipped to track linkages.
** At the present time, the Children’s team is not currently able to report on referrals and linkages. The Adult team launched in August 2018, therefore, data are
available beginning 2018-19.
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OUTPATIENT
TREATMENT

The largest service function of Mental Health Services Act
(MHSA)-funded programs, both in breadth and depth, is
Outpatient Services. These programs provide clinical
interventions and other services in a non-hospital/non-
residential setting for individuals of all ages who are
experiencing mental health symptoms that can range in
severity from mild, to serious and persistent. To further
promote recovery and resilience, many of the programs also
provide services and support for family members. Orange
County devotes a considerable proportion of its MHSA
allocation to fund a wide array of outpatient programs.

e Early Intervention Outpatient Treatment Programs
e Clinic Expansion Programs
e Full Service Partnership Programs and Program for Assertive Community Treatment

121 |Page



EARLY INTERVENTION is the first subcategory of outpatient treatment. Consistent with a key MHSA aim of preventing symptoms of a mental health condition
from becoming severe and disabling, Early Intervention Outpatient Services are designed to create a help-first, community-based system that encourages access
to care as early as possible, following the onset of symptoms. These programs are funded by PEl and organized below according to the target populations they
are designed to serve: 1) Child, Youth and Family Focused and 2) Specialized Services

School-Based Mental Health Services (PE))

The School-Based Mental Health Services (SBMHS) program provides school-based, early intervention services for individual students in grades 6 through 8 who
are experiencing mild to moderate depression, anxiety and/or substance use problems. Students are referred by school staff and screened by program clinicians
to determine early onset of a mental health condition and program eligibility.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

/ Arabic Korean TDD/CHAT
& Farsi Mandarin Vietnamese

Ages 11-15 At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

O O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/

Providers Responders  School Youth Morbidities ~ Justice ~ Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
Age % Gender % Race/Ethnicity % Unduplicated

Fiscal Year Program Budget # to be Served

0-15 100 Female 42 African American/Black
16-25 - Male 58 American Indian/Alaskan Native FY 2020-21 $2,525,236 1,000
26-59 - Transgender - Asian/Pacific Islander FY 2021-22* $2,525,236 750
60+ - Genderqueer Caucasian/White FY 2022-23 $2,525,236 750

Questioning/Unsure Latino/Hispanic

Another Middle Eastern/North African

Another
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SERVICES
Students Served in SBMHS

SBMHS provides a range of services to develop protective factors and create resilience in youth

to better meet new academic and social challenges. This includes educating parents about these = 800

challenges and how they can assist their transitioning youth. Services include assessment, 672
individual counseling, group interventions, case management, and referral and linkage to  gqg 623—512/ ———
community resources. It uses evidenced-based curricula such as Cognitive Behavioral

Intervention for Trauma in Schools (C-BITS), Coping Cat and Seeking Safety, as well as Eye

588

Movement Desensitization and Reprocessing (EMDR). 400
OUTCOMES
200
Beginning in FY 2017-18, SBMHS assessed reductions in, or prevention of, prolonged suffering
via the YOQ® 30.2, which was administered at intake, every three months and at discharge. 0
Results indicate that program services are associated with preventing symptoms of a mental FY 16-17 FY 17-18 FY 18-19 FY 19-20
health condition from becoming severe and disabling for the majority of students served across
the past three years.
FY 2017-18 FY 2018-19 EY 2019-20 COMMUNITY IMPACT
The SBMHS program has provided
13% 20% services to more than 15,338 students
8 1(y 26% (0) o since its inception in August 2011. In
o 70 A’ 77 /0 FY 2020-21, the program will
Healthy/Improved Healthy/Improved Healthy/Improved collaborate with the Orange County
atfollowup 48 at follow up at follow up Department of Education’s (OCDE)
n =404 n=258 n=424 Mental Health Student Services Act
(MHSSA) Regional Mental Health
Coordinators to meet the need for
M Healthy B Reliably Improved [0 Stable Distress Level [ Reliably Worsened mental health services in schools

throughout Orange County.

CHALLENGES, BARRIERS AND SOLUTIONS

In FY 2019-20, the program expanded services to new districts (n=6 schools) and was on track to meet their target enrollment goal. However, due to the COVID-
19 pandemic, Orange County schools began distance learning in March of 2020 and SBMHS clinicians had to creatively engage students via phone or telehealth
since they could not go on campus. Many participants declined telehealth services because they did not want to be seen from home, or they didn’t have access to
technology and/or privacy. As a result, the program was unable to continue group interventions. During this period the program also experienced a significant
drop in referrals as school partners shared their own difficulties in engaging students to attend regular classes. Additional program challenges included staff
vacancies and limited access to students during instruction time since clinicians could no longer pull students out of class for counseling sessions as they had done
prior to the pandemic. To increase access to students and address barriers to telehealth, the program has extended their business hours and offers to engage
students outside of the school setting. SBMHS became Medi-Cal certified to further expand staffing and increase capacity to serve additional students.
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First Onset of Psychiatric lllness (OC CREW)(PEI)

The First Onset of Psychiatric lliness program, also known as Orange County Center for Resiliency, Education and Wellness (OC CREW), serves youth ages 12
through 25 who are experiencing a first episode of psychotic illness with symptom onset within the past 24 months. The program also serves the families of eligible
youth. To be eligible for services, the youths' symptoms cannot be caused by the effects of substance use, a known medical condition, depression, bipolar disorder
or trauma. The program receives self-referrals and referrals from County-operated and County-contracted specialty mental health clinics and community providers.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

P Arabic Korean TDD/CHAT
Farsi v Mandarin v Viethamese

Ages 12-25 Clinic At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

&0 D0 D © O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders  School Youth Morbidities ~ Justice ~ Communities At-Risk of  from SU Exposed Military-

Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
% % R Ethnici
% Gender % ace/Ethnicity Unduplicated

25 Female 37 African American/Black Fiscal Year Program Budget # to be Served
75 Male Ameri/can I:diar/AIaskan Native FY 2020-21 $1,500,000 80
- Transgender Asian/Pacific Islander
222% 1,450,000 80

- Genderqueer Caucasian/White FY 2021-22 3

Questioning/Unsure Latino/Hispanic FY 2022-23 $1,500,000 80

Another Middle Eastern/North African

Another

124 |Page



SERVICES

OC CREW uses Early Detection and Intervention for the Prevention of Psychosis (EDIPP)
and a Wellness Recovery Action Plan (WRAP) to guide service planning and delivery. The
services offered include individual therapy, case management, psychiatric care,
psychoeducation, vocational and educational support, social wellness activities,
substance use services, and referral and linkage to community resources. In addition to
collateral services and evidence-based practices, including Cognitive Behavioral Therapy
for Psychosis, Assertive Community Treatment, medication services and Multi-Family
Groups (MFG), the program offers community and professional training on the First
Onset of Psychosis.

OUTCOMES

The goal of OC CREW is to reduce prolonged suffering from an untreated mental health
condition. From FYs 2016-17 to 2018-19, this was measured using psychiatrists’ ratings
on the Positive and Negative Syndrome Scale (PANSS). In FY 2019-20, OC CREW began
using the Brief Psychiatric Rating Scale (BPRS). Both are widely used measures that
assess the frequency and/or severity of psychiatric symptoms, particularly
schizophrenia. The 24-item BPRS was used for adults and the 21-item was used for youth
ages 12-17 with each item rated on a 7-point scale ranging from ‘not present’ to
‘extremely severe.’

Clinicians provided PANSS and BPRS ratings at intake, every six months and at program
exit, and the difference between intake (baseline) and the most recent follow-up was
used to determine whether there was a reduction of prolonged suffering. Results are
reported according to the calculated effect size, which reflects, in part, the extent to
which a change in scores over time is clinically meaningful for the youth served in the
program. Effect sizes are standardized and are interpreted the same way across
different measures. Medium to large reductions in symptoms were consistently
observed across all years, suggesting that OC CREW reduces prolonged suffering from
an untreated mental health condition and is effective in helping to prevent first episode
psychosis from becoming severe, persistent and disabling.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

In March 2020, the program filled several vacant positions: Service Chief, Mental Health
Specialist, and two Behavioral Health Clinicians, with the psychiatrist position still
vacant. Filling the positions was anticipated to increase the number of youth enrolled in
the program, however that same month coincided with the start of the COVID-19
pandemic. In response, OC CREW revamped its internal enroliment process and the way
it provided its services. The program temporarily transitioned from clinic- and field-

Youth Served in OC CREW

100

80 82/91\ 73
60 \55

40
20
0

FY 16-17 FY 17-18 FY 18-19 FY 19-20

Impact on Improving Participant’s Symptoms

OC CREW
BPRS Youth % BPRS Adults
m PANSS Total Symptoms PANSS General Psychopathology
PANSS Negative Symptoms m PANSS Positive Symptoms
FY 2019-20

FY 2018-19

FY 2017-18 I
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based services to a largely telephone- and telehealth-based platform, with in-person appointments still
available as clinically indicated. With the new team members and treatment platform, efforts were focused on
training staff to increase engagement of telehealth services and to provide quality care to the community. Public

COMMUNITY IMPACT

health restrictions due to the COVID-19 pandemic led to a reduction in group services, community outreach to OC CREW has provided services to
increase awareness of psychosis and the numbers of First Break of Psychosis presentations. As COVID-19-related more than 635 participants since its
restrictions are lifted over the course of the next fiscal year, the goal is to increase the coordinated specialty inception in the Spring of 2011. By
care services provided to better serve the community. providing field based services the
In addition, the program continues to participate in the Early Psychosis Learning Health Care Network (EPLHCN) program is able to reach, serve and
Statewide Collaboration. The Medi-Cal certification process is complete and the program is now billing Medi- impact individuals who are reluctant
Cal. As a Medi-Cal Certified program, OC CREW can look to expand staffing and increase their capacity to serve to seek behavioral health treatment
additional participants as the need arises. for fear of being stigmatized, have
REFERENCE NOTES limited resources to access clinical

based care or experience functional

Brief Psychiatric Rating Scale (BPRS): limitation due to their mental health

Children: symptoms.
FY 2019-20: Baseline M=57.0, SD=18.02; Follow-up M=48.9, SD=21.17; t(8)=-2.11, p>.05; Cohen's d=0.73
Adult:
FY 2019-20: Baseline M=54.3, SD=18.17; Follow-up M=42.3, SD=12.57; t(17)=-3.90, p<.01; Cohen's d=1.00
PANSS:

Positive Symptoms:

FY 2018-19: Baseline M=16.7, SD=6.68; Follow-up M=11.7, SD=5.94; t(54)=5.53, p<.001; Cohen's d=0.75
FY 2017-18: Baseline M=16.1, SD=7.0; Follow-up M=10.8, SD=7.9; t(50)=4.47, p<.001; Cohen's d=0.63
FY 2016-17: Baseline M=15.9, SD=7.0; Follow-up M=9.0, SD=7.7; t(50)=6.33, p<.001; Cohen's d=0.88

Negative Symptoms:

FY 2018-19: Baseline M=19.0, SD=7.66; Follow-up M=14.0, SD=7.2; t(54)=4.62, p<.001; Cohen's d=0.62
FY 2017-18: Baseline M=17.9, SD=7.1; Follow-up M=12.0, SD=7.4; t(48)=5.42, p<.001; Cohen's d=0.77
FY 2016-17: Baseline M=17.2, SD=8.3; Follow-up M=11.5, SD=8.3; t(50)=4.63, p<.001; Cohen's d=0.65

General Psychopathology:

FY 2018-19: Baseline M=34.9, SD=11.40; Follow-up M=27.8, SD=10.65; t(54)=3.75, p<.001; Cohen's d=0.51
FY 2017-18: Baseline M=33.5, SD=11.6; Follow-up M=24.7, SD=14.2; £(50)=3.95, p<.001; Cohen's d=0.56
FY 2016-17: Baseline M=32.2, SD=11.9; Follow-up M=22.2, SD=13.1; t(50)=5.14, p<.001; Cohen's d=0.72

Total Symptoms:

FY 2018-19: Baseline M=70.6, SD=23.29; Follow-up M=53.0, SD=21.15; t(54)=5.06, p<.001; Cohen's d=0.68
FY 2017-18: Baseline M=68.2, SD=24.0; Follow-up M=48.6, SD=29.6; t(50)=4.72, p<.001; Cohen's d=0.67
FY 2016-17: Baseline M=65.3, SD=25.0; Follow-up M=42.7, SD=27.4; t(50)=5.74, p<.001; Cohen's d=0.81
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Early Psychosis Learning Health Care Network
(INN)

The Early Psychosis Learning Health Care Network (LHCN) is a multi-county Innovation (INN)
project led by the University of California, Davis. The project aims to evaluate early psychosis (EP)
programs across the state with the primary purpose of increasing the quality of mental health Unduplicated
services, including measurable outcomes, and the goal of introducing a mental health practice or Fiscal Year Program Budget  # to be Served
approach that is new to the overall mental health system, including, but not limited to, prevention

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

and early intervention. The aim of the EP LHCN is to standardize the evaluation of EP programs FY 2020-21 $500,000 )
across participating counties; establish shared learning; and provide an opportunity to improve OC FY 2021-22 $510,584 -
CREW outcomes, program impact and cost-effectiveness. This INN project does not provide direct FY 2022-23 $561,234 .

services and will not require that OC CREW change the clinical services that it provides.

Orange County’s participation was approved by the Mental Health Services Oversight & Accountability Commission (MHSOAC) in 2018 and local project start up
began in January 2020. At present, a total of 5 counties are participating, including Orange County with its First Onset of Psychiatric lliness program (i.e., OC CREW).
OC CREW participants and their families will have the option of participating in the INN project while they are enrolled in OC CREW and/or for the length of this
INN project, whichever is shorter.

SERVICES

During the initial year of implementation, OC CREW program staff, participants and family members participated in voluntary focus groups to provide feedback on
the selection of EP outcome measures. Focus group results from all participating counties, as well as a detailed description of project activities within the first year
of implementation are available in the

As selected outcome measures are administered, ongoing focus groups with OC CREW staff, participants and their families will be facilitated to gather feedback
on the use of measures. Outcome measures and focus group data will be analyzed to assess the impact of the LHCN on consumer- and program-level metrics, as
well as utilization and cost rates of EP programs (see diagram of the implementation and evaluation process below). This will provide counties the opportunity to
adjust program operations and/or services, if appropriate, based on lessons learned through multiple research approaches.

OUTCOMES

This first year of this
project focused on the

. Conzumer Lavel Provider Lavel Clinic Level State Level
process of selectlng

Consumer and/or Clinician and/for MD can Program Administrator level

appropriate measures, ._ family enters data cn visualize responses on - managemeant can allows access to

SO there are no 4 relevant questicnnaires web-based portal for M ™ visualize summary of de-identified data

outcomes to report at | or survey tools into f ;ﬁ() N the individual over the ﬂ responses on portal across all clinics on
. . y Ll \ app-bassed platform course of treatment and — oy forall consumers in the app for analysis

this time. Outcomes Py at baseline and then share that data with the m \ clinic and iln relation

will be re ported in regular follow-up consumer during session. T to CA average

future Plan Updates.
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ochealthinfo.com%2Fsites%2Fhca%2Ffiles%2F2021-04%2FEarly%2520Psychosis%2520Learning%2520Health%2520Care%2520Network%2520Annual%2520INN%2520Report%2520FY19-20_FINAL.pdf&data=04%7C01%7CFYousefianTehrani%40ochca.com%7Ca0e6855e8a7e437cd5aa08d90b2205fc%7Ce4449a56cd3d40baae3225a63deaab3b%7C0%7C0%7C637553063014421246%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=doyd9y%2BLigg5uScjGfY0VXccwa6g7zamoCLAEN1JtQM%3D&reserved=0

OC Parent Wellness Program (PE))

The Orange County Parent Wellness Program (OCPWP) has been expanded to include the former Stress Free Families and Connect the Tots programs and provide
services to at-risk and stressed families with children under age 18, including pregnant females and partners affected by the pregnancy or birth of a child within
the past 12 months, families that have been reported to Child Protective Services (CPS) for allegations of child abuse or neglect, or families with a young child
between the ages of 0 and 8 years who are exhibiting mild to moderate behavioral health symptoms that may negatively impact their readiness for school.

Referrals come from a variety of sources including self-referrals, hospitals, schools, behavioral health outpatient facilities, and the Social Services Agency (SSA).

Eligibility criteria for families referred by SSA is that the most recent child abuse and/or neglect allegation(s) was found to be inconclusive, unfounded or
unsubstantiated.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Korean TDD/CHAT
Farsi Mandarin v Vietnamese

All Ages Field Clinic At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

6 0 © @ O

BH 1st Students/ Foster Parents Families Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC
% Gender % Race/Ethnicity

28 Female African American/Black
18 Male American Indian/Alaskan Native

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Unduplicated
Fiscal Year Program Budget # to be Served

FY 2020-21 $3,738,072 900

54 Transgender Asian/Pacific Islander
- Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

FY 2021-22* $3,738,072 900
FY 2022-23 $3,738,072 900
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SERVICES
Persons Served in OCPWP

The expanded OC Parent Wellness Program provides early intervention outpatient treatment
that includes screening and needs assessment, clinical case management, individual counseling, =~ 1,200
parent education, psychoeducational support groups, wellness activities, referral and linkage to

985
community resources, and community outreach and education. 300 832 858 897

The counseling approaches used by clinicians include Cognitive Behavioral Therapy (CBT) and
Eye Movement Desensitization and Reprocessing (EMDR) when clinically indicated. The 400
program also utilizes the evidenced-based curriculum, Triple P (Positive Parenting Program) and
Mothers and Babies (MB), with staff having been recently trained more intensively to ensure
they follow the fidelity of these models and remain current on best practices when working with 0

trauma-exposed individuals. FYi6-17 FY17-18 FY18-19 FY'19-20

OUTCOMES

The program measures reductions in or prevention of prolonged suffering through an age-appropriate form of the 0Q® and PARCA-SE. Participants completed the
identified measure at intake, every three months and at program exit. 0Q® scores were compared to the measure’s clinical benchmarks and change in PARCA-SE
scores were analyzed and reported by effect size, to determine program effectiveness.

Across the four fiscal years, anywhere from 78% to 90% of enrolled parents reported healthy or reliably improved levels of distress, as measured by the 0Q®, since
starting services. Thus, services were associated with preventing symptoms of a mental health condition from becoming severe and disabling for the overwhelming
majority of parents served. For the parents who report a significant worsening in their distress, program staff have been streamlining procedures to quickly identify
these individuals earlier in the course of treatment, modify the treatment plan to include increased face-to-face time, or, when appropriate, refer them to a higher
level of care with warm handoffs to behavioral health clinics, contract providers, or psychiatrists.

For parent participants with young children, the program also aims to prevent the development or worsening of mental health conditions by maintaining and/or
strengthening the protective factor of effective parenting skills, which was assessed using the PARCA-SE. Across the four years, parents consistently reported
increased levels of confidence in their parenting skills between intake and follow up. Thus, services appeared to be effective in maintaining and/or enhancing the
protective factor related to parental self-efficacy among those parents in the at-risk families served in the program.

2% 5%
10%

> 84%

Healthy/Improved
at follow up
n =379
OCPWP

1% 2%

13%

- 85%

Healthy/Improved
at follow up
n =398
OCPWP

14%

- 84%

Healthy/Improved
at follow up
n =394

OCPWP 76%

21%

77%

7% Healthy/Improved
at follow up
n=209

ocPwp _470%

78% 78%

OC PWP: FY 2016-17 OC PWP: FY 2017-18 OC PWP: FY 2018-19 OC PWP: FY 2019-20

B Healthy [JReliably Improved [ Stable Distress Level []Reliably Worsened 129 | P
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

In FY 2019-20, OCPWP received an increase in referrals following implementation of the
state law requiring practitioners who see women before and after pregnancy to screen
for maternal mental health conditions. This necessitated the restructuring of the intake
process. The program implemented 25 intake slots on a weekly basis which led to
individuals being enrolled for program services more quickly thus decreasing the
duration of untreated mental health conditions. Additionally, staff received formal
training and post training consultation groups on the Mothers and Babies Course, an
evidence-based curriculum focused on both the prevention and treatment of major
depression during the prenatal and postpartum periods. This intervention is offered in
both group and individual settings to enrolled participants. Furthermore, the program
continues to make strides toward becoming more father-inclusive by employing a male
provider to outreach and engage expectant and new fathers.

OCPWP continues to maintain its strong collaborative relationships with community
partners and with the increase in referrals, the program required two mental health
specialists to shift from their role as case carrying providers to Intake Coordinators (IC).
As the IC’s, they conduct screenings to determine if program referrals meet the basic
criteria for suitability and, when appropriate, to immediately schedule an initial Intake
session with a therapist to ensure timely access to care. This IC system improves overall
efficiency as staff are simultaneously screening for all three specialty areas thus reducing
the wait time and increasing linkage to the appropriate level of care.

Lastly, the COVID-19 pandemic transformed the program service provision from in-
person care to virtual visits that include telehealth and telephonic services. Despite this,
staff provided 4,498 face-to-face contacts and 3,456 telephonic correspondences.

Impact on Parent Self-Efficacy
OCPCP

m Overall Score Proactive Parenting

FY 2019-20

FY 2018-19

FY 2017-18

FY 2016-17

Setting Limits u Supporting Good Behavior

o
o
N
o
S
o
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o
o]
-
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REFERENCES

PROMIS Pediatric Global Health-7 Proxy (i.e., parent completes re: child behavior) COMMUNITY IMPACT
FY 2019-20: Baseline M=17.0, SD=2.35; Follow-up M=20.4, SD=4.45; t(4)=-1.20, p>.10; Cohen's d=0.54
FY 2018-19: Baseline M=26.7, SD=4.86; Follow-up M=28.2, SD=3.65; t(30)=1.94, p<.062; Cohen's d=0.40
FY 2017-18: Baseline M=28.6, SD=5.21; Follow-up M=28.9, SD=3.54; t(37)=0.52, p<.609; Cohen's d=0.09
FY 2016-17: Not adopted

Since inception of its respective
services, OC Parent Wellness has
worked with more than 3,992 new
and expecting parents, 1,054

PARCA-SE Supporting Good Behavior families referred by Child Protective
FY 2019-20: Baseline M=5.7, SD=1.18; Follow-up M=6.1, SD=0.83; t(313)=-5.68, p<.001; Cohen's d=0.33 Services/SSA, and 2,139 families
FY 2018-19: Baseline M=5.7, SD=1.02; Follow-up M=6.1, SD=0.84; t(278)=6.78, p<.001; Cohen’s d=0.41 with young children at risk of not
FY 2017-18: Baseline M=5.2, SD=1.29; Follow-up M=6.0, SD=0.90; t(126)=6.69, p<.001; Cohen’s d=0.61 being ready for school. Clinicians
FY 2016-17: Not adopted work directly with parents and

caregivers and program staff provide

PARCA-SE Setting Limits consultation to various community
FY 2019-20: Baseline M=5.2, SD=1.31; Follow-up M=5.6, SD=1.07; t(313)=-6.54, p<.001; Cohen's d=0.37 partners and County agencies on the

FY 2018-19: Baseline M=5.2, SD=1.23; Follow-up M=5.7, SD=1.00; t(278)=7.41, p<.001; Cohen’s d=0.45
FY 2017-18: Baseline M=4.8, SD=1.40; Follow-up M=5.6, SD=0.99; t(126)=7.50, p<.001; Cohen’s d=0.69
FY 2016-17: Not adopted

early signs of mental health
symptoms, program eligibility and
referral processes, thus increasing
families’ access to timely and

PARCA-SE Proactive Parenting
appropriate  behavioral  health

FY 2019-20: Baseline M=5.3, SD=1.29; Follow-up M=5.8, SD=0.98; t(313)=-6.67, p<.001; Cohen's d=0.39
FY 2018-19: Baseline M=5.3, SD=1.24; Follow-up M=5.9, SD=0.99; t(278)=7.12, p<.001; Cohen’s d=0.43 services.
FY 2017-18: Baseline M=4.8, SD=1.50; Follow-up M=5.7, SD=1.03; t(126)=7.26, p<.001; Cohen’s d=0.67

FY 2016-17: Not adopted

PARCA-SE Overall Score
FY 2019-20: Baseline M=5.4, SD=1.17; Follow-up M=5.8, SD=0.89; t(313)=-7.14, p<.001; Cohen's d=0.41
FY 2018-19: Baseline M=5.4, SD=1.07; Follow-up M=5.9, SD=0.88; t(278)=8.01, p<.001; Cohen’s d=0.49
FY 2017-18: Baseline M=4.9, SD=1.33; Follow-up M=5.7, SD=0.90; t(126)=7.78, p<.001; Cohen’s d=0.73
FY 2016-17: Not adopted
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Community Counseling & Supportive Services
(PEI

Community Counseling and Supportive Services (CCSS) serves residents of all ages who have, or are at risk of developing, a mild to moderate behavioral health
condition and limited or no access to behavioral health services. The majority are uninsured or underinsured, monolingual Spanish speaking, and have a history of
family or domestic violence and/or early childhood trauma. Beginning FY 2020-21, OC ACCEPT merged with CCSS and expanded its capacity to provide specialized
expertise working with individuals identifying as Lesbian, Gay, Bisexual, Transgender, Intersex or Questioning (LGBTIQ), and the important people in their lives.

CCSS is designed to help participants address the early symptoms of depression, anxiety, alcohol and/or drug use, suicidal thoughts, violence and Post Traumatic
Stress Disorder (PTSD), as well as the confusion, isolation, grief and loss, high-risk behaviors, self-esteem challenges, victimization by bullying, trauma,
homelessness and lack of familial support frequently experienced by individuals identifying as LGBTIQ. Participants are referred to the program by family resource
centers, medical offices, community-based organizations, County-operated and County-contracted programs and self-referral.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

(i v Arabic Korean TDD/CHAT
S Farsi Mandarin v Vietnamese

All Ages ini At-Risk  Mild-Moderate Severe Khmer Vv Spanish V' Other: AL

PROGRAM SPECIALIZATIONS

QO HPRRU@O®C OO O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders  School Youth Morbidities ~ Justice  Communities At-Risk of ~ from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
% Gender % Race/Ethnicity
Unduplicated

5 Female 67  African American/Black Fiscal Year Program Budget # to be Served
19 Male Arr.rerican .Irrdian/AIaskan Native FY 2020-21 $2,536,136 690
71 Transgender Asian/Pacific Islander
5 Genderqueer Caucasian/White FY 2021-22* 52,536,136 690
Questioning/Unsure Latino/Hispanic FY 2022-23 $2,536,136 690
Another Middle Eastern/North African
Another
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SERVICES People Served in CCSS

CCSS provides face-to-face individual and collateral counseling, groups (i.e., 300 538 613 800
psychoeducational, skill-building, insight oriented, etc.), clinical case management, and 600 501 493 600
referral and linkage to community services. Clinicians utilize evidence-based practices such 121 121 79 79

as Eye Movement Desensitization and Reprocessing (EMDR), Motivational Interviewing ;4 400
(M1), Cognitive Behavioral Therapy (CBT) and Seeking Safety while working with program

participants. In addition, peer specialists provide social, educational and vocational support 200 467 492 422 414 200
and offer targeted case management to help individuals access needed resources or meet

other goal-specific needs. Services are tailored to meet the age, developmental and cultural 0 0

needs of each participant. FY 16-17 FY 17-18 FY 18-19 FY 19-20

mm Individuals in General Services mm Individuals in LGBTIQ Services
OUTCOMES TOTAL
The program aims to measure reductions in, or prevention of, prolonged suffering through an age-appropriate form of the 0Q® (YOQ® 30.2 for youth, 0OQ® 30.2
for adults). Participants completed the measure at intake, every three months of program participation, and at discharge. Scores were compared to the measure’s
clinical benchmarks to determine program effectiveness at improving symptoms and reducing prolonged suffering. This measure reflects cultural competence as
it is available in all threshold languages and contains a wide range of symptoms, including somatic symptoms, which may be experienced and/or reported by
people from different cultural backgrounds.

Across all four fiscal years, a majority of participants (83-90%) reported healthy or clinically improved levels of distress at the most recent follow up.

1% 1%

13%

L 85%

Healthy/Improved
at follow up
n=278

16%

b 84%

Healthy/Improved
at follow up
n=291

16%

- 83%

Healthy/Improved
at follow up

Healthy/Improved
at follow up
n =249

CCSS FY 2016-17 CCSS FY 2017-18 CCSS FY 2018-19 CCSS FY 2019-20

M Healthy [ Reliably Improved [ Stable Distress Level  [] Reliably Worsened

Overall, this improvement in scores between intake and follow up suggests that the services of CCSS were associated both with preventing symptoms of a mental
health condition from becoming severe and disabling, as well as with a meaningful reduction in suffering among those who had reported clinically-elevated distress
levels upon enrolling. In addition, because it was also noted that LGBTQ+ participants tended to report higher levels of distress based on the OQ scores at baseline
and follow up in comparison to cisgender/straight participants, the program implemented procedures to identify those with greater needs and refer them to
programs that serve individuals with more severe mental health conditions.
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

In fiscal 2019-20, as a result of the COVID-19 pandemic, in person services were halted and the program
transitioned to a virtual and telephonic platform. The pandemic had a significant impact on the number of
referrals received. In response to this challenge, several measures were taken. The program created a dedicated
Outlook inbox and modified their referral forms so that they could be completed electronically and securely
emailed from community agencies to CCSS. In response to the behavioral health needs of “first responders,”
business hours were extended to late evenings to accommodate their schedules. In addition, the number of
bilingual clinicians in the program was increased- now over 90% of clinicians are bilingual in two of the County’s
threshold languages thereby increasing the program’s ability to serve monolingual communities. Furthermore, all
clinicians have received specialized training in a variety of modalities to better serve participants in the treatment
of complex trauma, Post Traumatic Stress Disorder (PTSD), anxiety & depression. An area for further
development is to increase outreach efforts in south Orange County, where a satellite CCSS office is open.

In anticipation of the consolidation of CCSS and OC ACCEPT to one CCSS, OC ACCEPT made several adaptations to
their screening and intake processes to align practices with CCSS. This included staff training, outreach to new
referral sources, clarification of eligibility criteria, and outcome data collection. In FY 2019-20 the program was
progressing positively with numerous outreach and training in the community. Additionally, the number of
enrollments increased and the program was enrolling more participants by November 2019 compared to the
previous fiscal year. However, by January 2020 when the COVID-19 pandemic started, the program was
significantly impacted by a significant reduction in outreach and enrollment. In March 2020, OC ACCEPT stopped
outreach and trainings to collaborative partners and community members as the program transitioned to a virtual
platform. Since that time, referrals have significantly decreased leading to low enrollment numbers for the
remainder of the fiscal year.

COMMUNITY IMPACT

CCSS collaborates with community-
based organizations to provide
culturally responsive services to
ethnic minorities, deaf-and-hard-of-
hearing, and LGBTIQ communities.
Since inception, the expanded
program has provided services to
more than 2,593 individuals, 510 of
whom were part of its LGBTIQ
service. Additionally, in FY 2019-20,
743 individuals (of 913 referred to
the program), were screened by the
Intake Coordinator. The Intake
Coordinator position has reinforced
the program’s ability to accurately
identify and enroll participants into
services that fall within the mild to
moderate spectrum. Conversely,
participants presenting with higher
severity symptoms are referred and
linked to the appropriate level of
care that addresses their specific
need in a timely manner.

The expanded program has also
provided valuable education and
resources to various unserved and
underserved  populations  with
mental health needs to promote
awareness of, and encourage use of,
its services. In this FY, the program
provided 26 community education
presentations and trainings to over
386 attendees, raising awareness
and reducing stigma about the
LGBTIQ population.
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Early Intervention Services for Older Adults (PE))

The Early Intervention Services for Older Adults (EISOA) program provides behavioral health early intervention services to older adults ages 50 years and older
who are experiencing the early onset of a mental health condition and/or who are at greatest risk of developing behavioral health conditions due to isolation or
other risk factors, such as substance use disorders, physical health decline, cognitive decline, elder abuse or neglect, loss of independence, premature
institutionalization and suicide attempts. Participants are referred from senior centers, Family Resource Centers, community centers, faith-based organizations
and the PEI Outreach to Increase Recognition of Early Signs of Mental lliness program.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
o v/ Arabic v Korean TDD/CHAT
' - Vv Farsi v Mandarin v Viethamese

Ages 50+ Field  Community At-Risk  Mild-Moderate Severe V' Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/

Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP
% Gender % Race/Ethnicity

- Female 8 Afrlca.n Amerl.can/BIack . Fiscal Year Program Budget # to be Served
- Male American Indian/Alaskan Native

1 Transgender Asian/Pacific Islander FY 2020-21 $2,469,500 1,300
99 Genderqueer Caucasian/White FY 2021-22* $2,469,500 1,300
Questioning/Unsure Latino/Hispanic FY 2022-23 $1,469,500 1,300
Another Middle Eastern/North African
Another

Unduplicated
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SERVICES

Program staff conducts a comprehensive in-home evaluation that includes psychosocial
assessment, screening for depression, and measurement of social functioning, well-being and
cognitive impairment. Using these results, staff then connects older adults to case managers
who develop individualized care plans and facilitate participant’s involvement in support
groups, educational training, physical activity, workshops and other activities. A geropsychiatrist
is also available to provide a psychiatric assessment of older adults who may have undiagnosed
mental health conditions, as well as medication monitoring and management.

EISOA utilizes the evidence-based practice Healthy IDEAS (ldentifying Depression, Empowering
Activities for Seniors) which employs a systematic, team-based approach to identifying and
reducing the severity of depressive symptoms in older adults via case management, community
linkages and behavioral activation services. To ensure fidelity, the program provides staff with
comprehensive training on the Healthy IDEAS model, program goals and deliverables, evidence-

1,200

800

400

Persons Served in EISOA

959
601
03
FY 16-17 FY 17-18 FY 18-19 FY 19-20

based interventions, education on mental health and theories of aging, behavioral activation techniques, ethical and legal considerations, cultural competence
and humility, field safety, assessment tools and outcome measures, care planning, and effective communication strategies when working with older adults. In

addition, the program conducts staff development workshops and in-service trainings.
OUTCOMES

Larger numbers of older adults were served in FY 2019-20 relative to previous years due
to an increase in funding allocation for these services. The dip in older adults served in FY
2018-19 was due to a change in the program’s admission and discharge criteria that
occurred in the second half of FY 2017-18 and affected participant recruitment and
engagement the following fiscal year.

Improvement of Depressive Symptoms Among
Clinically-Distressed Older Adults - EISOA

FY 2019-20

Mental health functioning was assessed through the Patient Health Questionnaire (PHQ- FY 2018-19

9), a commonly used measure of depressive symptom severity. Measures were

completed at intake, every three months and at discharge. Change in scores among FY 2017-18

participants who scored in the clinical range at intake (i.e., score > 10) was evaluated to

assess the program’s effectiveness at reducing depression symptoms. Clinically FY 2016-17

distressed older adults have consistently reported substantial declines in depressive
services while enrolled in program services. These findings suggest that the program is
effective at reducing prolonged suffering and/or preventing mental health symptoms
from becoming severe and persistent.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

0 02 04 06 038 1 12 14 16 18 2

Small Medium Large Very Large 2>

Due to the increased risk that COVID-19 pandemic posed for the older adult population, additional supports were provided through CARES Act funding during the
2020 calendar year. Rental assistance and essential items such as masks, toiletries, cleaning supplies, nutritional drinks, clothing, prepared meals, fresh food and
pet supplies were delivered, allowing participants to remain safely in their homes while still ensuring their basic needs were met. Program staff remained in contact
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with the participants telephonically to provide emotional support during this time, and computer devices, hot
spots/Wi-Fi and training were provided to those who did not have access to technology. COMMUNITY IMPACT

Prior to the COVID-19 pandemic, transportation had been identified as a barrier to accessing services as the The
older adults served tend to have limited income and some are unable to pay for public transportation. To
overcome this barrier, most program services are provided in the community (i.e., homes, apartment
complexes, senior centers, etc.). To encourage self-reliance, the program provided bus vouchers and taught
participants to utilize the bus system. For older adults who were hesitant to take the bus, staff traveled with
them and taught them how to ride a bus, or seasoned bus riders were paired with new bus riders. Program

program has experienced
positive participant outcomes that
include improved mental health
status, enhanced quality of life,
increased social functioning, more

staff also facilitated carpools between participants. Finally, to help alleviate remaining transportation barriers, effective management of behavioral
EISOA expanded transportation services for its participants with time-limited, PEI carryover funds. health and chronic conditions,

enhanced ability to live

independently, increased community
REFERENCE NOTES involvement and development of a
FY 2019-20: Baseline: M=13.7, SD=3.45; Follow-up M=6.7, SD=4.75; t(226)=20.84, p<.001; Cohen's d=1.41 supportive network. By providing
FY 2018-19: Baseline: M=14.7, SD=3.9; Follow-up M=5.8, SD=3.9; t(59)=14.36, p<.001; Cohen's d=1.85 services in Spanish, Vietnamese,
FY 2017-18: Baseline: M=14.5, SD=3.6; Follow-up M=7.9, SD=5.1; t(74)=10.96, p<.001; Cohen's d=1.30 Korean, Khmer, Mandarin, Arabic and
FY 2016-17: Baseline: M=14.3, SD=3.7; FO“OW-Up M=8.6, SD=4.4; t(115)=12.68, p <.001; Cohen's d=1.19 Farsi, the program is able to reach,

serve and impact non-English
speaking older adults through its self-
stigma reduction activities, effective
outreach and early intervention
services.
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OC4Vets (PE))

OC4Vets are veteran-focused early intervention programs that support targeted subpopulations within the Orange County veteran community: adult veterans and
military connected individuals, veterans engaged with County Courts, veteran college students, and military connected families with children under the age of 18
(the latter of which used to be the standalone Innovation project, Behavioral Health Services for Military Families). The OC4Vets, County- and contract-operated,
programs serve Orange County veterans and families who currently or previously served in the United States Armed Forces, regardless of the branch, component,
era, location(s) or characterization of discharge from their service. Referrals into the programs come from established collaborative relationships with outside
community programs supporting Orange County veterans, veteran groups within the county, the Veterans Affairs Administration, Veterans Resource Centers at
local community colleges, the Veterans Service Office (VSO), and directly from the veterans and family members looking for support.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

( Arabic Korean TDD/CHAT
L & Farsi Mandarin Vietnamese

All Ages Field  Community At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

CNORO@VOP9OE

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/

Providers  Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity % Unduplicated
28 Female 38  African American/Black Fiscal Year Program Budget # to be Served*

10 Male American Indian/Alaskan Native FY 2020-21 $1,695,957 519
56 Transgender Asian/Pacific Islander FY 2021-22 $2,400,000 530
8 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

FY 2022-23 $2,400,000 542
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SERVICES

OC4Vets has five distinct service delivery options for the veteran community, each with 500

a Fi?stinct referral péth'that offers a wif:ie range of services and supports for \{eterans, 400 413
military-connected individuals and their families. The array of services are tailored to / 384
meet the needs of the individuals and/or the families and can include peer support, 300 288'/-323 228
community outreach, housing navigation and assistance, employment support, 200 164 ;,00 %
behavioral health screening and assessment, referral and linkages to community and % ,118 %105 /105
behavioral health resources, clinical case management, individual counseling, family 100 / 45 % 49 / /
counseling, group counseling, domestic violence support, workshops and educational 0 Z % é 7
support groups for families, and legal support and advocacy services. Each referral path FY 16-17 FY 17-18 FY 18-19 FY 19-20
is described in more detail below: w5555 Veterans/MCI Families Total Family Members

Referral Path 1: Adult veterans who have not yet integrated into the Department of Veterans Affairs (VA) system, do not have access to the VA system,
are unaware of their need for behavioral health services, or are seeking alternative services to the VA system.

Referral Path 2: Veterans and military connected adults who would benefit from partnering with peer navigators. Peer navigators have an understanding
of military culture and are veterans themselves who work with program participants to identify their behavioral health needs, overcome barriers that may
limit access to care and connect to ongoing treatment.

Referral Path 3: Veterans and military connected adults engaged with the Orange County Courts (i.e., Veterans Treatment, Military Diversion, Family),
many of whom exhibit mental health symptoms related to trauma exposure.

Referral Path 4: Military connected students in local community colleges who would benefit from a military connected behavioral health clinician
located on campus. The clinician also provides outreach and engagement on Orange County campuses using veteran-specific events and support
groups to encourage discussion of barriers to a successful transition to college and civilian life. Services are provided on campus, in areas that are
comfortable and accessible to the veterans, such as the campus Veterans Resource Center and virtually for groups and individual services.

Referral Path 5: Military connected families who would benefit from working with trained clinicians and peer navigators with experience and knowledge
of military culture to address mental health concerns encountered by veterans that may affect the whole family, such as Post Traumatic Stress Disorder
(PTSD), traumatic brain injury (TBI), substance use and other conditions. Services are inclusive of the entire family unit, which allows for more effective
family communication, functioning and support. Services can be provided via telehealth.

OUTCOMES

Depending on a participant’s age, they completed the age-appropriate OQ at intake, every one to three months of program participation, and at discharge (YOQ®
30.2 for youth, OQ® 30.2 or OQ® 45.2 for adults). Scores were compared to the measure’s clinical benchmarks to determine program effectiveness at reducing
prolonged suffering. Because the OQ® is a measure of symptom distress and a tool to help inform care planning, beginning in FY 2018-19 the programs began to
administer the OQ® to participants who were enrolled in individual counseling. Additionally, since some programs provide clinical interventions to single individuals
within a family unit or the family as a whole, the OQ® was administered to participants depending on which family members were identified as the primary
participant(s).
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B Healthy [l Reliably Improved  []Stable Distress Level  []Reliably Worsened

After noting the low completion rate of measures in FY 2016-17, OC Health Care Agency
(HCA) staff provided guidance and course corrective actions to providers to ensure data
were collected reliably and consistently. Steps have been taken to encourage more timely

Impact on Family Functioning
Military Connected Families

completion of forms, including providing training on administration timing and u Self-Sufficiency = Family Health
procedures, how to incorporate the results into care planning, and continuous support ® Social/Community Life = Child Well-Being
and follow up. As a result, an increasing number of completed forms have been returned Family Safety Family Interactions

over the past few years (i.e., 35, 47, 76 and 110 from FY 2016-17 through FY 2019-20,
respectively).

Overall results from the OQ® suggest that OC4Vets services help prevent participant’s =~ FY2018-19
symptoms from becoming severe and disabling, with the proportion of OC4Vets
participants reporting a healthy or reliably improved level of distress at follow up
increased from 40-46% in FYs 2016-17 and 2017-18 to 55-56% in the past two fiscal years.
Moreover, this is largely accounted for by more veterans enrolled in community-based
programs reporting healthy distress levels at follow up (64% community-based veterans

FY 2017-18
compared to 26% of college student veterans).
Before FY 2019-20, the onset and/or worsening of mental health conditions specifically
among military connected families was assessed using the North Carolina Family
Assessment Scale (NCFAS). Ratings were made at intake and program exit, and the
difference in scores was used to analyze whether there was improvement in, or
FY 2016-17

maintenance of, healthy family functioning. Results were reported according to the
calculated effect size, which reflects, in part, the extent to which a change in scores over
time was clinically meaningful for the families served in the program. Depending on the
construct measured, program services were associated with small to medium/large
improvements, with larger improvements generally noted in environment (e.g., housing

0 Very Small0-2 0.4 Medium 0.6 0.8very Large 1
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stability, personal hygiene), family safety, self-sufficiency (e.g., family income, food), and family health (e.g., physical and mental health), and greater effects
observed in FY 2016-17 and FY 2017-18 compared to FY 2018-19. The difference in effects observed in FY 2018-19 compared to previous fiscal years may be due
to capacity issues, including understaffing within agencies and staff turnover, as well as reduced leverage funding from partners, resulting in increased referrals
outside of the project to link families to needed support. Beginning in FY 2019-20, military connected families began to complete the OQ® to 1) standardize data
collection and reporting across program referral paths and 2) allow for more direct assessment of clinical improvement given that this is an early intervention
program.

For program participants who primarily receive case management rather than therapy services, information on referrals and linkage to needed resources is

provided in the “Summary of MHSA Strategies used by Early Intervention Programs” at the end of this section.
CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

As noted above, the programs are working to improve their OQ administration procedures and use as a clinical
tool. They are also implementing changes with the hopes of expanding their reach and serving larger numbers
of veterans in Orange County. For example, in the first half of the FY, the County worked on streamlining intake
procedures, engaging participants through phone check-ins, coordinating peer follow-ups, increasing
community partnerships, coordinating with Veterans Affairs services, and increasing outreach efforts to engage
those who are more difficult to reach.

The military culture tends to enhance the stigma associated with seeking support and their cultural beliefs
often deter veterans from asking for help. In many cases, veterans do not seek out help until their behavioral
health conditions have severely affected their ability to function at work, school or within their relationships.
To address these barriers, the program is designed to support timely access to services by co-locating services
in non-mental health settings already frequented by veterans (i.e., college campuses, VSO, Court).

Although providers experienced some barriers to success as a result of COVID-19, they were able to adjust their
service delivery models rapidly to help overcome these barriers. The primary barrier was the closure of the
community settings in which they typically engaged with the veterans and family members. This eliminated the
opportunity for the programs to outreach to and provide services for veterans as had been done in the past.
Most providers were also unable to offer face-to-face therapy sessions for student participants. To overcome
these obstacles, Outside the Wire worked with the colleges to help develop new strategies to reach out to
veterans for nearly half of the FY. To overcome the barriers the veterans faced in accessing care, the programs
transitioned to a telehealth model of service delivery. While they saw a reduction in referrals and enroliments
and a significant reduction in group therapy attendance, providers were able to continue providing individual
and family therapy to veterans and started to offer virtual outreach events. The programs also saw an increase
in the clinical needs of many enrolled participants related to COVID-19 stressors and impacts; as there was a
reduction in new enrollments, providers were able to increase the frequency and duration of treatment for
participants to ensure that the intensity of treatment met the increased need for intervention.

COMMUNITY IMPACT

OC4Vets has provided services to
more than 840 veterans and military
connected adults in the community
since July 2012, more than 340
veterans in college since its
inception in October 2011, and more
than 1,206 individual family
participants since July  2015.
Program staff has developed strong
collaborations with a number of
agencies that serve Orange County’s
veteran population, including the
Veteran’s Service Office with OC
Community  Resources (OCCR),
Workforce Investment Office with
OCCR, Office on Aging, Veterans
Affairs Administration, the Tierney
Center at Goodwill, and the Los
Alamitos Joint Forces Training Base
OC Superior Courts, OC Family
Court, Veterans Resource Centers at
local community colleges, and
Orange County schools to best meet
the needs of Orange County’s
veterans and their families.
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REFERENCE NOTES

NCFAS
Environment:
FY 2019-20: Baseline M=27.3, SD=3.7; Follow-up M=29.1, SD=3.5; t(52)=3.9, p<.001; Cohen's d=0.54
FY 2018-19: Baseline M=2.9, SD=.79; Follow-up M=2.6, SD=.68; t(31)=2.33, p=.03; Cohen's d=0.41
FY 2017-18: Baseline M=2.9, SD=1.13; Follow-up M=2.3, SD=.85; t(39)=4.21, p<.001; Cohen's d=0.69
FY 2016-17: Baseline M=2.9, SD=1.1; Follow-up M=2.1, SD=.90; t(48)=5.16, p<.001; Cohen's d=0.74
Parental Capabilities:
FY 2019-20: Baseline M=27.2, SD=2.4; Follow-up M=33.2, SD=3.3; t(54)=16.5, p<.001; Cohen's d=2.31
FY 2018-19: Baseline M=2.6, SD=.45; Follow-up M=2.6, SD=.57; t(31)=.33, p=.75; Cohen's d=0.07
FY 2017-18: Baseline M=2.7, SD=.73; Follow-up M=2.4, SD=.84; t(39)=2.67, p=.01; Cohen's d=0.43
FY 2016-17: Baseline M=2.6, SD=.73; Follow-up M=2.3, SD=.84; t(48)=3.25, p=.002; Cohen's d=0.48
Family Interactions:
FY 2019-20: Baseline M=31.1, SD=3.8; Follow-up M=32.2, SD=3.36; t(54)=2.8, p<.008; Cohen's d=0.37
FY 2018-19: Baseline M=3.2, SD=.52; Follow-up M=3.0, SD=.67; t(31)=1.56, p=.13; Cohen's d=0.28
FY 2017-18: Baseline M=3.3, SD=.87; Follow-up M=3.1, SD=.95; t(39)=2.13, p=.04; Cohen's d=0.34
FY 2016-17: Baseline M=2.9, SD=.87; Follow-up M=2.5, SD=.95; t(48)=3.0, p=.01; Cohen's d=0.44
Family Safety:
FY 2019-20: Baseline M=32.2, SD=3.8; Follow-up M=32.8, SD=3.7; t(54)=1.2, p<.228; Cohen's d=0.16
FY 2018-19: Baseline M=2.7, SD=.65; Follow-up M=2.4, SD=.70; t(31)=2.98, p=.006; Cohen's d=0.53
FY 2017-18: Baseline M=2.8, SD=.79; Follow-up M=2.4, SD=.93; t(39)=4.01, p<.001; Cohen's d=0.64
FY 2016-17: Baseline M=2.6, SD=.79; Follow-up M=2.2, SD=.93; t(48)=4.16, p<.001; Cohen's d=0.60
Child Well-Being:
FY 2019-20: Baseline M=18.2, SD=2.0; Follow-up M=14.0, SD=1.8; t(54)=-15.7, p<.001; Cohen's d=2.12
FY 2018-19: Baseline M=3.0, SD=.50; Follow-up M=2.8, SD=.44; t(30)=1.57, p=.13; Cohen's d=0.28
FY 2017-18: Baseline M=3.0, SD=.50; Follow-up M=2.9, SD=.61; t(39)=1.98, p=.06; Cohen's d=0.32
FY 2016-17: Baseline M=2.6, SD=.50; Follow-up M=2.3, SD=.61; t(48)=3.56, p=.001; Cohen's d=0.51
Social/Community Life:
FY 2019-20: Baseline M=22.8, SD=2.5; Follow-up M=23.2, SD=2.6; t(54)=1.6, p<.127; Cohen's d=0.21
FY 2018-19: Baseline M=3.0, SD=.57; Follow-up M=2.9, SD=.63; t(31)=1.09, p=.29; Cohen's d=0.20
FY 2017-18: Baseline M=2.9, SD=.56; Follow-up M=2.7, SD=.69; t(39)=1.75, p=.09; Cohen's d=0.28
FY 2016-17: Baseline M=2.7, SD=.56; Follow-up M=2.4, SD=.69; t(48)=3.08, p=.003; Cohen's d=0.44
Self-Sufficiency:
FY 2019-20: Baseline M=21.9, SD=2.9; Follow-up M=22.9, SD=2.9; t(54)=2.0, p<.004; Cohen's d=0.41
FY 2018-19: Baseline M=3.1, SD=.93; Follow-up M=2.8, SD=.85; t(31)=2.24, p=.03; Cohen's d=0.40
FY 2017-18: Baseline M=3.6, SD=1.0; Follow-up M=3.1, SD=1.1; t(39)=4.02, p<.001; Cohen's d=0.64
FY 2016-17: Baseline M=3.3, SD=1.0; Follow-up M=2.8, SD=1.1; t(48)=4.15, p<.001; Cohen's d=0.59
Family Health:
FY 2019-20: Baseline M=30.4, SD=2.9; Follow-up M=32.2, SD=2.9; t(54)=5.1, p<.001; Cohen's d=0.69
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FY 2018-19: Baseline M=3.1, SD=.39; Follow-up M=2.9, SD=.54; t(31)=2.18, p=.04; Cohen's d=0.39
FY 2017-18: Baseline M=3.0, SD=.53; Follow-up M=2.8, SD=.60; t(39)=3.65, p=.001; Cohen's d=0.59
FY 2016-17: Baseline M=2.9, SD=.54; Follow-up M=2.6, SD=.60; t(48)=4.03, p<.001; Cohen's d=0.58
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Summary of MHSA Strategies Used by Early
Intervention Programs

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

Early Intervention Outpatient Services are person-centered and strengths-based with a focus on recovery, resilience and well-being. Treatment plans are developed
via a collaborative process between the consumer, family, if applicable, and therapist, and incorporate goals such as learning self-care, communicating effectively,
preventing additional trauma, improving family relationships and/or parent-child bonding, expanding social networks and support systems, and increasing
participation in meaningful activities. Developing and reinforcing these skills early helps promote resilience and protect against long-term challenges later in life.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

These programs utilize culturally congruent, strengths-based approaches when developing the participant’s individual care plan and delivering individual, peer,
family and group services. Examples of these approaches include recruiting staff who are bicultural and represent different ethnicities and religions, who may be
more familiar with how to address the issue of mental health with the program participant, thus allowing them to adjust their approaches to diverse populations
readily. Furthermore, the programs employ strategies such as participant and family education, public education and trainings, and community anti-stigma
advocacy to decrease both public and self-stigma and discrimination.

In addition, programs work to decrease stigma associated with seeking behavioral health services by staffing the program with people who have similar lived
experiences (i.e., military service members, veterans, LGBTIQ, etc.). For example, peer navigators with knowledge of military culture can broach the sensitive topic
of mental health with veterans and service members.

Similarly, students often face parent or peer discouragement to engage in program services (stigma), lack of willingness or fear of participation. Program staff work
closely with the school administrators and counselors through weekly meetings to assist in creating a school climate that promotes the benefits of seeking help
and accessing counseling, providing psychoeducation to promote acceptance, and promoting school bonding to keep students from feeling marginalized. In
addition, program staff receive regular in-service training to increase their understanding of the needs, values and challenges faced by the program population so
that they are better able to serve them. CCSS staff with expertise also provide educational and program promotion presentations about the needs, challenges and
issues faced by the LGBTIQ population to reduce stigma and discrimination by raising awareness of the various barriers and issues this population faces.
Presentations are provided to behavioral health providers, school staff/faculty, public health staff, social services staff and other community members.

The program employs bilingual and bicultural staff to provide services in a culturally sensitive manner. As mentioned above, the program has also partnered with
community agencies that work with unserved populations who might be reluctant or unwilling to seek out treatment at a behavioral health clinic but will engage
in services in non-behavioral health settings.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

The providers for the four Early Intervention Outpatient Program categories have expertise in engaging and working with distinct underserved populations,
including at risk children, families or older adults, LGBTIQ individuals, ethnic/monolingual communities, veterans and youth experiencing early onset of psychiatric
illness. Despite their varied backgrounds and unique experiences, participants across these programs face similar barriers to engaging in behavioral health services.
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These include mental health stigma, lack of support from family or others to seek mental health services, lack of transportation or childcare, and/or an inability to
take time off work during traditional business hours for appointments.

Increasing timely access begins with program staff participating in community outreach events and giving presentations throughout Orange County in locations
and venues likely to be frequented by individuals from the underserved populations identified above. Using culturally responsive education and materials, program
staff strive to de-stigmatize mental health, help others learn to recognize and appropriately respond to the early signs of mental health challenges, and promote
awareness of available services. In addition, the programs build relationships with community agencies and other individuals who may come into contact with
eligible individuals/families to raise awareness and increase referrals for program services.

For enrolled participants, programs offer transportation assistance to their services, onsite childcare, and extended program hours. Clinicians are also able to meet
participants in their homes or other preferred community locations, including parks, Family Resource Centers, restaurants, school/college campuses, etc. To
encourage timely access by individuals with limited English proficiency, programs prioritize hiring bilingual/bicultural staff and, in the case of CCSS, partner with
community agencies to set up “satellite” locations and provide services to highly marginalized populations such as the Middle Eastern and North African refugee
and the deaf and hard of hearing communities.

In addition, clinicians refer and link participants to an appropriate level and type of community resource, as summarized below.

Early Intervention Programs:

Linkage Metrics

Specialized Services # Referrals  # Linkages Types of Linkages
FY 16-17 424 204 Behavioral health services; legal services, advocacy; health care benefits/services
FY 17-18 371 185
CCSS FY 18-19 139 97 LGBTIQ individuals also referred/linked to food/nutrition, housing
FY 19-20 197 131
FY 16-17 9,028 3,957 Social support; basic needs; community events; ancillary services; education; Behavioral
FY 17-18 10,880 6.191 Health Outpatient Services; legal/financial; medical; employment; family support; peer
EISOA FY 18-19 5,,156 3:054 support, housing support
FY 19-20 9,779 5,567

Early Intervention Programs:

Child, Youth, Parent Focused

# Referrals

# Linkages

Linkage Metrics
Types of Linkages

FY 16-17 397 49 Basic needs items; behavioral health outpatient services; PEl programs; crisis services;
FY 17-18 391 44 health education, disease prevention, wellness, physical fitness services
B FY 18-19 293 59
FY 19-20 455 110
FY 16-17 809 261 Family support services, legal services, advocacy; basic needs (i.e., donated items, financial
FY 17-18 600 155 assistance); recreation; Behavioral Health Outpatient; Behavioral Health Recovery
OC Parent Wellness Support; other Prevention & Early Intervention Programs; information and referral
Fy 18-19 540 226 services; health care services
FY 19-20 461 243
FY 16-17 104 28
OC CREW FY17-18 o4 %)
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FY 18-19 37 24 Behavioral Health Outpatient Services; residential treatment; other PEl programs;
FY 19-20 25 13 resources; information and referral resources; legal services and advocacy; employment
services and resources; recreational activities; special needs and disability services
Early Intervention Program: Linkage Metrics
0OC4Vets # Referrals  # Linkages Types of Linkages
FY 16/17 363 216 Housing resources, advocacy; behavioral health outpatient services; employment
Veterans/Military Connected | FY 17-18 155 96 services, resources; veteran entitlement programs; transportation services; other PEI
FY18-19 programs; financial assistance; legal services, advocacy; food and nutrition assistance;
Adult referral path - 305 136 health care services; behavioral health crisis response; senior services; health education,
FY 19-20 341 122 disease prevention, wellness, and physical fitness; recreation; family support services
FY 16-17 133 83 Transportation services; food & nutrition assistance; housing resources, advocacy;
College Veterans referral FY 17-18 249 10 employment services, resources; adult education; legal services, advocacy; behavioral
Iy health crisis response; behavioral health outpatient services; financial services; PEIl
path Fy 18-19 85 8 programs; health care services; health education, disease prevention, wellness & physical
FY 19-20 196 185 fitness; special needs, disability services; veteran entitlement programs
FY 16-17 217 106 Basic needs (i.e., food, clothing); housing; mental health; early intervention services;
FY 17-18 278 157 domestic violence prevention; legal services; financial services; employment services;
Military Families referral path education benefits
¥ Path "ry18-19 300 168
FY 19-20 405 238
BH Peer Support referral path | FY 19-20 1,726 458 Recovery support services; housing assistance; outpatient behavioral health

* Because many of the referrals provided to college veterans are provided in group settings, it is difficult to follow-up with participants and determine

linkages.

Target Population Specialization/Focus

Trauma- Monolingual/
Early Intervention Treatment children/ Parent/ Exposed Ethnic
Programs* Youth Families Adults Older Adults Individuals LGBTIQ Communities
CCss X X X X X X X
School-Based Mental Health Services X X X X
Early Intervention Services for Older Adults X X X X
OC Parent Wellness Program X X X X X
First Onset of Psychiatric lliness (OC CREW) X X X X
0OC4Vets X X X X

* All Early Intervention Treatment providers assess for substance use disorders (SUD). When a referred individual has a need for primary SUD intervention,

they are referred and linked to a specialty SUD program.
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CLINIC EXPANSION - The OC Health Care Agency offers the overwhelming majority of its outpatient clinic services through non-Mental Health Services Act
County-operated and County-contracted facilities located across Orange County. Because demand for services exceeds the clinics’ capacity, various
programs have been established through the MHSA to address these gaps in care. These expansion programs tailor their services to the age group and target
population being served.

Children and Youth Clinic Services (CSS)

The Children and Youth Clinic Services program serves youth under age 21 who meet the following eligibility criteria and their families/caregivers:

e Living with serious emotional disturbance (SED) or serious mental illness (SMI) and a) qualifies for Specialty Mental Health Services as part of the Pathways
to Well-Being subclass (formerly known as “Katie A”); b) is in foster care, at risk of foster care involvement, and/or eligible for mental health services under
the State-mandated program Therapeutic Foster Care (TFC) and referred by the Social Services Agency (SSA); c) has Medi-Cal and qualifies for Specialty
Mental Health Services; d) has been screened for trauma in primary care settings through the ACES Aware Initiative and referred for mental health services;
or e) is struggling in school due to their SED/SMI and not already receiving or eligible for mental health services through the school or other provider.

Youth can be referred by community agencies, other behavioral health providers, pediatricians, SSA, school personnel, general community, families, etc.

AGE RANGE PRIMARY LOCATION TARGET POPULATION Language CAPACITY OF DIRECT SERVICE PROVIDERS
Arabic Korean TDD/CHAT
@ . Farsi Mandarin v Vietnamese
Khmer Vv ish Other:
Ages 0-21 Clinic At-Risk  Mild-Moderate Severe Spanis

PROGRAM SPECIALIZATIONS

OO0 @ O

BH 1st Students/ Foster Parents Families  Medical Co- Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender %  Race/Ethnicity % Unduplicated
76 Female 35  African American/Black Fiscal Year Program Budget # to be Served
24 Male American Indian/Alaskan Native FY 2020-21 $2,500,000 400

- Transgender Asian/Pacific Islander FY 2021-22* $2,500,000 500

- Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

FY 2022-23 $3,000,000 500
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SERVICES

Youth Served in Clinic Expansion
Outpatient services provided through this

program are tailored to meet the needs of the
youth and their family, and can include
screening/assessment, individual and family 600

800

outpatient therapy, group therapy, crisis 506 509 488
intervention and support, case management, 400 /
referral and linkage to supportive services, and/or o

medication management, if needed. Services are 200
linguistically and culturally competent and
provided in the clinic, out in the community or at 0
a school (with permission) depending on what the EY 16-17 FY 17-18 FY 18-19 EY 19-20
youth/family prefers. For youth enrolled under

Pathways to Well-Being, services will comply with program requirements, including those for Intensive Care
Coordination (ICC), Intensive Home-Based Services (IHBS) and Child and Family Teams.

OUTCOMES

Although a performance outcomes measure has been implemented, outcomes are not available for reporting
at this time due to data collection and reporting issues encountered by the provider. The HCA will continue to
work with the provider so that outcomes can be reported in future Plan updates.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The Children and Youth Expansion Services program will face a variety of challenges in FY 2021-22. Increased
incidents of depression and anxiety are being identified by providers at all the clinics throughout Orange County.
As children and youth deal with the adverse impact of the COVID-19 pandemic, providers are seeing more
mental health problems with high acuity requiring more intensive levels of intervention. Overcoming barriers
to access that children and their parents face such as childcare, public transportation, unemployment, and
hybrid school schedules will be of paramount importance to the program. Some of the solutions providers
have developed include implementation of audio/video technology to provide telehealth services for children
and their families who cannot, or who do not yet feel safe to receive services in the clinics. Another solution
providers are using is to make changes to both clinic procedures and the physical environment that allows for
adequate social distancing, screening for health symptoms, and increased outreach to clients by providing
resource information on children's mental health and daily living needs such as where and how to obtain
vaccinations, transportation, housing and food.

COMMUNITY IMPACT

Where possible, MHSA funds will act
as a match to draw down Federal
Financial Participation (FFP) funds
and increase the number of youth
who can be served through this
program. Similarly, the HCA will
work with the Orange County
Department of Education and local
school districts to identify Local
Control and Accountability Plan
(LCAP) funds that can be used to
leverage FFP and increase the
number of students who can be
served from school districts that
contribute dollars. Because this
partnership is new, planning for
expansion of  student-focused
services will include development of
MOUs, data metrics and data-
sharing agreements, referral
procedures, etc., with the goal of
launching services as soon as
practicable in FY 2021-22,
depending on the impact of COVID-
19. The program, while operating as
the Youth Core Services Field-Based
track, provided services to more
than 1,700 youth since its inception
in March 2016.
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Children and Youth Co-Occurring Medical and
Mental Health Clinic(CSS)

The target population for the Children and Youth Co-Occurring Medical and Mental Health Clinic is youth through age 20 who are being seen primarily by
Oncology, Endocrinology and Neurology services at a local hospital. Youth with severe eating disorders who are at risk of life-threatening physical deterioration
are also served in this program. Parents and siblings play an integral role in the treatment process, given the disruption to the family structure when the survival
of one family member becomes the family’s main focus. Youth are referred to this program by physicians within the local children’s hospital. Many of these children
and youth are Medi-Cal beneficiaries with MHSA funds serving as a match to draw down federal funds.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Korean TDD/CHAT
Ly Farsi Mandarin Vietnamese

Khmer v Spanish Other:

Field Community At-Risk  Mild-Moderate Severe

PROGRAM SPECIALIZATIONS

OO0 e D@

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/

Providers Responders  School Youth Morbidities ~ Justice ~ Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity

47 Female 62 African American/Black . Unduplicated
53 Male 37 American Indian/Alaskan Native Fiscal Year ~ Program Budget  # to be Served
- Transgender 1 Asian/Pacific Islander FY 2020-21 $1,000,000 525
- Genderqueer Caucasian/White FY 2021-22* $1,000,000 550
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African FY 2022-23 51,000,000 600

Another *No proposed changes for FY 2021-22.
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SERVICES

This program provides individual and family outpatient therapy, case management, limited Youth with Co-Occurring Medical
psychological testing and medication management, if needed. A variety of evidence-based Conditions

and best practices are provided to meet the needs of the youth, with some of the more
common clinical interventions including Cognitive Behavioral Therapy (CBT), Motivational
Interviewing, Trauma-Focused CBT, and Exposure and Response Prevention (ERP). Program 400 445 430 410
staff also have specialty training on the effects of medical and psychological co-existing 348

diagnoses and employ evidence-supported treatments that promote healthy coping and self- 200

management of their diagnoses.

600

Clinicians regularly collaborate with other agencies and community groups to provide the FY 16-17 FY 17-18 FY 18-19 FY 19-20
support and services needed to treat a child’s mental health condition and improve their

psychosocial functioning. Some examples include collaboration with wraparound services for youth who have been removed from their family’s care due to medical
non-adherence (neglect); collaboration and communication with FSPs serving the program’s children who are at risk of homelessness or are presenting with early
signs of psychosis; and connecting children to additional services such as Therapeutic Behavioral Services (TBS) to provide intensive short term interventions (e.g.,
in home meal coaching for those with eating disorders). Program clinicians also have the unique opportunity to communicate directly and collaborate closely with
the local children’s hospital medical teams so that care can be coordinated and consistent across disciplines.

OUTCOMES
Children & Youth Co-Occurring Medical and Mental Health Clinic

During the program’s first year of implementation in FY
2016-17, it was determined that the outcome measure -
initially selected (PROMIS Pediatric) was not adequately 8% 3% 13%

detecting mental health symptoms in this population. As 67 27%
_ _ ) (V)
aresult, the measure was discontinued and replaced with 25% A) y 7 0% 5 8%

the YOQ 2.0. Individuals completed the measure at

45%

intake, every 3 months of program participation and at Heaa't”;\é{l'g‘vfruoved 53% Healthy/Improved 29% Healthy/Improved
discharge, and participant’s scores were compared to the FY 2016_1713 at Follow-up at Follow-up

AR ) 59%  FY2017-18 /65% FY 2018-19
measure’s clinical benchmarks to determine program n=79 v

effectiveness at improving symptoms. 14%,

/ n=74 n=74
13%_
Overall, the program’s services appear to be associated -

with preventing symptoms of mental illness from B Healthy  [Reliably Improved  []Stable Distress Level  []Reliably Worsened
becoming severe and disabling and with meaningfully

reducing suffering among those who report clinically elevated distress during program enrollment. However, in FY 2019-20, the proportion of youth who reported
a healthy or reliably improved level of distress at follow-up decreased, and the proportion of those reporting a reliable worsening of symptoms increased, relative
to prior fiscal years. The HCA will continue to monitor program performance over time to note trends and patterns.
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The CYBH Co-Occurring Clinic census has continued to increase since inception. Due to the unique nature of the
population served, with co-occurring behavioral and physical health conditions, the program has provided
ongoing trainings for staff around documentation of services to ensure interventions are clearly tied to
behavioral health impairments. The program utilizes primarily psychologists and psychologist fellows to provide
direct treatment, but as the program has continued to grow, so have the needs of the population. The need for
higher than expected case management support has necessitated the addition of clinical staff (i.e., LCSW, LMFT,
LPCC, ASW, AMFT, APCC) dedicated to support this role. During FY 2018-19, there was a significant increase in
referrals to the program, which delayed access to the service. This led to an expansion of the program for FY
2019-20 to meet the projected needs of Orange County children and youth. The expansion of the program and
case management increased the support available to youth and their families.

Beginning in March 2020, the program was faced with the COVID-19 public health emergency and needed to
adapt the in-person treatment model to ensure safety requirements were met. The shift was made to providing
services in a telehealth format which allowed the program to continue to provide services for their clients. The
program noted increased engagement for some families, saving them travel time to the program which could
often take three hours via public transportation. Some challenges were experienced with younger participants
around engagement and a noted decrease in the length of sessions provided via telehealth. The program has
been exploring new ways to engage participants through the telehealth format.

COMMUNITY IMPACT

The program has already provided
services to more than 785 youth and
their families since its inception in
July 2015, thus underscoring the
need for these specialized services.
Because the program is located on
the medical campus, program staff
has the opportunity to work directly
with, and educate the medical team
about, the effects of the child’s
mental health condition and how
they can best support the child and
their family in their overall recovery
rather than focusing exclusively on
medical outcomes.
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Services for the Short-Term Residential
Therapeutic Program (CSS)

Starting in FY 2017-18, Services for the Short-Term Residential Therapeutic Program (S-STRTP; previously a track in the former Youth Core Services program called
STRTP) was established to serve Wards and Dependents of the Court ages six to 17 and Non-Minor Dependents (NMD) ages 18 to 21 who need the highest level
of behavioral health care in a trauma-informed residential setting. Residential costs are paid through the foster care system, and the HCA contracts with the STRTP
facilities to provide Medi-Cal Specialty Mental Health Services (SMHS) to eligible youth and NMDs placed under the Assembly Bill 403 mandate. All referrals to the
program are made by Child Welfare or Probation with approval from the Interagency Placement Committee (IPC), which includes staff from Child Welfare,
Probation and the HCA. The HCA is currently in the process of contracting with up to eight facilities in which to provide services:

o Three providers are in varying stages of transitioning to Permanent STRTP Licensure

e Three providers are provisionally licensed and in negotiations with the HCA to contract for SMHS
e Two providers are waiting for Provisional STRTP Licensure, and the HCA anticipates entering into contract negotiations if they are approved

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic v Korean TDD/CHAT
v Farsi v Mandarin Vietnamese

Khmer V' Spanish Other:

Residential At-Risk  Mild-Moderate Severe

PROGRAM SPECIALIZATIONS

O @ O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/
Providers  Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity

25 Female 62 African American/Black ) Unduplicated
75 Male 36 American Indian/Alaskan Native Fiscal Year ~ Program Budget  # to be Served
- Transgender 2 Asian/Pacific Islander FY 2020-21 $6,500,000 200
- Genderqueer Caucasian/White FY 2021-22* $7,000,000 200
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African FY 2022-23 38,000,000 200
Another

*Proposed, time-limited decrease for FY 2021-22.
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SERVICES

Per State legislation, youth who meet eligibility criteria can stay in an STRTP facility up to six months, with an option for a six-month extension, as needed, before
transitioning to a less restrictive, more family-like setting. While in the placement, the STRTP will provide an integrated program of specialized and intensive
behavioral health services that may include the following: individual, collateral, group, and family therapy; medication management; therapeutic behavioral
services; intensive home-based services; intensive care coordination; and case management. Per the regulations, STRTP facilities are required to provide evidence-
based practices (EBP’s) that meet the needs of its specific population. Thus, the specific treatment interventions may vary among the providers. In addition, the
legislation requires that all providers must deliver trauma-informed and culturally relevant core services that include:

Specialty Mental Health Services under the Medi-Cal Early and Periodic Screening, Diagnosis and Treatment program

Transition services to support children, youth and their families during changes in placement

Educational and physical, behavioral and mental health supports, including extra-curricular activities and social supports

Activities designed to support transitional-age youth and non-minor dependents in achieving a successful adulthood, and

Services to achieve permanency, including supporting efforts for adoption, reunification, or guardianship and efforts to maintain or establish relationships
with family members, tribes, or others important to the child or youth, as appropriate

OUTCOMES

The STRTP facilities have been in program implementation so there are no outcomes to report at this time. Performance outcomes will be reported in future Plan
Updates.
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Outpatient Recovery(CSS)

The Outpatient Recovery program is designed for adults ages 18 and older who are living with a serious mental illness and possible co-occurring substance use
disorder. The program is operated at multiple locations throughout the county, with County-contracted locations referred to as Recovery Centers and County-
operated locations referred to as Recovery Clinics. Individuals are referred to the program by Plan Coordinators in the Adult and Older Adult Behavioral Health
(AOABH) Outpatient Clinics after all emergent mental health issues have resolved. This typically occurs within the first 3 to 6 months of being opened in an AOABH
clinic. Individuals are referred to the contracted Recovery Centers after they have been in the AOABH outpatient system of care for one year and have remained
out of the hospital or jail, are stable on their medication regimen and have consistently attended their appointments.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic v Korean TDD/CHAT
Farsi v Mandarin v/ Vietnamese

Ages 18+ Clinic At-Risk  Mild-Moderate Severe Khmer v Spanish Other:

PROGRAM SPECIALIZATIONS

@

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/

Providers Responders  School Youth Morbidities ~ Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Age % Gender % Race/Ethnicity
Unduplicated

0-15 - Female 53 African American/Black Fiscal Year Program Budget # to be Served
16-25 6 Male 47 American Indian/Alaskan Native
26-59 83 Transgender - Asian/Pacific Islander FY 2020-21 $6,158,531 2,500
60+ 11 Genderqueer Caucasian/White FY 2021-22* $5,858,531 2,500
Questioning/Unsure Latino/Hispanic FY 2022-23 $6,158,531 2,500
Another Middle Eastern/North African
Another
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SERVICES Persons Served - Recovery Services

The Recovery Clinics/Centers provide case management, medication services and 2,000 1,937 1.933

— ; o . ) : J R— W 1775
individual and group counseling, crisis intervention, educational and vocational 1500 ’

services, and peer support activities. The primary objectives of the programs are to

help adults improve engagement in the community, build a social support network, 1,000

increase employment and/or volunteer activity, and link to lower levels of care. As 500 589 498 498
participants achieve their care plan goals and maintain psychiatric stability, they 0 207

are transitioned to a lower level of care where they can continue their recovery FY 16-17 FY 17-18 FY 18-19 FY 19-20
journey.

) ¥ Recovery Centers (Contracted) Recovery Clinics (County)
OUTCOMES

The Outpatient Recovery program monitors performance by whether the program met or exceeded the following targets:
e Psychiatric hospitalization rate of less than 1% while participants are enrolled in Outpatient Recovery services
e Discharging at least 60% of those with known discharge dispositions (i.e., not discharged as missing in action, MIA) into a lower level of care

The program has met these goals across sites and fiscal years, with the exception of the number of discharges to lower level of care in FY 2016-17.

Percent Hospitalized During Enrollment in Recovery Services

“-..‘ “-..‘ “-..“ .‘“..‘

| P" | HCI 0.8% I Hd&m: N P‘CI&CM
Cn=0.7% Cn=0.5% 0.4% 0.4%

Percent Discharged from Recovery Services to Lower Level of Care

-539 ~629 Cl=65% Cl=49%
Cn=53% cl=62% . R —68% 812539

O\ S N @ ™
g \ W ¢ < 2 * 7 )

FY 16/17 FY 17/18 FY 18/19 FY 19/20
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CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

After reviewing program data, the HCA modified how it calculated the rate of discharge to a lower level of care
by removing from the calculation participants who dropped out of treatment for unidentified reasons (i.e., n=55
at Recovery Centers and 15 at Recovery Clinics in FY 2018-19). Because these participants have left
unexpectedly, a level of care determination cannot be made. In FY 2019-20, the HCA began tracking the
progress a participant was making towards their goals (i.e., satisfactory, unsatisfactory), and goal progress at
the time a participant leaves treatment for unknown reasons will be reported in future Plan Updates.

Nevertheless, the program recognizes that individuals can struggle with staying engaged in services when they
experience changes in their treatment team or uncertainty over graduating from the program. Therefore, the
program has taken steps to minimize premature discontinuation of services, such as providing peer support,
planning social activities to help create a home-away-from-home environment for participants, offering to
attend the first appointment with the new provider prior to discharge, and linking participants to community-
based programs for continued social support prior to graduation. Programs have also identified graduates who
are willing to return to speak with participants at the graduation ceremonies. This helps to encourage
participants and allay concerns associated with obtaining treatment in the community and leaving the program
where they have become comfortable.

Due to challenges with receiving appropriate referrals, the HCA has diligently worked on collaborating with
referral sources and providing them with education on when, in the individual’s recovery journey, it is most
appropriate to refer clients to the program. In addition, the HCA has increased peer support provided in this
program and hired 17 peers whose main focus is to assist individuals with transitions to different levels of care.

COMMUNITY IMPACT

The needs of the individuals
accessing the Recovery Centers and
Clinics are uniquely met through
services focused on reintegration
into the community and overall
independence. Individuals and their
families are educated about the
system of care, exposed to
community resources and
encouraged to set and meet new
goals beyond those achieved at the
program. Through obtaining
employment, pursuing education
and/or participating in meaningful
activities, individuals who graduate
have a better understanding of the
tools they can use to support and
maintain their recovery after
discharge.
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Older Adult Services (CSS)

Older Adult Services (OAS) serves individuals ages 60 years and older who are living with serious and persistent mental illness (SPMI), experience multiple
functional impairments and may also have a co-occurring substance use disorder. Many of the older adults served in this program are homebound due to physical,
mental, financial or other impairments. They are diverse and come from African American, Latino, Vietnamese, Korean and Iranian communities. OAS accepts
referrals from all sources.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

, v Arabic v Korean TDD/CHAT
o V' Farsi v Mandarin v Vietnamese

Ages 60+ Field Community At-Risk  Mild-Moderate Severe Khmer v/ Spanish Other:

PROGRAM SPECIALIZATIONS

OVOO@OC DO O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless  Recove LGBTIQ+ Trauma- Veterans/

Providers  Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity

- Female 40 African American/Black
Male American Indian/Alaskan Native

Unduplicated
Fiscal Year Program Budget # to be Served

FY 2020-21 $2,168,135 530

Transgender Asian/Pacific Islander

Genderqueer Caucasian/White

Questioning/Unsure Latino/Hispanic

Another Middle Eastern/North African
Another

FY 2021-22* $2,168,135 530
FY 2022-23 $2,168,135 530
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SERVICES
Older Adults Served in OAS

OAS provides case management, referral and linkages
to various community resources, geriatric psychiatry, 600
vocational and educational support, substance use

services, nursing services, crisis intervention, 400 398— 443 LE w7
medication monitoring, peer counseling, therapy

services (individual, group, and family), and 200

psychoeducation for participants, family members and 0

caregivers. Evidence-based practices include Cognitive
Behavioral Therapy, Motivational Interviewing, Eye
Movement Desensitization and Reprocessing (EMDR), Dialectical Behavioral Therapy (DBT), problem-solving
therapy, solution focused therapy, harm reduction, Seeking Safety and trauma-informed care.

FY16-17 FY17-18 FY18-19 FY 19-20

OUTCOMES

One of the program’s goals is to help participants maintain their independence and remain safely in the
community by increasing access to primary care, which is quantified as the number of nursing assessments
completed. Of the older adults served each fiscal year, 49%, 19%, 21% and 26% had an assessment completed in
FYs 2016-17 through 2019-20, respectively. This reduction since 2016-17 is partly due to an increase in client
no-shows after the office had to be evacuated in early April 2018 due to a leak in the roof. As a result, staff
were spread out over multiple offices, which affected program operations and service delivery. The program
moved to a new location in March 2019 and nursing assessments increased. However during COVID-19, nursing
assessments were abbreviated due to the lack of face-to-face interviews with participants. The nurse was not
able to obtain vital signs and interviewed new participants on the phone prior to the appointment with the
psychiatrist for past medical conditions, current and past medications, education on diet and nutrition, sleep
hygiene, PCP information, labs and allergies.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

OAS continues to encounter ongoing issues collecting outcome measures that evaluate the program’s
performance (i.e., selection of a feasible measure of symptom reduction, adequate completion rates, etc.).
Program staff has continued meeting to identify metrics appropriate for the target population being served.
Future Plan Updates will report these outcomes once implemented. With the move to a new location, OAS staff
can now offer evidence-based practice groups and education for participants and their family members in a
clubhouse atmosphere. During COVID-19, older adults became even more vulnerable since they were sheltering
at home. OAS was able to obtain a small amount of CARES ACT funding to provide participants with sanitation
packages, hygiene items, nutrition drinks, home delivered healthy meals, needed food items for companion
animals and other essential items. Because of their co-morbid medical issues and mental health symptoms,
they were not able to stand in line at food banks or go to multiple grocery stores for essential items. OAS staff
were able to deliver items and simultaneously provide mental health services while practicing social distancing.

COMMUNITY IMPACT

OAS collaborates with the Public
Health Services Senior Health
Outreach and Prevention Program
(SHOPP), Council on Aging, Social
Services Agency (Adult Protective
Services), community senior centers,
adult day health care, Alzheimer’s
Association, Ageless Alliance, local
police departments, OC Probation
Department, hospitals and
residential programs, etc. These
relationships are important to
address the many complicated
issues that Orange County older
adults face, which can include
ensuring the safety of seniors,
reaching out to homebound seniors
in need of mental health services,
coordinating joint home visits with
the HCA Public Health nurses to
ensure that participant’s mental and
physical health needs are addressed,
and providing educational events for
older adults and professionals on
issues relevant to seniors, such as
medication management, health-
and mental health-related matters
and community services.
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Telehealth/Virtual Behavioral Health Care (CSS)

The Telehealth/Virtual Behavioral Health Care program was new to the Three-Year Plan and
intended to provide telehealth and/or virtual behavioral health care options for individuals 13
years and older living with serious mental health conditions, and for parents and caregivers of
children of all ages. Due to the use of CARES Act funding that supported the transition of many
MHSA-funded programs into providing telehealth and virtual mental health services, program
implementation was paused in FY 2020-21.

SERVICES

Through one or more applications and/or telehealth providers, this program is intended to offer
a range of tele-mental health care including, but not limited to, individual therapy, crisis
intervention, telepsychiatry and/or peer support. Digital solutions that offer psychoeducation,

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Unduplicated
Fiscal Year Program Budget # to be Served

FY 2020-21 - -
FY 2021-22* $2,500,000 TBD
FY 2022-23 $3,000,000 TBD

navigation to needed resources, and training and coaching in relaxation skills, meditation, mindfulness, etc. may also be identified. This program may offer
standalone services to individuals and/or provide adjunctive supports to individuals engaged in face-to-face behavioral health services. The services provided
through this program will be evidence-supported or established practices. In contrast, the Help@Hand Innovation project will support 1) the identification,
development and/or evaluation of new and/or emerging technologies, and 2) the identification and development of administrative processes necessary to create
a ‘digital mental health system of care’ capable of responding to rapid changes in technology and/or its regulatory environment.

In response to considerable feedback from consumers, clients, family members and service providers during the 2021 CPPP, this program will also address a key
barrier to engaging in virtual care, namely gaps in understanding how to use technology safely, efficiently and effectively. As such, this program will also include

a robust training and technical assistance (TA) piece that will include, but not be limited to:

e Needs assessment to determine whether/how to replace/upgrade outdated provider devices

o Development of tipsheets, brief video tutorials available on-demand online, drop-in scheduled “Appy Hours,” and multi-session courses on digital

literacy and digital mental health literacy topics

e Partnership with local agencies and community organizations as needed to develop and adapt materials and training that are culturally responsive and

linguistically appropriate

e Accelerated development and implementation of in-person training and TA for consumers, family members, prioritizing in-person training/TA for those

most in need
e Ongoing market surveillance scan of digital MH solutions

In response to community feedback, the HCA will also strive to provide training on digital literacy basics to individuals and groups most in need of in-person
training by the end of Summer 2021. This would allow those with the greatest gaps in digital knowledge an opportunity to receive hands-on assistance while in-
person gatherings and meetings are permitted since it is still unknown whether there will be new safer-at-home orders in the fall/winter.
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Summary of MHSA Strategies Used by Clinic
Expansion

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

Recovery and resilience are promoted by ensuring that a strong support network is in place to improve the lives of individuals served in these programs and their
families. This is achieved by working closely with the individuals and family members, when appropriate, using a strengths-based approach to help develop skills
that further improve their functioning, maintain independence and decrease isolation, as well as by communicating and collaborating with the various providers
involved in their care (i.e., medical teams and other health care providers, community resources, school staff, wraparound team, Social Services Agency, schools,
etc.). STRTP providers also help foster recovery and resilience by creating a space that provides physical and emotional safety for the youth, sensitively conducting
screenings and assessments to identify the trauma-related reactions and risk of the children and youth they serve, and educating caregivers on how their own
trauma histories may be impacting their current behaviors and relationships, particularly with their children, and helping the adults develop skills and tools to
support their children in recovery.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

Operating from a strengths-based view rather than an illness-based view helps reduce some of the stigma associated with mental health conditions. Staff also
recognize the importance of providing services and supports in a manner that takes into account and accepts the individual’s differences and unique life
circumstances, including culture, ethnicity, gender identity, sexual orientation and socioeconomic status. In the co-occurring physical health/mental health
program, several unique opportunities are available since the program is located at a teaching hospital. For example, Spanish-speaking clinicians are encouraged
to participate in a monthly Spanish-speaking clinicians” meeting aimed at discussing and training in topics and issues related to the provision of mental health
services in Spanish, as well as cultural and linguistic factors specific to the Hispanic population. Postdoctoral fellows regularly attend seminars that provide
education and training on research and evidence-based practices that consider cultural and diversity factors that impact mental health and psychosocial
functioning. The program also regularly educates medical providers on issues related to mental health to increase understanding and reduce stigma. In addition,
older adults may hesitate to access services due to stigma related to being an older adult. They may fear losing their independence or being removed from their
homes, forced to take medications and/or forced to live in a nursing home due to their age. They may also feel shame due to their belief that, as adults, they
should not need anyone’s help to live their lives. OAS staff are trained and encouraged to take whatever time is needed to develop trust with participants and
facilitate engagement into services.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

Lack of transportation and stigma are some of the primary barriers to care for these participants, which are mitigated by bringing services directly to individuals
and their families out in the community, including co-locating services at schools, medical offices, hospitals, etc., rather than relying on them to travel to a
behavioral health clinic. Program staff also teach participants how to use public transportation and provide bus passes. These programs also provide services in
multiple languages through bicultural/bilingual staff, or a language line translation service as needed, to assist those who speak other languages, thus reducing
language barriers that may impeded engaging in services. In addition, for older adults hesitant to enroll in OAS, staff from another program (OAS SHOPP) is
dedicated to conducting outreach and engagement with referred individuals to OAS and recognize that it may require several friendly home visits before an older
adult engages in OAS services.
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Discontinued Program

Integrated Community Services (CSS)

Integrated Community Services (ICS), which serves individuals ) )
ages 18 and older living with chronic primary medical care and FY 2020-21 to FY 2022-23 Program Budget Projected Unduplicated # to Be Served

mild to severe mental health needs, will no longer be funded Actual FY 2019-20 Budget $1,648,000 FY 2019-20 600
through MHSA/CSS. Instead the program has been transitioning Proposed FY 2020-21 Budget -$1,197,000 FY 2020-21 600
over to CalOptima, with funding provided through Medi-Cal and Proposed FY 2021-22 Budget -$1,197,000 FY 2021-22 600
other non-MHSA sources. Proposed FY 2022-23 Budget |  -$1,197,000 FY 2022-23 600
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Full Service Partnership Programs (CSS)

A Full Service Partnership (FSP) is designed to provide intensive, community-based outpatient services to a county’s most vulnerable individuals, and the OC Health
Care Agency has established eligibility criteria to ensure that the FSPs reach Orange County residents who are experiencing disparities in access to behavioral
health care. Thus, the target population includes individuals of all ages who are living with a SED or SMI; unserved or underserved; and are homeless, at risk of
homelessness, involved in the criminal justice system, frequent users of inpatient psychiatric treatment, culturally or linguistically isolated, and/or have complex
medical needs.

Orange County has four distinct FSP programs organized by the MHSA-defined age groups (i.e., Children, TAY, Adult, Older Adult). In addition to tailoring services
and supports to the members’ age and developmental stage, three (i.e., Children, TAY, Adult) offer additional tracks for individuals with more specialized needs
and providers within these specialized tracks often serve individuals across multiple age groups. The most common age groups spanned are Children/TAY and
Adult/Older Adult, although there are some exceptions (see tables below). All FSP services — even those affiliated with the Courts and OC Probation — are voluntary.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

v Arabic v Korean TDD/CHAT
@ _ v Farsi v Mandarin Vv Vietnamese

Kh Spanish Other:
All Ages Field  Community At-Risk  Mild-Moderate Severe v Khmer V' Spanis

PROGRAM SPECIALIZATIONS

CODROIBO®O DO O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/
Providers  Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-

Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity % Unduplicated
Fiscal Year Program Budget # to be Served

13 Female 41 African American/Black
35 Male 58 American Indian/Alaskan Native FY 2020-21 $53,766,876 3,521
43 Transgender 1  Asian/Pacific Islander FY 2021-22* $53,766,876 3,591
9 Genderqueer Caucasian/White FY 2022-23 $53,766,876 3,661
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another
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g . . Children 1V:\4 Adults Older
Identified Unserved/Underserved Target Populations for Children/TAY FSP Programs e
/ getrop / g 0-15  16-17 1825  26-59  Adults 60+
Children/youth (mostly 12-15 years) and their parents/caregivers (Project RENEW)
Referrals from: County and County-contracted outpatient clinics, primary care physicians, emergency

departments, SSA, inpatient units, schools, Children’s CAT
TAY who have minimal family involvement (STAY Process)

Referrals from: County and County-contracted outpatient clinics, primary care physicians, emergency departments,
SSA, inpatient units, schools, CYBH CAT, AOT

Court-referred youth and their parents/caregivers (CCFSP)

Referrals from: Juvenile Court (Recovery, Girls, Boys, Grace); Truancy Response Program

Criminal-Justice Involved youth and their parents/caregivers (YOW)

Referrals from: Probation Department, Clinical Evaluation Guidance Unit (CEGU), hospitals, jails, courts, AOT
Youth with significant/chronic physical illness and their families (Project HEALTH)

Referrals from: Hospitals, physicians, specialty medical clinics, County and County-contracted clinics
Culturally/linguistically-isolated Asian/Pacific Islander youth/families (Project FOCUS)

Referrals from: County and County-contracted outpatient clinics, primary care physicians, emergency
departments, SSA, inpatient units, schools, CYBH CAT

* Beginning in FY 2017-18, the provider continued offering services to TAY who aged out of the program when they turned 26 because there is currently no
similar specialized FSP for adults.

* see note

Children TAY Adults Older

Identified Unserved/Underserved Target Populations for Adult/Older Adult FSP Programs . L i el T

FSP-eligible adults who are homeless or at risk of homelessness (TAO)
Referrals from: Jails, probation, general community
LPS conservatorship, returning from long-term care, court-involved (STEPS)

Referrals from: Long-term care facilities, Collaborative Courts, general community
Voluntarily agreed/court-ordered to participate in AOT FSP
Referrals from: Assisted Outpatient Treatment (AOT) Assessment and Linkage Team (see Appendix X for details)

Criminal-Justice Involved or high risk of criminal justice recidivism (Opportunity Knocks)

Referrals from: Jails, OC Probation, general community

Court-Involved (WIT/Whatever It Takes)

Referrals from: Collaborative Courts

FSP-eligible adults at risk of losing permanent housing (Home First)

Referrals from: County outpatient clinics and programs, private providers, property managers, general community
FSP-eligible older adults (also tend to have health/mobility issues) (OASIS)

Referrals from: Hospitals, Adult Protective Services, outpatient clinics, senior centers, jail, OC Links, family
members, CAT, general community
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SERVICES

The FSP programs use a coordinated team approach to provide “whatever it takes,”

including 24/7 crisis intervention and flexible funding to support people on their FSP Members Served by Age and FY
recovery journeys. They follow the Assertive Community Treatment (ACT) model of 1,500

providing comprehensive, community-based interventions, linguistically and culturally

competent services, and around-the-clock crisis intervention and support by

coordinated, multidisciplinary teams. The teams can include Marriage and Family %% 1,156 S 1,184 1,190
Therapists, Clinical Social Workers, Personal Services Coordinators, Peer Mentors, 988
Youth Mentors, Parent Partners, Housing Coordinators, Employment Coordinators, 900
Clinical Dietitians, Licensed Clinical Supervisors, Psychiatrists and/or Nurses who are 759 768 838
committed to the recovery model and the success of their participants. Working
together, the teams provide intensive services that include counseling, case 600
management and peer support, which are described in more detail below. veeees 401 ...-.......496'-.........442
With regard to clinical interventions, the FSP provides individual, family and group 300 ;:g 205

h R . 188 200
counseling and therapy to help individuals reduce and manage their symptoms,
improve functional impairments and assist with family dynamics. A wide array of 0
evidence-based practices are available and, depending on the age and needs of the FY 16/17 FY 17/18 FY 18/19 FY 19/20
individual, can include Motivational Interviewing, Cognitive Behavioral Therapy (CBT),
Trauma-Focused CBT, Eye Movement Desensitization and Reprocessing (EMDR), s««++ Children TAY Adults Older Adults

Dialectical Behavior Therapy, Integrated Treatment for Co-Occurring Disorders, Parent Child Interaction Therapy (PCIT), Seeking Safety, lllness Management and
Recovery, Moral Reconation Therapy (MRT), Program to Encourage Active Rewarding Lives for Seniors (PEARLS), behavioral modification and others. Individuals
enrolled in an FSP program also receive psychiatric care, medication management, psychoeducation, co-occurring substance use disorder services, mindfulness
training, crisis intervention and/or 24/7 support as needed.

Personal Services Coordinators (PSCs) provide intensive case management to help individuals access crucial medical care, educational support, social and
recreational opportunities, mental health rehabilitation, benefits acquisition, transportation resources, basic needs and other resources available in the
community. PSCs and/or other FSP staff also help individuals develop skills to manage problematic behaviors or impairments and work with significant others and
caregivers, when available, to support them in learning and practicing the new skills.

Some providers also have employment and/or housing coordinators who assist and support their participants in these essential elements of recovery. Employment
coordinators, or when dedicated coordinators are not available, PSCs and other staff, lead numerous workshops and classes to teach and hone prevocational and
vocational skills such as resume writing, interviewing skills, computer skills, etc. FSP housing coordinators (and/or PSCs) also assist individuals with finding and
maintaining safe, suitable housing, as reducing homelessness is one of the target outcomes for the FSPs.

Peer Recovery Specialists/Coaches and Parent Partners are key members of the FSP teams and play an integral role in promoting wellness and resilience. By sharing
their lived experience and learned skills, peer staff support recovery, empowerment and community integration. In addition, Parent/Family Partners work closely
with parents, legal guardians, caregivers, significant others and other family members to provide suggestions on how they can best support the participant. Parent
Partners also assist with the psychoeducational process to close the generational gap and shift how parents and caregivers view mental health, as well as provide
respite care.
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Family involvement in treatment and services can be critical to supporting and maintaining an individual’s recovery and has been central to the Children and TAY
FSP program providers’ approach to service and care planning. In addition, the Adult FSP program providers have been working on increasing family inclusion at
all levels of treatment and at social events, and several providers offer a monthly family support group to provide families with information, education, guidance
and support for their own needs, as well as to enable them to assist their family member’s recovery.

OUTCOMES

The programs evaluated changes on outcomes related to mental health recovery, living situation, legal involvement, employment and/or school performance by
comparing functioning in the 12 months prior to enrolling in the FSP to functioning during the fiscal year being evaluated. With the exception of school
performance, all results were statistically analyzed and reported according to the calculated effect size, which reflects, in part, the extent to which a change in
functioning over time is clinically meaningful for the individuals served in the FSP program.

Mental Health Recovery: Mental health recovery was evaluated through changes in two measures: (1) number of days the individual had been psychiatrically
hospitalized, and (2) the number of times the individual experienced a mental health emergency intervention (defined as a hospitalization episode, crisis residential
placement, emergency room/CSU visit, crisis assessment/WIC 5585 evaluation or police response due to a mental health crisis).

Across fiscal years, the FSPs generally made a small impact on decreasing the amount of time participants spent in a psychiatric hospital, with TAY, adult and older
adult participants having spent, on average, about 4-5 weeks in the hospital during the year prior to enrolling in an FSP compared to about 1-2 weeks in the hospital
after enrolling. Relative to the other FSP participants, children spent considerably less time in the hospital both prior to and after enrolling in an FSP (i.e., 1-1.5
weeks an average prior; 2-4 days an average after). Overall, this suggests that participants experienced somewhat less disruption in their daily lives by spending
less time in the hospital while receiving FSP services.

In addition, FSPs demonstrated medium to large decreases in the average number of mental health-related emergency interventions that participants experienced
across each of the fiscal years, further suggesting that they experienced recovery while receiving FSP services. This effect was particularly pronounced for older
adults, with the average number of events essentially dropping to zero.

FSP Improvement on Psychiatric Hospitalization Days FSP Improvement on MH Emergency Interventions
m Children's FSP = TAYFSP = Adult FSP = Older Adult FSP ® Children's FSP = TAYFSP = Adult FSP = Older Adult FSP
FY 2019-20 ] FY 2019-20 |
| |
FY 201819 I FY 2018-19 |
| |
FY 2017-18 | FY 2017-18 |
I |
£y 2016.17 ] FY 2016-17 |
I |
0 0.2 0.4 0.6 0.8 1 0 0.2 0.4 0.6 0.8 1
Verv Small Medium Large Very Small Medium Large
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Homelessness and Living Situation: Another goal of the FSPs is to prevent and reduce
unsheltered homelessness, emergency shelter stays and, for children, out-of-home
placements. For TAY, Adults and Older Adults, the FSPs also strive to increase the number
of days they are able to live in the community independently (i.e., live safely in an
unsupervised setting and perform their own activities of daily living).

The FSP programs continued to improve the housing circumstances of their participants
as evidenced by the generally large reduction (moderate for TAY) in the average number
of days spent homeless during each of the past FYs. Improvements were most
pronounced for adult and older adults, who typically experienced greater homelessness
prior to FSP enrollment. Unsheltered homelessness was defined as a residence not
intended for human habitation, such as a car, abandoned building, the street, etc.

The impact of FSPs on reducing days spent in emergency shelter varied across age group
and fiscal year. Children, TAY and adults generally experienced small to moderate
decreases while enrolled in the FSP over the past several FYs. Efforts to relocate a large
number of homeless adults living in the Flood Control Channel and Santa Ana Civic
Center area during FYs 2017-18 and 2018-19 likely contributed to the reduced impact on
this outcome as the TAO Central FSP provider worked to place adults living in these areas
in emergency shelters temporarily. In support of this speculation, when homeless adults
served by this provider are removed from the analysis, the remaining adults experienced
moderate reductions (0.48) in emergency shelter use during FY 2018-19, which is
consistent with findings from FY 2016-17. In contrast, older adults FSP demonstrated the
opposite pattern (i.e., shifting from a moderate impact in FY 2016-17 to a large impact
in the past two FYs), which may be attributable to a few participants who had very long
emergency shelter motel stays while receiving services in FY 2016-17 before
transitioning to permanent living placements in FY 2017-18. Finally, while fewer children
served in FY 2019-20 had stayed in emergency shelters prior to enrolling in the FSP
compared to prior fiscal years, those that had reported unusually long shelter days,
resulting in a large decrease once the FSP was able to provide housing for these children
and their families. Thus, unique factors across the past four FYs may account for the
fluctuating impact on emergency shelter use rather than true changes in the FSPs’ ability
to improve this outcome.

While TAY and adults experienced a small increase in the average number of days spent
living independently across FYs, older adults demonstrated moderate to large increases.
Thus, the Older Adult FSP appears to be relatively effective at helping support
independent living, which is defined as living in an apartment or single room occupancy
as opposed to any type of supervised residential placement. These improvements
appear to be the result of changes implemented in FY 2017-18 when the increased
impact was first observed. During this time the provider implemented a more

FSP Improvement on Unsheltered Homeless Days

u Children's FSP TAY FSP Adult FSP = Older Adult FSP

FY 2019.20 |
FY 2018.19 |
FY 2017-18 ]
FY 2016-17 |
0 0.2 0.4 0.6 0.8 1

FSP Improvement on Emergency Shelter Days
m Children's FSP TAY FSP Adult FSP  m Older Adult FSP

L
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N
I
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collaborative, structured approach where the treatment team collectively discussed and
problem-solved ways to engage members who were at high risk of hospitalization and/or
incarceration. In addition to weekly contact with personal service coordinators, teams
increased contact with the older adults by including visits with life coaches, therapists or
housing coordinators or members of the medical team. In addition, staff has worked
diligently to increase the number of groups offered and created new and more
interesting group topics and events based on client interests and needs. As a result, the
program has seen a significant increase in group participation over the past fiscal years.
These improvements are thought to have positively impacted overall functioning and
not just independent living, as evidenced by improvements across all outcomes during
the past two FYs relative to FY 2016-17.

Finally, for children the goal is to reduce out-of-home placements, which are defined as
placement in a group home or residential treatment facility. It should be noted that a
very small number of children are affected by an out-of-home placement either prior to
enrolling in the FSP or during the fiscal year being evaluated (i.e., n= 20 in FY 2016-17,
n=14in FY 2017-18, & n=17 in FY 2018-19). Thus, it is difficult to draw firm conclusions
on the overall efficacy of FSPs in reducing out-of-home placements for children, although
the average number of days children were placed out-of-the-home did decrease during
all three fiscal years when compared to the year prior to their enroliment in the FSP.

Legal Involvement: Outcomes related to decreasing individuals’ involvement with the
legal system were tracked using two measures: number of arrests and days incarcerated
in jail or prison. Participants of all ages generally experienced large to very large
decreases in arrests during all fiscal years compared to the year prior to FSP enroliment,
with the exception of moderate to large reductions experienced by children and TAY in
FYs 2018-19 and 2019-20.

There was variability across age groups and fiscal years with regard to the impact on days
spent incarcerated. Adults showed consistently large decreases in days incarcerated
across all four fiscal years, and TAY and older adults tended to show moderate-to-large
decreases. Over the past four FYs, children have shown large fluctuations in
incarceration outcomes. The HCA is currently exploring possible underlying reasons for
these shifts in incarceration patterns among TAY and children.

FSP Improvement on Independent Living Days
Adult FSP = Older Adult FSP
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Employment: The TAY and Adult FSPs also examined days employed, which is vital to

recovery but can be difficult to attain for those struggling with the combination of serious Improveme?}veg Em\m?%:nent Days
mental illness, substance use disorders, homelessness and/or a legal history. Per
guidelines established by the County Behavioral Health Directors Association of FY2019-20

California (CBHDA), employment was defined as competitive, supported or transitional
employment, as well as paid in-housework, work experience, non-paid work experience
and other gainful employment activity. Compared to the year prior to FSP enroliment, FY 2017-18 s
the FSPs had no impact in FY 2016-17 and a small impact in FYs 2017-18 and 2018-19 on
employment for adults and TAY who were at least 16 years old at the start of the fiscal
year (and therefore eligible to work the duration of the reporting period). Thus, 0 0.2 0.4 0.6 0.8 1
. . S . . . Very Small Medium Large
increasing employment activity in a meaningful way continues to be a particularly

challenging area for the FSPs.

FY 201819 s

FY 201617

School Performance

School Performance: The Children’s FSPs examined the proportion of children who (1) Children/Youth FSP
maintained good/very good school attendance or grades and/or who (2) improved their
attendance or grades while enrolled in the FSP. Although the majority of children FY 2016-17 FY2017-18 FY 2018-19 FY 2019-20
reported good/improved attendance across both fiscal years, the proportion reporting Good,
] . B . _ . Very Good,
g'oo‘d/lmproved grades fell from 89% in FY 2016-17 to ?2% in FY.2(‘)17 1§. Thus,'wh|le the Improved 78% 72%
findings generally suggest that the FSPs are successful in maintaining or improving school Attendance
performance among the children served, the HCA will continue to monitor the FSPs’ Good,
. . _ Very Good,
impact on grades to determine whether or not the FY 2017-18 results are an anomaly. Improved 89% 55%
Grades

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

Finding safe, affordable and permanent housing in the neighborhoods in which the individuals/families have support networks and/or the children are enrolled in
school has continued to be challenging. To address immediate concerns with supply, FSP housing specialists work to build relationships in the community and
develop housing resources for their participants. Once participants have been placed in housing, FSPs utilize a housing assistance strategy in which the
individual/family becomes increasingly responsible with meeting costs so that, when clinical goals are met, the individual/family is able to maintain housing
independently. This strategy creates stability so that clinical advances can be maintained upon discharge from the program. The HCA is also in the process of
creating an FSP track that will assist individuals and families who are living in permanent housing but struggling to maintain their housing and are at risk of becoming
homeless. To address the shortage of permanent supportive housing, the HCA along with the support of the Orange County Board of Supervisors, is continuing to
identify and fund new housing development opportunities. In addition, the HCA has partnered with Orange County Community Resources, housing developers
and other community partners to apply for federal and state housing funding, including No Place Like Home.

Employment has also continued to be an ongoing and significant challenge despite the recovering job market. FSP programs can encounter difficulties identifying
employers who are flexible enough to employ individuals (or their parents/guardians) who may need time away from work to support their (child’s) recovery. Yet
employment serves as a critical component of recovery by helping increase peoples' connection with their community, providing a sense of purpose and increasing
self-sufficiency. Drawing upon these principles, as well as CBHDA’s expanded definition of employment, the programs are working to increase individuals’
participation in meaningful, employment-related activities such as volunteer work and enrollment in educational/ training courses as a way to enhance vocational
skills, gain experience, and increase their confidence in being able to succeed in the workforce. Over the past year, the Adult FSP program has worked to secure

168 |Page



additional community opportunities and created internal opportunities for volunteer work.
Nevertheless, more than any other target outcome, the program continues to struggle with
supporting individuals in sustaining employment in a consequential way. Over the next year,
FSP program staff will review referrals and linkages to employment services to see if
opportunities exist to increase referrals and better support linkage to these services.

In addition, the Older Adult FSP program has noted that its participants do not always attend
groups consistently. The provider has made an increased effort to recruit potential
participants by engaging them in conversation about the groups and benefits of attending,
placing reminder calls, increasing socialization among group participants and assisting with
and/or linking to transportation so that they may attend groups. Feedback from older adults
served is also elicited regularly so that improvements to the groups’ content and/or structure
can be made on an ongoing basis.

To address an increase of co-occurring substance use issues among TAY and adult
participants, the FSP programs are offering more co-occurring groups; working to partner
with community substance use treatment programs to expand resources, including
residential programs that specialize in co-occurring treatment; and creating their own co-
occurring supports and interventions to fill identified service gaps. FSP staff also works
collaboratively with Housing and Supportive Services staff to help individuals with co-
occurring issues maintain their housing. The Adult FSP providers that serve justice-involved
individuals are working to have more staff trained in MRT in order to provide more MRT
groups and have increased collaboration with Correctional Health Services to support linkage
by providing in reach services and coordinating for transportation upon release.

The Adult FSP program provider for Assisted Outpatient Treatment (AOT) focused services
actively continues to address misunderstanding within the community about what their
program can and cannot do in relation to its implementation of AOT by virtue of being MHSA-
funded and therefore required to be voluntary in nature.

The Adult Housing FSP provider began providing services in Fall 2020. The provider effectively
engages individuals who have come from homelessness and provides intensive and
comprehensive treatment and support that focuses on preventing loss of housing while
increasing housing sustainability.

Finally, the Children’s Project RENEW provider was expanded in FY 2020-21 to serve 20
additional children/youth placed in Intensive Services Foster Care (ISFC) homes. ISFC is a
placement model of home-based family care for eligible children/youth whose needs for
safety, permanency and well-being require specially trained resource parents and access to
intensive supportive services.

COMMUNITY IMPACT

Since program inception dates, the FSPs have served
more than 2,100 children (approximately 18%), nearly
4,000 TAY (approximately 35%), more than 4,600 adults
(approximately 40%) and nearly 700 older adults
(approximately 6%). The FSP programs provide a strong
base in participant-driven services that build on
individual strengths using a “whatever it takes”
approach and field-based services that break down
barriers to accessing treatment. With the continued
implementation of co-occurring services, the programs
have increased their collaboration with community
substance use programs, residential substance use
treatment programs and/or detoxification centers. In
addition, providers that work collaboratively with the
Courts, Probation Department, Public Defender’s
Office, District Attorney’s Office, and/or County
Counsel continue to prioritize developing treatment
approaches that reduce recidivism in the criminal
justice system.

The FSP programs also work closely with various
providers and other community groups to support
participants on their recovery journeys. This includes
the Social Security Administration, Social Services
Agency, primary care physicians and other medical
providers, hospitals, board and care homes, room and
boards, recovery residences, housing providers,
shelters, Family Resource Centers, legal resources, food
banks, vocational trade programs, LGBTIQ centers,
Salvation Army, Goodwill, Wellness Centers, NAMI,
immigration services, thrift shops, faith-based leaders,
school districts, policymakers, community based
organizations and community clinics. By establishing
such depth and breadth to their network of
collaborators, the FSPs continue to be a leading force
for mental health recoverv in the communitv.
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REFERENCE NOTES

Psychiatric Hospitalization Days:

Children:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
TAY:

Prior M=14.8, SD= 37.7; Since M= 4.5, SD 12.5; t(82)=2.4, p<.02, Cohen's d= 0.30, -70%
Prior M=9.9, SD= 11.6; Since M=3.8, SD 7.0; t(90)=4.0, p<.001, Cohen's d=0.43, -62%
Prior M= 7.7, SD=6.7; Since M=3.8, SD= 8.9; t(75)=2.67, p<.01, Cohen’s d=0.31, -51%
Prior M=10.8, SD=13.6; Since M=1.8, SD=4.6.1; £(70)=5.05, p<.001, Cohen’s d=0.65, -83%

FY2019-20: Prior M=17.2, SD=23.8; Since M=5.2, SD=17.6; t(245)=-7.0, p<.001, Cohen's d=.45, -70%

FY 2018-19:

FY 2017-18:

FY 2016-17:
Adults:

Prior M=23.0, SD=42.1; Since M=6.7, SD=19.8; t(265)=-6.14, p<.001, Cohen's d=0.41, -71%
Prior M=28.6, SD=52.1; Since M=8.6, SD=26.8; t(274)=5.59, p<.001, Cohen’s d=0.35, -70%
Prior M=39.8, SD=76.6; Since M=14.8, SD=38.3; t (246)=-5.03, p<.001, Cohen’s d=0.35, -63%

FY2019-20: Prior M=37.7, SD=65.9; Since M=13.8, SD=31.6; t(599)=8.06, p<.001, Cohen’s d=.35, -63%

FY 2018-19:
FY 2017-18:
FY 2016-17:
Older Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M=36.7, SD=65.1; Since M=13.2, SD=29.7; t(556)=8.08, p<.001, Cohen’s d=0.37, -64%
Prior M=34.0, SD=59.7; Since M=14.4, SD=31.9; t(559)=6.92, p<.001, Cohen’s d=0.31, -58%
Prior M=34.2, SD=64.3; Since M=13.1, SD=30.4; t(542)=6.78, p<0.001, Cohen’s d=0.32, -62%

Prior M=36.3, SD=67.9; Since M=8.7, SD=24.4; t(55)=2.89, p <.05, Cohen’s d=.43, -76%
Prior M=37.2, SD=70.4; Since M=7.6, SD=24.0; t(52)=3.53, p <.001, Cohen’s d=0.65, -80%
Prior M=39.4, SD=76.1; Since M=5.0, SD=12.8; t(57)=3.41, p<.001, Cohen’s d=0.55, 87%
Prior M=28.1, SD=59.7; Since M=11.7, SD=26.7; t(58)=1.84, p=0.07, Cohen’s d=0.28, -58%

Mental Health Emergency Interventions:

Children:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
TAY:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M=2.1, SD=2.0; Since M=0.3, SD=1.0; t(169)=11.8, p<.001, Cohen's d=0.87, -86%
Prior M=1.8, SD=1.7; Since M=0.3, SD=.78; t(241), p<.001, Cohen's d=0.89, -83%

Prior M=1.8, SD=1.9; Since M=0.5, SD=1.1; t(158)=7.61, p<.001, Cohen’s d=0.62, -72%
Prior M=1.8, SD=2.6; Since M=0.4, SD=0.7; t(82)=4.57, p<.001, Cohen’s d=0.55, -78%

Prior M=2.4, SD=3.4; Since M=0.3, SD=1.0; t(460)=13.3, p<.001, Cohen's d=0.67, -88%
Prior M=2.6, SD=3.3; Since M=0.3, SD=.7; t(500)=15.12, p<.001, Cohen's d=0.83, -88%
Prior M=2.7, SD=3.6; Since M=0.4, SD=3.6; t(365)=12.14, p<.001, Cohen’s d=0.74, -85%
Prior M=2.3, SD=3.3; Since M=0.6, SD=1.7; t(295)=7.7, p<.001, Cohen’s d=0.46, -74%

Prior M=2.3, SD=2.3; Since M=0.81, SD=2.0; t(700)=13.00, p<.001, Cohen’s d=.49, -65%
Prior M=2.5, SD=2.4; Since M=0.8, SD=1.7; t(658)=14.43, p<.001, Cohen’s d=0.57, -67%
Prior M=3.2, SD=3.7; Since M=1.0, SD=2.0; t(809)=14.88, p<.001, Cohen’s d=0.54, -68%
Prior M=2.4, SD=2.6; Since M=0.7, SD=1.5; t(629)=13.10, p<.001, Cohen’s d=0.59, -69%
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Older Adults:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M=2.5, SD=2.4; Since M=0.01, SD=0.12; t(73)=8.68, p<.001, Cohen’s d=1.35, -100%
Prior M=2.1, SD=1.7; Since M=0, SD=0.0; t(66)=10.25, p<.001, Cohen’s d=1.77, -100%
Prior M=3.2, SD=4.6; Since M=0, SD=0.0; t(121)=7.58, p<.001, Cohen’s d=0.97, -100%
Prior M=1.7, SD=1.6; Since M=0.2, SD=0.5; t(79)=8.07, p<.001, Cohen’s d=1.02, -89%

Homeless Days:

Children:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

TAY:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Adults:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Older Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M=81.5, SD=109.3; Since M=0.0; SD=0.0; t(17)= 3.2, p<.006, Cohen's d=1.10, -100%
Prior M=56.0, SD=94.7; Since M=1.9; SD=7.1; t(25)=2.87, p<.001, Cohen's d=0.70, -97%

Prior M=88.8, SD=101.8; Since M=7.3, SD=19.7; t(23)=3.86, p<.01, Cohen’s d=0.96, -92%
Prior M=96.4, SD=129.7; Since M=17.1, SD=51.7; t(19)=-3.0, p<.01, Cohen’s d=0.80, -82%

Prior M=77.8, SD=91.4; Since M=11.7, SD=41.3; t(132)=8.4, p<.001, Cohen's d=.80, -85%

Prior M=92.8, SD=113.9; Since M=15.1, SD=33.2; t(146)=8.51, p<.001, Cohen's d=0.70, -84%
Prior M=101.6, SD=118.8; Since M=21.9, SD=46.1; t(168)=8.13, p<.001, Cohen’s d=0.68, -78%
Prior M=102.3, SD=124.93; Since M=26.3, SD=55.79; t(154)=-6.69, p<.001, Cohen’s d=0.57, -74%

Prior M=159.8, SD=127.8; Since M=30.9, SD=71.3; t(669)=22.4, p<.001, Cohen’s d=.90, -81%
Prior M=179.9, SD=134.1; Since M=30.6, SD=70.0; t(640)=25.4, p<.001, Cohen’s d=1.05, -83%
Prior M=178.7, SD=132.0; Since M=25.2, SD=60.7; t(666)=26.17, p<.001, Cohen’s d=1.07, -86%
Prior M=145.7, SD=122.56; Since M=36.9, SD=73.42; t(611)=18.68, p<.001, Cohen’s d=0.79, -75%

Prior M=204.9, SD=133.8; Since M=25.7, SD=70.4; t(119)=13.3, p<.001, Cohen’s d=1.28, -87%

Prior M=216.4, SD=140.0; Since M=27.8, SD=76.1; t(124)=13.89, p<.001, Cohen’s d=1.31, -87%
Prior M=217.5, SD=136.2; Since M=27.7, SD=67.2; t(128)=14.99, p<.001, Cohen’s d=1.42, -87%
Prior M=205.4, SD=138.5; Since M=37.6, SD=84.5; t(134)=12.14, p<.001, Cohen’s d=1.06, -82%

Emergency Shelter Days:

Children:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

TAY:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M= 88.2, SD=112.9; Since M=7.7, SD=20.6; t(22)=3.4, p=.003, Cohen's d=0.88, -91%
Prior M= 43.8, SD=79.6; Since M=25.4; SD=45.1; t(83)=1.7, p=.094, Cohen's d=0.19,-37%
Prior M=62.4, SD=100.4; Since M=27.5; SD=55.7; t(48)=1.99, p=.05, Cohen’s d=0.29, -56%
Prior M=72.9, SD=108.9; Since M=14.8; SD=35.4; t(31)=-2.97, p<.01, Cohen’s d=0.61, -80%

Prior M= 54.2, SD=85.7; Since M=32.6, SD=75.3; t(205)=2.6, p<.011, Cohen's d= 0.18, -40%

Prior M= 96.0, SD=109.5; Since M=28.7, SD=57.2; t(215)=-.041, p<.05, Cohen's d=0.61, -51%
Prior M=69.3, SD=101.3; Since M=29.2, SD=54.5; t(155)=4.38, p<.001, Cohen’s d=0.37, -58%
Prior M=82.9, SD=117.2; Since M=22.5, SD=51.3; t(162)=-5.90, p<.001, Cohen’s d=0.50, -73%
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Adults:
FY 2019-20: Prior M=66.5, SD=102.6; Since M=32.6, SD=67.0; t(385)=5.03, p<.001, Cohen’s d=.26, -51%
FY 2018-19: Prior M=62.7, SD=103.3; Since M=36.8, SD=63.9; t(406)=4.01, p<.001, Cohen’s d=0.20, -41%
FY 2017-18: Prior M=68.4, SD=102.6; Since M=33.9, SD=53.6; t(430)=5.66, p<.001, Cohen’s d=0.28, -50%
FY 2016-17: Prior M=83.2, SD=112.6; Since M=20.5, SD=53.4; t(341)=9.18, p<.001, Cohen’s d=0.53, -75%
Older Adults:
FY 2019-20: Prior M=118.2, SD=130.8; Since M=40.0, SD=73.6; t(109)=5.27, p<.001, Cohen’s d=.52, -66%
FY 2018-19: Prior M=138.1, SD=139.4; Since M=25.2, SD=60.6; t(87)=6.89, p<.001, Cohen’s d=0.79, -82%
FY 2017-18: Prior M=120.2, SD=136.9; Since M=12.8, SD=34.4; t(95)=7.27, p<.001, Cohen’s d=0.84, -89%
FY 2016-17: Prior M=99.4, SD=126.7; Since M=39.5, SD=81.5; t(102)=3.96, p<.001, Cohen’s d=0.43, -63%

Independent Living Days:
TAY:
FY 2019-20: Prior M=8.5, SD=43.3; Since M=25.23, SD=77.2; t(910)=-6.4, p<.001, Cohen's d=-0.22, 196%
FY 2018-19: Prior M=10.2, SD=49.0; Since M=33.1, SD=89.6; t(787)=-6.69, p<.001, Cohen's d=-0.25, 225%
FY 2017-18: Prior M=14.6, SD= 60.8; Since M=29.9, SD=81.2; t(743)=-4.57, p<.001, Cohen’s d=-0.17, 105%
FY 2016-17: Prior M=17.9, SD= 65.01; Since M=43.4, SD=96.66; t(747)=-6.46, p<.001, Cohen’s d=-0.24, 142%
Adults:
FY 2019-20: Prior M=34.5, SD=89.4; Since M=94.9, SD=136.7; t(1187)=-13.9, p<.001, Cohen’s d=-.42, 175%
FY 2018-19: Prior M=38.3, SD=95.2; Since M=89.8, SD=133.4; t(1111)=-11.81, p<.001, Cohen’s d=-0.36, 134%
FY 2017-18: Prior M=38.7, SD=95.8; Since M=75.7, SD=127.1; t(1144)=-9.01, p<.001, Cohen’s d=-0.27, 96%
FY 2016-17: Prior M=46.6, SD=105.5; Since M=86.8, SD=139.1; t(1153)=-9.10, p<.001, Cohen’s d=-0.24, 86%
Older Adults:
FY 2019-20: Prior M=55.4, SD=113.9; Since M=145.3, SD=161.9; t(199)=-7.12, p<.001, Cohen’s d=-.51, 162%
FY 2018-19: Prior M=58.6, SD=116.1; Since M=190.1, SD=156.2; t(181)=-9.95, p<.001, Cohen’s d=-0.75, 224%
FY 2017-18: Prior M=70.0, SD=125.3; Since M=198.1, SD=152.3; £(190)=-9.82, p<.001, Cohen’s d=-0.72, 183%
FY 2016-17: Prior M=76.2, SD=129.2; Since M=170.9, SD=160.3; t(219)=-7.41, p<.001, Cohen’s d=-0.46, 124%

Out-of-Home Placement Days:
Children:
FY 2019-20: Prior M=45.5, SD=95.1; Since M=27.4; SD=50.9; t(9)=0.50, p=.63, Cohen's d=0.16, -40%
FY 2018-19: Prior M=92.8, SD=135.44; Since M=55.2, SD=93.1; t(16)=1.38, p=.19, Cohen's d=0.35, -41%
FY 2017-18: Prior M=51.8, SD=74.3; Since M=44.0, SD=66.2; t(13)=0.27, p=.79, Cohen’s d=0.07, -15%
FY 2016-17: Prior M=72.9, SD=102.2; Since M=55.9, SD=104.1; t(19)=.643m, p=0.53, Cohen's d=0.49, -23%

Arrests:
Children:
FY 2019-20: Prior M=2.0, SD=1.7; Since M=0.2, SD=.5; t(28)=6.5, p<.001, Cohen's d=1.60, -90%
FY 2018-19: Prior M=2.3, SD=.4; Since M=0.4, SD=.8; t(61)=3.69, p<.001, Cohen's d=0.60, -83%
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FY 2017-18: Prior M=2.5, SD=2.6; Since M=0.1, SD=0.4; t(24)=4.48, p<.001, Cohen’s d=1.04, -72%

FY 2016-17: Prior M=2.9, SD=4.1; Since M=0.0, SD=0.0; t(6)=1.86, p=.11, Cohen’s d=0.99, -78%
TAY:

FY 2019-20: Prior M=2.5, SD=3.6; Since M=.3, SD=.8; t(308)=10.3, p<.001, Cohen's d=0.71, -88%

FY 2018-19: Prior M=2.1, SD=3.0; Since M=0.4, SD=.84; t(220)=7.9, p<.001, Cohen's d=0.62, -81%

FY 2017-18: Prior M=2.2, SD=3.1; Since M=0.1, SD=0.5; t(216)=9.81, p<.001, Cohen’s d=0.80, -95%

FY 2016-17: Prior M=2.1, SD=3.0; Since M=0.4, SD=.83; t(270)=10.21, p<.001, Cohen’s d=0.79, -81%
Adults:

FY 2019-20: Prior M=2.1, SD=3.0; Since M=.4, SD=0.9; t(613)=13.72, p<.001, Cohen’s d=.64, -81%

FY 2018-19: Prior M=2.0, SD=1.7; Since M=0.4, SD=0.8; t(554)=19.84, p<.001, Cohen’s d=0.90, -82%

FY 2017-18: Prior M=1.9, SD=1.9; Since M=0.3, SD=0.8; t(586)=18.26, p<.001, Cohen’s d=0.80, -84%

FY 2016-17: Prior M=2.0, SD=2.2; Since M=0.3, SD=0.8; t(598)=17.58, p<.001, Cohen’s d=0.82, -86%
Older Adults:

FY 2019-20: Prior M=1.6, SD=1.5; Since M=0; SD=0.0; t(43)=7.0, p<.001, Cohen’s d=1.49, -100%

FY 2018-19: Prior M=1.3, SD=0.6; Since M=0, SD=0.0; t(39)=14.58, p<.001, Cohen’s d=3.26, -100%

FY 2017-18: Prior M=1.4, SD=0.7; Since M=0, SD=0.0; t(32)=12.34, p<.001, Cohen’s d=3.03, -100%

FY 2016-17: Prior M=1.4, SD=0.8; Since M=0, SD=0.0; t(31)=10.71, p<.001, Cohen’s d=2.68, -100%

Incarceration Days:
Children:
FY 2019-20: Prior M=33.3, SD=47.8; Since M=37.7; SD=76.1; t(22)=-.25, p=.81, Cohen's d=-.05, 13%
FY 2018-19: Prior M=43.0, SD=69.4; Since M=22.1; SD=42.6; t(52)=1.93, p=.059, Cohen's d=0.27, -48%
FY 2017-18: Prior M=75.4, SD=97.4; Since M=29.8; SD=42.6; t(21)=2.07, p=.05, Cohen’s d=0.48, -60%
FY 2016-17: Prior M=28.7, SD=39.1; Since M=34.2; SD=67.9; t(9)=.194, p=.851, Cohen’s d=-0.06, 19%
TAY:
FY 2019-20: Prior M=83.5, SD=96.6; Since M=24.4, SD=48.2, t(290)=9.3, p<.001, Cohen's d=0.57, -71%
FY 2018-19: Prior M=99.7, SD=102.4; Since M=44.9, SD=82.5, t(215)=5.9, p<.001, Cohen's d=0.4, -55%
FY 2017-18: Prior M=114.1, SD=107.4; Since M=22.5, SD=42.9, t(210)=12.19, p<.001, Cohen’s d= 0.94, -80%
FY 2016-17: Prior M=95.3, SD=102.3; Since M=19.9, SD=39.1, £(217)=10.31, p<.001, Cohen’s d=0.77, -79%
Adults:
FY 2019-20: Prior M=117.9, SD=107.0; Since M=26.0, SD=49.9; t(620)=20.04, p<.001, Cohen’s d=.86, -78%
FY 2018-19: Prior M=105.6, SD=102.2; Since M=24.5, SD=48.3; t(555)=18.03, p<.001, Cohen’s d=0.83, -77%
FY 2017-18: Prior M=103.8, SD=97.6; Since M=17.3, SD=38.3; t(585)=20.38, p<.001, Cohen’s d=0.93, -83%
FY 2016-17: Prior M=99.6, SD=94.5; Since M=20.4, SD=41.7; t(623)=19.24, p<.001, Cohen’s d=0.79, -80%
Older Adults:
FY 2019-20: Prior M=106.9, SD=111.1; Since M=12.6, SD=44.1; t(32) = 4.54, p<.001, Cohen’s d=0.86, -88%
FY 2018-19: Prior M=71.4, SD=91.2; Since M=19.3, SD=48.9; t(37)=2.98, p<.05, Cohen’s d=0.5, -73%
FY 2017-18: Prior M=46.6, SD=75.0; Since M=11.5, SD=39.5; t(29)=2.28, p<.05, Cohen’s d=0.44, -75%
FY 2016-17: Prior M=72.6, SD=90.6; Since M=8.4, SD=24.7; t(29)=3.72, p<.01, Cohen’s d=0.79, -88%
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Employment Days:

TAY:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Adults:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M=28.2, SD=75.3, Since M=68.2, SD=114.7; t(897)=-10.2, p<.001, Cohen's d=-0.35, 142%
Prior M=39.8, SD=87.3; Since M=62.9, SD=109.5; t(848)=-5.74, p<.001, Cohen's d=-0.20, 58%
Prior M=40.5, SD=89.5; Since M=70.8, SD=115.3; t(764)=-6.88, p<.001, Cohen’s d=-0.25, 75%
Prior M=46.6, SD=95.4; Since M=63.6, SD=110.0; t(624)=3.30, p<.001, Cohen’s d=-0.13, 36%

Prior M=28.6, SD=76.4; Since M=45.5, SD=103.6; t(1181)=-4.92, p<.001, Cohen’s d=-.15, 59%
Prior M=26.6, SD=74.4; Since M=49.4, SD=106.0; t(1111)=-6.50, p<.001, Cohen’s d=-0.20, 85%
Prior M=25.8, SD=70.9; Since M=50.5, SD=108.2; t(1144)=-6.91, p<.001, Cohen’s d=-0.21, 96%
Prior M=28.8, SD=75.8; Since M=44.1, SD=97.5; t(1150)=-4.58, p<.001, Cohen’s d=-0.12, 53%
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Program of Assertive Community Treatment
(PACT)(CSS)

The Program of Assertive Community Treatment (PACT) is the County-operated version of a Full Service Partnership program. Like the FSPs, it utilizes the evidence-
based Assertive Community Treatment model to provide comprehensive, “whatever it takes”, field-based outpatient services to persons ages 14 and older who
are living with serious emotional disturbance (SED) or serious mental illness (SMI). Individuals enrolled in the PACT may also have a co-occurring substance use
disorder, experience social, cultural and/or linguistic isolation, and have had difficulty engaging with more traditional outpatient mental health services. The main
difference from an FSP is that the PACT specifically targets individuals who have had two or more hospitalizations and/or incarcerations due to their mental illness
in the past year. The PACT accepts referrals from County-operated and, in the case of children, County-contracted outpatient clinics. The PACT staffing is separated
into teams that provide age and developmentally targeted services (Children/youth ages 14-21, TAY ages 18-25, adults ages 26-59, older adults ages 60 and older).
Youth ages 18-21 are served by the Child/Youth team or the TAY team based on their level of caregiver involvement and developmental age.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic v Korean TDD/CHAT
@ g0g ‘ Farsi Mandarin v Viethamese

Khmer V' Spanish Other:

Ages 14+ Field Community At-Risk  Mild-Moderate Severe

PROGRAM SPECIALIZATIONS

CONOROGBOGQO D

BH 1st Students / Foster Parents Families Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders  School Youth Morbidities ~ Justice ~ Communities At-Risk of  from SU Exposed  Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicit Unduplicated

3  Female 47  African American/Black Fiscal Year Program Budget # to be Served
21 Male American Indian/Alaskan Native FY 2020-21 $10,599,650 1,430
66 Transgender Asian/Pacific Islander FY 2021-22% $10,699,650 1.430
10 Genderqueer Caucasian/White e ’
Questioning/Unsure Latino/Hispanic FY 2022-23 $10,599,650 1,430
Another Middle Eastern/North African
Another
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SERVICES

The PACT is staffed by multidisciplinary teams that provide an individualized treatment

approach offering intensive, age-appropriate services out in the community. The teams PACT Members Served by Age and FY
include Mental Health Specialists, Clinical Social Workers, Marriage and Family 1,200

Therapists, Peer Specialists, Psychiatrists and Supervisors who work together to provide

clinical interventions such as individual and group therapy, crisis intervention, substance 1,000 1,011
use services and medication services. The most commonly used evidence-based and 928 887

best practices include Assertive Community Treatment, Seeking Safety and Trauma- 800 794

Focused Cognitive Behavioral Therapy. Children and TAY, in particular, also require

intensive family involvement. Thus, collaboration with family members, which can 600

include family therapy, is provided.

The PACT also provides intensive case management. Team members offer peer and/or 400

caregiver support, vocational and education support, assistance with benefits

acquisition, money management, advocacy and psychoeducation on a number of topics. 200 141 178 182 163

Participants are also referred and linked to a number of community resources such as 103 89 %83 96

NAMI, Family Resource Centers and the Wellness Centers to help facilitate their 0 1— e 79

recovery and maintain their gains after being discharged from the program. FY 16/17 FY 17/18 FY 18/19 FY 19/20

As needed, the PACT uses flexible funding to support the needs of participants and/or e Children/Youth TAY Adults Older Adults

their families and is intended to cover the costs of services and supports not otherwise

reimbursable, as well as items such as incentives, stipends, tickets/admission fees, food,

refreshments, and ancillary supports such as child care or family involvement, etc. so

that the participant may fully engage in the recovery-focused activity. PACT Improvement on Psychiatric Hospitalization Days
m Children TAY Adult = Older Adult

OUTCOMES

Using the same approach as the FSPs, the PACT evaluated performance through several FY 2019-20

recovery-based outcome measures related to life functioning: days spent psychiatrically
hospitalized, homeless, incarcerated and, for TAY and adults, employed. For
children/youth under age 18, the PACT also evaluated grades and school attendance. FY 2018-19
Program effectiveness was measured by comparing differences in functioning during
the 12 months prior to enrolling in the PACT to the fiscal year being evaluated. Results
were statistically analyzed and reported according to the calculated effect size, which FY 2017-18
reflects, in part, the extent to which a change in functioning over time is clinically
meaningful for the individuals served in the PACT. For all functional measures other than
employment or education, only individuals who reported that they experienced the FY 2016-17
functional outcome (i.e., hospitalization, homelessness, incarceration) either before or
after enrollment were included in the outcomes analysis. All TAY and adults were

o

0.2 0.4 0.6 0.8 1
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included in the employment analysis and all children/youth were included in the school attendance/grades evaluation.

Psychiatric_hospitalizations: Adults experienced a moderate reduction in psychiatric
hospitalization days during each of the fiscal years reported here, as did children/youth
in FY 2018-19, the first full year in which the team serving this younger age group was
fully operational. In contrast, TAY and older adults demonstrated variable effectiveness,
ranging from small to moderate, in reducing days spent in the hospital while served in
the PACT. Older adults continue to face challenges with discharge placement options
that can accommodate complex medical or physical needs of consumers, which has led
to longer hospitalization stays during some years. TAY, on the other hand, experienced
a moderate decrease in days hospitalized in FY 2018-19, an improvement from the two
prior years. The HCA will continue to monitor the rates in future years to see if this
improved reduction continues for TAY.

Homelessness: Because individuals who are homeless and living with SED/SMI are
largely referred to FSP services, the number of individuals in the PACT who experience
unsheltered homelessness tends to be lower than those who are in an FSP. Consistent
with this, no children/youth reported experiencing unsheltered homelessness in the
year prior to enrollment in the PACT and/or while receiving services in FY 2018-19.

TAY, adults and older adults experienced moderate to large decreases in days spent
homeless over each of the past four fiscal years (i.e., average days spent homeless while
enrolled in the PACT generally ranged from 1.5-2.5 weeks for TAY except FY 2019-20
which averaged 30 days; 7-9 weeks for adults, 7-10 weeks for older adults). The number
of TAY and older adults affected by homelessness tends to be much lower than the
number of adults affected, thus the differences across the age groups may reflect
unique characteristics of the TAY or older adults served in any given year rather than a
change in overall program efficacy. The HCA will continue to monitor trends in
homelessness for the PACT participants over time.

Incarcerations: TAY, adults and older adults generally experienced moderate to large
decreases in days spent incarcerated over each of the past four fiscal years (i.e., average
days incarcerated while enrolled in the PACT was typically 1-2.5 weeks across all age
groups). Similar to findings on days spent homeless, the number of TAY and older adults
who had been incarcerated tended to be much lower than the number of adults. Thus,
the differences across age groups and fiscal years may reflect unique characteristics of the
TAY or older adults served in any given year rather than a change in program efficacy. The
HCA will continue to monitor trends in incarceration for the PACT participants.

Very few children/youth reported incarcerations prior to or during enrollment in the
PACT. During FY 2019-20, two clients were incarcerated prior to enrollment for a total of

PACT Improvement on Unsheltered Homeless Days

TAY PACT Adults PACT = Older Adults PACT

FY 2019-20
FY 2018-19
FY 2017-18

FY 2016-17

0.4 0.6 0.8 1

o
©
[N}

PACT Improvement on Incarceration Days

TAY Adult u Older Adult

FY 2019-20
FY 2018-19
FY 2017-18

FY 2016-17

0.4 0.6 0.8 1
Very Small Medium Large

o
o
N
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168 days (one for 28 days, one for 140 days). There were no incarceration days during
enrollment in the PACT. In FY 2018-19, the first year in which the child/youth team was
fully implemented, 2 of the 79 children/youth experienced incarceration (one for 121
days prior to enrollment and no days in FY 2018-19; the other reported for 30 days prior
to enrollment and 19 days after).

Employment: Across all fiscal years, the PACT showed minimal to no impact on
improving employment, with an exception in 2018-19 where a small increase was noted
for TAY. As with the FSP programs, the PACT continues to struggle with making progress
on this functional domain.

Education: Across the past four fiscal years, the majority (74-82%) of children/youth
demonstrated good, very good or improved school attendance while enrolled in the
program compared to prior to enrollment. During the three most recent fiscal years,
about half (41-53%) of youth showed good, very good or improved grades while
enrolled in the PACT, which is a decline from a high of 89% observed in FY 2016-17.
These findings are consistent with educational outcomes among FSP participants.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The Children/Youth team is frequently at capacity, resulting in waitlists. With a small
number of staff in the program, enrolling new clients can take longer. Another ongoing
challenge has been the reluctance of the children/youth to use existing work/vocational
programs. Instead, they prefer to seek employment on their own with coaching from
program staff. In the two years since the program began, many clients have obtained
employment, suggesting that this challenge may decrease as clients stabilize and take
advantage of the vocational support provided by the program. In the future, the HCA
would like to offer services to children/youth and their families in additional threshold
languages but will need staff that speak the languages to meet this need.

The TAY, Adult and Older Adult teams have experienced some new challenges during
the COVID-19 pandemic. While the teams never stopped providing services to the
clients, the methods of delivery were constantly changing to maintain safety for the
clients and the staff providing the services. The programs have been able to increase
their use of telehealth services through WebEx to continue face-to-face services for
clients who have adequate technology. For clients who do not have access to

PACT Improvement on Employment Days

TAY m Adult
FY 2019-20
i
FY 2018-19
|
FY 2017-18
I
FY 2016-17
|
0 0.2 0.4 0.6 0.8 1
Very Small Medium Large
School Performance
Children/Youth PACT
FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Good,
Very Good,
Improved 0,
Attendance 78 A’
Good,
Very Good,
Improved 89%
Grades

technology, the programs have received telepresence machines where the participant is able to come into the program and be in one room while their clinician is
in another room. Some older adults are not comfortable using telehealth services as they feel it is not a trustworthy way of talking to their clinician. They are able

to access services over the phone or in person.
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Finding safe and affordable housing continues to be a challenge for the Older Adult PACT due to clients having
limited supplemental Social Security Income and housing resources. This issue has increased especially during
the COVID Pandemic as most shelters, Assisted Living Facilities, and Board and Care facilities are closed or are
not accepting new clients. Most Older Adult PACT clients are scared and fearful of going to shelters as they are
more vulnerable and are at higher risk in regard to COVID-19. There has been an increase in Older Adult PACT
referrals for individuals who are homeless, at risk of evictions, and struggling to find placement which often
exacerbates their mental health condition resulting in frequent hospitalizations. The PACT clinicians are
addressing these challenges by increasing their visits with clients to provide additional support and continue to
utilize life coaches and peer mentors to expand the list of available housing resources.

The challenges of medication adherence and follow through with medical and other appointments have
improved by utilizing peer mentors and life coaches to assist with appointments. The Older Adult PACT clinicians
are also using County resources such as iPhones to assist clients in connecting with their primary care doctors
and psychiatrists during the COVID-19 Pandemic to address their physical and mental health needs.

New challenges that Older Adult PACT participants face during the COVID-19 pandemic are social isolation, food
insecurity, and a lack of sanitizing supplies that can have a tremendous impact on their mental and physical
health. The Older Adult team has addressed these issues by increasing the frequency of case management visits
and bringing clients food and supplies from the food bank.

COMMUNITY IMPACT

The PACT teams in Orange County
target high-risk underserved
populations, which include
monolingual Asian/Pacific Islanders,
Latino youth and their families, and
TAY, adults and older adults living
with serious mental illness. The
program has shown a modest
reduction in psychiatric
hospitalization and incarceration
days, thereby reducing the need for
high-cost crisis services for these
individuals.
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REFERENCE NOTES

Psychiatric Hospitalization Days:

Children/Youth:

FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
TAY:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17
Older Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

Homeless Days:

Prior M=20.1, SD= 16.0; Since M=5.8, SD 9.9; t(51)=8.0, p<.001, Cohen's d=1.23, -71%
Prior M=29.0, SD=27.4; Since M=16.5, SD=10.8; t(7)=1.4, p<0.21; Cohen’s d=0.56, -44%
None reported

None reported

Prior M=38.1, SD=61.1; Since M=11.2, SD=49.6; t(126)=3.92, p<0.001; Cohen’s d=.35, -71%
Prior M=42.2, SD=68.2; Since M=7.6, SD=30.6; t(113)=5.6, p<0.001; Cohen’s d=0.59, -84%
Prior M=46.4, SD=62.8; Since M=16.8, SD=61.1; t(82)=2.97, p<.01; Cohen’s d=0.33, -64%
Prior M=46.6, SD=63.1; Since M=12.4, SD=49.4; t(92)=4.12, p<0.001; Cohen’s d=0.43, -73%

Prior M=53.3, SD=84.0; Since M=12.9, SD=42.1; t (671) = 11.39, p<0.001, Cohen’s d=.47, -76%
Prior M=47.4, SD=78.3; Since M=7.4, SD=24.7; 1(590)=12.12, p<0.001; Cohen’s d=0.57, -84%
Prior M=48.7, SD=77.8; Since M=10.0, SD=35.7; t(659)=11.86, p<.001; Cohen’s d=0.50, -79%

: Prior M=48.1, SD=76.2; Since M=9.2, SD=27.7; t(687)=12.59, p<0.001; Cohen’s d=0.53, -81%

Prior M=45.0, SD=69.1; Since M=14.6, SD=61.7; t(55)=2.78, p<0.05; Cohen’s d=.37, -67%
Prior M=40.7, SD=75.5; Since M=8.6, SD=32.9; t(63)=3.07, p=0.003; Cohen’s d=0.41, -79%
Prior M=38.4, SD=74.8; Since M=4.3, SD=17.3; t(69)=3.73, p<.001; Cohen’s d=0.53, -89%
Prior M=23.2, SD=43.5; Since M=12.9, SD=28.5; t(52)=1.64, p=0.11; Cohen’s d=0.21, -44%

Children/Youth:

FY 2019-20:
FY 2018-19:
TAY:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17
Older Adults:

One reported
None reported

Prior M=155.4, SD=119.2; Since M=31.0, SD=68.5; t(21)=4.73, p<0.001, Cohen’s d=1.06, -80%
Prior M=71.8, SD=89.8; Since M=11.2, SD=29.8; t(16)=2.53, p=0.022; Cohen’s d=0.67, -84%
Prior M=73.2, SD=59.2; Since M=19.9, SD=42.7; t(16)=3.36, p<.01; Cohen’s d=0.83, -73%
Prior M=57.6, SD=61.2; Since M=15.2, SD=43.3; t(17)=3.37, p<0.01; Cohen’s d=0.57, -74%

Prior M=163.6, SD=137.5; Since M=48.6, SD=90.3; t(261)=12.07, p<0.001; Cohen’s d=.77, -70%
Prior M=165.4, SD=131.0; Since M=52.4, SD=93.1; t(207)=10.47, p<0.001; Cohen’s d=0.74, -68%
Prior M=152.6, SD=136.1; Since M=65.8, SD=104.7; t(227)=7.62, p<.001; Cohen’s d=0.51, -57%

: Prior M=142.5, SD=126.0; Since M=65.3, SD=104.2; t(242)=7.97, p<0.001; Cohen’s d=0.47, -54%
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FY 2019-20: Prior M=174.05, SD=144.53; Since M=55.1, SD=113.87; t(20)=4.16, p<0.001, Cohen’s d=.93, -68%

FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M=174.6, SD=152.5; Since M=69.0, SD=115.1; t(30)=3.50, p<=0.002; Cohen’s d=0.72, -60%
Prior M=187.0, SD=141.5; Since M=49.6, SD=102.3; t(33)=4.96, p<.001; Cohen’s d=0.86, -74%
Prior M=167.8, SD=145.8; Since M=71.8, SD=108.1; t(30)=2.81, p=<0.01; Cohen’s d=0.54, -57%

Incarceration Days:

Children/Youth:

FY 2019-20:
FY 2018-19:
TAY:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Older Adults:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:

See narrative for number of days for two youth who reported having been incarcerated
See narrative for number of days for two youth who reported having been incarcerated

Prior M=64.4, SD=105.9; Since M=13.4, SD=35.3; t(25)=2.28, p <.05; Cohen’s d=.49, -79%
Prior M=50.9, SD=94.6; Since M=14.1, SD=32.6; t(13)=1.38, p=0.19; Cohen’s d=.41, -72%
Prior M=35.5, SD=36.0; Since M=7.3, SD=15.2; £(19)=3.02, p=.07; Cohen’s d=0.72, -79%
Prior M=35.1, SD=31.9; Since M=14.7, SD=43.2; t(29)=2.48, p<0.05; Cohen’s d=0.39, -58%

Prior M=57.33, SD=82.6; Since M=15.4, SD=42.6; t(201)=6.27, p<0.001, Cohen’s d=.46, -73%
Prior M=61.7, SD=83.4; Since M=7.1, SD=21.9; t(176)=8.29, p<0.001; Cohen’s d=0.71, -89%
Prior M=55.6, SD=83.9; Since M=18.1, SD=50.3; t(200)=5.38, p<.001; Cohen’s d=0.39, -67%
Prior M=60.9, SD=85.5; Since M=18.5, SD=40.2; t(216)=6.38, p<0.001; Cohen’s d=0.48, -70%

Prior M=86.96, SD=91.88; Since M=7.27, SD=24.03; t(14)=3.04, p<0.05, Cohen’s d=.85, -92%
Prior M=78.3, SD=99.3; Since M=12.6, SD=25.5; t(13)=2.40, p=0.032; Cohen’s d=0.75, -84%
Prior M=59.3, SD=85.1; Since M=9.2, SD=22.7; t(12)=1.93, p=.08; Cohen’s d=0.58, -84%
Prior M=127.9, SD=110.7; Since M=39.9, SD=95.7; t(10)=3.24, p<0.01; Cohen’s d=0.61, -69%

Employment Days:

Children:

Not assessed for children

TAY:
FY 2019-20:
FY 2018-19:
FY 2017-18:
FY 2016-17:
Adults:
FY 2019-20:

FY 2018-19:
FY 2017-18:
FY 2016-17:

Prior M=27.2, SD=71.0; Since M=40.4, SD=86.0; t(136)=-1.63, p=.105, Cohen’s d=-.14, 49%
Prior M=26.8, SD=69.3; Since M=46.8, SD=98.4; t(96)=-2.04, p=0.044; Cohen’s d=-0.21, 75%
Prior M=26.2, SD=72.9; Since M=33.7, SD=82.7; t(90)=-0.73, p=.47; Cohen’s d=-0.08, 29%
Prior M=37.2, SD=87.1; Since M=45.1, SD=92.7; t(92)=-0.68, p=0.50; Cohen’s d=-0.12, 22%

Prior M=24.1, SD=71.0; Since M=27.0, SD=75.1; t(722)=-.94, p=0.349, Cohen’s d=-.03, 12%
Prior M=29.7, SD=77.9; Since M=34.33, SD=83.1; t(640)=-1.20, p=0.231; Cohen’s d=-.05, 15%
Prior M=30.2, SD=81.0; Since M=40.0, SD=93.6; t(718)=-2.41, p<.05; Cohen’s d=-0.09, 33%
Prior M=27.3, SD=77.5; Since M=33.0, SD=83.5; t(753)=-1.55, p=0.12; Cohen’s d=-0.05, 21%
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Summary of MHSA Strategies Used by FSP/PACT

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

Central to all of Orange County’s intensive outpatient treatment programs is the emphasis placed on helping individuals move forward in their recovery. The PACT
and FSP provider staff work with participants using a strengths-based model to customize their individualized, client- and family-centered treatment plans, aligned
with participant’s wants and needs, and matched to their level of functioning. Many of the adult providers utilize tools from the Recovery Centered Clinical System,
which focuses on exploring identity, defining hopes and dreams, making choices, reducing harm and making connections. All participants are encouraged to
broaden their resources and support systems by increasing their social contacts, improving family relationships when appropriate, and having meaningful roles in
the community. Team members strive to instill hope in the participants with whom they work, identify their and their families’ strengths, maintain a non-
judgmental stance, and have empathy for their and their families’ struggles. Integral to these efforts are Peer Specialists, Peer Coaches and Parent Partners who
share their lived experience, serve as positive models, encourage empowerment, facilitate community integration, and build, enhance and maintain resilience.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

FSP and the PACT program staff also recognize that providing quality services begins with taking into consideration the culture, values, preferences and needs of
the individuals and families they serve and, as such, strive to hire bilingual and bicultural staff. All staff participate in ongoing trainings related to ethnicity, religious
observations, gender identity and sexual orientation. These trainings provide staff with an overview of how to incorporate culturally responsive approaches in
their interactions with participants, and enable staff to better connect with unserved, underserved and culturally and linguistically isolated individuals through
conversations that fit with the individuals' and their families’ values and worldview. For example, some of the perspectives that the provider serving the Asian and
Pacific Islander (API) population considers when providing services to participants include the medical and spiritual aspects of mental health, somatic symptoms
and the chance to improve education or employment outcomes through mental health services. They also hire staff who are sensitive to the fact that the children
and youth they serve may have values and perspectives that are different from those of their parents/guardians and staff actively work to bridge any cultural
divide. Thus, through training and/or experience, staff understands the heightened stigma and misconceptions about mental health that can exist in underserved
ethnic communities and draws upon this information to facilitate engagement with participants, establish rapport and reduce stigma and discrimination. In
addition to providing valuable direct services and supports to participants, Peer Specialists also serve as inspirational role models, which can be powerful in
reducing mental health-related stigma among the people and families served.

STRATEGIES TO IMPROVE TIMELY ACCESS TO SERVICES FOR UNDERSERVED POPULATIONS

Individuals and families referred to the PACT and FSP programs often face issues that may keep them from seeking services. These can include language/cultural
barriers; recent immigration to the United States; anxiety about their legal status and the possibility of being deported; homelessness, high risk of homelessness,
or housing instability; lack of financial or other resources; lack of food or childcare, transportation challenges; criminal justice involvement and mistrust of “the
system;” difficulty navigating the very large mental health system; lack of open program space; stigma related to having a mental health condition; a tendency to
attribute mental health symptoms to previous substance use (theirs and/or their parents’); and previous negative experiences with mental health professionals.

To counter these barriers, the FSP providers seek to facilitate access to their programs in a number of ways. They provide presentations to educate the community
about their services and tailor their messages to reach those who are not traditionally referred for mental health treatment. For example, the provider serving the
APl community promotes its services through “safe topics” such as how educational or employment attainment can be improved by receiving services that improve
mental well-being. Once a referral is received, FSP providers across all programs quickly do outreach and engagement wherever the referred individual is at,
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including their home, shelters, public areas such as parks/libraries, a hospital, correctional facility or anywhere else the person is known to be. During these
contacts, staff focuses on building therapeutic relationships in order to facilitate trust and encourage linkage to ongoing services.

In addition, providers strive to provide services in a linguistically and culturally competent manner to diverse, underserved populations in Orange County. When
bilingual staff are not available, the staff has access to all languages through a contracted interpreter service provider that is available when needed. The programs
also offer regular staff trainings to increase cultural sensitivity and understanding when providing services to participants and their families who come from cultural
backgrounds that are different from their own.

When individuals and/or families seem hesitant to participate in services, staff explore the obstacles preventing them from accessing resources or progressing
through their care plan. The individual, family and FSP team attempt to work through the challenges together by adapting strategies, comparing positives and
negatives of behaviors and consequences, reframing negative situations to create new momentum, engaging the participant in problem-solving, eliciting change
statements, reinforcing responsibility, giving praise and encouragement and cultivating hope in one’s ability to succeed. The providers also make an effort to
educate participants about, and link them to, appropriate resources outside of their programs. This can include financial assistance and benefits, housing, the
behavioral health continuum of care and other resources that promote self-sufficiency and encourage community.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

To overcome these wide-ranging challenges, the PACT teams operate under the “whatever it takes” model to engage individuals in treatment. They provide person-
centered, recovery-based interventions primarily in the home or wherever participants are comfortable meeting to overcome barriers to access or engagement.
The teams also carry smaller caseloads so individuals and their families can be seen more frequently and have their needs met in a timely manner. Moreover,
many of the PACT therapists are bilingual and able to communicate with monolingual individuals and family members in their preferred language, thus facilitating
their engagement in services.

The teams serving adults and older adults also offer a streamlined referral and linkage process to (1) allow direct referrals into the PACT, and/or to (2) include
more detailed and frequent follow-up with individuals who miss appointments or do not access treatment. As a result of these operational changes, individuals
are linked to services more quickly and feel supported through the process. In addition, some clinicians are specifically assigned to engage individuals who are
referred from hospitals, and homeless shelters such as The Courtyard and the MHSA housing programs.

The Child/Youth team, implemented in June 2017, has worked to increase timely access to its services by presenting to providers about the PACT services and
eligibility criteria. Once referred, Child/Youth therapists have attended sessions with the referring therapist, psychiatrist, youth and parent in order to explain the
program in detail and establish rapport with the youth and parent. Like the other teams, the Child/Youth team also works with hospital staff, child welfare,
Probation Officers and others involved with the youth and family to engage them in their program services.

The PACT teams also recognize the importance of successfully linking program participants to community-based providers as they approach discharge from the
PACT. Clinicians attend appointments with individuals in the new setting to ensure a smooth transition and ease any anxiety they may feel over the change.
Although this transition can be difficult and may take several visits, program staff appreciate the value of this process in allowing individuals to continue moving
forward on their recovery journeys.
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FY 2020-21 to FY 2022-23 Program Budgets: Combined and by FSP Age Group

Budget by FY

COMBINED *

Children

TAY

Adult

Older Adult

Actual FY 2019-20 Budgets $53,530,226 $11,054,575 $8,184,468 $21,592,093 $2,683,249
Proposed FY 2020-21 Budgets $53,766,876 $11,054,575 $8,184,468 $21,592,093 $3,219,899
Proposed FY 2021-22 Budgets $53,766,876 $11,054,575 $8,184,468 $21,592,093 $3,219,899
Proposed FY 2022-23 Budgets $53,766,876 $11,054,575 $8,184,468 $21,592,093 $3,219,899

* Combined budget amount includes administrative fees, which are not included in budgets for each age group

FY 2020-21 to FY 2022-23 Projected Unduplicated to be Served: Combined and by FSP Age Group

COMBINED Children TAY Adult ** Older Adult
FY 2019-20 3,676 410 1,020 2,052 194
FY 2020-21 3,521 430 1,070 1,825 196
FY 2021-22 3,591 440 1,120 1,835 196
FY 2022-23 3,661 450 1,170 1,845 196

** Includes numbers to be served by AOT Assessment and Linkage Team, which also serves TAY and older adults

Proportion to be Served by Demographic Characteristic: Combined and by FSP Age Group

% % % % Older

Age Group COMBINED Gender COMBINED Children % TAY % Adult Adult
0-15 13 Female 41 42 43 38 47
16-25 35 Male 58 56 53 62 53
26-59 43 Transgender 1 2 4 - -
60+ 9 Genderqueer - - - - -

Questioning/Unsure - - - - -

Other - - - - -

Proportion to be Served by Demographic Characteristic: Combined and by FSP Age Group

Race/Ethnicity % COMBINED % Children % TAY % Adult % Older Adult
African American/Black 7 5 5 9 9
American Indian/Alaskan Native 1 1 1 1 1
Asian/Pacific Islander 11 19 11 9 6
Caucasian/White 38 13 22 52 64
Latino/Hispanic 38 59 56 23 13
Middle Eastern/North African 1 1 1 1 1
Other 4 2 4 5 6

184 |Page



SUPPORTIVE
SERVICES

Supportive Services provides a broad array of supports
generally designed to augment and expand an individual’s
gains made in treatment programs, particularly those within
Outpatient Treatment, Crisis Prevention and Support
Services, and Residential Treatment. These programs, which
are funded by CSS and PEl serve individuals of all ages and are
further subdivided into the following categories:

e Peer Support

e Family Support
e General Support
e Housing Support
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Peer Support programs are staffed with individuals who have lived experience with mental health and/or substance use recovery, and their family members
(i.e., parent partners of child/youth participants). While Orange County includes peers and parent partners as part of the service delivery teams of many of its
behavioral health programs (i.e., FSPs, PACT, Veteran-Focused Early Intervention Qutpatient, Suicide Prevention Services, etc.) the programs described here
are different in that the full scope of services they offer are provided exclusively by peers and their family members. By sharing their lived experience, peers
and parent partners are able to help support and encourage participants in their own recovery journeys.

Peer Mentor and Parent Partner Support(Css)

The Peer Mentor and Parent Partner Support program serves individuals who are living with a serious emotional disturbance (SED) or serious mental illness (SMI),
may also have a co-occurring substance use disorder, and would benefit from the supportive services of a Peer Specialist. Peer Specialists may include peer or
youth mentors and/or parent partners who work with participant’s family members who would benefit from the supportive services of a parent mentor. Individuals
referred to this program can receive support with linkage to services and/or with achieving one or more recovery goals.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS
Arabic Korean TDD/CHAT
Vv Farsi v Mandarin v Vietnamese
Clinic At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

ODOROLGO®O®C

BH 1st Students/ Foster Parents Families Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/
Providers Responders  School Youth Morbidities ~ Justice = Communities At-Risk of  from SU Exposed  Military-

Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity
. . Unduplicated
21 Female 42 Afrlca.n Amerl.can/BIack . Fiscal Year Program Budget # to be Served
32 Male 57 American Indian/Alaskan Native
39 Transgender 1  Asian/Pacific Islander FY 2020-21 $4,249,888 2,638
8 Genderqueer Caucasian/White FY 2021-22% $4,249,888 2,771
Questioning/Unsure LatinO/HiSpaniC FY 2022-23 $4,249,888 2,884
Another Middle Eastern/North African
Another
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SERVICES

Through this program, Peer Specialists work with participants to help them achieve Persons Served - Peer Mentor & Parent

identified goals. By sharing their lived experience, Peer Specialists are often able to provide Partner Support
the encouragement and support a person needs to engage in ongoing services and achieve 1,000
their personal goals. The support provided is customized depending on the individuals' 879
needs and personal recovery goals, and can include the following: 800 754 L2 22‘7‘,/
= Support in linking to services that may involve activities such as: 000 607
o Accessing behavioral health or medical appointments 400
o Accessing community-based services such as food pantries or emergency 200
overnight shelters as needed 0
o Re-integrating into the community following discharge from inpatient care, FY 16-17 FY 17-18 FY 18-19 FY 19-20
hospitalization, emergency department visits and/or incarceration/in-custody
stays e Children/Youth Adults/Older Adults

= Support in building skills that may involve activities such as:
o Learning independent living skills, such as how to use and navigate the public transportation system
Increasing socialization activities such as attending groups or activities at the Wellness Centers and/or facilitating or assisting with groups
Managing and preventing behavioral health crises
Obtaining identification cards or driver’s licenses
Learning skills to find, obtain and/or sustain housing placements, which may include landlord negotiations, housekeeping, food shopping and
preparation, financial management, medication management, transportation, medical care, arranging utilities, phone, insurance and access to
community supports and services?

O
O
O
O

Referrals for support with linkage to services are provided by: 1) Therapists working with individuals who need additional support when transitioning between
behavioral health services and/or levels of care; 2) Staff in a Crisis Stabilization Unit (CSU), Royale Therapeutic Residential Center or crisis services program
connecting individuals into ongoing outpatient care; and/or 3) Therapists or Personal Service Coordinators working with an individual as they re-integrate into
their community following a recent hospitalization, incarceration/juvenile detention, or shelter stay (i.e., Orangewood, etc.). Referrals for support with achieving
one or more recovery goals are provided by: 1) BHS therapists working with an individual, and perhaps their families, on their treatment goals within an outpatient
clinic and/or community setting; and/or 2) BHS Outreach & Engagement (O&E) team and Housing Navigators working with individuals in need of housing
sustainability assistance after being placed as part of Orange County’s Whole Person Care plan.

OUTCOMES

Across the three fiscal years reported here, adults and older adults engaged in outpatient care were largely successful in achieving their skill-building goals with
the support of their peer. The most common types of goals included learning to navigate the public transportation system, obtaining identification cards or driver’s
licenses, completing housing applications, and increasing socialization activities. The program was expanded to serve children/youth in FY 2017-18, and
implementation began ramping up in FY 2018-19. Outcomes for this age group are still in development and will be reported in future Plan Updates.

1 This area is the focus of the provider supporting Orange County’s Whole Person Care plan.
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In its first full year of implementation, nearly all (i.e., 91%) individuals
supported by the Whole Person Care provider achieved their housing-
related goals. Provider improvements in staffing, the referral and

% Participants Achieving Target Goals -
Peer Mentor & Parent Partner Support

screening process, as well as closer collaboration with Housing = 100% 94% 89% 95% 92%
Services, contributed to this higher goal attainment rate in FY 2018-19 84% °
relative to FY 2017-18, which was the first year these services were 30% 77% 78%
rovided. 0

P 60% 62% 60%
A little over half of adults and older adults were successfully linked to 60% 54%
behavioral health and/or medical appointments with the support of
their peer. 40%

20%

0%
FY 16-17 FY 17-18 FY 18-19 FY 19-20
m Skill-Building Housing Skills H Linked to Care

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

s L ) ) . COMMUNITY IMPACT

The utilization of peer mentors within clinical programs is a relatively new strategy in Orange County and, as

with any new program concgpt, |.t can .take t|.m(.e to promote its services. Educating the various referral sources Peer Mentoring has provided
about Peer Mentormg. services is a high prllorllty, and staff provides .frequent presehtatlonsf throughout the services to approximately 3,000
county at.)(.)ut the services they off(.er. In addItI.O.n, homeles.sness continues to be an issue with r.egard tp .the 2dils aml alder sdilie e
peers’ ability to maintain contact with the participants and increased efforts have been made during the initial services began in November 2015
co.n.tact to obtain as much identifying information from the_ F)art|C|pant as possible on how to best reach them. and 644 children and youth since
Initial results from these front-end efforts have been promising. services were first added for this age

group in FY 2018-19. The program
recognizes that building County and
community partnerships is a priority.
In addition to the strong ongoing
partnerships with referral sources
such as the County and County-
contracted clinics and the County
Crisis Stabilization Unit, the program
also partners with the Wellness
Centers, the Council on Aging, NAMI
and housing agencies.
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Wellness Centers (CSS)

Orange County funds three Wellness Center locations that serve adults 18 and older who are living with a serious mental illness and may have a co-occurring
disorder. Members are relatively stable in, and actively working on their recovery, which allows them to maximize the benefits of participating in Wellness Center
groups, classes and activities. The Centers serve a diverse member base and Wellness Center West, in particular, has a unique dual track program that provides
groups, classes and activities in English and monolingual threshold languages that meet the cultural and language needs of the population located in the city of
Garden Grove. The predominant threshold language in the monolingual track is Vietnamese.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

' Arabic v Korean TDD/CHAT
v Farsi Mandarin Vv Viethnamese

All Ages Field Community At-Risk  Mild-Moderate Severe Khmer V' Spanish

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/
Providers Responders  School Youth Morbidities ~ Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC
% Gender % Race/Ethnicity

- Female 46 African American/Black
10 Male 52 American Indian/Alaskan Native
81 Transgender - Asian/Pacific Islander FY 2020-21 $3,354,351 2,550
9 Genderqueer - Caucasian/White FY 2021-22* $3,354,351 2,600
Questioning/Unsure - Latino/Hispanic EY 2022-23 $3,354,351 2,600
Another Middle Eastern/North African
Another *No proposed changes for FY 2021-22.

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Unduplicated
Fiscal Year Program Budget # to be Served
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SERVICES

Wellness Centers are grounded in the Recovery Model and provide a support system of
peers to assist members in maintaining their stability while continuing to progress in their
personal growth and development. The programs are culturally and linguistically
appropriate while focusing on personalized socialization, relationship building, assistance
with maintaining benefits, setting educational and employment goals, and giving back to
the community via volunteer opportunities.

Recovery interventions are member-directed and embedded within the following array of
services: individualized wellness recovery action plans, peer supports, social outings,
recreational activities, and linkage to community services and supports. Services are
provided by individuals with lived experience and are based upon a model of peer-to-peer
support in a non-judgmental environment. A wide variety of weekend, evening and
holiday social activities are provided for members to increase socialization and encourage
(re)integration into the community. The ultimate goal is to reduce reliance on the mental
health system and to increase self-reliance by building a healthy network of support which
may involve the members’ family, friends or significant others.

3,000

2,000

1,000

Persons Served - Wellness Centers

2,424 2,412 2,008

FY 16-17 FY 17-18 FY 18-19 FY 19-20

The Wellness Centers utilize Member Advisory Boards (MABs) composed of members who develop or modify programming and evaluate the successes or failures
of groups, activities and classes. They also use a community town hall model and member Satisfaction and Quality of Life surveys to make decisions about

programming and activities.
OUTCOMES

The Wellness Centers monitor their success in supporting recovery through two broad
categories: social inclusion and self-reliance. Social inclusion is evaluated in two
interrelated ways. First, the Wellness Centers encourage their members to engage in two
or more groups or social activities each month. As can be seen in the graph, the Centers
met this goal with 72-89% of members participating in two or more groups/activities each
month during FY 2019-20. This is comparable to FY 2016-17 through FY 2018-19 (see
Appendix VIl for graphs).

Second, of the various social activities offered, the Centers particularly encourage their
members to engage in community integration activities as a key aspect of promoting their
recovery. In FY 2019-20, 1,638 adults (75%) participated in community integration
activities, which is lower than the rates in FY 2016-17 through FY 2018-19, (84%, 84% and
97%, respectively) and was likely attributable to the COVID-19 pandemic that began in
the last quarter of the fiscal year.

900 . 865 846 g17 go 836 g11 829

600

300 -

Monthly Consumer Participation in Groups
Wellness Centers - FY 2019/20

770

EREER R R RE:
653 655 635 642 @16 610 652 620 [N

445

76 76 88
T T T 5 T 68 T 77 1

Feb Mar Apr May Jun

Jul Aug Sep Oct Nov Dec Jan

B Total Participants Participants Active in 2+ Groups

The Wellness Centers also strive to increase a member’s self-reliance, as reflected by school enrollment and employment rates. A total of 153, 219, 146 and 141
adults enrolled in education classes in FY 2019-20, FY 2018-19, FY 2017-18, and FY 2016-17, respectively. Thus, school enrollment remains a challenging area and
HCA staff will continue to work with the providers to strategize new ways to increase interest and enrollment in classes. To assist members in furthering their
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education in ways that may not require a long term school commitment, members are Wellness Centers - Annual Employment

encouraged and have been completing online courses that are shorter in duration and 2,000 1692
which issue a certificate of completion at the end of the course. This has been well !

. . X . 1,600 1.368
received by members and serves to build confidence by achieving shorter term goals 1,236 ’
and often leads to more interest by members in furthering their education. 1,200

617
In contrast, 1,460 adults in FY 2019-20, 1,818 adults in FY 2018-19, 736 adults in FY 800 ’—‘
2017-18, and 1,372 adults in FY 2016-17 were involved in employment, primarily due to 400 2 7 i 7
the large proportion in volunteer positions. The programs will continue their efforts to 0 =
engage members in employment-related activities and work toward increasing the FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
number who obtain paid positions. .
Paid #Z71Volunteer = Target>=100

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

A continuing challenge for accessing the Wellness Centers is transportation, which can take from 45 minutes to
2 hours each way on public transportation. Each of the Wellness Centers strives to offer activities in different
community settings that allow access in members’ own neighborhoods without the need for extensive travel.
With the centers operating in the west, central and south regions of the county, access has improved. The south
county center is particularly challenging when it comes to public transportation, as the majority of bus routes
are no longer in operation in that region. To assist individuals with accessing and utilizing the south center, the
HCA has authorized the utilization of its Transportation program to assist those individuals with the most
challenging transportation needs to get to the south center.

COMMUNITY IMPACT

Since their respective programs’
inceptions, over 6,300 adults have
received services at Wellness Center
Central, with an average daily
attendance of 66 members, six days
per week; more than 850 adults at
Wellness Center South, with an
average daily attendance of 29
members, six days per week; and
nearly 1,800 members at Wellness
Center West, with an average daily
attendance of 47 members per day,
six days per week.
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Continuum of Care for Veterans and Military
Families (INN)

The Continuum of Care for Veterans and Military Families Innovation project integrates military family culture and services into Families and Communities
Together (FaCT) Family Resource Centers (FRCs) located throughout Orange County. It seeks to expand general service providers’ knowledge of how to best meet
the needs of military-connected families so that they feel competent and willing to identify and serve this currently hidden population. The target population
served includes active service members, reservists, veterans (regardless of their discharge status) and their children, spouses, partners and loved ones.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Korean TDD/CHAT
Farsi Mandarin Viethamese

All Ages Field Community At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

=

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/

Providers Responders  School Youth Morbidities ~ Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

. 0 -
% Gender % Race/Ethnicity Unduplicated

55 Female 50 African American/Black Fiscal Year Program Budget # to be Served
10 Male American Indian/Alaskan Native FY 2020-21 $962,445 250
35 Transgender Asian/Pacific Islander .
- Genderqueer Caucasian/White FY 2021-22 $728,500 100
Questioning/Unsure Latino/Hispanic FY 2022-23 -

Another Middle Eastern/North African " ; . ; .
Proposed increase to correct for oversight on including
Another final year of project budget in the 3YP.
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SERVICES

Peer Navigators with lived military experience are co-located within FRCs to provide two key functions: (1)
provide case management and peer support to referred participants, and (2) provide military family culture
awareness trainings for FRC staff so that they are better able to identify, screen and serve military-connected
families. The project is also staffed with clinicians who, with the ongoing support of peer navigators, provide
counseling and trauma-informed care utilizing evidence-based practices. Additional services include referral
and linkage to County and community programs.

Continuum of Care for Veterans and Military Families was implemented July 1, 2018. The primary purpose of
this project is to increase access to mental health services, with a goal of making a change to an existing practice
in the field of mental health, including but not limited to, application to a different population. Innovation funds
for this project will end in March 2023.

OUTCOMES

In FY 2019-20, program staff integrated into all 15 FaCT FRC sites throughout Orange County. However,
community outreach events were significantly impacted due to stay home orders and social distancing
requirements in response to the COVID-19 pandemic. Staff conducted 17 community outreach events,
compared to the 37 events held in FY 2018-19. In FY 2019-20, Peer Navigators, clinicians and collaborative
partners provided 256 trainings related to military family culture to FRC staff, which included specialty trainings
on military legal issues, domestic violence and housing. This is an increase from the 151 trainings provided in
FY 2018-19. In the upcoming year, the program will further expand on trainings to include e-Learns, brief
microlearning sessions that will be available online to FRC staff.

In FY 2019-20, 47 military-connected families (n=175 individual family members) were served, which is an
increase from FY 2018-19 (37 military-connected families; n=140 individual family members). A total of 1,728
case management session were provided to families, in contrast to the 475 sessions provided in FY 2018-19.
Due to their lived experience and extensive training, the Peer Navigators were able to identify needs and
appropriately refer military-connected families to resources, thereby increasing the likelihood that families
would receive needed services in a timely manner.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

A significant challenge in this program involves the collaboration with FRCs due to their unique population
needs and variation in operations across the different sites. FaCT FRCs include over 100 funded and unfunded
community partners, adding complexity to the collaboration, training and partnership elements of this
program. To address this challenge, program staff continue to attend FRC meetings and work closely with FRC
staff to learn about the unique culture and needs of each site. The program is also currently developing brief
online trainings on various topics to increase FRC staff’s access to information about military family culture,
based on their specific needs.

COMMUNITY IMPACT

The lead agency for this project,
Child Guidance Center, and their
collaborative partners, is committed
to informing non-military
community organizations about the
importance of identifying, engaging
and serving military families to best
meet their needs. These partners
presented at the FaCT Annual
Conference on “The Sacrifices of
Service: The Unique Experiences of
Military Members, Veterans, and
Their Families” and facilitated two
breakout sessions that focused on
the current systems in place for
military families, its gaps, and
solutions to address those gaps. This
was the first time in the history of
the FaCT conference that a breakout
session was conducted regarding
military-connected families. To
further train community agencies on
the topic, the collaborative partners
also provided an in-service training
for all FRC staff and Orange County
community providers titled,
“Building Military Cultural
Competency in the FRCs to
Collaboratively  Serve Military
Families.” These trainings were well
received by both the FRC staff and
FaCT Program Administrators, and
has increased interest on being
trained in this area among
community providers.
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Summary of MHSA Strategies Used by Supportive
Services Programs: Peer Services

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

In one-on-one services, peers, parent partners and peer navigators focus on a participant’s strengths and foster their sense of empowerment, hope and resilience
while on their recovery journey. The activities in which participants engage are designed to enhance their resourcefulness and well-being in emotional, physical,
spiritual and social domains, thus allowing them to re-integrate successfully into their communities. In addition, the Wellness Centers provide a safe and nurturing
environment where each individual can achieve their vision of recovery while in a setting that promotes acceptance, dignity and social inclusion. Peer navigators
in the Continuum of Care project also have specific experience and knowledge of military culture and train FRC staff on military culture and identifying military-
connected families, which has increased military cultural awareness among non-veteran serving organizations.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

The programs strive to make their services available to all eligible Orange County residents in a manner that is sensitive and responsive to participant’s diverse
backgrounds. Cultural competence is an essential part of the development, recruitment and hiring of staff. Within the clinic settings where the peer mentors and
parent partners work, peers/partners strive to reduce stigma and discrimination by drawing upon their cultural strengths and providing services and assistance in
a manner that is trusted by, and aligns with, the community’s ethnic and culturally diverse populations. In addition, peers/partners encourage participants and
other staff working in the clinics/programs to use recovery language. They normalize seeking mental health treatment by sharing their own lived experiences and
by discussing how any other individual would seek treatment for a physical illness. Peers/partners also demonstrate empathy, caring and concern to bolster
participant’s self-esteem and confidence. As a result, a unique bond between the peer and the participant can be developed, which gives the participant space to
open up about their reluctance or challenges with medication, services, doctors, etc.

In addition, the Wellness Centers reduce stigma and discrimination by providing a warm, welcoming and accepting environment, and serving all members who
meet program criteria regardless of their personal history, race, ethnicity, gender identity or sexual orientation. Multi-cultural events such as Hispanic Heritage
Day, Black History Month and Multi-Cultural Day are very popular with members, and are frequently held to educate and inform members about other cultures
and the customs and traditions they enjoy, including dance, music and food. The Wellness Centers also offer a variety of groups such as Diversity Plus and the
LGBTIQ group that are specifically designed for their widely diverse membership.

Employment preparation, offered both by the Centers and peer mentors/parent partners, also helps participants focus on their experiences, skills and what they
have to offer, rather than on their mental health condition. Socialization activities held in the community help to develop confidence in participants that they, too,
can participate in everything their communities have to offer, which helps to reduce isolation and fear.

Finally, military-connected families seeking FRC resources have the opportunity to access behavioral health services through a less stigmatizing point of entry. Peer
navigators also connect with families by sharing their military backgrounds, which helps overcome fears of being misunderstood.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

The programs conduct outreach to potential referral sources in order to increase awareness of and access to their services. For example, the Wellness Center
distributes flyers and monthly activity calendars to all County and County-contracted programs, and frequently staffs booths at behavioral health and other
community events. The Peer Mentoring/Parent Partner program has proactively built relationships with leadership at County and County-contracted outpatient
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clinics by conducting presentations to inform staff of the referral process, services provided, and to share success stories. Sharing data on linkage rates and
successful goal completion as a result of using peer mentoring services has had a large influence on increasing referrals to the program.

Referred individuals may face barriers to engaging in services due to housing, transportation, childcare, challenges with scheduling and/or symptoms of a mental
health condition may prevent members from engaging in peer mentoring services and/or Center activities. Utilizing peer staff with lived experience with behavioral
health issues is key to operating programs of this nature as these staff can relate on a much deeper level with individuals because they have often walked in their
shoes. Peer staff are from a variety of cultures, ethnicities and backgrounds, and have the ability to serve members in all threshold languages

Homelessness is another factor that can affect access to peer mentoring program services, in particular, as mentors can lose touch with individuals who do not
have a stable residence or telephone to remind them about their appointments or responsibilities. Peers proactively address this potential challenge at their first
meeting by making a significant effort to learn about where a participant may be staying and how to contact them to minimize losing contact with them once their
initial meeting has ended.

Finally, to meet the specific, complex needs of military families, the collaboration of nonprofit community organizations supporting the Continuum of Care project
provided specialty services to families with domestic violence, housing and legal needs. Providing access to these services directly within the FRCs enables peer
navigators to connect with participants while they are seeking other support services and provide them with timely access to behavioral health support and
treatment, as well as other needed services. The project also trains FRC staff on how best to meet the needs of military-connected families so that they feel
competent and willing to identify and serve this target population. FRCs also serve as a new point of entry into behavioral health and supportive services for
military families. The support offered by a military-connected peer increases family member’s access to needed services, especially behavioral health care, which
they may be reluctant to seek on their own due to the stigma associated with mental health conditions.

Referrals and Linkages - Continuum of Care

500 Most Common Linkages Made

419
LEGAL SERVICES, MENTAL HEALTH CARE,

400 TRANSPORTATION, HOMELESS SERVICES, AFFORDABLE
331 HOUSING, PRIMARY/DENTAL CARE, CLOTHING, JOB
300 PLACEMENT, FOOD AND NUTRITION, JOB PLACEMENT,
FOOD/NUTRITION, OTHER SERVICES (I.E., CHILD SUPPORT,
200 158 FINANCIAL, UTILITY ASSISTANCE, ETC.)
113

100

0

FY 18-19 FY 19-20

H Referrals Linkages
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General Support programs provide supplementary services designed to improve recovery by helping participants meet essential needs such as transportation
assistance and/or develop skills. At present, all programs in this subset are for adults 18 and older and are funded through CSS. However, the transportation
program, described below, will be expanded to include assistance for children (while accompanied by their parent/caregiver).

Transportation (CSS, PEIl)

The Transportation program serves adults ages 18 and older, who have a serious mental illness or substance use disorder, and who need transportation assistance
to and from necessary County behavioral health or primary care appointments or select supportive services (particularly housing-related). Individuals are referred
by their BHS treatment provider, following an assessment of their transportation needs and history of scheduled appointments missed due to transportation
issues. Based on the community planning process for the Three-Year Plan, this program was to be expanded to support participants with additional transportation
needs. However, due to the lingering impact of COVID-19, exploration of expanding services to youth and families with children, including those who must be
transported in child safety seats, and to support services that help address social determinants of health, may be postponed.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

v Arabic v Korean v TDD/CHAT
v Farsi v Mandarin Vv Vietnamese

Severe v Khmer v Spanish Vv Other:

Ages 18+ Community At-Risk  Mild-Moderate

PROGRAM SPECIALIZATIONS

@S DO O 6

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/ Recove LGBTIQ+ Trauma- Veterans/

Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved InlelduaIs Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

% Gender % Race/Ethnicity % Unduplicated
Fiscal Year Program Budget # to be Served

- Female 65 African American/Black
13 Male American Indian/Alaskan Native FY 2020-21 $1,150,000 1,575
75 Transgender Asian/Pacific Islander FY 2021-22* $1,300,000 1,650
12 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic FY 2022-23 $1,300,000 1,650
*Proposed decrease to account for temporary reduced

Another Middle Eastern/North African - /
Another use of transportation services due to COVID-19. $200k of
FY 2021-22 budaet is from PEI.
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SERVICES

Individuals are provided curb-to-curb service or door-to-door service if they are living with physical disabilities that may require additional assistance entering or
exiting the vehicles. All that is required for the person to do is schedule the appointment in advance and a driver will pick them up at their specified location, take
them to their appointment, pick them up after the appointment and take them back to their destination of origin. Individuals can also stop and get their
prescriptions filled as necessary. Transportation services have also been authorized for use by both CSS and PEl field outreach teams for a one-time use to link
participants served in the field to their initial behavioral health appointments. In addition, Transportation services may be used to link participants being discharged
from the County’s Crisis Stabilization Unit to their follow-up appointments at either of the County’s Open Access clinics.

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

A survey on transportation needs conducted at the four large County adult outpatient clinics (Santa Ana, Anaheim, Westminster and Mission Viejo) indicated that
over 40% of missed clinic appointments were a direct result of transportation issues. These issues included, but were not limited to, lack of a car or money for gas
or a bus, inability to navigate the public transportation system, the time it takes to use public transportation system, anxiety surrounding using public
transportation or riding with others, and reliance on others to get rides to and from appointments. By providing reliable pick-up and drop-off at their requested
destinations, participants have been better able to engage in treatment consistently, thus allowing them to pursue their recovery.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

By offering free transportation, the program makes behavioral health and medical treatment equally accessible to individuals in need of care regardless of their
socioeconomic means.

STRATEGIES TO IMPROVE TIMELY ACCESS TO SERVICES FOR UNDERSERVED POPULATIONS

The program facilitates timely access to needed behavioral health and medical services for participants with significant transportation-related barriers to care by
providing them with the means to attend these appointments.

PROGRAM UTILIZATION (OUTCOMES)
The contract began July 1, 2018, with the first ride on July 12, 2018. The total number of rides provided in its first year of operations was 22,202.
CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

One of the biggest challenges for this program is for participants to remember to schedule their transportation service 24-hours in advance of their appointment
times. The purpose of this is to allow the transportation provider to schedule its fleet of drivers the night before for their appointments the next day. With the
high demand for transportation services on a daily basis (Monday-Friday), in all regions of the county, it has been very challenging for drivers to get to their
scheduled pick-up/drop-off locations on time without the 24-hour notice. In an effort to ensure drivers can be at the right place at the right time, the transportation
provider has identified the highest utilized areas, and increased its driver fleet in those areas during known times when there is a high need, which has resulted in
minimizing any delays for pick-ups/drop-offs. To assist with the high demand for these services, additional drivers have been added to the taxi fleet that has
enabled the transportation provider to meet the high demands despite not always getting a 24-hour notice for service. Finally, BHS programs will continue to
identify ways to leverage transportation assistance provided by other partners and agencies (i.e., CalOptima, etc.) so that efforts are not being duplicated
unnecessarily.
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Supported Employment(CSS)

The Supported Employment (SE) program serves Orange County residents 18 and older who are living with serious mental illness, may have a co-occurring
substance use disorder and require job assistance to obtain competitive or volunteer employment. Participants are referred to the program from County and
County-contracted Outpatient and Recovery programs, FSPs and select PElI and Innovation programs. Participants must be engaged in behavioral health services
during their entire enrollment in the program and have an assigned Plan Coordinator or Personal Services Coordinator who will collaborate with the SE team to
assist with behavioral issues that may arise while participating in the program.

AGE RANGE

@

Ages 18+

PRIMARY LOCATION TARGET POPULATION

Severe

LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Vv TDD/CHAT
Farsi v Viethamese
Khmer Vv Other:

v Korean
v Mandarin
V' Spanish

Field Community At-Risk  Mild-Moderate

PROGRAM SPECIALIZATIONS

Veterans/
Military-
Connected

Trauma-
Exposed
Individuals

Recove LGBTIQ+

from SU

BH
Providers

Homeless/
At-Risk of

Ethnic
Communities

Criminal-
Justice
Involved

Medical Co-
Morbidities

1st Families

Responders

Students/
School

Foster Parents

Youth

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC
% Gender % Race/Ethnicity

BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

- Female 40
20 Male 60
Transgender -

71

9 Genderqueer
Questioning/Unsure
Another

African American/Black
American Indian/Alaskan Native
Asian/Pacific Islander
Caucasian/White
Latino/Hispanic

Middle Eastern/North African
Another

Unduplicated
# to be Served

360
360
360

Program Budget
$1,371,262
$1,371,262
$1,371,262

Fiscal Year
FY 2020-21
FY 2021-22*
FY 2022-23

*No proposed changes for FY 2021-22.
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SERVICES

The Supported Employment program Individual Employment Plans are developed by the Persons Served - Supported Employment
employment team with the participant and closely follow the evidence-based Individual ¢,
Placement & Support employment model to provide services such as volunteer or 474\

T . . . . _— 432
competitive job placement, ongoing work-based vocational assessment, benefits planning, 400 405 \
individualized program planning, time-unlimited job coaching, counseling and peer 359
support services. 300

Employment Specialists (ES) and Peer Support Specialists (PSS) work together as an g
Employment Team. The ES assists participants with employment preparation including,
but not limited to, locating job leads, assisting with application submissions and 100
assessments, interviewing, image consultation and transportation issues. The ES also
provides one-on-one job support, either by telephone or at the participant’s workplace, to 0
ensure successful job retention. The PSS are individuals with lived experience with
behavioral health and substance use challenges, and who possess skills learned in formal
training, and/or professional roles, to deliver services in a behavioral health setting to
promote mind-body recovery and resiliency. The PSS work with participants to develop Graduation Rate - Supported
job skills, and assist the ES in helping the participant identify areas of need for

FY 16-17 FY 17-18 FY 18-19 FY 19-20

development, and may use techniques such as role modeling, field mentoring, mutual Employmemt
support, and others that foster independence and promote recovery. For those who may =~ 100%
not yet be ready for competitive employment, the program offers volunteer opportunities 80% 58% 68% 70%
at places of business around the county as a way for them to gain work-related skills and 60% 49%
confidence. 40%
OUTCOMES 20% I I I
0%

Program performance is evaluated by the number of participants who graduate after
achieving the State of California job retention benchmark of 90 days in paid employment.
A total of 70% met this benchmark during FY 2019-20, continuing the trend of an increasing B Graduation rate
graduation rate since FY 2016-17. This is notable, as improving employment outcomes for

adults in the BHS system of care continues to be challenging for many other programs.

FY 16-17 FY 17-18 FY 18-19 FY 19-20

STRATEGIES TO INCREASE RECOVERY/RESILIENCE

Securing meaningful employment represents a significant step toward recovery and re-integration into the community. Staff strives to build working relationships
with prospective employers, educate employers to understand mental health conditions and combat stigma, and serves as the main liaison between the employers
and program participants. The ES maintains ongoing, open communication with participant treatment teams to promote positive work outcomes. The PSS provide
training and support to participants using the principles of hope, equality, respect, personal responsibility and self-determination. While it is sometimes a concern
among the target population that they might lose their benefits such as SSI/SSDI if they become employed, they also recognize that this may be a final step to
gaining full independence.
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STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

Helping participants find and maintain good jobs in the community is, in and of itself, an act of reducing stigma and discrimination. More and more program
participants are requesting assistance in disclosing their barriers to employers. This opens up many opportunities for staff to have a supportive onsite presence
that fosters collaboration and education between the participants and their employers and co-workers. The program promotes participant’s successes in
maintaining employment and highlights welcoming employers who provide individuals with mental health challenges, the opportunity to integrate into the
community via competitive employment. This effort is carried out through media exposure via news publication, newsletters and presentations of success stories
at community meetings.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

The Supported Employment program engages in a number of activities to encourage timely access to its services. First, SE staff regularly present at County and
County-contracted clinics to encourage referrals to the program. From the day the participant enrolls, the program strives to foster an environment of empathy
and hope, which contributes to their ongoing program participation. ES and PSS staff provide person-centered supports in line with the evidence-based model of
Individual Placement and Support so that they can support participants in finding and keeping a good job in a supportive work environment. The team is highly
mobile and can meet individuals in their communities to provide supported services. The employment team also collaborates with the referring treatment provider
to discuss the participant’s progress, success stories and/or any significant behavior that prompts need for clinical interventions. In addition, services are provided
in English, Spanish, Vietnamese, Korean, Farsi and American Sign Language.

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

During FY 2017-18, SE experienced changes in staffing by only having one program manager managing the two regions instead of two managers. There was also
rapid staffing turnover at both the north and south sites. In addition, referrals to the program in south county have been low, and the provider has increased its
outreach efforts to programs in that region to improve referrals.

COMMUNITY IMPACT

The Supported Employment
program has provided services to
more than 3,500 adults since its
inception in August 2006. The
program has established a strong
presence within Orange County
through its collaboration with
County and County-contracted
clinics and other behavioral health
programs, as well as its numerous
presentations at job fairs, the
Wellness Centers, and local MHSA
steering committee meetings.
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Housing Support programs serve Orange County adults who are experiencing homelessness and living with a serious mental health condition. They range
from providing short-term emergency shelter to permanent supportive housing and are designed to meet individuals where there are at and support them in
their recovery.

Year-Round Emergency Shelter(CsS)

Year-Round Emergency Shelter (formerly called Short-Term Housing Services) serves adults experiencing homelessness with serious mental illness who may also
have a co-occurring substance use disorder and are in need of immediate shelter. Individuals referred to the program are actively participating in services at an
Adult and Older Adult Behavioral Health County or County-contracted outpatient clinic, PACT or Assembly Bill (AB) 109 program.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

Arabic Korean TDD/CHAT
Vv Farsi Mandarin v Viethamese

Ages 18+ Residential At-Risk  Mild-Moderate Severe Khmer V' Spanish Other:

PROGRAM SPECIALIZATIONS

@ O Q O

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/
Providers Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP
% Gender % Race/Ethnicity

- Female 65 African American/Black ) Unduplicated
13 Male American Indian/Alaskan Native Fiscal Year Program Budget # to be Served
75 Transgender Asian/Pacific Islander FY 2020-21 $1,367,180
12 Genderqueer Caucasian/White FY 2021-22* $1,367,180

Questioning/Unsure Latino/Hispanic
FY 2022-2 1
Another Middle Eastern/North African 0 3 31,367,180
Another *No proposed changes for FY 2021-22.
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SERVICES
Persons Served - Short-Term Housing
This program has MHSA-dedicated beds within five existing shelters. In addition to daily

shelter, the program provides basic needs items (i.e., food, clothing, hygiene goods), as 95 89 89
well as case management and linkage to services designed to assist individuals in their 80 \78
transition out of the shelter and into a more stable housing situation. The estimated length ¢,

of stay for each episode of shelter housing is 120 days. Extensions are considered on a

100

40
case-by-case basis.
20
OUTCOMES 0
As reported below, the program has been successful in reaching its goals: FY 16-17 FY 17-18 FY 18-19 FY 19-20

Short-Term Housing oy 555 44 FY 2018-19 FY 2019-20
Services Metrics

Average Length of Stay

(ALOS) is 120 Days or Less
% Who Found Permanent
or Transitional Housing 40% 33%
within 120 Days is > 25% 53%

ALOS=82days | ALOS=58days | , g0 days

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

Due to COVID-19 and the stay home orders, the facilities did not allow in-and-out day access which was a difficult adjustment for participants who are not used to
a shelter environment. The program provided the participants with support and virtual activities to increase receptiveness to staying in the shelter. The program
addressed other important needs, including supportive services such as transitional or permanent housing assistance and linkage to needed community support
services in coordination with the Plan Coordinator from the outpatient clinic. Some facilities allowed pets and partners to stay in the shelter with participants and
permitted BHS Outreach and Engagement staff into the shelter. This allowed participants to receive support from the outreach worker with whom they had already
built rapport, which could help facilitate their engagement into behavioral health services now that they were in a more stable environment.
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Bridge Housing for the Homeless (CSS)

Bridge Housing for the Homeless offers interim housing for adults who have received a certificate from the Orange County Housing Authority for the Continuum
of Care (CoC) Program but have been unsuccessful at finding a rental unit. The program also serves adults experiencing homelessness who have not yet received
a certificate but are beginning the process. Adults (including couples) are eligible if they are homeless, are living with a serious mental illness, and may have a co-
occurring substance use disorder. Referrals for the Homeless Bridge Housing Services are accepted on an ongoing basis by Adult and Older Adult Behavioral Health
(AOABH) Housing and Supportive Services. Participants can only be referred to the Homeless Bridge Housing Services if they are actively participating in treatment
at an AOABH outpatient clinic.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

( Arabic v Korean v TDD/CHAT
& Farsi v Mandarin v Vietnamese

All Ages Residential At-Risk  Mild-Moderate Severe Khmer V' Spanish V' Other:

PROGRAM SPECIALIZATIONS

=)

BH 1st Students/ Foster Parents Families  Medical Co-  Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma-  Veterans/

Providers Responders  School Youth Morbidities ~ Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #'s TO BE SERVED FROM 3YP

Age % Gender % Race/Ethnicity

0-15 - Female 51 African American/Black
16-25 2 Male 46 American Indian/Alaskan Native

Unduplicated
Fiscal Year Program Budget # to be Served

FY 2020-21 $2,000,000
FY 2021-22* $2,000,000
FY 2022-23 $2,000,000

*No proposed changes for FY 2021-22.

26-59 96 Transgender 3 Asian/Pacific Islander
60+ 2 Genderqueer Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another
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SERVICES

The program provides housing coordination and navigation to assist participants in
acquiring permanent housing. The provider also provides life skills and independent living
skills training to support the participant’s transition to independent living. The provider
assists participants in obtaining housing opportunities that include Continuum of Care
certificates, housing vouchers, locating rental units, negotiating leases and securing other
housing options. The estimated length of stay is 18 months. Participants who are not able
to find housing within the 18-month period are able to stay in Bridge Housing Services and
continue to look for permanent housing as long as they are actively working towards their
housing goals.

OUTCOMES

Bridge Housing for the Homeless tracks a number of measures to monitor its performance
in supporting adults living with serious mental illness find permanent housing. During FY
2018-19, its first year of operation, the program successfully reached all measurable
targets during that year.

Bridge Housing for the Homeless Metrics

150

120

90

60

30

Persons Served - Bridge Housing

116

7/

FY 18-19

FY 2018-19

FY 19-20

FY 2019-20

Average # of potential landlords contacted per month

(Target: > 15) 27 39
% of participants with CoC certificates who moved into permanent housing within 1 year
(T . o 100% 74%
arget: > 50%)
% of participants w/out CoC certificates who moved into permanent housing within 18 In progress* 41%
months (Target: > 50%) (16% housed in 12 months) )
% of participants who secured work or entitlements w/in 6 months of intake
. o 60% 78%
(Target: > 50%)
Persons Served — Bridge Housing 78 116

* Services launched in July 2018 so the 18-month mark had not yet passed by the end of FY 2018-19.
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MHSA/CSS Housing Program (CsS)

In contrast to the programs described above that provide time-limited shelter in combination with behavioral health services and supports, the MHSA/CSS Housing
Program facilitates the creation of long-term, independent supportive housing for transitional aged youth, adults and older adults with serious mental illness who
may have a co-occurring substance use disorder and are experiencing homelessness or risk of homelessness. Additional eligibility requirements can vary at each
location due to requirements of other funding partners.

The program funds development costs and Capitalized Operating Subsidy Reserves (COSR). Development costs are used for the acquisition, construction and/or
rehabilitation of permanent supportive housing. COSR primarily helps cover the difference between what a resident is able to pay and the cost of operating the
unit during the time the resident is working on obtaining entitlement and/or employment income. Behavioral health and other supportive services are located on-
and off-site to ensure access to a continuum of services that help residents adjust to and maintain their independent housing.

AGE RANGE PRIMARY LOCATION TARGET POPULATION LANGUAGE CAPACITY OF DIRECT SERVICE PROVIDERS

v Arabic v Korean v TDD/CHAT
V' Farsi v Mandarin Vv Vietnamese

Ages 18+ Residential At-Risk  Mild-Moderate Severe V' Khmer V' Spanish V' Other:

© 00 0RO OC

1st Students/ Foster Parents Families  Medical Co- Criminal- Ethnic Homeless/  Recove LGBTIQ+ Trauma- Veterans/

Prowders Responders School Youth Morbidities Justice  Communities At-Risk of  from SU Exposed Military-
Involved Individuals Connected

PROPORTION TO BE SERVED BY DEMOGRAPHIC CHARACTERISTIC BUDGETS & PROJECTED #’s TO BE SERVED FROM 3YP

Age % Gender % Race/Ethnicity

0-15 - Female 58 African American/Black Fiscal Year ~ Program Budget
16-25 Male 41 American Indian/Alaskan Native FY 2020-21 $293,678
26-59 Transgender <1 Asian/Pacific Islander FY 2021-22* $356,046
60+ Genderqueer - Caucasian/White
Questioning/Unsure Latino/Hispanic
Another Middle Eastern/North African
Another

FY 2022-23 $302,488

*Proposed increase for FY 2021-22 adjusts for increase in
salaries, per bargaining unit negotiations.
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Original funding allocations for this program included:
* A one-time State allocation of S8 million in FY 2006-07 to develop permanent supportive housing for individuals with serious mental illness who were
receiving services in the Full Service Partnership programs. Funds were used to develop 34 housing units in two developments
= A one-time State allocation of $33 million in FY 2007-08 carved out of the CSS allocation (i.e., MHSA Housing Program) and used for 10 housing
developments that created an additional 194 new units of PSH in Orange County

The table below provides details about these projects, which resulted in the development of 194 new PSH MHSA units for eligible tenants and their families.

Housing Projects Funded by One-Time Allocations

Project Year  1-Bedroom 2-Bedroom Manager’s MHSA Total Units TOTAL
Units Units Unit Units (w/ MHSA)
Alegre Apartments 2015 11 0 1 11 104 $2,912,200
Avenida Villas 2014 24 4 1 28 29 $6,519,200
Capestone Apartments 2014 19 0 1 19 60 $4,445,468
Cotton's Point Seniors 2014 15 0 1 15 76 $2,022,400
Depot at Santiago 2018 10 0 1 10 70 $1,615,320
Diamond Apartments 2009 15 9 1 24 25 $1,583,222
Doria Apartments, Phase | 2011 10 0 1 10 60 $1,500,000
Doria Apartments, Phase Il 2013 8 2 1 10 74 $2,019,850
Fullerton Heights 2018 18 6 1 24 36 $6,300,000
Henderson House 2016 14 0 0 14 14 $3,542,884
Oakcrest Heights 2018 7 7 1 14 54 $2,550,798
Rockwood Apartments 2016 14 1 1 15 70 $3,222,974
TOTAL 194 672 $37,895,786

MHSA SPECIAL NEEDS HOUSING PROGRAM (SNHP)

When the MHSA Housing Program concluded in May 2016, the state created the Local Government Special Needs Housing Program (SNHP). Local stakeholders
identified an ongoing and persistent need for housing for individuals living with serious mental illness and who are homeless or at risk of homelessness. As such,
multiple CSS transfers to the SNHP operated by the California Housing Finance Agency’s (CalHFA) occurred over several years totaling $95.5 million:

» S5 million in FY 2016-17 following local community planning input

» S35 million total in FY 2017-18 upon directive by the Board of Supervisors
= $25 million total in FY 2018-19

» $30.5 million total in FY 2019-20

On December 12, 2019, the Board approved allocating $10 million to the 2020 Supportive Housing Notice of Funding Availability (OCCR 2020 NOFA) and the
remaining $20.5 million to the Orange County Housing Finance Trust (Trust).
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Project Year MHSA Units Total Units Total

Santa Ana Arts Collective 2020 15 58 $4,724,430
Hero’s Landing 2020 20 76 $2,912,000
Casa Querencia 2021 28 57 $7,035,800
Total 63 191 $14,672,230

CHALLENGES, BARRIERS AND SOLUTIONS IN PROGRESS

The HCA recognizes that the demand for safe housing for individuals living with a mental health condition and
their families is far outpacing current availability. Thus, staff continually look to identify new opportunities for
developing housing for this vulnerable population, which includes staying apprised of other funding
opportunities and leveraging resources with other community and County partners.

COMMUNITY IMPACT

Increasing access to permanent
supportive housing helps to break
the cycle of homelessness for many
individuals living with serious mental
illness by improving housing
stability, employment and mental
and physical well-being. In addition,
these MHSA units are integrated in
larger housing developments that
provide non-MHSA units of critically
needed affordable housing in
Orange County.
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Housing Project Pipeline Using MHSA Funding

_ City Estimated SNHP  NPLH Trust  OCCR 2020 Total MHSA Total
Completion  Units Units NOFA Units Units
Anaheim 2021 35 0 0 0 35 70
Yorba Linda 2021 10 10 0 0 10 48
Santa Ana 2022 13 9 0 0 13 17
Santa Ana 2022 10 16 0 0 16 93
Westminster 2021 20 0 0 0 20 65
Orange 2022 18 18 0 0 18 50
San Juan Capistrano 2022 10 (] 0 0 10 75
Lake Forest 2023 12 12 0 0 12 71
Midway City 2022 24 (] 0 0 24 49
Buena Park 2021 28 0 0 28 58
Buena Park 2023 8 13 5 0 13 66
Placentia 2023 16 21 5 0 21 65
Anaheim 2022 0 34 16 4 34 72
Irvine 2023 10 10 0 0 10 60
Buena Park 2022 10 0 0 10 55
Santa Ana 2023 0 26 26 26 85
Santa Ana 2022 0 0 14 0 14 90
Huntington Beach 2023 (] 21 0 21 21 a3
San Juan Capistrano 2023 0 0 0 24 24 41
224 143 40 75 359 1,173
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Summary of MHSA Strategies Used by
Supportive Services Programs: Supportive
Housing Services

STRATEGIES TO PROMOTE RECOVERY/RESILIENCE

These programs address the basic needs of adults experiencing homelessness, such as food, shelter and physical safety. This creates a safe environment in which
participants can make progress toward their recovery while securing and/or maintaining permanent housing. Staff uses Motivational Interviewing to engage
participants and help them identify their own needs and challenges. This evidence-based therapeutic approach facilitates independence through self-discovery,
and helps individuals become more ready for independent or supportive housing.

STRATEGIES TO REDUCE STIGMA AND DISCRIMINATION

While in the shelter or bridge housing, staff works with residents to prepare them to accept permanent housing so they can smoothly transition to housing from
the streets and end their episodes of homelessness. Program staff also conducts community outreach to educate and engage prospective landlords with the goals
of improving access to housing options, reducing misconceptions about people living with a mental health disorder, reducing the possibility of discrimination from
landlords, and helping to facilitate acquisition of permanent housing.

STRATEGIES TO INCREASE ACCESS TO SERVICES: TIMELY ACCESS FOR UNDERSERVED POPULATIONS AND LINKAGE TO TREATMENT

Staff works with treatment providers to link individuals to services, if they are not already engaged in treatment. Bicultural/bilingual staff ensure availability of
services in a variety of languages. Behavioral health programs provide their services on-site or off-site, promoting easy access to services. In addition, most housing
sites are located near public transportation routes to enhance residents' access to transportation, as many residents do not own a car.
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Discontinued Program

Mentoring for Children and Youth (CSS)

Mentoring for Children and Youth served youth ages 0-25
living with a serious emotional disturbance and receiving
behavioral health services at a County or County-contracted
outpatient clinic. Youth were referred by their therapist if the
therapist determined that the child could benefit from
additional mentoring and socialization experiences out in the
community. Parents of participating youth also received
parent mentoring services. After consideration of multiple
factors including challenges with the ability to demonstrate
program efficacy, the program is being discontinued
beginning in FY 2021-22. Youth and parents will continue to
receive peer/parent partner support through the Peer
Mentoring and Parent Partner Support program.

FY 2020-21 to FY 2022-23 Pro

gram Budget

Projected Unduplicated # to be Served

Actual FY 2019-20 Budget $500,000 FY 2019-20 225
Proposed FY 2020-21 Budget -$500,000 FY 2020-21 230
Proposed FY 2021-22 Budget -$500,000 FY 2021-22 230
Proposed FY 2022-23 Budget -$500,000 FY 2022-23 230
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WORKFORCE
EDUCATION

Workforce Education and Training (WET) is intended to
address community-based occupational shortages in the
public mental health system. This is accomplished by training
staff and other community members to develop and maintain
a culturally and linguistically competent workforce that
includes consumers and family members and that is capable
of providing consumer and family-driven services.
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WET COMPONENT OVERVIEW

The mission of the Mental Health Services Act (MHSA) Workforce Education and Training component is to
address community-based occupational shortages in the public mental health system. This is accomplished
by training staff and other community members to develop and maintain a culturally and linguistically
competent workforce that includes consumers and family members and is capable of providing consumer
and family-driven services. Thus, WET offers education and trainings to County staff and contracting
community partners that promote well-being, recovery and resilience. The WET Coordinator also serves as
a liaison to the Southern California Regional Partnership (SCRP) of WET Coordinators. WET Coordinators
from neighboring counties collaborate on and coordinate mutual projects such as trainings, core
competencies and conferences to increase workforce diversity and opportunities in the public mental health
system.

Following the passage of Proposition 63, the state provided each county with a one-time funding allocation
to develop its WET infrastructure. Orange County’s (OC) allocation of $8,948,100 was exhausted in FY 2013-
14. Since then, available dollars from Community Services and Supports (CSS) have been used to fund WET.
Counties are allowed to transfer CSS funds to WET, as well as Capital Facilities and Technological Needs
(CFTN) and the Prudent Reserve, so long as the total amount of the transfers within a fiscal year do not
exceed 20% of the county’s most recent five-year average of its total MHSA allocation. Orange County
continues to fund WET programs, described in greater detail below, to serve the Orange County behavioral
health workforce, mental health consumers and their family members.

WET programs continue to reach a large audience; however, compared to last fiscal year, WET saw a
decrease in the number of trainings and attendees. This was largely due to the impact of the COVID-19
global pandemic. In FY 2019-20, approximately 6,740 individuals and/or community members attended
WET trainings and activities. Attendance in previous fiscal years found that 10,831 and 6,258 individuals
attended WET trainings and activities between FYs 2018-19 and 2017-18, respectively.

The WET component currently funds the following major training and program areas:

e  Workforce Staffing Support

e Training and Technical Assistance

e Mental Health Career Pathways

e Residency and Internship Programs
e Financial Incentive Programs

STATEWIDE WET PROGRAM

The FY 2019-20 state budget included
approximately $40 million to fund county
MHSA WET programs statewide. To secure
these funds, county behavioral health
agencies must collectively provide a 33%
match or $13.2 million by 2025. County
contributions must also be transferred to a
third-party entity and used for WET purposes
to fund pipeline/career awareness,
scholarships, stipends and loan repayment
programs. The County Behavioral Health
Directors Association (CBHDA) has proposed
that CalMHSA act as this entity and ensures
contributions are returned to the county for
WET purposes. In addition, CBHDA was
authorized by its Board to -calculate a
suggested contribution for each county based
on the current MHSA allocation formula.
Based on the current MHSA allocation
formula, the suggested contribution for
Orange County’s share of the match is
$904,713. Orange County proposes to transfer
the full amount of its suggested contribution
in FY 2020-21.
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Workforce Staffing Support

The Workforce Staffing Support (WSS) program performs three functions: (1) Workforce Education and Training
Coordination; (2) Consumer Employment Specialist Trainings and One-on-One Consultations; and (3) the Liaison to
the Regional Workforce Education and Training Partnership. WSS services are provided for the Orange County Fiscal Year Program Budget
behavioral health workforce, consumers, family members and the wider Orange County community. In FY 2019-
20, WSS provided trainings to a total of 2,073 individuals including County staff, County-contracted staff and
general community members. This was a decrease from previous fiscal years where over 3,000 individuals were FY 2021-22 $1,761,902
provided trainings. This is mostly attributed to the impact of the COVID-19 global pandemic. Very few trainings FY 2022-23 $1,814,758
were facilitated between March and June 2020 while all in-person learning was shifted to virtual platforms.

PROPOSED BUDGETS FROM 3YP

FY 2020-21 $1,710,584

STAFFING DESCRIPTIONS/OUTCOMES

Workforce Education and Training Coordination:

Orange County regards coordination of workforce education and training as a key strategy to promoting recovery, resilience and culturally competent services.
Multidisciplinary staff members design and monitor WET programs, research pertinent training topics and content, and provide and coordinate trainings. As noted
in the table, WET provided a large number of in-person professional development trainings between FYs 2017-18 and 2018-19. Toward the latter half of FY 2019-
20, all trainings had to shift to virtual platforms to accommodate the restrictions associated with in-person trainings due to the COVID-19 pandemic. Training topics
included Law and Ethics, 5150/5585 Involuntary Hospitalization and Designation, Patients’ Rights Respect and Dignity, Rights for Individuals in Inpatient and
Outpatient Mental Health Facilities, Developing and Enhancing Competence in Clinical Supervision, Group and Individual Crisis Response, Housing Placement,
Raising Awareness About First Episode of Psychosis, Response to Active Shooters, Meeting of the Minds, Continuum of Care, and Understanding American Society
of Addiction Medicine (ASAM) Criteria in the Context of the California Treatment System.

In FY 2015-16, WET launched online training that offered Continuing Education (CE) and Continuing Medical Education (CME) credits for County and County-
contracted providers who could not attend a live training. In the first two years after launch, nine trainings were offered annually. In FY 2018-19 only one pre-
recorded on-demand online training was offered as the OC Health Care Agency (HCA) transitioned to a new Learning Management System (LMS) where employees
have access to over 70 online trainings annually. Moreover, in FY 2019-20, live virtual instruction trainings were offered due to the global COVID-19 pandemic.
Some of these trainings were recorded and offered to staff at a later date.

Consumer Employment Specialist Trainings/One-on-One Consultations:

As part of WSS, Consumer Employment Support (CES) Specialists work with Behavioral Health Services, contract providers and community partners to educate
consumers on disability benefits. One of the Consumer Specialists provides educational and outreach services exclusively in American Sign Language (ASL). The
specialists provided training on topics such as Ticket to Work, Reporting Overpayment, and Supplemental Security Income/Social Security Disability Insurance
(SSI/SSDI). One-on-one SSI/SSDI Work Incentive consultation was also provided to consumers who requested more in-depth guidance. Additional services for those
who are deaf and hard of hearing include advocacy/education, group or individual consultations, and information/referral to resources.
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CES Professional Development
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Multicultural Development Program:

The Multicultural Development Program (MDP) consists of staff with language
proficiency and culturally responsive skills who support the workforce by
providing trainings on various multicultural issues. The MDP also coordinates
requests and provides translation/interpretation services through in-house staff
and a contracted provider. During FY 2019-20, there was a continued increase in
the number of interpretation services provided in Spanish, Vietnamese, Arabic,
Farsi and ASL both onsite and over the phone. This increase appeared, in part, to
be related to an increase in COVID-19-related document translation requests.

MDP staff and Language Line services also translated, reviewed and field-tested
a total of 277 documents into the threshold languages of Spanish, Vietnamese,
Farsi, Korean and Arabic in FY 2019-20, which was level from the previous fiscal
years. In addition, a Licensed Marriage Family Therapist serves in the MDP as a
Deaf and Hard-of-Hearing Coordinator to ensure that American Sign Language
interpretation support is provided at trainings and community meetings.
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In FY 2019-20, the Ethnic Services Manager and staff continued organizing the Cultural Competence Committee (CCC) meetings. The CCC consists of multi-ethnic
partners and multi-cultural experts in Orange County who meet to provide input on how to incorporate cultural sensitivity and awareness into the Behavioral
Health Services (BHS) system of care and how to provide linguistically and culturally appropriate behavioral health information, resources and trainings to
underserved consumers and family members. Although the count of unduplicated participants declined in FY 2019-20 compared to prior years, this was likely due

to meeting cancelations.

Liaison to Regional Workforce Education and Training Partnership:

The Liaison represents Orange County by coordinating regional educational programs; disseminating information and strategies about consumer and family
member employment throughout the region; sharing strategies that increase diversity in the public mental health system workforce; disseminating Orange County
program information to other counties in the region; and coordinating regional actions that take place in Orange County such as Trauma-Informed trainings, the
annual conference focused on hard-to-reach clients, and cultural humility trainings.
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Training and Technical Assistance

The Training and Technical Assistance (TTA) program offers trainings on evidence-based practices, the consumer

and family member perspective, and multicultural competency for mental health providers, and mental health PROPOSED BUDGETS FROM 3YP
training for law enforcement. The number of trainings offered in this area fluctuates from year to year depending

on the number of professional development requests from HCA staff and community members. Additionally, the Fiscal Year Program Budget
TTA program not only hosts several behavioral health trainings each year, but also provides continuing education FY 2020-21 $1,223,390

units to other departments in the HCA requesting trainings for their clinical or medical staff. Examples of requested
trainings include Psychological First Aid, Raising Awareness about First Episode of Psychosis, Rights for Individuals
in Inpatient Settings, and Rights for Individuals in Outpatient Settings. In FY 2019-20, TAA provided a total of 78 FY 2022-23 $1,241,794
trainings for 3,642 attendees, which are described in detail below. In FY 2018-19, TAA provided 89 trainings for
5,711 attendees, and in FY 2017-18, 88 trainings were facilitated to 2,573 attendees.

TRAINING DESCRIPTIONS / OUTCOMES

FY 2021-22 $1,282,434

Evidence-Based Practices . .

Trainings on Evidence-Based Practices were conducted to help behavioral health 5o WET: Evidence-Based Practices - 000
providers stay current on best practice standards in their field. County and ’
contracted staff, community partners, consumers and their family members 2,387 2,190
attended evidence-based training on topics such as Mental Health First Aid, Eye 100 1318 78 "
Movement Desensitization and Reprocessing (EMDR), Nonviolent Crisis '57‘ 1'::0 63

Intervention Training, Motivational Interviewing, Children Adolescent Needsand = 50 = 1,000
Strengths (CANS), a Trauma-Informed Care series, Trauma Focused Cognitive

Behavioral Therapy, Treating Trauma and Substance Use, and Dialectical 0 0
Behavioral Therapy. During FY 2018-19, more requests were submitted by HCA FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20

staff and/or community members for trainings focused in different Evidence- Trainings Attendees

Based Practices, compared to previous years.

Consumer and Family Member Perspective: WET: Consumer & Family Member Perspectives

Consumers and their family members sat on a panel where they shared their 15 378 400

lived experience with County and County-contracted behavioral health

personnel. Panel members presented on their lived experiences to help reduce g 9 \230 294 300
stigma and raise awareness of behavioral health conditions. Over the past three 6\ / 2o
years, fewer requests have been made for these trainings. During FY 2019-20, < 125‘6

WET included consumer and family member perspectives through the use of . . 3 100

peer specialists and highlighted key principles of recovery which includes the - 0
consumer perspective. These concepts were interwoven into most trainings. FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20

I Trainings e Attendees
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Cultural Competence:

Culturally responsive trainings were conducted to raise cultural awareness and
humility among behavioral health providers and community partners. Topics
included Caring for Gender Nonconforming and Transgender Youth, Clinical
Considerations when Working with Patients and Families from the Sikh Faith,
Mindful Listening, Role of Forgiveness in Psychotherapy, Spirituality and
Therapy, and Bio-Spiritual Focusing. Beginning in FY 2018-19, WET established
an online Cultural Competency training for all BHS staff. Each year, new and
ongoing staff are required to take this training as part of their professional
development and per state regulations. Due to the establishment of this new
annual training, the total number of attendees increased.

Crisis Intervention Training (CIT), which is now being funded through PEl, is
reported in Outreach to Increase Recognition of the Early Signs of Mental lliness.
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Mental Health Career Pathways

Mental Health Career Pathways offers courses through the Recovery Education Institute (REI), which prepares

individuals living with mental health conditions and their family members to pursue a career in behavioral health. PROPOSED BUDGETS FROM 3YP

REI provides training on basic life skills, career management and academic preparedness, and offers certified

programs to solidify the personal and academic skills necessary to work in behavioral health. Most REl staff have Fiscal Year ~ Program Budget

personal lived experience.

PROGRAM DESCRIPTION/OUTCOMES

FY 2020-21 $1,046,663
FY 2021-22 $1,046,663

Similar to previous fiscal years, in FY 2019-20 REI provided a total of 153 trainings to 499 active students. Of the FY 2022-23 $1,046,663

210 newly enrolled students, 76% identified themselves as living with a behavioral health condition, 10% identified

themselves as a family member of someone living with a behavioral health condition, and 13% identified as both. These percentages are similar to what was
reported in previous fiscal years. In FY 2018-19, REI provided a total of 161 trainings to 567 active students. Of the 274 newly enrolled students, 72% identified
themselves as living with a behavioral health condition, 10% identified themselves as family members of those living with a behavioral health condition and 18%
identified as both. In FY 2017-18, REI provided 156 trainings to 535 active students. Of the 292 newly enrolled students, 71% identified themselves as living with a
behavioral health condition, 13% identified themselves as family members of those living with a behavioral health condition and 17% identified as both.

REI also employs academic advisors and peer success coaches
to mentor and tutor students. REIl enrolled 210 new students
in FY 2019-20, 274 new students in FY 2018-19, and 292 new
students in FY 2017-18. During FY 2019-20, more students
engaged in Academic Advisement and Success Coaching
sessions. This was due to changes in service modalities. Due to
the COVID-19 global pandemic the program provided more
accessibility to resources. REl distributed Chromebooks to
students to enable them to utilize online courses and academic
advisement sessions. Students had immediate access to
advising sessions, rather than having to travel to campus to
seek guidance. Also, another shift was offering monthly course
schedules, rather than semester-based schedules. Therefore,
students had up-to-date information regarding advisement
hours and workshop courses that were available.
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In addition, REI offers a wide variety of trainings, including Introduction to Microsoft Excel Spreadsheets, Elementary Spanish for Public Speaking, Introduction to
Psychology, Case Management, Vocational Skills Building, and Self-Esteem and Confidence (see “Workshops & Classes” in table below). REI collaborates with adult
education programs, links students to local community colleges for prerequisite classes, and provides accredited college classes and certificate courses onsite.

REI also offers a series of pre-vocational workshops to prepare students to enter the workforce. These workshops include job search techniques, resume building,
interview skills, and dressing for job interviews. In addition, REI offers ESL and General Education Development classes for students to benefit their employment
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opportunities. A high percentage of students completed the REl workshops and classes between FY 2019-20 and FY 2017-18 (see “Pre-Vocational Courses” below).
This increase in completion rates from FY 2017-18 is due to an administrative efficiency created when WET consolidated classes and workshops and staff were
better able to track course completion rates. Additionally, compared to last fiscal year, in FY 2019-20, there was a decrease in the number of Extended Education
courses offered due to several reasons (see “Extended Education” below), including:

e Extended Education courses meet more frequently over a long period of time, compared to other workshops and college courses in the REI curriculum.

The Extended Education course model is an open entry and exit format. This creates a revolving door for students who may need courses on a short-term
basis.

The REI College Courses have a strict dropout policy due to the popularity of the courses being offered. This creates a higher level of commitment for those
students to complete their courses, compared to Extended Education courses.

In addition, REI contracts with Saddleback College to offer a Mental Health Worker Certificate program that prepares students to enter the public mental health
workforce. Students gain knowledge and skills in the areas of cultural competency, the Recovery Model, co-occurring disorders, early identification of mental
health conditions and evidence-based practices to name a few. To receive certification, students must complete nine 3-unit courses and a 2-unit, 120-hour
internship. In addition, REI/Saddleback College added courses in alcohol and drug studies that integrates theory and practical experience to develop the skills
necessary to work with individuals living with substance use disorders. Students who complete all required courses also receive a certificate in Alcohol & Drug
Studies (see “College Credit Course” below). During FY 2019-20, fewer students completed the certificate programs than the previous fiscal year due to the COVID-

19 global pandemic. Students were not able to complete the internship portion of the program, and many decided to postpone their certificate completion to
later academic years.

Number of REI Workshops & Courses Offered
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31n FY 2019-20, WET discontinued calculated Completion Rates for Extended Education courses. Since the Extended Education courses are structured in an open entry and exit

format, there is no specific “Completion” date for these courses. Students can join or exit a course at any point during the semester, for any reason. Therefore, completion
rates were not calculated for Extended Education courses.
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Residency and Internship Programs

The Residencies and Internships program trains and supports individuals who aspire to work in the public mental
health system. The California Psychology Internship Council (CAPIC) matches pre-doctoral candidates with a
placement site based on a set of criteria. WET requests the same number of interns each year. However, CAPIC will
match based on the number of students who have enrolled and site availability. All CAPIC students were placed in a
behavioral health program during FY 2019-20, with three students being placed at WET’s Neurobehavioral Testing FY 2020-21 $170,000
Unit (NBTU) and two placed at Children Youth Behavioral Health (CYBH) sites. In FY 2018-19, two student interns FY 2021-22 $5,000
were placed at WET’s NBTU and four were placed at CYBH sites. Additionally, in FY 2017-18, four student interns
were placed at WET’s NBTU and two were placed at CYBH sites. All interns were supervised by a licensed
psychologist.

PROGRAM DESCRIPTION/OUTCOMES

In collaboration with the Psychiatry Department at the University of California-Irvine (UCI) School of Medicine, supervised trainings were provided in the program
to teach the recovery philosophy; enhance cultural humility and understanding from the consumer and family perspectives; and recruit talented psychiatry
residents and fellows into the public mental health system. The funded positions and training are one strategy the County uses to address the shortage of child
and community psychiatrists working in community mental health. FY 2019-20 CAPIC students completed fewer clinical internship hours compared to previous
years. This decrease was due to one student exiting the program early as well as the inability to conduct in-person testing due to the restrictions imposed because
of the global pandemic of COVID-19.

In spring 2020, WET distributed an online survey to all FY 2019-20 CAPIC interns, as well as psychiatry residents and fellows to examine their experiences during
the program. The two CAPIC interns who responded to the survey were very satisfied with their experience, were provided ample support and mentorship from
their supervisor, and received professional development opportunities to refine their skills (e.g., hands on experience, working with clients, utilizing clinical skills,
etc.). Similarly, all psychiatry resident and fellow interns who responded (n=9) were satisfied with their experiences during the program. The clinical supervisors
were perceived as knowledgeable, supportive, and positive. All of the interns also felt they gained the skills necessary to perform their tasks in the field (e.g., hands
on experience, working with clients, utilizing clinical skills, etc.).

Fiscal Year Program Budget

FY 2022-23 $170,000
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Financial Incentive Programs

The Financial Incentives Program (FIP) seeks to expand a diverse bilingual and bicultural workforce by providing
financial incentive stipends to BHS County employees seeking bachelor’s (BA/BS) and master’s (MA/MS) degrees,
and to address the community psychiatrist shortage by offering loan repayment for psychiatrists working in the
Orange County public mental health system. The WET office collaborates with numerous colleges and universities Fiscal Year Program Budget
to offer stipends and encourage students to work for County or County-contracted agencies upon graduation. WET
also offers the Orange County Mental Health Loan Assumption Program (OC-MHLAP), which offers loan assumption
in exchange for working in the Orange County public mental health system. The pre-approved budget and number FY 2021-22 $646,968
of eligible applicants determine the exact number of students/psychiatrists who are enrolled in FIP each year. FY FY 2022-23 $526,968
2018-19 showed a decline in the number of graduate student stipends awarded. Although the county still faces a

shortage of community psychiatrists, the number participating in FY 2018-19 was nearly double that of FY 2017-18.

PROGRAM DESCRIPTION/OUTCOMES

PROPOSED BUDGETS FROM 3YP

FY 2020-21 $526,968

WET Financial Incentives Offered

Similar to previous years, in FY 2019-20, over half of all those receiving BA/MA - 19

stipends self-identified as Mexican/Hispanic (70%), followed by Caucasian 17

(20%), and Asian (10%) descent. The primary languages spoken were English .

(50%) and Spanish (50%). In FY 2018-19, over half of all those receiving BA/MA 11 1
stipends self-identified as Mexican/Hispanic (64%), followed by Caucasian 10 8 10 8
(24%) and Asian (12%) descent. The primary languages spoken were English 6

(35%) and Spanish (35%). Roughly one-quarter said they spoke multiple c 3 3 3
languages (29%). In FY 2017-18, stipends were provided to 22 staff. More than 1

half of staff self-identified as Mexican/Hispanic (54.6%), followed by Asian 0 . . . [r—
(27.2%) or Caucasian (18.2%) descent. While over one-third indicated their FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
primary language was English (36.3%), a large proportion indicated they spoke

H BA Stipends Graduate Degree Stipends Psychiatry MHLAP
more than one language (45.5%).

During FY 2019-20, WET conducted an online survey with all staff who participated in FIP during FY 2019-20. Out of the 20 staff enrolled in the program, nine
responded to the online survey (45% response rate). Of those who responded, the majority of participants self-identified as female (63%) and were between the
ages of 26-59 (89%). A large proportion indicated their racial or ethnic background as being either Mexican/Other Latino (67%), Caucasian/White (22%), or Asian
(11%). All staff indicated they were employed with the County and worked at several behavioral health locations including OC ACCEPT, Community Counseling
and Supportive Services, Outreach & Engagement, Clinical Evaluation Guidance Unit (CEGU), Children’s Support and Parenting Program, Assisted Outpatient
Treatment (AOT), or Inpatient/Residential Services.

Staff were asked to identify their organizational roles prior to and after participating in FIP. Prior to enrolling in the FIP program, 89% of staff indicated they were
direct services providers, while 11% identified as support staff. One (n = 1, 11%) staff indicated that after participating in the program they advanced to a new role
of Administrative or Manager and the remaining participants were still in their same roles. In addition, staff were asked if they earned an advanced degree as a
result of their participation in FIP. All staff said that FIP helped them to earn a higher educational degree or level of schooling, as well as assisted them with
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achieving their educational goals (100%). More specifically, prior to participating in FIP, participants either had some college experience (11%) or earned a
bachelor’s degree (89%). After engaging in FIP, 44% of staff had advanced their education by earning a master’s level degree.

The vast majority of staff said that FIP helped them to advance in their careers (89%). When asked to list all the ways FIP helped them, a large percentage stated
the program helped them to advance their education (89%), invested in their abilities (78%), helped them develop new skills (78%), increased their earning
potential (78%), and increased their awareness of cultural and linguistically diverse services (78%). Other ways in which FIP helped staff included networking with
other professionals (67%), helped them increase motivation related to their job (67%), provided opportunities to develop leadership skills (56%), and helped them
to step out of their comfort zone (44%).

In the future, staff would like to see specific changes made to FIP to improve its effectiveness. Specifically, staff would like to see more support provided during
the program (44%), the establishment of a mentorship/transition program for after graduation (44%), more resources to help apply knowledge and skills in the
workforce (22%), and a streamlining of the application process (11%). While staff had recommendations for program improvements, overall, all staff who
responded to the survey were satisfied with their FIP experiences, felt they were treated with courtesy and respect by staff, and would recommend the program
to their colleagues. The majority also felt the program was very or extremely effective in developing a bilingual/bicultural workforce (22% and 44%, respectively).
The remaining responses indicated the program was somewhat effective (33%) in developing a bilingual/bicultural workforce.
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The Capital Facilities and Technological Needs (CFTN) component

of the Mental Health Services Act (MHSA) was designed to -
enhance the existing public mental health services
infrastructure. It provides resources for two types of
infrastructure:

1. Capital facilities funding may be used to purchase, build or
renovate land and/or facilities for the delivery of MHSA
services to consumers and their families or used for MHSA
administrative offices.

2. Technology funding may be used to modernize and
transform clinical and administrative information systems
and increase consumer and family empowerment by
providing the tools for secure consumer and family access to
health information.

CFTN projects are now funded through transfers from CSS as
allowed by the Act and accompanying regulations.
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Capital Facilities

REQUIREMENTS FOR CAPITAL FACILITIES (CF) FUNDS

PROPOSED BUDGETS FROM 3YP

Fiscal Year Program Budget

A county may use MHSA Capital Facility funds for the following types of projects: FY 2020-21 $12,519,749

Acquire and build upon land that will be County-owned.
Acquire buildings that will be County-owned.

Construct buildings that will be County-owned.
Renovate buildings that are County-owned.

Renovate buildings that are privately-owned and dedicated, and used to provide MHSA services if certain provisions are met (i.e., renovations to benefit
MHSA participants or MHSA administration’s ability to provide services/programs in County’s Three-Year Plan, costs are reasonable and consistent with
what a prudent buyer would incur, a method for pr