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To: California Mental Health Planning Council
From: Jane Adcock

Executive Officer
Subject: October 2016 Planning Council Meeting

Enclosed is the packet for the October 19-21, 2016 Planning Council meeting at Lake
Natoma Inn in Folsom, CA. The hotel is located at 702 Gold Lake Drive, Folsom,
CA 95630. The hotel offers complimentary parking and complimentary meeting

room wireless internet access.

Issue Request Form

There is a copy of the Issue Request Form provided in this packet. We are enabling
Planning Council members to request that committees on which they are not
members address issues that are of concern to them. We have set aside the first five
minutes of each committee meeting for Planning Council members to attend other
committee meetings and briefly submit their issue requests. You will find Issue
Request Forms in the front of this packet for your use. Please promptly return them

to your committee after presenting your issue request so the regular agenda items can
be handled.

Mentorship Forum

A Mentorship Forum will be held the evening of Thursday, October 20,
immediately following the general session. Planning Council officers and all
committee chairs and vice-chairs are specifically requested to attend. Other Planning
Council members who wish to benefit from the discussion are welcome to attend.

The purpose of this forum is to discuss the process issues involved in chairing the
committees and the Planning Council. For example, experienced chairs can explain
the techniques they use during the meetings to keep the agenda moving and manage
the discussion. Vice-chairs can ask questions about techniques they observed or how
to handle various problems that might occur during the course of a meeting. It is our
hope that, through this process, the Planning Council will enable more members to
feel qualified to serve as committee chairs or officers.

Committee Reports

We have allocated 55 minutes for committee reports on Friday. The focus of the
committee reports will be what tasks or objectives the committee has completed on
its projects and on its work plan. In addition, the committee should report any action
items that it has adopted.

Please call me at (916) 322-3807 if you are unable to attend the Planning Council
meeting so we can determine if we will have a quorum each day. See you soon!

Enclosures



Restaurants near Lake Natoma Inn

702 Gold Lake Dr, Folsom, CA 95630-2559

Karen's Bakery

705 Gold Lake Dr
0.1 miles from Lake Natoma Inn

ARZ Lebanese Restaurant

705 Gold Lake Dr Suite 390
0.1 miles from Lake Natoma Inn

Folsom Bar & Grille

705 Gold Lake Dr
0.1 miles from Lake Natoma Inn

Snooks Candies & Ice Cream

731 Sutter St
0.1 miles from Lake Natoma Inn

Q'bole

718 Sutter St Ste 201
0.1 miles from Lake Natoma Inn

Hop Sing Palace

805 Sutter St
0.1 miles from Lake Natoma Inn

Pizzeria Classico

702 Sutter St
0.1 miles from Lake Natoma Inn

Hacienda Del Rio Restaurant

702 Sutter St
0.1 miles from Lake Natoma Inn

Sutter Street Steakhouse

604 Sutter St
0.2 miles from Lake Natoma Inn



https://www.tripadvisor.com/Tourism-g28926-California-Vacations.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d2221793-Reviews-Karen_s_Bakery-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d8058827-Reviews-ARZ_Lebanese_Restaurant-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d10683516-Reviews-Folsom_Bar_Grille-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d847178-Reviews-Snooks_Candies_Ice_Cream-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d594243-Reviews-Q_bole-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d835685-Reviews-Hop_Sing_Palace-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d377281-Reviews-Pizzeria_Classico-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d847179-Reviews-Hacienda_Del_Rio_Restaurant-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d1629209-Reviews-Sutter_Street_Steakhouse-Folsom_California.html

Sutter Street Grill

811 Sutter St
0.1 miles from Lake Natoma Inn

Chicago Fire

614 Sutter St Ste A
0.2 miles from Lake Natoma Inn

Samuel Horne's Tavern

719 Sutter St
0.1 miles from Lake Natoma Inn

Cellar Wine and Cheese Bar

727 Sutter St # B Historic Folsom District
0.1 miles from Lake Natoma Inn

Sutter Street Tagueria

727 Sutter St
0.1 miles from Lake Natoma Inn

Black Rooster

807 Sutter St
0.1 miles from Lake Natoma Inn

The Fat Rabbit Public House

825 Sutter St
0.2 miles from Lake Natoma Inn

Powerhouse Pub

614 Sutter Street
0.2 miles from Lake Natoma Inn

Folsom Hotel

703 Sutter St
0.2 miles from Lake Natoma Inn

Hampton's On Sutter

608 Sutter St
0.2 miles from Lake Natoma Inn

Victoria Chocolatier LLC

713 Sutter St
0.1 miles from Lake Natoma Inn

Sudwerk Riverside Restaurant
9900 Greenback Ln



https://www.tripadvisor.com/Restaurant_Review-g32389-d370800-Reviews-Sutter_Street_Grill-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d370796-Reviews-Chicago_Fire-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d1850562-Reviews-Samuel_Horne_s_Tavern-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d4004362-Reviews-Cellar_Wine_and_Cheese_Bar-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d10299683-Reviews-Sutter_Street_Taqueria-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d3469706-Reviews-Black_Rooster-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d3785937-Reviews-The_Fat_Rabbit_Public_House-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d10457314-Reviews-Powerhouse_Pub-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d4734443-Reviews-Folsom_Hotel-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d3724657-Reviews-Hampton_s_On_Sutter-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d2175957-Reviews-Victoria_Chocolatier_LLC-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d1893536-Reviews-Sudwerk_Riverside_Restaurant-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d10299683-Reviews-Sutter_Street_Taqueria-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d3469706-Reviews-Black_Rooster-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d10457314-Reviews-Powerhouse_Pub-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d4734443-Reviews-Folsom_Hotel-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d2175957-Reviews-Victoria_Chocolatier_LLC-Folsom_California.html

0.3 miles from Lake Natoma Inn

Sushi Unlimited

6693 Folsom Auburn Rd
0.5 miles from Lake Natoma Inn

Pete's Restaurant & Brewhouse

6608 Folsom Auburn Rd
0.5 miles from Lake Natoma Inn

El Pueblo Cocina Mexicana

6608 Folsom Auburn Rd Suite #1
0.5 miles from Lake Natoma Inn

Coffee Republic

6610 Folsom Auburn Rd
0.6 miles from Lake Natoma Inn

Mountain Mike's

1100 Bidwell St
0.5 miles from Lake Natoma Inn

Scott's Seafood of Folsom

9611 Greenback Ln
0.9 miles from Lake Natoma Inn

El Pollo Loco

654 E. Folsom Bl
0.5 miles from Lake Natoma Inn

Bj Cinnamon

402 E Bidwell St
0.7 miles from Lake Natoma Inn

Taj India
329 E Bidwell St
0.7 miles from Lake Natoma Inn


https://www.tripadvisor.com/Restaurant_Review-g32389-d3454308-Reviews-Sushi_Unlimited-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d6739843-Reviews-Pete_s_Restaurant_Brewhouse-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d2572099-Reviews-El_Pueblo_Cocina_Mexicana-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d855528-Reviews-Coffee_Republic-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d881405-Reviews-Mountain_Mike_s-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d509645-Reviews-Scott_s_Seafood_of_Folsom-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d8720538-Reviews-El_Pollo_Loco-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d4999658-Reviews-Bj_Cinnamon-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d671002-Reviews-Taj_India-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d6739843-Reviews-Pete_s_Restaurant_Brewhouse-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d881405-Reviews-Mountain_Mike_s-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d4999658-Reviews-Bj_Cinnamon-Folsom_California.html
https://www.tripadvisor.com/Restaurant_Review-g32389-d671002-Reviews-Taj_India-Folsom_California.html
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Issue Request Form

Planning Council Member Name:

Attention--Planning Council Committee:

Issue Summary:

Committee Disposition:

Add to Committee agenda for discussion for next meetin O
Create Committee work group to research O
Add to Committee Issue Matrix as future project O
No committee action taken; Notify Executive Committee O
Other:
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Issue Summary:

Committee Disposition:

Add to Committee agenda for discussion for next meetin O
Create Committee work group to research O
Add to Committee Issue Matrix as future project O
No committee action taken; Notify Executive Committee O
Other:
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Add to Committee agenda for discussion for next meetin O
Create Committee work group to research O
Add to Committee Issue Matrix as future project O
No committee action taken; Notify Executive Committee O
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AGENDA

California Mental Health Planning Council

CALIFORNIA MENTAL HEALTH PLANNING COUNCIL

October 19, 20, and 21, 2016
Lake Natoma Inn
702 Gold Lake Drive
Folsom, CA 95630

Notice: All agenda items are subject to action by the Planning Council. The scheduled
times on the agenda are estimates and subject to change.

Wednesday, October 19, 2016

COMMITTEE MEETINGS

Time Event Room
9:00 a.m. Executive Committee Meeting Folsom
11:00 a.m. Patients’ Rights Committee Meeting Placer

PLANNING COUNCIL GENERAL SESSION

Sierra Ballroom

Conference Call 1-877-951-3290
Participant Code: 8936702

Time Topic Presenter or Facilitator | Tab
1:30 p.m. Welcome and Introductions | Josephine Black,
Chairperson
1:40 p.m. Opening Remarks Uma Zykofsky, Deputy A
Director, Sacramento
County Behavioral Health
2:00 p.m. Approval of Minutes from Jo Black, Chairperson B
June 2016 meeting
2:05 p.m. Overview of Status and Susan Wilson, Chair, BH
Next Steps of Integration of | Steering Cmte and Jane
Co-Occurring Substance Use | Adcock, Executive Officer
2:15 p.m. CA Consortium of Addiction | Pete Nielsen, CEO and C
Programs and Professionals | Sherry Daley, Senior Gov't
Affairs Director
2:50 p.m. Council Member Questions | All
and Discussion
3:00 p.m. Public Comment Jo Black, Chairperson
3:05 p.m. Break
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3:20 p.m. Adult Residential Care for Kathrina Cauckwell, MSW, D
Substance Use Disorders of WellSpace Health.
and Co-Occurring Mental Diana White, Al Rowlett
Health and Substance Use and Leslie Springer, of
Disorders Turning Point Community
Programs
4:10 p.m. Council Member Questions | All
and Discussion
4:30 p.m. Update on Workforce Tom Orrock
Education and Training Ad
Hoc Efforts
4:40 p.m. Public Comment Jo Black, Chairperson
4:50 p.m. Volunteers for Nominating Jane Adcock, Executive E
Committee Officer
5:00 p.m. Recess
Thursday, October 20, 2016
COMMITTEE MEETINGS
Time Event Room
7:30 a.m. Children’s Caucus Hotel Restaurant
8:30 a.m. Advocacy Committee Folsom
to 12:00 p.m. Continuous System Improvement Natoma
Health Care Integration Committee Placer
12:00 p.m. LUNCH (on your own)
PLANNING COUNCIL GENERAL SESSION
Sierra Ballroom
Conference Call 1-877-951-3290
Participant Code: 8936702
Time Topic Presenter or Facilitator | Tab
1:30 p.m. Welcome and Introductions | Josephine Black,
Chairperson
1:40 p.m. Panel on Use of CA State Auditor (invited), F
Psychotropic Medications Lori Fuller, Chief,
for Foster Youth Permanency Policy Branch,
CDSS and a former Foster
Youth
2:40 p.m. Council Member Questions | Josephine Black,
and Discussion Chairperson
2:50 p.m. Public Comment Jo Black, Chairperson

3:00 p.m.

Break
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3:15 p.m. Panel re: Implementation of | El Dorado, Yolo, Trinity, G
Continuum of Care Reform | Sacramento, and San
Joaquin Counties (invited)
4:10 p.m. Council Member Questions | All
and Discussion
4:20 p.m. Public Comment Jo Black, Chairperson
4:30 p.m. Report from CA Behavioral | Noel O’Neill, Director,
Health Directors Association | Trinity County
4:50 p.m. Executive Officer’'s Report Jane Adcock
5:00 p.m. Recess

Mentorship Forum for Council members, including Committee Chairs and Chair-Elects, will
occur immediately following the recess of Thursday’s General Session.

Friday, October 21, 2016

PLANNING COUNCIL GENERAL SESSION

Sierra Ballroom

Conference Call 1-877-951-3290
Participant Code: 8936702

Time Topic Presenter or Facilitator | Tab
8:30 a.m. Welcome and Introductions | Josephine Black,
Chairperson

8:40 a.m. Report from the California Cary Martin, President
Association of Local
Behavioral Health
Boards/Commissions

9:00 a.m. Committee Reports — Daphne Shaw, Chair PRC
Patients’ Rights, Health Care | Terry Lewis, Chair HCI,
Integration, Continuous Lorraine Flores, Chair CSI,
System Improvement, Darlene Prettyman, Chair
Advocacy Advocacy

9:55 am Public Comment Jo Black, Chairperson

10:05 a.m. BREAK

10:20 a.m. Report from Mental Health | Toby Ewing, Executive
Services Oversight and Director
Accountability Commission

10:45 a.m. Council Discussion of Little | All H
Hoover Report on MHSA

11:00 a.m. Trauma Informed Care for Laura Heintz, CEO, I
Children and Youth Stanford Youth Solutions

11:50 a.m. Public Comment Jo Black, Chairperson

11:55 a.m. Meeting Evaluation All




California Mental Health Planning Council

[12:00 p.m. [ ADJOURN | ]

All items on the Committee agendas posted on our website are incorporated by reference
herein and are subject to action.

If Reasonable Accommodation is required, please contact Chamenique Williams at
916.552.9560 by October 6, 2016 in order to work with the venue to meet the request.

2017 MEETING SCHEDULE

January 2017 January 18, 19, 20 San Diego Courtyard Marriott
595 Hotel Circle South
San Diego, CA 92108
April 2017 April 19, 20, 21 San Jose Holiday Inn San Jose-
Silicon Valley
1350 North 15t Street
San Jose, CA 95112
June 2017 June 14, 15, 16 Orange Atrium Hotel
18700 MacArthur Blvd,
Irvine, CA 92612
October 2017 October 18, 19, 20 Sacramento To Be Determined
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Executive Committee

Wednesday, October 19, 2016

Lake Natoma Inn

702 Gold Lake Drive
Folsom, CA 95630

Folsom Room
9:00 to 10:30 a.m.

Time Topic Presenter or Facilitator Tab
9:00 | Welcome and Introductions Josephine Black, Chairperson
_ June 2016 Executive .

9:05 Committee Minutes Jo Black, Chairperson 1
FY 2015-16 Council Budget and | tamara Jones, Chief of

9:10 | Expenditures and Update on Operations 2
Contract Solicitations

9:15 O_verV|ew and Discussion of Jane Adcock and All 3
Little Hoover Report
Discussion of Council Retreat

9:35 | for Development of Council Jane Adcock and All 4
Brand, Mission, Direction, etc
Liaison Reports for CA Assoc of .

10:05 | Local MH Boards/Commissions gﬁzsvn Wilson and Daphne
and CA Coalition for MH

10:20 | Public Comment Jo Black, Chairperson

10:25 | New Business Jo Black, Chairperson

10:30 | Adjourn

The scheduled times on the agenda are estimates and subject to change.
Executive Committee Members:
Officer Team Jo Black Susan Wilson Cindy Claflin

Advocacy Cmte

Darlene Prettyman

Maya Petties
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CSI Cmte Lorraine Flores Walter Shwe

HCI Cmte Terry Lewis Robert Blackford

Patients’ Rights |Daphne Shaw Cindy Claflin

Liaisons Daphne Shaw, CCMH Susan Wilson, Noel O’'Neill,
CALBHB/C CBHDA

At Large Arden Tucker, Consumer

Executive Officer

Jane Adcock

If reasonable accommodations are needed, please contact Chamenique at (916)

552-9560 not less than 5 working days prior to the meeting date.
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Patients’ Rights Committee
October 19, 2016
Lake Natoma Inn, Placer Room
702 Gold Lake Drive Folsom, CA 95630

11:00 a.m. to 12:30 p.m.

Time Topic Presenter or Facilitator Tab
11:00 a.m.| Welcome and Introductions Daphne Shaw, Chair
11:05 Agenda Review Daphne Shaw, Chair
11:10 Revu?w anq approve June 2016 Daphne Shaw, Chair A
meeting minutes
Discuss Issue of Ratio of Patients’ Samuel Jain, Mental
Rights Advocates, training Health Advocacy Project
11:15 requirements, and update on B
' Humboldt Co. investigation. Daphne Shaw, Chair
Report out from 8/24 CAMHPRA
meeting. All
12:00 Reylew Projects on Work Plan and All c
revise as necessary
12:10 Review PRA Survey draft All D
12:20 Plan for Next Meeting/Report Out All
12:30 Public Comment/Adjourn

The scheduled times on the agenda are estimates and subject to change.

Committee Members:

Co-Chairs: Daphne Shaw

Members: Adam Nelson, MD
Carmen Lee

Staff: Tom Orrock

Cindy Claflin

Walter Shwe
Richard Krzyzanowski
Jane Adcock, EO

If reasonable accommodations are required, please contact the CMHPC office at (916) 552-
9560 not less than 5 working days prior to the meeting date.
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Advocacy Committee
Thursday, October 20, 2016
Lake Natoma Inn
702 Gold Lake Drive
Folsom, California 95630
Folsom Boardroom

8:30 a.m. to 12:00 noon

Time Topic Presenter or Facilitator Tab

8;%0 Welcome and Introductions Darlene Prettyman, Chairperson

8:35 Agenda Review Darlene Prettyman

8:40 | Approval of Minutes from June, Darlene Prettyman and All A
July, August and September 2016
Legislative and Regulatory
Updates related to Mental Health

8:45 | may be discussed, including but Darlene Prettyman and All B
not limited to: Legislation Active
List, etc.

) Work Plan: County Questionnaire

9:05 and AB 109 and RCF Draft Papers Darlene Prettyman and All C

10:05 | Break

10:20 | charter and Policy Platform Darlene Prettyman and All D
Michael Saigon, Deputy Sheriff,
Sacramento County, Youth

10:40 | Services Unit - Sacramento Deputy Sheriff Saigon and All E
Sheriff's Community Impact
Program

11:50 | Public Comment Darlene Prettyman and All

1;:1?0 Adjourn Darlene Prettyman

The scheduled times on the agenda are estimates and subject to change.

Committee Officers:

Chairperson: Darlene Prettyman
Chair Elect: Maya Petties
Members: Barbara Mitchell, Daphne

Shaw, Monica Wilson, Arden
Tucker, Steve Leoni, Adam
Nelson, Carmen Lee, Amy
Eargle

Staff: Dorinda Wiseman

If reasonable accommodations are required, please contact Chamenique Williams
at (916) 323-4501 not less than 5 working days prior to the meeting date.
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Continuous System Improvement Committee
Lake Natoma Inn
702 Gold Lake Drive, Folsom, CA 95630

October 20, 2016
Placer Boardroom - 8:30am — 12:00pm

Time Topic Presenter or Facilitator Tab
8:30am | Planning Council Issue Requests All members
. . Lorraine Flores, Chair
8:35am | Welcome and Introductions Walter Shwe, Chair-elect
8:40am | Review/Approve July minutes All members A
8:50am | Data Notebook 2016: Progress and Timelines | Linda Dickerson, Susan Wilson
9:20am | Work Plan Review Lorraine Flores, Chair B
10:00am | Break
Dr. BJ Davis, Executive Director
10:15am | Presentation: Substance Abuse Programs for | of Strategies4change
Youth .
Sack Keophimane
Lorraine Flores, Tom Orrock
11:.05am | Homeless Youth and LGBTQ report update Sack Keophimane
11:30am | Public Comment
11-35am Evaluate meeting and develop next meeting Lorraine Flores, Chair

agenda

The scheduled times on the agenda are estimates and subject to change.

Committee Members:

Chair: Lorraine Flores

Chair-Elect: Walter Shwe

Members:

Karen Hart, Celeste Hunter, Esmeralda Liberato,

Raja Mitry, Monica Nepomuceno, Noel O’'Neill, Susan Wilson, Amy Eargle

If reasonable accommodations are needed, please contact the CMHPC at
(916) 552-9560 no less than 5 working days prior to the meeting date.
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Healthcare Integration Committee
Thursday, October 20, 2016
Lake Natoma Inn
702 Gold Lake Drive Folsom CA 95630
ROOM: Natoma Boardroom
8:30 a.m. to 12:00 p.m.

Time Topic Presenter or Facilitator Tab
8:30 a1 Planning Council Member Issue
Requests
) Review and Approve Meeting
8:40 a.m. Highlights All A
Presentation: Health Plan:
_ Psychotropic Medication, impact on .
9:00 am. Youth/Children and Families, and Health Plan, Invited B
alternatives to medication
9:45 a.m. | Questions/Comments All
10:15 Break
a.m.
Review CMHPC HCI Alternatives to
Medication Chart: Work Plan Goal 2:
Explore the health effects of Staff
10:30 psychotropic Medications on Children Deborah Pitts, CMHPC
om and alternatives to medication _ _ C
e (Objective 2: Research innovative Terry Lewis, Chairperson
practices counties and mental health
plans are doing and alternatives to
medications for children)
11:00 Review and Approve: HCI Report: Terry Lewis, Chairperson
Am. Medi Cal Coverage of Mild to D
Moderate Mental Health Conditions
11:20 Choose 2017 Chair Elect All
a.m.
11:30 Public Comment
a.m.
11:40 Next Steps/Develop Agenda for Next Terry Lewis, Chairperson
a.m. Meeting
11:50 Wrap up: Report Out/ Evaluate Terry Lewis, Chairperson
a.m. Meeting
12:00
p.m. Adjourn Committee

The scheduled times on the agenda are estimates and subject to change.
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Committee Members:

Chair: Chair-Elect:

Terry Lewis Robert Blackford

Members:

Cindy Claflin Gail Nickerson Dale Mueller
Josephine Black Patricia Bennett Peter Harsch
Steven Cheryl Melen Vue
Grolnic-McClurg Treadwell Daphyne Watson

Vera Calloway Deborah Pitts

If reasonable accommodations are required, please contact Chamenique Williams at (916) 323-
4501 not less than 5 working days prior to the meeting date.



A TAB SECTION DATE OF MEETING  10/19/16

MATERIAL DATE MATERIAL
PREPARED BY: Adcock PREPARED 9/16/16
AGENDA ITEM: Opening Remarks from Sacramento County
ENCLOSURES:

BACKGROUND/DESCRIPTION:

Sacramento County Behavioral Health has an array of mental health services available
for children and youth.

This list comes from their website at
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/Childrens-Mental-

Health.aspx

Children's Mental Health Services

We provide a full array of culturally competent and linguistically proficient mental health
services to children and youth ages 0-21 years. Services include prevention and early
intervention services; outpatient services; case management; crisis intervention and
stabilization services; and inpatient psychiatric hospitalization.

How to Access Children's Mental Health Services

The Mental Health Access Team is the entry point for mental health services for children
and youth ages 0-21 years. The Mental Health Access Team conducts over the phone
triage, assessments, and linkage/referral to county-operated or contracted mental
health service providers.

Mental Health Access Team

Monday - Friday

8:00 a.m. - 5:00 p.m.

Phone: (916) 875-1055

The Children's Mental Health Services we provide include:


http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/Childrens-Mental-Health.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/Childrens-Mental-Health.aspx

Acute Psychiatric Emergency Services
Crisis Intervention and Stabilization
Inpatient Hospitalization

Early Childhood Mental Health Services
HEARTS for Kids

Infant Mental Health Services

Parent Child Interaction Therapy

Quality Child-Care Consultation Team

Group Homes
Rate Classification Level (RCL) 12 and RCL 14 Group Homes

Intensive Mental Health Services

Fast Track Program

Flexible Integrated Treatment
Intensive Treatment Foster Care
Pathways

Residential Based Services
Therapeutic Behavioral Services
Transcultural Wellness Center
Wraparound Services

Juvenile Justice Mental Health Services
Family Child Community Treatment Program
Juvenile Justice Diversion Treatment Program
Juvenile Justice Institutions

Multi-Systemic Therapy Program

Sacramento Assessment Center

Outpatient Mental Health Services

Child and Adolescent Psychiatric Services Clinic

Child Protective Services/Mental Health (CPS/MH) Assessment Team
Children's Mental Health & Alcohol or Other Drug Specialization
Counseling, Rehabilitation, and Medication Support

Psychological Testing

Suicide Prevention

Transition Age Services

Transitional Housing Program



http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Crisis-Intervention-and-Stabilization.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Inpatient-Hospitalization.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-HEARTS-for-Kids.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Infant-Mental-Health-Services.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Parent-Child-Interaction-Therapy.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Quality-Child-Care-Consultation-Team.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Group-Homes-Children-and-Youth.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Fast-Track-Program.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Fast-Track-Program.aspx
http://www.dhhs.saccounty.net/BHS/Pages/Childrens-Mental-Health/SP-Flexible-Integrated-Treatment.aspx
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1. Welcome and Introductions

Chair Black called the meeting to order and welcomed everyone. Planning Council
members, staff, and audience members introduced themselves.

Executive Officer Adcock requested a moment of silence to honor the fallen and
wounded LGBTQ comrades in Orlando, Florida.

2. Opening Remarks

CaSonya Thomas, Director of the San Bernardino County Department of Behavioral
Health, welcomed the Planning Council to San Bernardino County. Ms. Thomas focused
her comments on the resilience, determination, and importance of community mental
health.

Ms. Thomas shared demographics of the county.



The Behavioral Health budget, which includes Substance Use, Realignment, and the
Mental Health Services Act (MHSA), is $400 million. They have over 1,000 county
employees and provide services primarily through the support of a comprehensive
contract provider network.

After the December 2nd shooting, the Department of Behavioral Health’s ability to
respond in support of fellow county employees became even more important. One of the
first calls that the Director of Public Health made was to Ms. Thomas’ office in order to
obtain help for the affected staff.

The county has invested MHSA funding to develop a Community Crisis Response Team.
It is mobile and 24/7. Almost all of the staff of the Division of Environmental Health had
been present at the shooting; they were injured physically or emotionally, and some lost
their lives. The Community Crisis Response Team provided support to those individuals.
The Department of Behavioral Health, because of their investment in support of MHSA
and other resources, did not need to pull personnel from clinics during that time.

Although county operations were closed that Thursday and Friday, Behavioral Health
staff continued to come to work and provide services. Clients who had appointments on
those days had their needs met.

Behavioral Health has developed a best practice in which liaisons are assigned to every
impacted person. Six months later, the liaisons continue to support staff and family. Not
all of the liaisons were clinical; they were also individuals familiar with the Human
Services system with good organizational and communication skills.

Through this experience, Behavioral Health learned a lot about “vicarious trauma”
associated with providing services to others. The lessons will continue in the months and
years ahead on the impacts of vicarious trauma on the Community Crisis Response Team
and the liaisons.

Recently, Behavioral Health worked with the DA’s office to submit grants under the
Victims of Crime Act ($400,000) and Anti-Terrorism ($2.3 million). Those funds will be
targeted toward community forums to provide additional training.

The county has joined the exclusive club of communities who have experienced tragedies
like this, but the federal dollars and mutual aid have not come. The community
developed an SB United Relief Fund of $2.5 million; those funds were disbursed to
injured individuals and families of the deceased. This amount pales in comparison to the
amount other communities received. San Bernardino has been able to respond as it has
due to the advocacy and support of the Legislature and the Governor.

An exciting opportunity has been the SB 82 Investment in Mental Health Wellness. San
Bernardino County has been successful in four of the five rounds. With those funds they
will develop four additional crisis residential treatment programs. The county has about
six Lanterman-Petris-Short Act-designated hospitals with a need for additional levels of
care, so we are pleased to bring on the crisis stabilization units and crisis residential
treatment programs.
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Regarding Continuum of Care Reform (CCR) AB 403, the county has a good working
relationship between the Department of Behavioral Health and Children and Family
Services.

Questions and Discussion

Ms. Shaw commented on how much things have changed since the 80s, when children
were killed and wounded on school grounds in Stockton. No one at that time thought to
notify mental health services immediately.

Ms. Lee asked about the number of beds in the six hospitals and whether they have an
Institution for Mental Disease (IMD). Ms. Thomas responded that there is an IMD with
whom the county contracts. In the county hospital there are 74 beds, and they contract
with other hospitals; they are in competition with neighboring counties for those beds.

Ms. Lewis asked about the additional funding after the shooting that had not arrived from
the federal government. Ms. Thomas replied that California has an Office of Emergency
Services; the county is tallying its costs, but some are not reimbursable. The front impact
is an outlay of over $20 million, some of which can be reimbursed through the Office of
Emergency Services. For mental health services, because the county reassigned already-
existing resources, it is unlikely that they will see federal reimbursement.

Ms. Lewis asked if letters of support would help. Ms. Thomas said that there is still work
ahead between the California Legislature and the Chief Executive Officer. As he
becomes more familiar with the response to other communities, he will realize that the
county needs an added investment in outreaching to both the state and the federal
governments. San Bernardino County had been fortunate to have the existing
infrastructure and leadership to respond in the way it has.

Mr. O’Neill asked how long the department’s formal support of the community will
continue. Ms. Thomas replied that there is a liaison team for the families of the deceased
and injured, and a liaison team for the people who were actually in the room. Each is led
by a licensed clinical mental health professional. The teams themselves are continuing to
receive mental health support.

Ms. Mueller, an RN and Professor of Nursing in San Bernardino County, spoke about her
experience during the shooting incident — communication was effective and the
community has been resilient.

3. Overview of San Bernardino County Substance Use Services and Programs

Veronica Kelley, LCSW, Assistant Director, San Bernardino County Department of
Behavioral Health, gave a presentation on the Substance Use Disorder (SUD) system of
care in that county.

e The Department of Health Care Services (DHCS) is responsible for ensuring that
Medi-Cal beneficiaries have access to affordable and integrated health care,
including mental health and SUD.

e The Division of Mental Health & Substance Use Disorder Services is responsible
for overseeing the county.
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4.

Ms. Kelley described the Drug Medi-Cal benefit. It will change with the Drug
Medi-Cal Waiver Organized Delivery System, which will allow the county to bill
for additional services.

Ms. Kelley gave national figures for numbers of Americans with SUD and mental
illness. She gave figures for schizophrenia and Co-Occurring Disorders (CODs).
She explained the relationships between schizophrenia and nicotine use, and
schizophrenia and marijuana.

Ms. Kelley spoke about Major Depressive Disorder, Bipolar Disorder, and Post
Traumatic Stress Disorder and explained why they must be treated along with the
SUD.

She explained releases of dopamine in the brain from substances and activities.
Prevention is very important to county systems; she explained funding.

Treatment includes outpatient, residential, perinatal, detox, withdrawal
management, methadone, and Intensive Outpatient Treatment. Drug addiction is
the symptom of SUD. The state of California is trying to shift to more science,
not morality. The Drug Medi-Cal Waiver will allow the counties to start to treat
disorders.

Ms. Kelley described recovery support services, which involve transition. They
will be covered by the Drug Medi-Cal Waiver, as will case management and
physician consultation.

Special programs include Partnership for Healthy Moms and Babies, and Drug
Court.

California’s integration of SUD and mental health is being watched by the rest of
the nation, so it is imperative to do a good job as we opt into the Waiver. We
need to support the integration of recovery. Mental health and full-blown
addiction have to be addressed at the same time.

Council Questions and Discussion

Dr. Bennett asked about a young person who is self-medicating as a result of trauma or
depression — how do you identify and treat the problem? Ms. Kelley answered that they
do trauma-informed therapy and emphasize the relationship between the clinician and the
client, in particular with youth. They do an in-depth assessment and focus on evidence-
based practices that have been tried only on youth.

Mr. Mitry asked about determining early intervention versus treatment in an older adult
experiencing temptation to use heavy drugs such as meth, due to critical life changes.
Ms. Kelley answered that the older adult specialty programs focus specifically on
assessment, because addiction and substance misuse will appear differently according to
culture and generation. Treatment may involve education or drug-free social situations.

Mr. O’Neill asked about the integration of the Mental Health Department with the
Alcohol and Other Drug Department. Ms. Kelley said that they have emphasized a
culture of integration where one is no better than the other. They have brought clinicians,
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counselors, and physicians together to reveal and appreciate differences in knowledge.
The process of integration is challenging and sometimes painful.

5. Public Comment
There was no public comment.
6. Approval of Minutes from April 2016 Meeting

Motion: Barbara Mitchell moved to accept the April Minutes; seconded by Maya
Petties. Motion carried with Ms. Hart and Dr. Bennett abstaining.

7. Approval of 2016 Policy Platform

Ms. Prettyman stated that the Advocacy Committee had been working on the 2016 Policy
Platform for quite some time. They had renamed it from the “Legislative Platform.” It
had gone through many revisions, but the committee was pleased with the result.

Motion: Barbara Mitchell moved to accept the 2016 Policy Platform; seconded
by Peter Schroeder.

Mr. Mitry asked if the Planning Council will take on the next Policy Platform in 2017.
Executive Officer Adcock affirmed. The Advocacy Committee will likely make
additions for next January; it will then be in effect for two years. Mr. Mitry stated that he
had some suggestions for the document. Executive Officer Adcock stated that the
committee would work with Mr. Mitry over the next six months; for today they hoped to
adopt the new document, as the current one was very out-of-date.

Ms. Hart asked about the omission of wellness from #7 on page 2. The committee agreed
to add this term.

Ms. Flores recommended placing #13 and #15 together at the end.

Dr. Nelson stated that it would be appropriate to vote on the document as it had been
presented. Any requested changes should be done subsequent to the vote.

Roll Call Vote: The members voted unanimously to accept the 2016 Policy
Platform as presented.

8. Recovery Lifestyles Program, an SUD Treatment Program at Patton State
Hospital

Dr. Troy Freimuth, Psy.D., Forensic Psychologist at Patton State Hospital, spoke about
the Recovery Lifestyles Program (RLP) which he designed in 2012.

Patton State Hospital is the largest forensic psychiatric hospital in the world with 1500
patients, most of whom have severe mental illness. About half of what the hospital deals
with is “Incompetent to Stand Trial.” People who are Not Guilty by Reason of Insanity
(NGI) are also hospitalized at Patton. Mentally disordered offenders may be paroled at
Patton. Mentally ill prisoners may be stabilized at Patton, then returned to prison.

The campus is very large in size. Dr. Freimuth described the layout.
Dr. Freimuth described the recent history of substance abuse treatment at Patton.
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He trained in motivational interviewing (an evidence-based substance abuse recovery
treatment considered best practice in forensic settings) and group motivational
interviewing (a treatment designed to help people move forward in their stages of
change).

Dr. Freimuth described the program itself.

e He wanted the program to become integrated throughout the hospital — to have the
involvement of not just the specialized alcohol and drug counselors, but also the
Patton clinicians.

e He developed an “affiliated provider program” that brought other clinicians under
the RLP umbrella — providing them with oversight, training, and mentoring. He
leaned heavily on a newly-created motivational interviewing team.

e Staff includes psych techs, a nurse, and a clinical psychologist working to bring
the program hospital-wide.

e Dr. Freimuth also developed creative arts/motivational arts, which combined
literature, music, and art therapy with motivational interviewing. It provided a
way to engage some patients who were not interested in groups.

e An Alcoholics Anonymous (AA)/Narcotics Anonymous (NA) Coordinator
partnered with Dr. Freimuth to develop foundational 12-step groups that could
prepare the patients for the evening meetings.

e RLP affiliate providers, who had trained with Dr. Freimuth’s staff, would do
guest lectures and training.

e RLP could serve about 350 patients at a time, an increase from about 30 with
previous programs.

e Dr. Freimuth described Prochaska and DiClemente’s Stages of Change model:
the individual goes through a series of steps from pre-contemplation to
maintenance of the changes. People can move forward and backward in their
change process. The program is designed to address patients at the different
stages. Techniques need to be different at each separate stage.

e Different interventions were designed for the different stages.

1. Early stage groups were primarily motivational interviewing groups,
relying heavily on the music and art motivational group, as well as
traditional interviewing process groups.

2. The Intermediate group was open recovery — centrally located and
designed for patients a little further on.

3. The Intensive Program was designed as closed enrollment, so that the
recovery process could happen in a community. It was a six-month
program. There were two branches: the Skills program for patients with
more psychological and cognitive challenges, and the Principles program
for patients who could process information more easily.
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4. The Aftercare (or Maintenance) program worked to reinforce and maintain
changes.

e For the early stages, Dr. Freimuth wanted an outreach approach, which is used
more in severely mentally ill populations. The groups are brought from the
central location at Patton into the locations where patients are housed.

e Enrollment was very easy.

e The Intensive Program was envisioned as the heart of RLP. It used an extensive
treatment model; research is showing that the duration of treatment is relatively
more important than the intensity.

e Patients were assigned case managers who “shepherded” their flocks through the
program. The psychological approach was positive and supportive.

e The goal of the Intensive program was a lifestyle change — in how the person
looks at the world, feels, thinks, relates, responds, manages stress, has fun —
learning to live life on life’s terms. There was also a spirituality component.

e For the core curriculum, Dr. Freimuth borrowed heavily from Dialectical
Behavior Therapy to teach social skills; it is helpful for people with affective
problems, interpersonal problems, and self-harming behaviors.

e Smart Recovery, which was more cognitive/behavioral, was for the people put off
by some of the spiritual aspects of AA/NA. It was a community program with
motivational interviewing throughout the program.

e Five main pillars framed the treatment:
1. Motivational interviewing — no confronting or shaming
2. Positive psychology to bring out a person’s strengths

3. Affective motivational models that look at why people use alcohol and drugs
— it is emotional — to feel good or to get rid of bad feelings
4. Spirituality
5. Skills-based approaches
e Patients received a lot of feedback via “report cards.”

e Halfway through the program there was an open house; at 24 weeks there was a
huge celebration with family members attending.

e Initially a placement assessment was done using the motivational interviewing
framework of “less is more” — the team was more interested in engagement than
assessment, although they did use portions of the Addiction Severity Index for
assessment. The placement assessment took about an hour.

e For Aftercare, the patients could take courses such as Smart Recovery, AA/NA,
Relationships, Community Integration, and Advanced Recovery Topics. About a
year of continuous treatment is needed for optimal outcomes.
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e The goal for the After the Aftercare program was patients getting back to their
community and culture, taking leadership roles, positively impacting the
community. Unfortunately, this goal hit bureaucratic and administrative hurdles.

e An evidence-based program should evaluate outcomes. Early on the program
made use of satisfaction surveys, which are highly predictive of outcome. About
90% of the patients scored the program as excellent — the patients were the best
marketers.

e Pre- and post-testing was done using the brief version of the Barratt
Impulsiveness Scale. The CORE-OM, an evidence-based instrument consisting
of 34 items, was also used. Drop-out rates were about 20%. Of the remaining
patients who stayed in, about 95% graduated.

e They brought a few Spanish-speaking patients through the program by translating
material. For the Spanish unit at Patton, RLP became a consultant of sorts,
bringing them materials and helping them provide treatment. The situation was
not optimal because those clinicians were not so much a part of the program, and
the patients were not able to enter the Intensive Program.

e For the Medically and Psychologically Fragile specialty unit, the team also tried
to do what they could. One deaf patient came through the program.

e The staff was quite diverse and much cultural and ideographic training was done.
Questions and Discussion

Mr. Mitry asked if any Native American healers had been brought in to work with the
Native American individuals. Dr. Freimuth replied that RLP had partnered with Patton’s
Native American chaplain, who provided education for staff and led some groups.

Mr. Mitry asked how RLP addressed self-stigma where individuals are tormented by
shame. Dr. Freimuth answered that a huge part of the program was de-shaming. (The
approach of some traditional programs actually created shame by negative labeling or
confronting.) The program had self-esteem and identity components. Patients were
coached and encouraged to share their stories.

Ms. Lee asked how long it takes someone to go through the program successfully and
reach Aftercare. Dr. Freimuth stated that the whole program is designed to be at least one
year of continuous treatment.

Dr. Eargle asked if patients were accepted into the program regardless of their release
date, or were screened by when they were likely to get out. Dr. Freimuth answered that it
was a real challenge. He did accept some patients with an imminent release date, so they
could get some time in the program. In addition, there were shuttling issues and safety
issues.

Dr. Petties asked for any recommendations to the unit, which is the patient’s community,
that would help facilitate the success of the program. Dr. Freimuth replied that it would
be interest and involvement of the treatment teams — collaboration and integration.
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Chair Black asked about Dr. Freimuth’s use of past tense — is the program continuing?
Dr. Freimuth answered that six months ago he had decided to get back into the treatment
end and handed the program over to someone else to oversee.

Chair Black commented on the idea of therapy dogs. Dr. Freimuth stated that many
therapy dogs are used at Patton. Their use is expanding at California Department of
Corrections and Rehabilitation.

Ms. Calloway asked if the 20% who dropped out were given an opportunity to try again.
Dr. Freimuth responded that it took some patients four attempts to complete the program.
He viewed the dropouts as progress rather than failure. Some patients were not used to
talking about themselves, and being in a community-type environment. The vast
majority dropped out due to negative symptoms of schizophrenia; they couldn’t tolerate
that degree of treatment.

Ms. Flores inquired about follow-up after patients left the program in terms of sustaining
gains. Dr. Freimuth has been trying to do follow-up when the patients leave the
institution but it’s difficult. The advantage at Patton is that they are a captive audience —
kind of an intensive outpatient environment within a residential facility.

Mr. Harsch asked about figures from other treatment programs after the patients’ release.
Dr. Freimuth replied that the Video Arts Director had gone out and interviewed patients
after release and gotten testimonials from them. Getting data from other unconnected
organizations hasn’t been accomplished, although it would be very helpful to know.

Ms. Hart asked about the age range. Dr. Freimuth answered that they treated teens
through 70-year-olds. The typical age was 40 to 50 years old.

Ms. Liberato asked if they planned to go back to the Spanish-speaking community. Dr.
Freimuth replied that Spanish is the next most prevalent language at Patton. He had
continually asked for a bilingual Spanish speaker on the staff, but the budget decreased a
bit and his request was unsuccessful.

Ms. Lee commented that years ago her hearing impairment had been diagnosed in a state
hospital. Dr. Freimuth was not as familiar with the process in the deaf unit. There are
speech therapists and services.

10. Public Comment
There was no public comment

Ms. Wiseman suggested to the members that they email any 2016 Policy Platform edits
to her.

Thursday, June 16, 2016
1. Welcome and Introductions

Chair Black welcomed everyone to the second day of the general meeting. Those present
introduced themselves.

2. Overview of California’s Child Welfare Continuum of Care Reform
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Cheryl Treadwell, Chief Foster Care Rates and Audits Branch, California Department of
Social Services (CDSS), gave a presentation about reform efforts currently underway
there according to AB 403.

In 2013 there was a legislative mandate for CDSS to look at reforming group homes and
the foster family agency system. An 18-month workgroup produced a report with
recommendations on how to proceed.

e The vision is as follows.
o For all the kids to have nurturing and permanent homes.
o0 To have more coordinated services between all of the agencies involved.

o For those who stay in the system, to focus on preparing the kids for
adulthood.

o0 To ensure that when kids must go into group care, they are there only for
short-term intervention.

e The guiding principles are as follows.

o0 Every child should have an assessment.

o Every child should have thorough services in case planning.
0 Placement decisions will be made by a team.
o]

Kids shouldn’t have to move to get services; we bring services to kids.
This is a huge shift from the current system.

o This is a cross-system, cross-agency effort; CDSS works closely with
health care services, education, probation, and juvenile justice partners.

e There are two systems: home-based family care and a short-term residential
therapeutic treatment program.

e Itisall grounded in a child and family team, the complexity of which is defined
by the family.

About 5,800-6,000 kids are currently in group care statewide, including child welfare and
probation. There are about 350 group homes with a capacity to serve about 7,500 kids.
Statewide there are about 220 foster family agencies (FFAS).

The landscape is changing and the number of kids in foster care is going down. The ones
that agencies need to work with are the relatives. CDSS is trying to increase engagement
by having more child and family teams, and doing more assessments (mental health
screening that is comprehensive) with the family.

CDSS has developed a Core Practice Model. The goal is that when families come into
contact with the mental health system and CDSS, they have the same experience.

All FFAs and short-term therapeutic programs now must make core services available,
including mental health, transitional, education, and physical health. All FFAs must be
accredited by one of three nationally recognized accreditation agencies.
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The term “resource families” will refer to FFA foster homes, county foster homes, and
relatives. This is a big shift in terms of culture. FFAs will be required to provide
services to relatives.

All foster families will be licensed the same way and receive the same kind of training.
All will be given a psycho-social assessment. This streamlines the process for families
who choose to adopt.

A new category has been created for group homes: short-term therapeutic programs. At
some point county-operated shelters will no longer be needed, but the counties must
come up with a plan for how they will transition.

The law now requires Probation to work closely with CDSS to identify what families
need to know to take probation kids into their homes.

The rate structures have changed. For the group home level, there will no longer be Rate
Classification Levels — they will be paid a single rate and will be expected to do a lot.

The home-based agency system will be based on a level of care set by what kids need.
CDSS hopes to leverage Katie A. to build more therapeutic foster homes.

CDSS is developing a performance and outcome system for providers — a dashboard to
see how they are doing on outcomes.

The effective date for implementation of all the changes in requirements is January 1,
2017. The Governor’s Office has committed a lot of resources to CDSS and its partners,
to ensure that the right infrastructure goes forward.

Questions and Discussion

Ms. Prettyman asked Ms. Treadwell to describe a short-term residential therapeutic
program. Ms. Treadwell stated that group homes at the rate classification level of 14 take
kids that fall at the highest end of the spectrum of mental health needs. Those homes
offer intense therapeutic services. Once the kids have stabilized, they go back to their
placement. Kids will not grow up in group homes anymore.

Ms. Prettyman asked about therapeutic programming. Ms. Treadwell answered that
CDSS asks providers to look at evidence-based practices — things that work for youth —
tailored to their needs based on their individual plans.

Dr. Baylor added that they want to focus on trauma as well. The CDSS view on trauma
is that the kids are not severely mentally ill; they just do not have skills and need
additional coaching and skill-building on things that trigger their trauma.

Dr. Bennett noted that many children enter the child welfare system and then graduate
into the juvenile probation system. Does any of this framework prevent that from
happening? Ms. Treadwell answered that all that she had described for Child Welfare is
also available for Probation. In the new system, the expectation is that teams are making
critical decisions about kids early on.

3. Panel Re: Mental Health Services to Children in Foster Care Including
Under the Katie A. Court Order
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Ms. Wiseman introduced the five panelists:
Samira Washington, a 20-year-old college student
Horacio Diaz, a provider and social worker in San Bernardino County
Syrena Morek, a new college student
Maria Mota, Court Appointed Special Advocates (CASA) volunteer
Valerie Valdez, CASA Advocate Supervisor

Ms. Washington shared her story first. While in foster care she had many mental health
issues such as anxiety, depression, and at one point hallucinations. She had support from
counselors who were there for her at first, but then abandoned her. Going to school is
what worked for Ms. Washington. Education is her life; it keeps her happy. School
counselors remind her that if she keeps pushing herself, she’ll make it further.

Ms. Morek shared her story next. She had been in foster care since the age of five and
grew up in group homes. She was diagnosed with a lot of mental issues. Once she
turned 18, she stopped therapy. Meds helped somewhat, as did CASA and some of the
group home staff. Having more people there for the youth, coming in and staying there
rather than leaving, would have helped. Ms. Morek lived in three foster homes and three
group homes. Therapy had not helped.

Mr. Diaz stated that he has been a social worker for San Bernardino County Children and
Family Services for 15 years. He has also been a foster parent for three years.

Mr. Diaz described his relationship with a current foster youth who has been in his care
for about eight months. The youth is unpredictable from day to day in how he responds
to Mr. Diaz. The youth has mental health issues and if he is in a bad mood, he will take
any interaction negatively and become aggressive. He also has substance abuse issues.
The youth did graduate from high school and is registered to attend the local college. He
agrees to receive mental health services but then figures out a way to get out of them.

Ms. Lee commented that if someone had initially talked to both Mr. Diaz and the foster
teen about what to expect, it would have helped a great deal. Mr. Diaz agreed that it
would have been helpful to hear his history, his triggers, what worked and didn’t work
with him. Confidentiality laws can actually result in barriers.

Ms. Mota shared her story working with Ms. Morek for the past 15 months. Ms. Morek
stopped therapy in June 2015 because she felt that it was not helping — her friends and
family were helping her control her behavior and become mature. Ms. Morek felt that
she should not have been taking so much medication.

Ms. Mota felt that if there had been more permanency and consistency in Ms. Morek’s
life, it would have been a better way to solve her issues. One of her foster parents had
commented on not being prepared to take on some of her issues and behaviors. Ms. Mota
said that having the moral support of family had helped Ms. Morek. Her focus on school
has also helped — she is starting community college this summer.

Ms. Wiseman asked Ms. Morek if she had ever been part of the planning for her
medication treatment; did she feel that she was overmedicated? Ms. Morek responded
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that she had not gotten a choice. She felt as if she was being medicated to control the
behavior. She is currently taking four medications.

Ms. Valdez, the CASA supervisor, noted that she had been a part of Ms. Morek’s life
since 2008. An adoption plan with a foster family had fallen through because of some of
Ms. Morek’s behaviors. She had been on six different medications at that time but was
not in therapy, which is why CASA was continuously advocating for a re-evaluation of
the medication as well as some counseling or therapy. Ms. Valdez said that much of
CASA’s advocating comes in asking the courts to provide a different therapist for the
kids when they don’t connect with the first one.

Ms. Morek said that she has been on medication since the age of five. She didn’t like
therapists putting her back on the same medication she took when she was younger, when
she was pulling out her eyelashes and her hair. Every different medication would just
make her worse and she had no say-so. Her label of having ADHD, anxiety,
hallucinations and depression has followed her since she was small. She stressed that no
one ever listened to her.

4, Council Questions and Discussion

Ms. Prettyman asked if CASA also works with social workers. Ms. Valdez replied that
they work with everyone involved with the youths’ lives — caregivers, attorneys, social
workers, therapists, teachers.

Ms. Prettyman asked how often the volunteers visit with their clients. Ms. Valdez
answered that every relationship is different — it depends on schedules — but CASA asks
for 10-15 hours per month. The CASA volunteers as well as their supervisors go to court
for the clients.

Ms. Flores apologized to the two foster panelists for what they have experienced in the
foster care system. She has run a Level 14 for 22 years with 30 kids. No matter how
much they loved and tried to support them, she looks back now and sees that damage was
caused. Ms. Flores commented on the resilience of foster youth. She thanked the two
foster youth for coming and sharing their invaluable information so that we can improve
the way we take care of our children.

Ms. Liberato encouraged the panel presenters to speak up, especially to their
psychiatrists. They have a voice and they can help someone else going through the same
situation. Ms. Liberato understood how difficult it is to advocate for yourself.

Ms. Calloway spoke as an adult consumer who wished she had received therapy when
she was young. She asked the two foster youth about their best and worst placements.
Also, in their current situations, do they avail themselves of peer support? Ms.
Washington answered that she had never had a good placement and did not have any peer
support. She did have the two supporters on the panel.

Ms. Morek said that Child Help, her first group home, had been her best placement.
They had animals there and people she could count on. The people who had helped her
were the CASA staff.
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Mr. Mitry asked if the losses the foster youth had experienced were discussed, in therapy
or the group homes, in loving, compassionate ways. Ms. Washington answered that she
could discuss those things with certain people with whom she became close.

Mr. Diaz commented from the perspectives of both a social worker and a foster parent:
the system is broken. With the heavy caseload, social workers see their clients from a
half hour to one hour per month (the requirement). With that amount of time, you cannot
make a difference or be supportive for them.

Ms. Watson commented on culture as a big factor — knowing someone who could relate
to what the individual is going through.

Ms. Flores expressed concern about re-traumatizing the two youth with the questions.

Ms. Liberato asked if the youth had any hobbies. Ms. Washington replied that she likes
to play basketball and box, and she loves law enforcement. She wants to change the
criminal justice system. Ms. Morek said that she doesn’t really have a hobby, but she
does want to change the way people think of law enforcement. She also wants to study
criminal justice.

5. Public Comment

A family member (no name given) described her experience with Prop 63 and housing in
the Bay Area.

Lyndal-Marie Armstrong, Sonoma County Mental Health Board, stated that she had
heard of the new foster care objectives being promoted: to phase out the group home
model, and instead use the family experience as best as possible. Has this process begun
anywhere? Ms. Flores answered that the person needs to be licensed by one of the three
national accrediting agencies. A whole other process occurs after that. Dr. Karen Baylor,
Deputy Director of Mental Health and Substance Use Disorders Services at DHCS, said
that implementation of the new system is not an event — it will be a process. There is
provision for the facilities to prepare.

Ms. Armstrong asked if anyone has begun a local process to communicate among the
agencies. Ms. Flores responded that group home certification has started in Santa Clara
County — it is truly a reality rather than just a concept.

6. Panel Regarding Outcomes and Support for Youth Exiting Foster Care
Including Support Under AB 12

Mr. Orrock stated that AB 12, passed in 2010, allowed for the extension of foster care for
youth beyond the age of 18 through 21. He introduced the panel participants.

Hank McKee, TAY Services Director, AB 12 Program with Aspiranet
Tatyanna Washington, foster youth

Carol Sittig, AB 12 Coordinator in San Bernardino County

Lexus Williams, foster youth

Cheryl Placide, AB 12 Program Clinical Supervisor, Department of Behavioral
Health
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Mr. McKee began. In his program the biggest focus is working with the young adult
population aged 18-24. Compared with Florida, California is much more progressive.

Ms. Washington stated that she is a college student who has been in the teen program for
a little over a year. She was in foster care since the age of 3, and her aunt became her
foster parent when she was 13.

Ms. Sittig is a Child Welfare Services Manager for Children and Family Services. They
have a program that includes foster youth and expands to extended foster care services
for young adults who have aged out of foster care. Aspiranet is one of the major
providers with whom they contract. The program provides housing services, training,
workshops, and case management.

Ms. Williams is a former foster child who is now attending Cal State Los Angeles
majoring in Criminal Justice.

Ms. Placide is the Clinic Supervisor at one of four Transition Age Youth (TAY) centers
in San Bernardino County. They work with minors aged 16-18 as well as 18-25-year-
olds. The program stresses relationships and they try to have case managers remain with
the youth. They have groups for dealing with stigma, as well as gardening groups that
are actually therapeutic.

Mr. Orrock asked the TAY panelists how they had gotten connected to the program.

Ms. Washington said that she had gotten connected to the AB 12 program through her
social worker. Ms. Williams had gotten connected through her two social workers and
her advocate.

Mr. Orrock asked the panelists to describe the types of programs that are offered post-
foster care.

Mr. McKee said that in San Bernardino County, programs include THP-Plus Foster Care
for ages 18-21, and THP-Plus. They also have After-Care for young adults who do not
need housing but want education, job placement, counseling, and emergency need
services which provide a safety net. They also teach basic Life Skills.

Ms. Sittig said that besides the contracted programs with community providers, they have
the program with regular continuation of foster care through the county with the Children
and Family Services social workers. Foster youth can choose re-entry into the program
as long as they are under 21. They also offer various kinds of housing support.

Ms. Placide said that they have a couple of different levels of housing placement. For
those with drug and alcohol issues, there is a program. There are licensed board and care
homes for youth who may need extra help taking medication. There is an independent
living program through Housing and Urban Development.

Mr. Orrock directed the Planning Council to the “California Youth Transitions to
Adulthood Study.” He asked the panel: What is working from your perspective? What
needs to be better?
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Mr. Diaz stated that the numbers show that the homeless population and young adults in
jail are mostly former foster youth. AB 12 helps to prevent that — youth are not turned
out on the streets when they turn 18.

Ms. Williams stated that when she turned 18, she tried living on her own but it didn’t
work at all. The help she is getting now is much better: she has a growth mindset rather
than a fixed one. She has a lot of support from her social worker and the county as well
as her school, which has an Educational Opportunity Program.

Ms. Washington stated that THP-Plus has been very helpful. It has provided her with an
opportunity to go to school and have a job working with kids.

7. Council Questions and Discussion

Ms. Flores commented on the value of THP-Plus and THP-Plus Foster Care to provide
youth with the support they need to become who they want to be. She congratulated the
two youth panelists.

Mr. Harsch mentioned the Department of Rehabilitation as a resource to pay for college
or training for qualified individuals. He also mentioned to Mr. McKee how difficult it is
to keep track of the TAY age group once they have an initial evaluation or get a
vocational plan written — they may vanish. Mr. McKee shared his frustration: his
program is a great opportunity but many youth do not take advantage of it.

Ms. Washington responded, speaking about the difficulty of relating with strangers
working in the programs. She suggested having peer support — people who understand
each other’s backgrounds.

Ms. Sittig added that Parent and Family Services does have a Peer and Family Assistance
program consisting of former foster youth who try to help current foster youth — they may
be able to relate better.

Ms. Placide commented that texting and emailing is one way to maintain communication.
Also, the Peer and Family Advocate program has been very successful.

Mr. McKee noted that in his agency, several staff are former TAY who graduated from
the program.

Ms. Williams agreed with Ms. Washington: social workers don’t interact with them on a
personal level. Advocates can work well.

Mr. O’Neill asked Ms. Placide if her MHSA program has a teen drop-in center. She
answered that part of the issue has been recruiting former foster youth soon after they
leave the system.

8. Report from Department of Health Care Services
Dr. Karen Baylor, DHCS, provided a report for the Planning Council members.

e The original Bill 403 went through and was about 1,000 pages. DHCS has been
working on AB 1997, which has mental health language.

e Colleagues at UCLA told Dr. Baylor’s division that they are “the dog that caught
the car;” behavioral health has gotten huge attention the last couple of years.
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e Regarding CCR: DHCS has a mental health workgroup open to anyone who
wants to attend, so the membership is diverse. The workgroup will focus on four
main issues:

0 Medical necessity criteria. The Welfare and Institution Code (WIC) lays it
out clearly.

0 The role of the Child and Family Team. It is new on the mental health
side, having been modeled on the social services wraparound program.

0 The Foster Family Agencies is a totally new entity to county mental health
plans. Training on Medi-Cal, billing, documentation, staff for specialty
mental health services, etc. all need to be worked out.

0 The Mild to Moderate side is handled through Managed Care.

e A County/State Implementation Committee will continue to have the necessary
conversations about any problems that arise.

e There is still quite a bit of tension between the social service side and the mental
health side. On the local level each county differs from the next. Everyone wants
the same thing: for the kids we serve to have a high quality of life and to get the
services they need.

e DHCS hears a lot from the social services side about lack of access to mental
health care, but when Dr. Baylor asks in which counties this is happening, the
answer is vague. It is a big piece of changing the foster care system with the
implementation of CCR. It is a dilemma; Dr. Baylor sought feedback from the
Planning Council on this situation.

Questions and Discussion

Dr. Nelson felt that the profession of psychiatry has been struggling with that issue
probably longer than DHCS has. The concept of medical necessity is actually not a
clinical concept but an insurance concept, designed and developed by the insurance
companies as a way to dole out limited resources. Those cases who had the greatest
“medical necessity” would receive the most resources. That is the foundation of the
conundrum: it is what directs health care delivery systems to provide health care
services.

Dr. Nelson continued that insurance companies have always been in the business of
providing coverage for either diseases or illness. What if someone is in need of services
but is not diseased? This is at the crux of what is going on in the foster care system. That
population is at risk of later developing problems that could be diagnosed as serious
mental illness. There is no medical necessity, however, for “at risk.”

Some progress has been made recently in that Medicare has agreed to pay for wellness
checks; but Medicare and Medi-Cal have two different agendas. One is medical
necessity-driven and the other is geared more toward prevention. It is difficult to find a
meeting in the middle where the two funding streams can be blended.
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Dr. Bennett shared her experience working with a county to integrate children’s mental
health, juvenile probation, and child welfare data into one system of multidisciplinary
case management. During its development, the agencies kept bringing people back to
looking at the child and the family instead of the philosophy and the law.

Dr. Bennett felt that the issue starts back in our education systems — the difference in the
way mental health professionals, social workers, and probation and law enforcement are
trained. A multi-pronged approach is needed to fix the problem.

Ms. Flores said that we need to include group home providers and foster family agencies
in the meetings. A component of meetings is training — trying to understand expectations
and set up parameters. For example, some group homes are now looking at what
accreditation means.

Ms. Mitchell commented that CDSS is the most risk-averse agency she has ever dealt
with. Most of the decision-making is based on fear of lawsuits and litigation.

Dr. Pitts suggested for Dr. Baylor’s staff to ask for particulars that do not focus on which
county, but focus on the story. This would enable them to seek out particular systems of
care, who is involved, issues, etc.

Mr. O’Neill agreed that many of us do not understand other systems. Trinity County has
been having meetings for about six months with all the players present. The plan has had
two drafts; in the second, mental health was mentioned one time as a possible attendee at
a foster family meeting. Education was not mentioned at all. There needs to be a lot
more dialogue and understanding.

Dr. Baylor gave the example of trauma. From the social services perspective, those who
have experienced trauma must have a mental illness and should have specialty mental
health services. Another spectrum says that because you have trauma, you do not need to
be labeled with a specialty mental health diagnosis.

Dr. Pitts mentioned that the social service system has social workers and the mental
health system has social workers. She wondered about the tension within the social work
community itself around the DCF social worker and the mental health social worker. She
added that the mental health world has made an edict that traumatized people need care.
The Social Services side is responding, not seeing themselves as mental health experts.
Dr. Baylor agreed, and did not feel that a licensed clinician is needed for trauma if life
coaching-type work is what’s needed.

Dr. Bennett commented that not all trauma is alike and not all people are alike. We need
validated assessments to understand the needs of individual youth and children. Some
people who have experienced a traumatic event may not need a clinician or psychiatrist
while others certainly do.

Dr. Baylor commented that even the language between social services and mental health
— assessment, certification, outcomes — has very different meanings.

Mr. Mitry commented that mental health has been respectful and responsive to cultural
and linguistic competence. It is very important to push that approach with social
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services, especially with our state expanding in diversity. In many ways, reconnecting to
a native culture has a healing effect.

Ms. Hart mentioned that Monterey County has a Governance Council comprised of fairly
high-ranking representatives from the child-serving departments. They look at a system
of care for our children and provide governance for social services reform. They have
looked together at both language and data.

Lawrence Gonzaga, Behavioral Health Department for Inland Empire Health Plan, stated
that they work closely with Riverside and San Bernardino Counties, as well as DSS and
DCF. They have interpreted the most recent All Plan Letter from DHCS to mean that
there really aren’t tiers in specialty mental health services that apply to the children
population. They leave the determination for level of services for a foster youth to DCF
in collaboration with DBH. This process that they have developed is seamless.

Ms. Watson felt that it is critically important to bear in mind working with the natural
parents in order to limit a child’s time in foster care. As a social worker, she has seen
that perspectives are different; a system creates its own pinnacles as to what it believes is
the best, as opposed to trying to reach resolution and connect with others.

9. Public Comment

Ms. Armstrong noticed in the California Youth Transitions to Adulthood Study that one in
five of the youth in that study has considered or attempted suicide. Are those rates
dropping as this program grows? Dr. Baylor had heard from a report done on suicide
hotlines that suicides rates are dropping, but she did not have data in front of her. Ms.
Watson added that suicide ideations are not going down, but suicide attempts are. It is an
ongoing issue to keep ever present in mind.

10. Council Debrief

Chair Black asked for reactions to the afternoon’s panels. Executive Officer Adcock
offered for Planning Council members to use this time at the end of the day to ask
guestions, make statements, and connect the dots.

Ms. Wilson commented that the panels were great. There may be procedural elements to
work out: introduce each person, have the moderator ask questions and really moderate,
have the Planning Council members be careful about personal questions, and have a
reflection right after the panelists leave on what we have learned.

Ms. Wiseman stated that she and Mr. Orrock had prepared a framework for the panelists
regarding the information they would present. Panelists had been advised that this was a
safe place. Ms. Wiseman had done some follow-up work with the panel following the
presentation.

Ms. Flores stated that the idea of a panel gives much real life information that we can use,
as well as technical information from the providers. It would have been helpful to
develop a template of the type of questions we would want explored. She wanted to
make sure that the Planning Council sends thank you notes to all participants. She felt
ultra-sensitive to stigma that unintentionally happens when we ask such intrusive
questions.
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Ms. Wiseman stated that a large portion of what she and Mr. Orrock had done was to
interview the panelists. Some of them had asked about the questions they would get, but
Ms. Wiseman had no way of telling them. If the staff were to continue with panels in the
future, they would need the Planning Council to submit questions beforehand to prepare
staff and panelists.

Executive Officer Adcock observed that the focus of the first panel had moved away
from Katie A. and into where the two youth were now. The focus had gotten lost.

Dr. Pitts had been very disturbed when the CASA staff had spoken about Ms. Morek’s
medication history. The foster parent had also given particulars about the child he was
caring for. If we are going to bring in experts with experience, we need to review
guidelines with them. Ms. Wiseman explained that the youth had public speaking issues
and had asked the staff to speak for her. Dr. Pitts felt that the staff should have initially
stated, “I have been given permission to speak for...”

Dr. Bennett had also felt uncomfortable. She suggested that if the Planning Council has a
small panel, we should not direct our questions to a particular person.

Ms. Liberato felt that the questions the Planning Council had asked were difficult and
caused confusion.

Ms. Wilson suggested for the Planning Council members to read the information under
the tab in their packets. Also, staff could set up the panel more thoroughly. She agreed
with Dr. Bennett that we should only ask general questions. Further, maybe we do not
need to ask questions as the panelists speak.

Ms. Lewis felt that the panelists could have been set up a little more — it seemed that they
were floundering and didn’t know why they were here. Ms. Wiseman responded that she
had spoken to the panel several times, and they were advised on the focus of the panel.
What Ms. Lewis had seen was the panelists’ nerves.

Ms. Lee commented that when she speaks on panels, there is always a facilitator. Having
experience makes being a panelist easier.

Ms. Hart suggested that having all of the good background material enabled the panel
conversation to move to other topics.

Friday, June 17, 2016

1. Welcome and Introductions

Chair Black welcomed the Planning Council members to the last day of the meeting.
The attendees introduced themselves.

Ms. Prettyman reported Planning Council member Steve Leoni had been hospitalized and
was now recovering at home.

2. Opening Remarks
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3. Report from the California Association of Local Behavioral Health
Boards/Commissions

Dr. Larry Gasco, President of the California Association of Local Behavioral Health
Boards/Commissions (CALBHB/C), reported to the Council.

e CALBHB/C now has an improved Policies and Procedures manual.

e CALBHB/C is in a constant state of flux. It requires the participation of all 25
Directors.

e Dr. Gasco requested that when people bring forth an issue, they also bring a
solution.

e OnJuly 1 CALBHB/C enters into the third year of the three-year contract with the
Mental Health Services Oversight and Accountability Commission (MHSOAC).
Continued funding from them does not look promising. CALBHB/C is trying to
clarify that with them and to explore other possible sources of revenue.

e CALBHB/C’s Strategic Plan is up for approval by its members. Two columns
have been added that establish responsibility, identifying who is responsible for
what, and when.

Ms. Hart thanked Dr. Gasco for his service to the organization as his term as President
ends. She also thanked the members, including some familiar faces, for their dedication.

Ms. Wilson added that going to the meetings is always a pleasure.

Mr. Mitry asked about the membership of 25 — does that mean that 25 counties are
represented and the remainder throughout the state are not? Dr. Gasco replied that the
members represent the five state regions: each elects five Directors with three alternates.
If funding allowed, Dr. Gasco would jump at the chance to increase participation from
each of the regions.

Mr. Mitry noted that in the past, San Mateo County has had CALBHB/C liaisons.
Currently, they have not had representation. Mr. Mitry urged the leadership from
counties not represented to recruit people to join CALBHB/C.

Dr. Gasco commented that an ongoing challenge is having current contact information
from each of the mental health boards. He expressed concern that some of the counties
may not be aware that CALBHB/C exists; however, the county mental health boards are
mandated by WIC.

Dr. Gasco continued that counties who do not pay their dues are still welcome to attend.
CALBHB/C will pay for a representative to attend meetings.

He emphasized CALBHB/C’s mission: to support county mental health boards in
multiple ways.

Executive Officer Adcock asked if CALBHB/C has an area of focus for the year. Dr.
Gasco replied that the three top priorities are funding, funding, and funding past the end
of the next fiscal year. The organization is not yet focusing on a programmatic area.
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Ms. Wilson noted that she had seen an annual report that CALBHB/C releases every year
as a way to connect to every county. Also, every county is a member of CALBHB/C;
they pay a fee and get access to information. CALBHB/C raised the fees this year to
address the funding problem.

4. Report from CA Behavioral Health Directors Association

Mr. O’Neill, Trinity County Director, reported on the California Behavioral Health
Directors Association (CBHDA).

e The CBHDA is fully staffed now, which is very helpful with all that is going on
in the Legislature. Kirsten Barlow returned as CEO and is providing very positive
and thoughtful leadership.

e Regarding CCR: CBHDA very much supports the idea of reform. However,
there are some things in the bill that fly in the face of Medi-Cal Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) kind of billing. Nonetheless, the
goal is to work with our partners.

One of the confounding issues is that with the foster family agencies providing
support in the home, the bill allows for a daily rate that is different from the
residential rate — a treatment rate of $87/day. As claims are uploaded to the state,
notes must be written in a way that withstands audits and complies with CMS
Title 9’s. The bottom line is for youth to get the treatment and reform that they
need.

e No Place Like Home is a highly-charged kind of issue. Earlier in June the
Planning Council sent a letter to Senator de Leon’s office that expressed
CBHDA'’s thoughts perfectly.

e When the CBHDA met in November for strategic planning, they decided their
number one goal was housing. As opposed to No Place Like Home, letting each
county take 7% and use their local planning process would have been CBHDA’s
preference. However, the state Senate felt that the money had to be leveraged into
the $2 billion bond and that the process would be competitive.

Because CBHDA is an affiliate of the California State Association of Counties
(CSAC), the local behavioral health department is under the authority of the local
Board of Supervisors. The CBHDA can never take a position opposing a CSAC
position. The best strategy is to work with CSAC, expressing our needs.

As of last Monday night, CSAC had reached an agreement with the Brown
administration for a county tier system where at least every county will be
competing with counties of the same size.

On Tuesday morning, CBHDA decided to sign on in support with CSAC so that
we could have representatives on the advisory committee. This is a bill that the
Governor and the Senate want; it is likely going to pass.

e SB 614 Certification for Peer Specialists was sponsored by CBHDA last year. As
DHCS is now proposing the bill, they acknowledge that over 6,000 Peer
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Specialists are doing important work across the state. The bill should establish
support for Medi-Cal billing by Peer Specialists, support skill-building and
coaching for beneficiaries with mental health needs, and increase family support,
etc.

DHCS is proposing a variation from what stakeholders might want: that Peer
Specialists would be equal to Rehabilitation Specialists in reimbursement.

Also in the bill:

o By July 2019, DHCS would establish a certification entity. Renewal
would be required every two years.

0 Peer Specialists are not qualified to diagnose an illness, prescribe a
medication, or provide clinical services.

MHSA administrative funds can be used to administer this program.
There will be a fee for renewing certification.

If the bill passes, DHCS will negotiate with CMS to ensure that all details
are acceptable and counties can actually get reimbursed.

Mr. O’Neill stated that personally he is a firm supporter of Peer Specialists. This
bill may not be everything that everybody wants, but he would hate to see the
legislative year end without having something to show for it. The bill’s actual
title is the “Medi-Cal Specialty Mental Health Services Specialists Act.”

Last week CBHDA agreed to go back to stakeholders and the California
Association of Mental Health Peer-Run Organizations (CAMHPRO) to see what
they think about it.

Questions and Discussion

Ms. Mitchell reported that she had just received an email that No Place Like Home did
not pass the Senate (it needed a two-thirds majority). It goes back to a Senate vote on
Monday. If it does not pass then, it will return during July or August.

Ms. Mitchell’s personal view was that it needed a lot more work to make it palatable.
There was no hurry to pass it because it was not part of the State Budget. Even though it
is in a trailer bill, it is really an amendment to the MHSA.

Ms. Mitchell asked if the Peer Specialist federal payment rate would be the same as for
mental health services, or if the wage rate will be the same as for clinicians? Mr. O’Neill
answered that the reimbursement rate from the federal government would be the same as
for clinicians. Each county would have to decide on the wage for Peer Specialists.

5. Report from Mental Health Services Oversight and Accountability
Commission Re: Children’s Crisis Report

Sheridan Merritt, Research Program Specialist, MHSOAC, discussed Children’s Crisis
Services: experiences, lessons learned, and future directions.
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This type of project is a new direction for the MHSOAC - they are identifying specific
areas and delving deeply into them, then making specific recommendations to go to the
Governor’s Office, Legislature, advocacy groups, and DHCS.

The project started from a story of a suicidal nine-year-old girl. She spent three days in
the hospital Emergency Department, without any treatment or services, waiting to be
transported to a psychiatric facility. She was transported from L.A. to a bed that became
available in San Francisco, then released after a few days back to her family without any
linkage or supports. This was not an isolated case; children are spending days or weeks
in the Emergency Department waiting for some kind of intervention.

MHSOAC Commissioner Boyd led the project, which developed as follows.

e ldentify an advisory group of experts in the field: providers, parents, youth,
advocates, state agencies.

e At two MHSOAC meetings the Commissioners focused specifically on children’s
crisis services. They met with facilities and mobile crisis providers.

e They had a series of panel presentations with advocates, parents, youth, and an
ER doctor.

e They gained a greater understanding of the issues and challenges, and brought the
Commissioners along in the process.

e They looked at the models in California communities and other states.

The scope of the problem is such that 15% of high school students have seriously
considered suicide in the last 12 months. 8% have attempted it.

Five out of every 1,000 children of ages 5-19 were hospitalized for a mental health issue
in 2014. There were more than 23,000 involuntary 72-hour detentions.

Only 14 counties in the state have acute care facilities for children and youth. The
situation seems to be getting worse instead of better over the last few years. The
hospitalization rate for children of ages 5-14 has increased 60% since 2007. The lack of
available community care is creating a bottleneck in emergency rooms.

In other models, once a child is known to the system, all the people involved in the
child’s life are working collaboratively, coordinating their efforts. Families learn safety
planning — identifying triggers, learning what works and doesn’t work, finding natural
family and peer supports. A few states use the 211 crisis line. In Massachusetts, a
mobile crisis worker responds to anywhere within the state within an hour.

In California we do not have the continuum where, as the crisis unfolds, you can ratchet
up the level of services and intervention based on the needs of the child and family —
gradually moving them back down as the situation resolves.

In California there is no inventory of what is available in different counties.

Many of the children have multiple surrogate agencies in their lives: foster, juvenile,
justice, schools, etc. Each has its own mission, funding restrictions, regulations, and
there is generally a lack of coordination between them.
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Under the current reimbursement structure, it is very hard to provide alternatives to
hospitalization such as crisis stabilization units — for Medi-Cal the costs just don’t cover
the expense.

Private insurance has a major role to play; they are somewhat late to the game. They are
required to provide medically necessary care for behavioral health/mental health
conditions; that should include mobile services and home-based services, whether in the
public system or the private system. Many private carriers are now starting to recognize
potential cost savings if they can work with the children and families in their
communities rather than going to the ER. They can save money and have better
outcomes.

Rural communities have challenges in terms of distances. Lack of threshold language is
another challenge, as is data-sharing.

In this area there is tremendous opportunity for cost savings. The cost for one acute
episode can quickly mount up to $20,000. Home-based, mobile services in a community
potentially provide a much better outcome for much less money.

Questions and Discussion

Mr. Schroeder asked what is driving the marked increase in hospitalization rates. Mr.
Merritt replied that there are many theories. With social media comes increased bullying,
and community-based services are reduced due to the 2008 recession. In the absence of
other alternatives people know that ERs are open 24/7.

Dr. Mueller commented that we know peer support is of great value. Would Mr. Merritt
consider putting on the list, support for groups using social media? Mr. Merritt agreed,
organizations are now providing texting as an option for communication. There is also a
safety planning phone app where you can put in contact information, significant people
for you, preferences for a crisis situation, etc.

Ms. Prettyman said that there used to be crisis residential centers for adolescents. Mr.
Merritt responded that legislation going through now, AB 741 would allow counties to
get licensed for such facilities and then reimbursed.

Ms. Watson asked if the MHSOAC or some agency would take on identification of each
county’s services and gaps. Servicing kids closer to home is the important piece of what
should happen. She also asked about exploring psychiatric urgent care models for
providing a continuum of care. Mr. Merritt replied that it is a central piece. L.A. County
has been a trendsetter in the area of urgent behavioral health care centers. The project’s
first finding was that there are too many kids in California who are not getting the type of
crisis services they need, but are legally mandated under federal law to receive —and it is
the right thing to do. The first step is working with state partners — DHCS and the
Department of Managed Health Care — to define clearly the minimum standards. We
need to identify the counties that do not meet them, and work with them to fill that gap:
with new, expanded MHSA money or new triage funding.

Ms. Watson emphasized that if a child needs to be transported out of the community or
county because of a lack of services, that is a failure of the system to serve the child. Mr.
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Merritt agreed, stating that for many of these kids, a crisis event like this is their first
introduction to mental health services. If it goes horribly wrong, the child and family will
not likely seek services again.

Mr. Schroeder commented on the private insurers: they understand neither their role nor
the California parity law to provide all necessary treatment for children with SUDs.
There is work to be done with the insurers and the Department of Managed Health Care
to get them to understand what the law means. Mr. Merritt agreed.

Mr. O’Neill commented that at Round 5 of the California Health Facility Finance
Authority (CHFFA) there were some projects specific to children mobile crisis. If there
is remaining funding in SB 82, they would like to do a round for children. He stated that
sending a child to an inpatient bed is the last thing we want to do — he totally supported
alternatives. Mr. Merritt agreed that we need to do everything in our power to keep the
child within the community and the family working through the crisis.

6. Executive Officer’s Report
Executive Officer Adcock reported on the following.
e A new staff member will be joining the team.

e During the summer, staff will be working on drafting the reports with the
information that the Planning Council has been reviewing during the last five
meetings. Final approval will be in January.

e Staff has been working on the No Place Like Home bill and SB 614. They
forwarded the CMHPC letter about No Place Like Home to the Governor’s
Office, reminding him that we are his advisory body per state law.

e Executive Officer Adcock and Ms. Shaw presented at the Little Hoover
Commission hearing on the MHSA on May 26. Planning Council members
received a copy of the full written commentary and the oral testimony.

e The Mental Health Matters Day on May 24 was a huge success. Its development
was headed up by Mental Health America California; many organizations
including the CMHPC helped. Assembly Member Rocky Chavez delivered the
opening remarks.

Questions and Discussion

Mr. Blackford asked about the new staff member’s duties. Executive Officer Adcock
replied that we have had a vacancy to support the Patient Rights Committee. The new
staff member will also be performing other projects — initially he will collaborate with
Mr. Orrock on the Workforce Ad Hoc Committee.

7. Committee Reports — Patients’ Rights, Health Care Integration, Continuous
System Improvement and Advocacy

Patients’ Rights Committee

Committee Chair Daphne Shaw reported on the following.
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e The committee has a single project: to research and explore areas around the
Patients’ Rights Advocates’ responsibilities, and to decide whether there should
be discussion regarding the ratio of Patients’ Rights Advocates with the
community.

e Another issue is that since the law came out requiring Patient Advocates, there
have been many changes in the provision of mental health services. There may be
other avenues in which advocacy needs to be done.

e Attending the committee meeting was Jim Preis, Executive Director of the Mental
Health Advocacy Services, Inc. in L.A. County. He is a member of the California
Association of Mental Health Patients’ Rights Advocates (CAMHPRA). The
committee has been able to connect with that organization. Ms. Shaw and Mr.
Orrock participated in a meeting with them via conference call; following the
discussion, CAMHPRA created a task force to look at the issues that the Patients’
Rights Committee has been concerned about.

e The committee has been concerned that Patients’ Rights Advocates spend a great
percentage of their time representing clients at certification hearings, rather than
performing duties that have to do with quality of life issues for clients when they
have been involuntarily held.

e Mr. Preis spoke about the concept of therapeutic jurisprudence: the study of how
legal systems affect the emotions, behaviors, and mental health of people.

Questions and Discussion

Dr. Petties asked about the study that was done on mental health ratios. Ms. Shaw
replied that it was done in 1986 and listed responsibilities; it recommended a ratio of 1 to
300,000.

Health Care Integration Committee

Committee Chair Terry Lewis reported on the following.

e Most of the meeting focused on the relevance of its charter and alignment of the
charter with the work plan. The conversation extended to the need to look at
orientation in terms of health care integration. The committee removed the word
reform because we are no longer reforming the system. The committee added
new definitions that pertain to the broader picture. With five new members, the
committee looked at the opportunity to do mentoring earlier for them.

e The committee had the target of looking at health plans for mild to moderate
health needs — data on utilization and hospitalization rates. They partnered with
Catherine Teare of the California Health Care Foundation, who has hired a
consultant to put this part of the work together. The draft will arrive next week,
and by October the committee hopes to have what it needs.

Continuous System Improvement Committee
Committee Chair Lorraine Flores reported on the following.
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The Data Notebook is running a little behind — the issue is getting data from
DHCS. It has the same theme as the Planning Council: Children and Youth.

The committee discussed LGBTQ issues. Mr. Orrock and Ms. Flores will be
working on a white paper; they will come up with some recommendations, but not
duplicate what is already out there. They would like to review the general
recommendations for LGBTQ services. Clearly, more data is needed related to
the number of LGBTQ youth out there, and the number that seek mental health
services versus the number that don’t. Ms. Flores and Mr. Orrock also want to
cover homelessness, suicide rate, and health inequities.

Ms. Flores sought ideas and recommendations from the rest of the Planning
Council.

Questions and Discussion

Chair Black asked if they will be addressing geographical variation in the white paper.
Ms. Flores said that they would certainly take a look. The biggest issue is the lack of data
available from county to county.

Advocacy Committee

Committee Chair Darlene Prettyman reported on the following.

The committee had a lively discussion on No Place Like Home. They reviewed
their letter on this topic.

Goal 1: Logistical, fiscal, and programmatic efforts to transition people out of
IMDs. They received information from DHCS but did not feel that it represented
what was truly happening. The committee has invited DHCS to send someone to
explain the document and its figures.

In the meantime, staff will be writing to Sacramento and Riverside Counties to
check the data.

Goal 2: Closures of residential care facilities in California. The committee
members will contact their respective Mental Health Directors with a survey that
Ms. Wiseman will prepare. The committee will then follow up with a conference
call, and prepare a draft report to present in October.

Goal 3: Follow up on the implementation of AB 109. The committee has the
necessary information to present to the Planning Council in January.

Goal 4 (the newest goal): Prevention and wellness strategies for at-risk juveniles
in the criminal justice system. The committee is in the process of gathering
information for their report for the Planning Council.

The committee had a long discussion on legislation. Ms. Prettyman noted that the
CMHPC is not a part of the No Place Like Home Advisory Committee as
requested; we should continue to work on that. The committee opposed AB 1300,
AB 876, and AB 2017. They are watching SB 1273 and AB 2005.

Questions and Discussion
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Dr. Pitts commented on Goal 1: there are several states that have had to enter into
consent decrees as a result of failing to meet the Olmstead Law. They have been forced
to invest in programs and services to move people out of nursing homes into community
living. More states are being sued by advocates to move people out of long-term
treatment settings and inappropriate placements — nursing homes in particular.

The group discussed data showing that people are going into Skilled Nursing Facilities,
even the locked units there.

Executive Officer Adcock requested the Planning Council members to make suggestions
on better ways that staff can keep them informed without inundating their inboxes.

8. Public Comment
There were no comments from the public.

9. Planning Council Behavioral Health Integration Strategic Plan Framework
Discussion

Executive Officer Adcock gave an update on various integration activities.

Regarding statute changes: CMHPC submitted revised WIC sections to the Senate
Committee on Health, but a Republican consultant opposed the move. A new legislative
cycle will start in January. Executive Officer Adcock asked the Planning Council
members to talk with their legislators about the need to put CMHPC statutory changes
perhaps in a mental health-related bill.

Until these changes in law occur, the CMHPC cannot be very assertive about advocacy
on substance abuse. We can continue our knowledge-building and strategic planning.

Dr. Baylor stated that she shared the frustration about DHCS and data. The modernized
computer CSI data system is close to getting into the DHCS warehouse.

DHCS has posted a paper on integration on its website. They have found a model they
like for California. The integration of mental health and substance use disorders is very
important; most of the counties are behavioral health counties. All of that has to be
integrated into physical health care, and it needs to go both ways.

The Substance Abuse & Mental Health Services Administration (SAMHSA) model is on
a continuum from no integration at all to full integration — a good framework with which
to start.

DHCS is going to focus on two main areas in its integration work: health information
exchange and payment reform.

Dr. Baylor requested the Planning Council to look at the current document on its website
— which shows the work DHCS is required to do — to see if there is any intersection with
the work the CMHPC members are doing, and to give feedback.

Executive Officer Adcock stated that the Steering Committee thought it would be helpful
in this meeting to hear from two CMHPC members who are substance use providers in
rural areas.
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Ms. Susan Wilson spoke about Shasta County. On the “frontier” there are two issues of
note: lack of resources and the workforce issue. She runs a substance use disorder
treatment program that is a private non-profit.

e They have braided funding: Medi-Cal, the local hospital, the Health and Human
Services Agency, and the schools (they also serve adolescents).

e The program provides outpatient drug-free services — individual and group
counseling for both adults and youth. They provide medication-assisted therapy
supervised by a local physician in the clinic once a week. They provide transport
to the clinic because there is no public transportation.

e There is an issue of compensation for case management. They get paid to do
therapy but not for all the extra work that is non-crisis related.

e They partner with the Women’s Health Specialists, the Positive Parenting
Program, and the high school (particularly alcohol issues).

Dr. Baylor said that to take the Substance Use delivery system (pretty minimal in
California) and develop a continuum of care treatment is very exciting. California is
leading the nation in this effort, and everyone is watching us. DHCS is rolling the
program out in phases; the Bay Area was first. Phase 5 will be the tribal communities.

Ms. Susan Wilson said that to address whole person care, Shasta County has built a
partnership with a federally qualified health center that is not too far away.

Dr. Bennett asked if certification processes are going to be different under the Waiver.
Dr. Baylor replied that because of one provider’s fraudulent activity, all the SUD
providers had to go through the DHCS Provider Enrollment Division. The backlog is
now gone. The process will soon be digitized for providers to complete online.

Mr. O’Neill spoke about the Drug Medi-Cal program in Trinity County. They decided to
become Medi-Cal-certified so that in addition to SAMHSA grant dollars, they could also
receive Drug Medi-Cal dollars.

In January 2017, all the rural northern counties will have the option of being able to opt
in to the organized delivery system, which expands the kinds of reimbursements counties
can receive for services: for instance, residential treatment, medical detox, and intensive
outpatient services. Counties will need to submit a plan to DHCS.

In those counties, Partnership Health is a Medi-Cal physical health managed care plan.
That provider recognizes that they will realize a tremendous cost savings if, on the
physical health side, their consumers are getting the SUD treatment they need.
Partnership Health is interested in cooperating and being a partner in a regional model
where eight counties combine and submit one plan for an organized delivery system. Mr.
O’Neill felt that this arrangement will make more services and more funding available,
even though Trinity County will give up some autonomy.

Mr. Mitry asked about transportation to other counties for services. Mr. O’Neill
answered that Partnership Health is willing to reimburse for transportation. He agreed
with Mr. Mitry that family always need to be involved in permanent solutions.
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Ms. Wilson commented that in some ways the SUD treatment system hit the issues of
recovery before the mental health system did. They use a lot of Peer Specialists. Every
employee working for her has lived experience; they also love to include families. One
of the problems with SUD services is 42CFR; they have a firewall around exchange of
information.

10. Closing

Chair Black requested for the Planning Council to adjourn in memory of those who had
lost their lives, and the families and friends who remain, in Orlando and San Bernardino.

11. ADJOURN
Chair Black adjourned the meeting at 11:48 a.m.
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C TAB SECTION DATE OF MEETING 10/20/2016

MATERIAL DATE MATERIAL
PREPARED BY: Wiseman PREPARED 9/15/2016
AGENDA ITEM: California Consortium of Addiction Programs and

Professionals (CCAPP)

ENCLOSURES:

BACKGROUND/DESCRIPTION:

Continuing the expansion of the Council's knowledge of the Substance Use Disorders
treatment and delivery system, this presentation covers the various types and
requirements of licensed/certified providers for SUD treatment in California as well as
current workforce issues. This will add the SUD workforce to the Council’s existing
knowledge base of mental health providers, their requirements, role in service delivery
and shortages.

Presenters:
Pete Nielsen, Chief Executive Officer
Sherry Daley, Senior Governmental Affairs Director

Company synopsis:

CCAPRP is the largest statewide consortium of community-based for profit and non-profit
substance use disorder treatment agencies and addiction-focused professionals,
providing services to over 100,000 California residents annually in residential,
outpatient, and private practice settings.

The Planning Council is continuing in its efforts to gain information, insight and
perspective of those experiencing substance use disorders. The California Consortium
of Addiction Programs and Professionals will present information about their
organization’s history, their successes and share any workforce concerns they may
have experienced when staffing programs to serve those with substance use disorders.

CCAPP website can be found at: https://www.ccapp.us



https://www.ccapp.us/

D TAB SECTION DATE OF MEETING 10/20/2016

MATERIAL DATE MATERIAL

PREPARED BY: Wiseman PREPARED 9/19/2016

AGENDA ITEM: Adult Residential Care for Substance Use Disorders (SUD)

ENCLOSURES: Background Information for WellSpace Health and Turning
Point Community Programs

BACKGROUND/DESCRIPTION:

This presentation will provide Council members with information regarding residential
treatment services for SUD and co-occurring mental health and SUD disorders.

WellSpace Health (formerly known as The Effort) offers a full continuum of substance
abuse and co-occurring disorders treatment. Integration of addiction services with
primary care and mental health opens up a new door in treating the whole person and
addresses secondary issues complicating or preventing a full recovery.

Integrated SUD programs, including:
e Inpatient
e Medically Monitored Detox
o Group Counseling, Parenting Classes, and Evaluations
e Outpatient
e Individual
e Adult Drug Court: Addiction & Co-occurring
e Medical and Behavioral Health Interventions

e Employee Assistance Programs

Turning Point Community Programs (TPCP) has a history of providing treatment and
services to adults with psychiatric disabilities. TPCP is projected to open two Adult
Residential Treatment programs focused on adults with co-occurring mental health and



SUD disorders. Al Rowlett, Diana White and Leslie Springer will present to the Council
about Turning Point’s history and insight in the efforts to open up the two new Co-
Occurring Residential Treatment programs in Sacramento County.

TPCP also provides services in Merced, Solano, Yolo, Butte, Placer, Stanislaus and
Nevada counties.

Turning Point’s website can be found at http://www.tpcp.org/home
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FACT SHEET
Drug Medi-Cal Organized Delivery System Waiver

DHCS

. 4

California Department of
HealthCareServices

The Drug Medi-Cal Organized Delivery System (DMC-ODS) is a pilot program to test a new paradigm
for the organized delivery of health care services for Medicaid eligible individuals with a Substance
Use Disorder (SUD). According to the National Survey on Drug Use and Health, 2008-2011, nearly
12 percent of Medicaid beneficiaries over 18 have a SUD. Of the individuals that previously did not
have Medicaid benefits but now qualify due to the expansion of services, 13.6 percent have a SUD.
The DMC-ODS will demonstrate how organized SUD care increases the success of DMC
beneficiaries while decreasing other system health care costs. The Waiver will make improvements
to the Drug Medi-Cal service delivery system by focusing on critical elements of the DMC-ODS pilot
which:

e Provides a continuum of care modeled after the American Society of Addiction Medicine
(ASAM) Criteria for SUD treatment services;

Increases local control and accountability with greater administrative oversight;

Creates utilization controls to improve care and efficient use of resources;

Increases program oversight and integrity;

Provides more intensive services for the criminal justice population which are harder to treat;
Requires evidence based practices in substance abuse treatment; and

Increases coordination with other systems of care including physical and mental health.

This approach is expected to provide the beneficiary with access to the care and system interaction
needed in order to achieve sustainable recovery.

Continuum of Services Provided
Counties that opt-in to participate in the DMC-ODS are required to provide a continuum of services to
all eligible beneficiaries modeled after The ASAM Criteria. Services required to participate in the
DMC-ODS include:

e Early Intervention (overseen through the managed care system)

e Outpatient Services

¢ Intensive Outpatient Services

e Short-Term Residential Services (up to 90 days with no facility bed limit)
e Withdrawal Management

e Opioid/Narcotic Treatment Program Services

e Recovery Services

e (Case Management

e Physician Consultation



FACT SHEET
Drug Medi-Cal Organized Delivery System Waiver

The following optional services can also be provided to beneficiaries by counties:
e Additional Medication Assisted Treatment (MAT)
e Partial Hospitalization
e Recovery Residences

Implementation Plan Schedule

County participation in the Waiver is voluntary. Opt-In Counties are required to submit a county
implementation plan to DHCS. Plans will be reviewed and approved by DHCS and CMS. Fifty-three
(53) counties expressed interest in participating in the Waiver as of January 2015.

Phase One: Bay Area (June -September 2015)
Phase Two: Southern California

Phase Three: Central California

Phase Four: Northern California

Phase Five: Tribal Partners

a bk ownNPRE

Quality Improvement

Counties shall have a Quality Improvement Plan and Quality Improvement Committee, as well as
shall provide data to evaluate outcomes from the Waiver related to access, quality, cost and
integration and coordination of care.

Access and Utilization Management

Counties shall have a toll free access line and shall authorize Residential services. Counties shall
also have a Utilization Management Program that assures access to services; assures medical
necessity has been established and the beneficiary is at the appropriate level of care and that the
interventions are appropriate for the diagnosis and level of care.

Fiscal

Rates are set at the State rates; however, counties can propose coming in higher or lower except for
Narcotic Treatment Program (NTP) services. The State will negotiate the proposed rates with the
counties and will have final approval. DHCS will continue to set the rate for NTP services.

Evaluation

The University of California, Los Angeles, (UCLA) Integrated Substance Abuse Programs will conduct
an evaluation to measure and monitor the outcomes from the DMC-ODS Waiver. The design of the
DMC-ODS evaluation will focus on the four key areas of access, quality, cost, and integration and
coordination of care.

For Additional Information Regarding the DMC-ODS
e Visit http://www.dhcs.ca.qgov/provgovpart/Pages/Drug-Medi-Cal-Organized-Delivery-

System.aspx
e Contact Marlies Perez at Marlies.Perez@dhcs.ca.gov
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The California Department of Health Care Services (DHCS) has received 1115b waiver
approval from the federal government to implement the expanded substance use
treatment options for individuals with Medicaid eligibility. The program is called the
Drug Medi-Cal Organized Delivery System (DMC-ODS).

The following charts were obtained from the DHCS “Starting Blocks, Insights from
Phase | Counties” by Paula Wilhelm?! and the “California Bridge to Health Reform Drug
Medi-Cal Organized Delivery System Waiver Standard Terms and Conditions (STCs),
August 6, 20152”.

The charts are being provided for informational purposes to assist in illustrating the type
of services now available to Medi-Cal beneficiaries under the DMC-ODS waiver. Each
of the three (3) charts has a title which correlates to the groupings of the services
presented in the chart.

Continuum of Care Services

Title

Description

Provider

Early Intervention

Screening, Brief Intervention, and
Referral to Treatment (SBIRT)

Managed care or fee-
for-service provider

Outpatient Services

Less than 9 hours of service/week
(adults); less than 6 hours/week
(adolescents) for recovery or
motivational enhancement
therapies/strategies

DHCS Certified
Outpatient Facilities

Intensive Outpatient

9 or more hours of service/week (adults);

DHCS Certified

Services 6 or more hours/week (adolescents) to Intensive Outpatient
treat multidimensional instability Facilities
Partial 20 or more hours of service/week for DHCS Certified
Hospitalization multidimensional instability not requiring | Intensive Outpatient
Services 24-hour care Facilities

Clinically Managed
Low-Intensity
Residential Services

24-hour structure with available trained
personnel; at least 5 hours of clinical
service/week and prepare for outpatient
treatment.

DHCS Licensed and
DHCS/ASAM
Designated
Residential Providers

1 Link to "Starting Blocks, Insights from Phase | Counties"
2 Link to "California Bridge to Health Reform Drug Medi-Cal Organized Delivery System"

1
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Title

Description

Provider

Clinically Managed
Population-Specific
High-Intensity
Residential Services

24-hour care with trained counselors to
stabilize multidimensional imminent
danger. Less intense milieu and group
treatment for those with cognitive or
other impairments unable to use full
active milieu or therapeutic community
and prepare for outpatient treatment.

DHCS Licensed and
DHCS/ASAM
Designated Residential
Providers

Clinically Managed
High-Intensity
Residential Services

24-hour care with trained counselors to
stabilize multidimensional imminent
danger and prepare for outpatient
treatment. Able to tolerate and use full
milieu or therapeutic community

DHCS Licensed and
DHCS/ASAM
Designated Residential
Providers

Medically Monitored
Intensive Inpatient
Services

24-hour nursing care with physician
availability for significant problems in
Dimensions 1, 2, or 3. 16 hour/day
counselor availability

Chemical Dependency
Recovery Hospitals;
Hospital, Free Standing
Psychiatric hospitals

Medically Managed
Intensive Inpatient
Services

24-hour nursing care and daily physician
care for severe, unstable problemsin
Dimensions 1, 2, or 3. Counseling
available to engage patient in treatment

Chemical Dependency
Recovery Hospitals,
Hospital; Free Standing
Psychiatric hospitals

Opioid Treatment
Program

Daily or several times weekly opioid
agonist medication and counseling
available to maintain multidimensional
stability for those with severe opioid use
disorder

DHCS Licensed OTP
Maintenance
Providers, licensed
prescriber

Withdrawal Services (Detoxification/Withdrawal Management)

Level of Withdrawal Description Provider
Management

Ambulatory Mild withdrawal with daily orless | DHCS Certified Outpatient
withdrawal than daily outpatient supervision. | Facility with Detox Certification;
management without Physician, licensed prescriber;
extended on-site or OTP for opioids.
monitoring
Ambulatory Moderate withdrawal with all day | DHCS Certified Outpatient
withdrawal withdrawal management and Facility with Detox Certification;

management with
extended on-site
monitoring

support and supervision; at night
has supportive family or living
situation.

licensed prescriber; or OTP.

Clinically managed
residential withdrawal
management

Moderate withdrawal, but needs

DHCS Licensed Residential

24-hour support to complete
withdrawal management and
increase likelihood of continuing

treatment or recovery.

Facility with Detox Certification;
Physician, licensed prescriber;
ability to promptly receive step-
downs from acute level 4.

2
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Level of Withdrawal Description Provider
Management

Medically monitored Severe withdrawal, needs 24- Hospital, Chemical

inpatient withdrawal | hour nursing care & physician Dependency Recovery

management visits; unlikely to complete Hospitals; Free Standing
withdrawal management without | Psychiatric hospitals; ability to
medical monitoring. promptly receive step-downs

from acute level 4

Medically managed Severe, unstable withdrawal and | Hospital, sometimes ICU,

intensive inpatient needs 24-hour nursing care and | Chemical Dependency
withdrawal daily physician visits to modify Recovery Hospitals; Free
management withdrawal management regimen | Standing Psychiatric hospitals

and manage medical instability.

Required and Optional DMC-ODS Services

Service Required Optional

Early Intervention e (Provided and funded
through FFS/managed
care)

Outpatient Services e Outpatient (includes oral e Partial
naltrexone) Hospitalization

¢ Intensive Outpatient
Residential e Atleast one ASAM level of | e Additional levels

service initially

e All ASAM levels (3.1, 3.3,
3.5) within three years

e Coordination with ASAM
Levels 3.7 and 4.0
(provided and funded
through FFS/managed
care)

NTP e Required (includes
buprenorphine, naloxone,
disulfiram)

Withdrawal Management | e At least one level of service Additional levels

Additional Medication Optional

Assisted Treatment

Recovery Services e Required

Case Management e Required

Physician Consultation e Required
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The items contained within the “DMC State Plan” column are services currently
provided prior to the implementation of the 1115 Waiver. The items contained within the

“DMC-0ODS: Opt-In” column are to be included in the new Organized Delivery System
within Drug Medi-Cal.

Evidence-Based Continuum of Care

DMC State Plan DMC-ODS: Opt-In
Outpatient Drug Free Treatment Outpatient Services
Intensive Outpatient Treatment Intensive Outpatient Services
Naltrexone Treatment Naltrexone Treatment
(oral for opioid dependence or with | (oral for opioid dependence or with
treatment authorization for other) treatment authorization for other)
Narcotic Treatment Program Narcotic Treatment Program
Residential Services
Perinatal Residential SUD Services (not restricted by IMD exclusion or
(IMD exclusion) limited to perinatal)
Detoxification in a Hospital
(with treatmentauthorization) Withdrawal Management

Recovery Services
Case Management

Physician Consultation

Vv Partial Hospitalization (optional)
V Additional Medication
Assisted Treatment (optional)

The table above was adapted in part from a graphic by Harbage Consulting: “CHCF
Legislative Staff Briefing on DMC-ODS Pilot Program,” Harbage Consulting,
(Sacramento, CA: Presentation to California Legislative Staff, December 2015).



WellSpace Health

History

WellSpace Health is the result of a merger between two Sacramento social service
agencies. Family Service Agency historically provided child and family therapy, crisis
intervention, and violence prevention. WellSpace Health provided primary health
services and treatment of substance abuse. On October 1, 2005 these two agencies
merged to create Sacramento’s single largest provider offering a full continuum of care
for health, mental health, and addictions treatment.

Mission Statement
Achieving regional health through high quality comprehensive care.

Federally Qualified Health Center

WellSpace Health has served Sacramento’s low-income and underserved individuals
and families since 1953. In 2005, after feedback from clients and the community, the
organizations changed its 30-year-old Free Clinic license to a Community Clinic status
and began the process of applying to be a Federally Qualified Health Center (FQHC).
Preliminary ‘look alike’ approval of the FQHC designation was received in 2008, and
final approval as a ‘full FQHC was received in 2009. WellSpace Health is the only ‘full’
FQHC serving the Sacramento region.

As an FQHC, WellSpace Health is able to bill the federal government for supplemental
funding for health, behavioral health (e.g. specialty psychiatry, therapy), children’s
dental, and other services. This provides a critical health access point for underserved
persons in the community, and leverages federal funding while state and local funds are
shrinking.

WellSpace Health has built a network of primary care clinics that provide a ‘synergy’ of
services, with our doctors treating the whole person with a treatment model called
Integrated Behavioral Health. (Including counseling, alcohol and drug addiction
treatment and appropriate therapy. WellSpace Health is a statewide leader in designing
and delivering Integrated Behavioral Health.

WellSpace Health accepts some medical insurances such as Medi-Cal, Medicare and
Blue Cross.

Since 1968, WellSpace Health has also operated the Suicide Prevention Crisis Line,
We are the regional provider of suicide prevention for 32 counties in Northern and
Central California. We answer calls 24 hours a day, 365 days a year from those living
within the 916, 209, 530, and 707 area codes.

Contact Information: telephone: 916-737-5555, Email: info@wellspacehealth.org



mailto:info@wellspacehealth.org

Crisis Residenti@

CRP PROGRAM DESCRIPTION

The Crisis Residential Programs (CRP) provide treatment for adults with psychiatric disabilities who have
become suicidal, critically depressed, or otherwise psychiatrically in need. With constant review, discussion,
and negotiation, members and staff continually refine this program. The services provided at this
home routinely avert the need for hospitalization with the integration of values to include member input and
peer support, program flexibility, mutual trust, and working together.

SERVICES PROVIDED

CRP services are designed to resolve the immediate crisis and improve the functioning level of the individuals to
allow them to return to less intensive community living as soon as possible. To reach this goal we will be
providing the following services:

o Psychosocial and risk assessment o Discharge planning and referral sources
o Psychiatric assessment o Education on mental health and co-

° Nursing assessment occurring diagnoses

o Individualized treatment planning . Self-help support systems

o Individual and group counseling . Peer-to-peer mentoring

o Linkages to community supports o Relapse prevention skills

o Social and recreational activities o Basic skills for everyday living

PROJECTED OUTCOMES

. Reduced average time for visits to emergency rooms of local hospitals.

o Reduced hospital emergency room and psychiatric inpatient utilization.

o Reduced law enforcement involvement on mental health crisis calls.

o Improvements in participation rates by consumers in outpatient mental health services and

case management services.
. Consumer's and/or family member's, when appropriate, satisfaction with crisis services the
consumer received.

3440 Viking Drive, Suite 114, Sacramento, CA 95827 ® (916) 364-8305 ® Fax (916)364-5051 ® www.TPCP.org

Leaders in providing psychiatric services, support and advocacy for people with disabilities
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CURRENT CRISIS RESIDENITAL PROGRAMS

Sacramento CRP Bender Court CRP Rio Linda CRP

4801 34th St.,, 6825 Bender Court, 505 M St

Sacramento, CA 95820 Sacramento, CA 95820 Rio Linda, CA 95673

Program Start Date: June 1992 Program Start Date: February 2014 Program Start Date: June 2016
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COMING SOON

Co-Occurring Disorders CRP - 7415 Henrietta Drive, Sacramento, CA 95662

Projected Grand Opening:December 2016

The Co-Occurring Disorders CRP will focus on diversion from EDs with an emphasis on individuals experiencing
an immediate mental health crisis who have a co-occurring substance use disorder. While primary focus will
be diversion from emergency departments (ED), there will also be some capacity for community provider referrals
to prevent inappropriate and unnecessary psychiatric hospitalizations or ED visits. The goal is to receive the
referral, interview the client and admit the individual to the crisis residential program within the same day.

Rapid Turnaround Step-Down CRP - 9048 Elm Avenue, Orangevale, CA 95662

Projected Grand Opening: June 2017

The Rapid Turnaround Step-Down Crisis Residential Program is a short-term program model that will focus
on diversion from emergency departments (ED). Beginning with an in-depth clinical assessment and development of
an individualized service plan, staff will work with consumers to identify achievable goals including a crisis plan
and a Wellness Recovery Action Plan (WRAP). The goal for this program is to receive the referral, interview the
client while in the emergency department and admit the individual to the crisis residential program within the same
day.
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CRISIS RESIDENTIAL PROGRAM

4801 34th Street, Sacramento, CA 95820

(July 2014 - June 2015)

PROGRAM DESCRIPTION

Crisis Residential Program (CRP) provides treatment for adults with psychiatric disablities who have become suicidal,
critically depressed, or otherwise psychiatrically in need. With constant review, discussion, and negotiation, members
and staff continually refine this program. The services provided at this home routinely avert the need for hospitilazation
with the integration of values to include member input and peer support, program flexibility, mutual trust, and working
together.

“This is the first time I came or participated in a program. I lost everything: my home, my job, my
family, my sobriety, my mental health. Crisis Res and staft brought me back to gain confidence
and find my grounding to believe in myself to accept that I am an alcoholic and that I have a
mental health condition. I have learned how to live with it and manage it. I am not ashamed of it

or controlled by it. I am now able to move forward with my life. Thank you?”

- CRP service recipient

Within the 14/15 Fiscal Year, CRP...

*Respondents to follow-up survey

e Has served 149 individuals

e Served 10 or more individuals for 69.0% of the
year (or 252 days)

e Had an overall satisfaction rate of 87.0%

e Discharged 66.0% of clients because he/she
successfully met his/her goals

e [Between admission and discharge] Decreased

homelessness by 46.8%




AVERAGE COSTS PER CLIENT (PER DAY/STAY)
*Cost per Client based on 13-14 FY data

@O @

CRP Cost per Client Incarceration® Psychiatric Hospitilization>  Societal Cost of Homelessness® Emergency Room*®
Average $17.13 per Average of $83.53 Average Cost per Stay $5,700  Between $95.89 and $410.96  Average $415.00 per visit
day (365 days/year) (National Avg. Stay = 8 days) (Average about $253.43) (based on L.A. data)
CLIENT DEMOGRAPHICS
3.4% 2.7%

49.0%

49.7%

Race _ ‘ - Age Group Gender

. White . Asian/Pacific Islander . Adult (26-59) . Female

@ s @ other TAY (18-25) © wmale

@ rispanic Older Adult (60+)
CONSUMER SATISFACTION
100.0%

90.0% 88.6% 207 87.0% o

84.1% 84.2% 82.5%

80.0%

70.0%

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

Social Connectiveness Functioning Outcomes Participation Appropriateness Access Satisfaction

TPCP / 3440 Viking Drive, Suite 114, Sacramento, CA 95817 / (916) 364-8395 / www.tpcp.org

1United Way of Greater Los Angeles. (2009). Homeless cost study: United Way of greater Los Angeles. Los Angeles, California: United Way of Greater Los Angeles.

2 Piper, K. (2011). Hospitalizations for mental health and substance abuse disorders: Costs, length of stay, patient mix, and payor mix. Retrieved April 3, 2015, from http://www.piperreport.com/blog/2011/06/25/hospitalizations-for-mental-health-and-
substance-abuse-disorders-costs-length-of-stay-patient-mix-and-payor-mix/.

2 Giovannettone, A. S. (2014). Here’s a solution for homelessness that works. Retrieved April 3, 2015, from http://www.sacbee.com/opinion/op-ed/soapbox/article3421894.html.
#Sacramento County Sheriff’s Department: Main Jail Division. (2014). Tour information brochure [Brochure]. Sacramento, California: Sacramento County Sheriff’s Department.

°Leury, M. (2013, November 7). Is prison realignment working in California? Retrieved April 3, 2015, from http://www.kcra.com/news/is-prison-realignment-working-in-california/22858802.



E TAB SECTION DATE OF MEETING  10/19/16

MATERIAL DATE MATERIAL
PREPARED BY: Adcock PREPARED 9/17/16
AGENDA ITEM: Volunteers for Nominating Committee

ENCLOSURES:

General Overview

The Nominating Committee is made up of one representative from each appointment
category. The Nominating Committee’s task is to propose a Chair-Elect since the previous
year’s Chair-Elect is already in line to become the Chairperson in January. After reviewing
all the guidelines and background information, the committee generates names of
members who are perceived to have leadership qualities.

The committee then discusses the names that have been generated, evaluating them
according to a number of criteria, such as leadership potential and appointment category,
and ranks the names in order of preference. The next step is to contact the potential
candidate to see if he or she will accept the nomination. Usually the Nom Cmte Chair makes
the calls unless other members of the committee have a closer relationship with the person
in question. If the first choice should decline, then we move down the list.

Operating Policies and Procedures

[ have enclosed an excerpt from the Operating Policies and Procedures that outlines the
adopted policies regarding the responsibilities of the Chairperson and Chair-Elect and the
selection criteria for the Chair-Elect.

Criteria for Chair-Elect:

¢ Itisrecommended that a nominee have served as a chair, vice-chair, or alternate chair
of a committee or subcommittee for at least one year.

¢ Job Description for Chairperson is enclosed. It describes the skills that the Chairperson
must possess.

¢ Because the Chair-Elect basically has a year of training time available, the person
nominated does not have to be ready immediately to assume the Chairperson
position. However, if someone who needs training is selected, the leadership team
needs to make a concerted effort to provide that training during the year.



History of Officers by Appointment Category

While the Operating Policies do not provide any strict guidance about which type of
appointment categories should be included for consideration as officers, over the last
several years there has been an informal rotation between the categories. The policies do
suggest that the Nominating Committee “consider including a direct consumer or family
member in the slate of officers.”

Additionally, there has been some informal agreement about making sure that at least
three different appointment categories are represented in the leadership
positions: Chairperson, Chair-Elect, and Past-Chair.

[ have provided the enclosure, “PC Officer Analysis”, to provide you with information for
reviewing our previous chairpersons. Following the informal rotation,
Professional /Provider is next in line.

Eligible Candidates

It is recommended that the nominee be a person who has served as a chair, vice-chair, or
alternate chair of a committee or subcommittee due to the leadership skills and training
that this experience provides.

Timeline

As mentioned above, the election will take place upon opening of the General Session of the
January 2017 meeting. Thus, the Nominating Committee will need to complete the process
and have its candidate recommendation prepared prior to the meeting. The first meeting
will be scheduled in late November/early December for initial discussion of duties, of
possible candidates, and designation of a chair for this committee. That would allow some
time for the Nom Cmte Chair to contact the 1st choice (and 2 or 319, if needed) before the
January meeting.



_F  TAB SECTION DATE OF MEETING  10/19/16

MATERIAL DATE MATERIAL
PREPARED BY: Adcock PREPARED 9/20/16
AGENDA ITEM: Panel on Use of Psychotropic Medications for Foster Youth
ENCLOSURES: Executive Summary State Auditor Report

The issue of the prescription of psychotropic medication to foster youth is of particular importance to
California because we have the largest population of foster children in the country. The State
Auditor’s analysis of the available state data found that nearly 12 percent of California's more than
79,000 foster children were prescribed psychotropic medications during fiscal year 2014-15, whereas
studies suggest that only about 4 to 10 percent of nonfoster children are prescribed

these medications.

To examine the oversight of psychotropic medications prescribed to foster children, the State Auditor
reviewed case files for a total of 80 foster children in Los Angeles, Madera, Riverside, and Sonoma
counties.

For more information regarding findings and recommendations, see the attached Summary of the
report. Here is the link to the full report: https://www.auditor.ca.gov/pdfs/reports/2015-131.pdf

Here is a link to the full The Drug Docs report:
http://www.dailydemocrat.com/article/NI/20160807/NEWS/160809922

The Department of Health Care Services (DHCS) and the California Department of Social Services
(CDSS) have convened a statewide quality improvement project to design, pilot, and evaluate
effective practices to improve psychotropic medication use among children and youth in foster care.

In order to meet the goals of the quality improvement project, three workgroups have been created.

These include the Clinical Workgroup, the Data and Technology Workgroup, and the Youth, Family,
and Education Workgroup. The progress of the project and the output of these three workgroups are
reviewed by a panel of subject matter experts from around the State.

Lori Fuller, Chief of the Permanency Policy Branch at CDSS will present on the activity of the quality
improvement project to address this issue.

A former Foster Youth, who was prescribed psychotropic medication, will present about their
experience.


https://www.auditor.ca.gov/pdfs/reports/2015-131.pdf
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Report 2015-131 Summary - August 2016

California's Foster Care System:

The State and Counties Have Failed to Adequately Oversee the Prescription of
Psychotropic Medications to Children in Foster Care

HIGHLIGHTS

Our audit concerning the oversight of psychotropic medications prescribed to California's foster
children revealed the following:

o Nearly 12 percent of California's more than 79,000 foster children were prescribed
psychotropic medications during fiscal year 2014-15.

o Some foster children were prescribed psychotropic medications in amounts and
dosages that exceeded state guidelines, and counties did not follow up with
prescribers to ensure the appropriateness of these prescriptions.

e Many foster children did not receive follow-up visits or recommended
psychosocial services in conjunction with their prescriptions for psychotropic
medications.

« Counties did not always obtain required court or parental approval for psychotropic
medications prescribed to foster children as required by law.

e The State's fragmented oversight structure of its child welfare system has
contributed to weaknesses in the monitoring of foster children's psychotropic
medications.

e The California Department of Social Services and the Department of Health Care
Services data systems together cannot completely identify which foster children are
prescribed psychotropic medications.

o Foster children's Health and Education Passports—documents summarizing critical
health and education information—contained inaccurate and incomplete mental
health data.

Results in Brief

Psychotropic medications such as antidepressants, mood stabilizers, and antipsychotics can
provide significant benefits in the treatment of psychiatric illnesses, but they can also cause
serious adverse side effects. Although the American Psychological Association has mentioned
that studies since the 1970s have found that children in foster care (foster children) often have a
greater need for mental health treatment, public and private entities have expressed concerns


https://www.auditor.ca.gov/

about the higher prescription rates of psychotropic medication among foster children than among
nonfoster children. This issue is of particular importance to California, which has the largest
population of foster children in the country. In fact, our analysis of the available state data found
that nearly 12 percent of California's more than 79,000 foster children were prescribed
psychotropic medications during fiscal year 2014-15, whereas studies suggest that only about

4 to 10 percent of nonfoster children are prescribed these medications.

To examine the oversight of psychotropic medications prescribed to foster children, we reviewed
case files for a total of 80 foster children in Los Angeles, Madera, Riverside, and Sonoma
counties and analyzed available statewide data. We found that many foster children had been
authorized to receive psychotropic medications in amounts and dosages that exceeded the State's
recommended guidelines (state guidelines), circumstances that should have prompted the
counties responsible for their care to follow up with the children's prescribers. For example,

11 of the 80 children whose files we reviewed had been authorized to take multiple psychotropic
medications within the same drug class. Further, 18 of the 80 children had been authorized to
take psychotropic medications in dosages that exceeded the State's recommended maximum
limits. Medications that exceed the State's recommended guidelines may be appropriate under
some circumstances, and we are not questioning prescribers’ medical expertise. However, in the
instances above, the counties did not contact the prescribers to ensure the safety and necessity of
the medications in question, as the state guidelines recommend.

Compounding these concerns is the fact that many of these children do not appear to have
received follow-up visits or recommended psychosocial services in conjunction with their
prescriptions for psychotropic medications. The American Academy of Child and Adolescent
Psychiatry recommends that children should receive follow-up visits with their health care
providers ideally within two weeks, but at least within a month, after they start psychotropic
medications. Nonetheless, one-third of the 67 foster children who started at least one
psychotropic medication during our audit period did not receive follow-up appointments with
their prescriber or other health care provider within 30 days after they began taking new
psychotropic medications, thus increasing the risk that any harmful side effects would go
unaddressed. In addition, our review of the 80 case files indicates that foster children did not
always receive corresponding psychosocial services before or while they were taking
psychotropic medications, even though such services are critical components of most
comprehensive treatment plans.

In response to a recent state law, the Judicial Council of California adopted new and revised
forms—which became effective in July 2016—to be used in the court authorization process for
foster children's psychotropic medications. The proper completion of these newly revised forms
should provide county staff with additional information necessary to identify instances when
foster children are prescribed psychotropic medications in amounts or dosages that exceed the
state guidelines. Among other things, these revised forms require prescribers to explain for each
foster child why they prescribed more than one psychotropic medication in a class or dosages
that are outside the state guidelines. If these forms are not properly completed, county staff will
need to follow up with prescribers to obtain information necessary to ensure that the
prescriptions beyond the state guidelines are appropriate.



We also found that, in violation of state law, counties did not always obtain required court or
parental approval before foster children received prescriptions for psychotropic medications.
Specifically, when we reviewed the case files for 67 foster children who should not have
received psychotropic medications without authorization from a juvenile court, we found that 23
(34 percent) did not contain evidence of such authorization for at least one psychotropic
medication. Similarly, when we reviewed the case files for 13 foster children who should not
have received psychotropic medications without the consent of their parents, we found that five
(38 percent) did not contain evidence of such consent for at least one psychotropic medication. In
effect, these children were prescribed psychotropic medications without proper oversight from
the counties responsible for their care.

Further, the fragmented structure of the State's child welfare system contributed both to the
specific problems we identified in our review of the 80 case files and to larger oversight
deficiencies that we noted statewide. Specifically, oversight of the administration of
psychotropic medications to foster children is spread among different levels and branches of
government, leaving us unable to identify a comprehensive plan that coordinates the various
mechanisms currently in place to ensure that the foster children's health care providers prescribe
these medications appropriately. Although the different public entities involved have made
efforts to collaborate, the State's overall approach has exerted little system-level oversight to help
ensure that these entities collective efforts actually work as intended and produce desirable
results.

The State's fragmented oversight structure has also contributed to its failure to ensure it has the
data necessary to monitor the prescription of psychotropic medications to foster children. The
two state entities most directly involved in overseeing foster children's mental health care are the
California Department of Social Services (Social Services) and the Department of Health Care
Services (Health Care Services). Even when combined, results from data systems these two
departments operate still contain inaccurate and incomplete data related to foster children who
are prescribed psychotropic medications. Consequently, neither agency can completely identify
which foster children statewide are prescribed psychotropic medications or which medications
those children are prescribed.

Further, the inaccurate and incomplete information in Social Services data system is used to
produce Health and Education Passports, which are critical documents that are meant to follow
foster children should their placement change. We found that all 80 of the Health and Education
Passports we reviewed contained instances of incorrect start dates for psychotropic medications.
Moreover, 13 of these 80 Health and Education Passports did not identify all the psychotropic
medications that the courts authorized, and all 80 were missing information about the
corresponding psychosocial services the foster children should have received for at least one
psychotropic medication. These errors and omissions appear to have been caused in large part by
a lack of county staff to enter foster children's health information into Social Services data
system and an unwillingness of some county departments to share foster children's information
with each other. However, caretakers, health care providers, social workers, and others rely on
the Health and Education Passports to make decisions about foster children's care; without
accurate information, they may inadvertently make decisions that do not reflect the children's
best interests.



Also, the State has missed opportunities to ensure that the counties have reasonable processes for
overseeing the prescription of psychotropic medications to foster children. For example, Social
Services California Child and Family Services Reviews of the counties only recently began
examining in more depth psychotropic medications prescribed to foster children. Because Social
Services and Health Care Services have not historically examined the prescription of
psychotropic medications to foster children in their periodic reviews, they have missed
opportunities for in-depth, county-by-county reviews of this issue. However, as of March 2016,
both departments had begun collecting from the counties certain information about

these medications.

Finally, rather than publishing this audit report in June 2016 as originally intended, we had to
delay publication by two months to allow us time to obtain and analyze additional data from
Health Care Services and to revise the report's text and graphics accordingly. In November 2015,
our office began analyzing data originally provided by Health Care Services in response to our
request for all Medi-Cal data related to the provision of psychotropic medications and related
psychosocial services to foster children. These data provided the basis for the audit report we
intended to publish in June 2016. However, about one week before we were to originally publish
our audit report, Health Care Services confirmed that it had not provided all the medical services
data that we originally requested. Although it had provided us data for medications, treatment
authorizations, and services provided by specialty mental health plans, it had not given us
services data for managed care plans or fee-for-service providers.: Our review showed that the
additional June 22, 2016, data consisted of approximately 617 million medical service records.
The related text and graphics in our audit report reflect a consolidation of the original more than
46 million medical service records provided by Health Care Services in November 2015 and the
additional 617 million medical service records it subsequently provided on June 22, 2016, for a
total of more than 663 million claims for medical services. Because the results from the
consolidated data did not substantively affect the conclusions we reached originally or the
recommendations we made, we did not ask the auditees to resubmit their written responses to our
June 2016 draft report.

Recommendations
Legislature

The Legislature should require Social Services to collaborate with its county partners and other
relevant stakeholders to develop and implement a reasonable oversight structure that addresses,
at a minimum, the insufficiencies in oversight and monitoring of psychotropic medications
prescribed to foster children highlighted in this report.

California Department of Social Services

To improve the oversight of psychotropic medications prescribed to foster children, Social
Services should collaborate with counties and other relevant stakeholders to develop and
implement a reasonable oversight structure that addresses, at a minimum, the monitoring and
oversight weaknesses highlighted in this report and that ensures the accuracy and completeness
of Social Services data system and the resulting Health and Education Passports.



Counties

To better ensure that foster children only receive psychotropic medications that are appropriate
and medically necessary, counties should take the following actions:

Implement procedures to more closely monitor requests for authorizations for
psychotropic medications for foster children that exceed the state guidelines for
multiple prescriptions or excessive dosages. When prescribers request
authorizations for prescriptions that exceed the state guidelines, counties should
ensure the new court authorization forms contain all required information and,
when necessary, follow up with the prescribers about the medical necessity of the
prescriptions. Counties should also document their follow-up in the foster
children's case files. In instances in which counties do not believe that prescribers
have adequate justification for exceeding the state guidelines, counties should relay
their concerns and related recommendations to the courts or the children's parents.
Ensure that all foster children are scheduled to receive a follow-up appointment
within 30 days of starting a new psychotropic medication.

Implement a process to ensure that foster children receive any needed mental
health, psychosocial, behavioral health, or substance abuse services before and
concurrently with receiving psychotropic medications.

Implement a systemic process for ensuring that court authorizations or parental
consents are obtained and documented before foster children receive
psychotropic medications.

Agency Comments

The state entities and the counties agreed with our recommendations.

Further, Madera County told us that because it agreed with our report's recommendations, it did
not intend to submit a written response. We look forward to assessing Madera County's
implementation of our recommendations when it provides updates to us at 60 days, 6 months,
and one year following the issuance of our report.

'Please see Figure 2 in the Introduction for a depiction of the types of Medi Cal providers.

View this entire report in Adobe Portable Document Format (PDF)
Agencies/Departments Related to This Report:
o Health Care Services, Department of
Legislature
Los Angeles County
Madera County
Medical Board of California
Riverside, County of
Social Services, Department of
Sonoma County
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Exploring a New Landscape:
Use of Psychotropic
Medication in Foster Care

Lori Fuller, Bureau Chief, CFSD




Exploring a New Landscape

The California Department of Social Services (CDSS)
has helped shape policy and implement laws
relating to psychotropic medications for youth in
foster care.

» In 2015, Senate Bills (SB) 484, 238, and 319 were
signed by the governor to provide clearer
guidelines and oversight of the usage of
psychotropic medications by youth in foster care.

» Changes to policy began with the Quality
Improvement Project: Improving Psychotropic
Medication Use Among Children And Youth In
Foster Care (QIP).




Quality Improvement Project:
Improving Psychotropic
Medication Use Among

Children And Youth In Foster

Care (QIP).

Lori Fuller
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QIP History

QIP addressed oversight and monitoring through a
sequence of workgroups targeting issues such as:

Engaging foster youth in their care and treatment.

Increasing the monitoring of medications and
dosages.

Reducing inappropriate concurrent use of multiple
psychotropic medications.

Using data to analyze and oversee improvement in
the safe use of psychotropic medication.

Creating educational materials for use by prescribing
physicians, providers, social workers, probation
officers, caregivers, youth and families.




QIP Workgroups

» Clinical Workgroup

- Developed and distributed "Guidelines for Use of
Psychotropic Medication with Children and Youth in Foster

Care” ( )

> Submitted recommendations to the Judicial Council for
improvements to the JV220 process

» Youth, Family, and Education Workgroup
> Youth Bill of Rights in a youth-friendly brochure

> Questions to Ask about Medications document in a youth-
friendly brochure

> Wellhess Workbook



http://www.dhcs.ca.gov/services/Pages/qip.aspx

QIP Workgroups Continued

» Data and Technology Workgroup

> Distributed case-level JV220 reconciliation
reports to counties

> Publically posted two measures: Use of
Psychotropic and Antipsychotic Medications

- Developed seven child welfare measures

» Medication Protocol Development Workgroup
RESOURCE GUIDE - Medications in Group Homes




QIP Workgroups Continued

» Psychotropic Medication Legislation Implementation

Workgroup
- Identify Core Training Elements for the Development of New
Psychotropic Medication Training Materials

- Provide Information to Facilitate Regulation Development

- Develop Form for Sharing of Data and Information With the
Court, Child’s Attorney, and Court Appointed Special
Advocates

» ACIN



http://www.dss.cahwnet.gov/lettersnotices/EntRes/getinfo/acin/2013/I-69_13.pdf

Quality Improvement Project - Resources &
Information

Website
All QIP work products are posted on the DHCS website.

v

> Guidelines for the Use of Psychotropic
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