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EXECUTIVE SUMMARY (SAMHSA COMMUNITY MENTAL HEALTH 
BLOCK GRANT) 

The California Department of Mental Health (DMH) developed this two-year (Federal 
Fiscal Years [FFY] 2010) Community Mental Health Block Grant Application in 
collaboration with the California Mental Health Planning Council (CMHPC). This is an 
update for year two of California’s first multi-year submission. 

California has a decentralized mental health delivery system with most direct services 
provided through the County Mental Health Departments with their local partners. This 
system of community-based mental health services was initiated through the Short-Doyle 
Act passed in 1957. The purpose of this Act was to develop a community-based system 
of services to improve care and encourage deinstitutionalization. The Act requires the 
DMH to provide leadership in administering, planning, financing and overseeing mental 
health services, including local programs. Mental health services were funded primarily 
from state funds, with a required county match for certain services. 

A new funding system, commonly known as “Realignment,” was implemented in 1991. 
This transferred financial responsibility and a dedicated funding base (from specified 
revenue sources), provided for by statute, for most of California’s mental health programs 
from the state to local governments. Thus, counties were permitted to partake in the 
development and oversight of programs uniquely tailored to their clientele. 

In November 2004, the Mental Health Services Act (MHSA) was passed by the 
California voters and became law in January 2005. The funding for the MHSA is 
achieved through an additional 1% income tax placed on Californians whose adjusted 
gross income is in excess of one million dollars. The MHSA was designed to expand 
mental health services to persons who have serious mental illness (SMI) or serious 
emotional disturbance (SED) and whose service needs are not being met through other 
funding sources. It addresses a broad continuum of prevention, early intervention and 
service needs and the necessary infrastructure, technology and training elements that will 
effectively support this system. 

California continues to face challenges and issues related to providing and funding 
mental health services: 

1.	 California’s public mental health system has had inordinate demands placed upon 
it and continues to face fiscal challenges to meet demands for services. Like most 
public services, funding for mental health services, including MHSA generated 
revenues has been adversely affected by the recent economic situation. 

2.	 Stigma and cultural bias continue to be major issues impacting access to mental 
health services. One of the overall goals of the MHSA is to eliminate disparities 
among ethnic and racial groups, as well as in urban and rural counties. The 
MHSA envisions a system that promotes recovery/wellness for adults and older 
adults with severe mental illness and resiliency for children and youth with SED 
and their families. 
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3.	 California also experiences an ongoing shortage of mental health providers, 
specifically child psychiatrists, community-based counselors and psychiatric 
nurse practitioners. DMH is currently working with the CMHPC in addressing 
issues related to the challenges in recruitment and retention of mental health 
workers as well as reducing the stigma of working in the mental health field. 
DMH, along with the CMHPC, is committed to increasing the quantity and 
quality of trained persons available for employment in the mental health system 
while increasing family and consumer involvement in service delivery and 
encouraging development of a diverse workforce. 

SAMHSA Block Grant funds are allocated to 58 Local County Mental Health 
Departments. These agencies provide a broad array of treatment services within their 
local systems of care. DMH’s goal continues to be to use the SAMHSA funds to assist 
participating counties in providing an appropriate level of community mental health 
services to the most needy residents who have a mental health diagnosis, and/or residents 
who have a mental health diagnosis with a co-occurring substance abuse disorder. 

OVERVIEW OF APPLICATION UPDATE 

The DMH is responsible for accepting and distributing the Community Mental Health 
Services (CMHS) Block Grant funds; DMH received $53,996,249 in federal block grant 
monies for FFY 2010 (State Fiscal Year [SFY] 2010-11) and it is anticipated DMH will 
receive approximately $53,696,045 for FFY 2011 (SFY 2011-12). 

This document is an update to the FFY 2010-11 multi-year application for year two of a 
two-year grant. This was California’s first multi-year submission which provided the 
state and its partners (including the CMHPC) with greater opportunities to further 
enhance their collaborative efforts towards improving the access and quality of mental 
health services in the state. This application contains updated responses to the grant 
requirements (e.g., State Performance Indicators) and includes the necessary assurance 
forms and fiscal information. 

The application begins with a general overview of California’s public mental health 
system, with a special focus on the identification and analysis of the State’s system 
strengths, needs and priorities for the programs and services targeted to adults with SMI 
and children and youth with SED. With the MHSA now almost in full operation, there 
are many new and exciting developments in the areas of workforce development, 
prevention and early intervention (PEI), housing, innovations and full service 
partnerships (FSPs). To a greater extent, California is making advancements in the 
promotion of wellness and recovery of adults and older adults, and resiliency for children 
and their families; the expansion of services for transition age youth (TAY); and human 
resource development in the mental health field. 

The CMHPC reviewed the grant application and made recommendations to the DMH for 
improvements (which were promptly addressed in the application). The application was 
also made available for public comment. 
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MAINTENANCE OF EFFORT (MOE) REPORT CLARIFICATION 

Please note that in California’s applications prior to this year’s update, MOE Reports 
were calculated using estimated, rather than actual, expenditures. In all cases, actual 
expenditures were less than the estimates. 

Future applications and updates will include reconciled MOE Reports with the most 
current actual expenditure data that is available at the time of submission. 

Two tables below outline the clarifications for total state expenditures and the Children’s 
Set-Aside. The figures with the strikethrough indicate the estimated dollar amounts that 
were included in previous state applications, while the actual figures below indicate the 
correct actual dollar amount. 

State Expenditures for Mental Health Services (source: DMH Budgets) 

SFY 2008-09 SFY 2009-10 SFY 2010-11 

$2,098,317,000 (estimate) $1,603,946,000 (estimate) $1,653,431,000 (estimate) 

$1,805,127,000 (actual) $1,554,776,000 (actual) 

Set-Aside for Children’s Mental Health Services (source: DMH Budgets) 

SFY 2008-09 SFY 2009-10 SFY 2010-11 

$282,524,955 (estimate) $217,217,289 (estimate) $213,402,000 (estimate) 

$239,497,005 (actual) $208,712,000 (actual) 
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FREQUENTLY USED ACRONYMS 


AD Applications Development (Section) 
ADP Alcohol and Drug Programs 
ADT Admission/Discharge/Transfer System 
AOD Alcohol and Other Drug 
ASOC Adult Systems of Care Subcommittee 
BHL Behavioral Health Outreach Liaison 
CalHFA California Housing Finance Agency 
CalWORKS California Work Opportunities and Responsibility to Kids 
CBMCS California Brief Multicultural Competence Scale 
CCAC Cultural Competency Advisory Committee 
CCC Cultural Competence Committee 
CC/ESM Cultural Competence Ethnic Services Manager 
CLCC Cultural and Linguistic Competence Committee 
CCM County Contract Monitoring (System) 
CCPR Cultural Competence Plan Requirements 
CDCR California Department of Corrections and Rehabilitation 
CDE California Department of Education 
CFRS County Financial Reporting System 
CFSR Child and Family Services Reviews 
CFTN Capital Facilities and Technological Needs 
CHDP Child Health and Disability Prevention (Program) 
CHIS California Health Interview Survey 
CIMH California Institute for Mental Health 
CIMH CMD California Institute for Mental Health Center for Multicultural Development 
CMD Center for Multicultural Development 
CMHDA California Mental Health Directors Association 
CMHPC California Mental Health Planning Council 
CMMC California Multicultural Coalition 
CMHS Center for Mental Health Services (Federal) 
CMS Centers for Medicare and Medicaid Services 
CNG California National Guard 
CNMHC California Network of Mental Health Clients (aka "the Network") 
COD Co-Occurring Disorder 
COJAC Co-Occurring Joint Action Council 
CONREP Conditional Release Program 
CPES Collaborative Psychiatric Epidemiology Surveys 
CPYP California Permanency for Youth Project 
CRC Caregiver Resource Center 
CRIPA Civil Rights of Institutionalized Persons Act 
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CRS Cost Recovery System 
CRTS Community Residential Treatment Systems 
CSI Client and Service Information 
CSS Community Services and Support 
CTF Community Treatment Facilities 
CWC Child Welfare Council 
CYSOC Children and Youth Systems of Care 
DCR Data Collection and Reporting 
DDS California Department of Developmental Services 
DHCS California Department of Health Care Services 
DHHS U.S. Department of Health and Human Services 
DIG Data Infrastructure Grant 
DJJ California Division of Juvenile Justice 
DMH California Department of Mental Health 
DOF California Department of Finance 
DOJ California Department of Justice 
DOR California Department of Rehabilitation 
DSM Diagnostic and Statistical Manual of Mental Disorders 
DSS California Department of Social Services 
DSS/CCLD California Department of Social Services - Community Care Licensing Division 
DVA California Department of Veterans' Affairs 
ECA Epidemiological Catchment Area 
EHR Electronic Health Records 
EMHI Early Mental Health Initiative 
EOB SD/MC Explanation of Balances 
EPSDT Early and Periodic Screening, Diagnosis and Treatment 
EQRO External Quality Review Organization 
FAS Fiscal Automation System 
FEMA Federal Emergency Management Administration 
FFP Federal Financial Participation 
FFS Fee-For-Service 
FFY Federal Fiscal Year 
FSP Full Service Partner 
FY Fiscal Year 
GAF Global Level of Functioning 
GHI Governor's Homeless Initiative 
HCBS Home and Community-Based Services 
HCD California Department of Housing and Community Development 
HFP Healthy Families Program 
IDDT Integrated Dual Diagnosis Treatment 
IDEA Individuals with Disabilities Education Act 
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IEP Individualized Education Plan 
IFB Invitation for Bid 
IMD Institution for Mental Disease 
IMR Illness Management and Recovery 
IPC Inpatient Consolidation System 
ITWS Information Technology Web Server 
LEA Local Education Agency 
LEAP Limited Examination and Appointment Program 
LMHD Local Mental Health Department 
LTCS Long Term Care Services 
MBP Master Billing Project 
MDO Mentally Disordered Offender (System) 
MEDS Medi-Cal Eligibility Data System 
MFT Marriage and Family Therapist 
MHLAP Mental Health Loan Assumption Program 
MHRC Mental Health Rehabilitation Center 
MHSA Mental Health Services Act 
MHSIP Mental Health Statistics Improvement Program 
MHSOAC Mental Health Services Oversight and Accountability Commission 
MOE Maintenance of Effort 
MOU Memorandum of Understanding 
MRMIB Managed Risk Medical Insurance Board 
NAMI National Alliance for the Mentally Ill 
NCS-R National Co-Morbidity Study - Revised 
NHRA Nursing Home Reform Act 
NIM New Institutions for Mental Disease 
OASOC Older Adult System of Care Subcommittee 
OBRA Omnibus Budget Reconciliation Act 
OBRA-87 Omnibus Budget Reconciliation Act of 1987 
OMS Office of Multicultural Services 
OPR Office of Patients' Rights 
OSD Ombudsman's Services Data (System) 
OSHPD Office of Statewide Health Planning and Development 
OSHPD-HPEF OSHPD Health Professions Education Foundation 
OWH Operation Welcome Home 
PAMI Protection and Advocacy for Individuals with Mental Illness Act 
PASRR Pre-Admission Screening and Resident Review 
PATH Projects for Assistance in Transition from Homelessness 
PEI Prevention and Early Intervention 
PHF Psychiatric Health Facility 
PHO Pharmacy Hospital Operations 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 11 of 339Page 11 of 339Page 11 of 339 



                                                                              

 
 

 

 

 
 

 
 

 

 

 
 

 

PIP Performance Improvement Project 
PM Performance Measures 
POS Physicians' Orders System 
PRV Provider System 
PTSD Post Traumatic Stress Disorder 
QI Quality Improvement 
RD Reducing Disparities 
RFP Request for Proposal 
SAMHSA Substance Abuse and Mental Health Services Administration Block Grant (Federal) 
SCHIP State Children's Health Insurance Program 
SD/MC Short-Doyle/Medi-Cal 
SED Severely Emotionally Disturbed 
SFY State Fiscal Year 
SHIA Supportive Housing Initiative Act 
SHOES State Hospital Outcome and Evaluation System 
SIT State Interagency Team 
SJAC Social Justice Advisory Committee 
SMHA State Mental Health Agency 
SMHS Specialty Mental Health Services 
SMI Serious Mental Illness 
SNF Skilled Nursing Facility 
SOC Systems of Care 
SPMI Severe and Persistent Mental Illness 
SPW Strategic Planning Workgroup 
SRC Statewide Resources Consultant 
SSI Supplemental Security Income 
SSP State Supplemental Payment 
STP Special Treatment Programs 
SUR Service Usage Report 
SVP Sexually Violent Predator 
TACS Trust Accounting Cashiering System 
TANF Temporary Assistance to Needy Families 
TAR Treatment Authorization Request 
TAY Transition Age Youth 
TBI Traumatic Brain Injury 
TBS Therapeutic Behavioral Services 
THP-Plus Transitional Housing Placement Plus Program 
TOS Treatment Outcome System 
UACF United Advocates for Children and Family 
USDOJ United States Department of Justice 
UTMB University of Texas, Medical Branch 
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WARMSS Wellness and Recovery Model Support System 
WET Workforce Education and Training 
YSS-F Youth Services Survey for Families 
YSS-Y Youth Services Survey for Youth 
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Attachment A. COMMUNITY MENTAL HEALTH SERVICES BLOCK GRANT 

FUNDING AGREEMENTS 

FISCAL YEAR 2011 

California 
I hereby certify that _________________________________________ agrees to comply with the 

following sections of Title V of the Public Health Service Act [42 U.S.C. 300x-1 et seq.] 

Section 1911: 
Subject to Section 1916, the State1 will expend the grant only for the purpose of: 

i. Carrying out the plan under Section 1912(a) [State Plan for Comprehensive
 
Community Mental Health Services] by the State for the fiscal year involved:
 

ii. Evaluating programs and services carried out under the plan; and 
iii. Planning, administration, and educational activities related to providing services under the 

plan. 

Section 1912 
(c)(1)& (2) [As a funding agreement for a grant under Section 1911 of this title] The Secretary 

establishes and disseminates definitions for the terms “adults with a serious mental illness” and 

“children with a severe emotional disturbance” and the States will utilize such methods 
[standardized methods, established by the Secretary] in making estimates [of the incidence and 

prevalence in the State of serious mental illness among adults and serious emotional disturbance 

among children]. 

Section 1913: 
(a)(1)(C) In the case for a grant for fiscal year 2011, the State will expend for such system [of 
integrated services described in section 1912(b)(3)] not less than an amount equal to the amount 

expended by the State for the fiscal year 1994. 

[A system of integrated social services, educational services, juvenile services and substance 
abuse services that, together with health and mental health services, will be provided in order for 

such children to receive care appropriate for their multiple needs (which includes services 

provided under the Individuals with Disabilities Education Act)]. 

(b)(1) The State will provide services under the plan only through appropriate, qualified 

community programs (which may include community mental health centers, child mental-health 
programs, psychosocial rehabilitation programs, mental health peer-support programs, and 

mental-health primary consumer-directed programs). 

(b)(2) The State agrees that services under the plan will be provided through community mental 
health centers only if the centers meet the criteria specified in subsection (c). 

(C)(1) With respect to mental health services, the centers provide services as follows: 

21. The term State shall hereafter be understood to include Territories. 
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(A) Services principally to individuals residing in a defined geographic area 

(referred to as a “service area”) 
(B) Outpatient services, including specialized outpatient services for children, the 

elderly, individuals with a serious mental illness, and residents of the service 

areas of the centers who have been discharged from inpatient treatment at a 

mental health facility. 
(C) 24-hour-a-day emergency care services. 

(D) Day treatment or other partial hospitalization services, or psychosocial 

rehabilitation services. 
(E) Screening for patients being considered for admissions to State mental health 

facilities to determine the appropriateness of such admission. 

(2) The mental health services of the centers are provided, within the limits of the 

capacities of the centers, to any individual residing or employed in the service area of the 

center regardless of ability to pay for such services. 

(3) The mental health services of the centers are available and accessible promptly, as 

appropriate and in a manner which preserves human dignity and assures continuity and 

high quality care. 

Section 1914: 
The State will establish and maintain a State mental health planning council in accordance with 
the conditions described in this section. 

(b) The duties of the Council are: 

(1) to review plans provided to the Council pursuant to section 1915(a) by the State 

involved and to submit to the State any recommendations of the Council for 
modifications to the plans; 

(2) to serve as an advocate for adults with a serious mental illness, children with a severe 

emotional disturbance, and other individuals with mental illness or emotional problems; 
and 

(3) to monitor, review, and evaluate, not less than once each year, the allocation and 

adequacy of mental health services within the State. 

(c)(1) A condition under subsection (a) for a Council is that the Council is to be composed of 

residents of the State, including representatives of: 

(A) the principle State agencies with respect to: 

(i) mental health, education, vocational rehabilitation, criminal justice, housing, 

and social services; and 
(ii) the development of the plan submitted pursuant to Title XIX of the Social 

Security Act; 

(B) public and private entities concerned with the need, planning, operation, funding, and 

use of mental health services and related support services; 
(C) adults with serious mental illnesses who are receiving (or have received) mental 

health services; and 

(D) the families of such adults or families of children with emotional disturbance. 

(2) A condition under subsection (a) for a Council is that: 

(A) with respect to the membership of the Council, the ratio of parents of children with a 
serious emotional disturbance to other members of the Council is sufficient to provide 

adequate representation of such children in the deliberations of the Council; and 
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(B) not less than 50 percent of the members of the Council are individuals who are not 

State employees or providers of mental health services. 

Section 1915: 
(a)(1) State will make available to the State mental health planning council for its review under 

section 1914 the State plan submitted under section 1912(a) with respect to the grant and the 
report of the State under section 1942(a) concerning the preceding fiscal year. 

(2) The State will submit to the Secretary any recommendations received by the State from the 

Council for modifications to the State plan submitted under section 1912(a) (without regard to 
whether the State has made the recommended modifications) and comments on the State plan 

implementation report on the preceding fiscal year under section 1942(a). 

(b)(1) The State will maintain State expenditures for community mental health services at a level 

that is not less than the average level of such expenditures maintained by the State for the 2-year 

period preceding the fiscal year for which the State is applying for the grant. 

Section 1916: 
(a) The State agrees that it will not expend the grant: 

(1) to provide inpatient services; 
(2) to make cash payments to intended recipients of health services; 

(3) to purchase or improve land, purchase, construct, or permanently improve (other than 

minor remodeling) any building or other facility, or purchase major medical equipment; 
(4) to satisfy any requirement for the expenditure of non-Federal funds as a condition of 

the receipt of Federal funds; or 

(5) to provide financial assistance to any entity other than a public or nonprofit entity. 

(b) The State agrees to expend not more than 5 percent of the grant for administrative 
expenses with respect to the grant. 

Section 1941: 
The State will make the plan required in section 1912 as well as the State plan implementation 

report for the preceding fiscal year required under Section 1942(a) public within the State in such 

manner as to facilitate comment from any person (including any Federal or other public agency) 
during the development of the plan (including any revisions) and after the submission of the plan 

to the Secretary. 

Section 1942: 
(a) The State agrees that it will submit to the Secretary a report in such form and containing such 
information as the Secretary determines (after consultation with the States) to be necessary for 

securing a record and description of: 

(1) the purposes for which the grant received by the State for the preceding fiscal year 
under the program involved were expended and a description of the activities of the State 

under the program; and 

(2) the recipients of amounts provided in the grant. 

(b) The State will, with respect to the grant, comply with Chapter 75 of Title 31, United Stated 

Code. [Audit Provision] 
(c) The State will: 
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____________________________________________  ___________________  
        

(1) make copies of the reports and audits described in this section available for public 

inspection within the State; and 
(2) provide copies of the report under subsection (a), upon request, to any interested 

person (including any public agency). 

Section 1943: 

(a) The State will: 

(1)(A) for the fiscal year for which the grant involved is provided, provide for 

independent peer review to assess the quality, appropriateness, and efficacy of treatment 
services provided in the State to individuals under the program involved; and 

(B) ensure that, in the conduct of such peer review, not fewer than 5 percent of the 

entities providing services in the State under such program are reviewed (which 5 percent 

is representative of the total population of such entities); 
(2) permit and cooperate with Federal investigations undertaken in accordance with 

section 1945 [Failure to Comply with Agreements]; and 

(3) provide to the Secretary any data required by the Secretary pursuant to section 505 
and will cooperate with the Secretary in the development of uniform criteria for the 

collection of data pursuant to such section 

(b) The State has in effect a system to protect from inappropriate disclosure patient records 

maintained by the State in connection with an activity funded under the program involved or by 

any entity, which is receiving amounts from the grant. 

Governor Date 
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OMB Approval No. 0920-0428 

CERTIFICATIONS
 

1. CERTIFICATION REGARDING DEBARMENT 
AND SUSPENSION 

The undersigned (authorized official signing for the 
applicant organization) certifies to the best of his or 
her knowledge and belief, that the applicant, defined 
as the primary participant in accordance with 45 CFR 
Part 76, and its principals: 

(a)	 are not presently debarred, suspended, proposed 
for debarment, declared ineligible, or voluntarily 
excluded from covered transactions by any 
Federal Department or agency; 

(b)	 have not within a 3-year period preceding this 
proposal been convicted of or had a civil 
judgment rendered against them for commission 
of fraud or a criminal offense in connection with 
obtaining, attempting to obtain, or performing a 
public (Federal, State, or local) transaction or 
contract under a public transaction; violation of 
Federal or State antitrust statutes or commission 
of embezzlement, theft, forgery, bribery, 
falsification or destruction of records, making 
false statements, or receiving stolen property; 

(c)	 are not presently indicted or otherwise 
criminally or civilly charged by a governmental 
entity (Federal, State, or local) with com­
mission of any of the offenses enumerated in 
paragraph (b) of this certification; and 

(d)	 have not within a 3-year period preceding this 
application/proposal had one or more public 
transactions (Federal, State, or local) terminated 
for cause or default. 

Should the applicant not be able to provide this 
certification, an explanation as to why should be 
placed after the assurances page in the application 
package. 

The applicant agrees by submitting this proposal that 
it will include, without modification, the clause titled 
"Certification Regarding Debarment, Suspension, In 
eligibility, and Voluntary Exclusion--Lower Tier 
Covered Transactions" in all lower tier covered 
transactions (i.e., transactions with sub- grantees 
and/or contractors) and in all solicitations for lower 
tier covered transactions in accordance with 45 CFR 
Part 76. 

2. CERTIFICATION	 REGARDING DRUG-FREE 
WORKPLACE REQUIREMENTS 

The undersigned (authorized official signing for the 
applicant organization) certifies that the applicant 
will, or will continue to, provide a drug-free work­
place in accordance with 45 CFR Part 76 by: 

(a)	 Publishing a statement notifying employees that 
the unlawful manufacture, distribution, dis­
pensing, possession or use of a controlled 
substance is prohibited in the grantee’s work­
place and specifying the actions that will be 
taken against employees for violation of such 
prohibition; 

(b)	 Establishing an ongoing drug-free awareness 
program to inform employees about-­
(1)	 The dangers of drug abuse in the 

workplace; 
(2)	 The grantee’s policy of maintaining a 

drug-free workplace; 
(3) Any	 available drug counseling, rehabil­

itation, and employee assistance programs; 
and 

(4)	 The penalties that may be imposed upon 
employees for drug abuse violations 
occurring in the workplace; 

(c)	 Making it a requirement that each employee to 
be engaged in the performance of the grant be 
given a copy of the statement required by 
paragraph (a) above; 

(d)	 Notifying the employee in the statement re­
quired by paragraph (a), above, that, as a 
condition of employment under the grant, the 
employee will-­
(1)	 Abide by the terms of the statement; and 
(2) Notify the employer in writing of his or her 

conviction for a violation of a criminal drug 
statute occurring in the workplace no later 
than five calendar days after such 
conviction; 

(e)	 Notifying the agency in writing within ten 
calendar days after receiving notice under 
paragraph (d)(2) from an employee or otherwise 
receiving actual notice of such conviction. 
Employers of convicted employees must provide 
notice, including position title, to every grant 
officer or other designee on whose grant activity 
the convicted employee was working, unless 
the Federal agency has designated a central 
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point for the receipt of such notices. Notice shall 
include the identification number(s) of each 
affected grant; 

(f)	 Taking one of the following actions, within 30 
calendar days of receiving notice under 
paragraph (d) (2), with respect to any employee 
who is so convicted-­
(1) Taking appropriate personnel action against 

such an employee, up to and including 
termination, consistent with the 
requirements of the Rehabilitation Act of 
1973, as amended; or 

(2) Requiring	 such employee to participate 
satisfactorily in a drug abuse assistance or 
rehabilitation program approved for such 
purposes by a Federal, State, or local health, 
law enforcement, or other appropriate 
agency; 

(g)	 Making a good faith effort to continue to 
maintain a drug-free workplace through imple­
mentation of paragraphs (a), (b), (c), (d), (e), 
and (f). 

For purposes of paragraph (e) regarding agency 
notification of criminal drug convictions, the DHHS has 
designated the following central point for receipt of 
such notices: 

Office of Grants and Acquisition Management 
Office of Grants Management 
Office of the Assistant Secretary for Management and

 Budget 
Department of Health and Human Services 
200 Independence Avenue, S.W., Room 517-D 
Washington, D.C. 20201 

3. CERTIFICATION REGARDING LOBBYING 

Title 31, United States Code, Section 1352, entitled 
"Limitation on use of appropriated funds to in­
fluence certain Federal contracting and financial 
transactions," generally prohibits recipients of 
Federal grants and cooperative agreements from 
using Federal (appropriated) funds for lobbying the 
Executive or Legislative Branches of the Federal 
Government in connection with a SPECIFIC grant or 
cooperative agreement. Section 1352 also requires 
that each person who requests or receives a Federal 
grant or cooperative agreement must disclose 
lobbying undertaken with non-Federal (non­
appropriated) funds. These requirements apply to 
grants and cooperative agreements EXCEEDING 
$100,000 in total costs (45 CFR Part 93). 

The undersigned (authorized official signing for the 
applicant organization) certifies, to the best of his or 
her knowledge and belief, that: 

(1)	 No Federal appropriated funds have been paid 
or will be paid, by or on behalf of the under­

signed, to any person for influencing or attempting 
to influence an officer or employee of any agency, a 
Member of Congress, an officer or employee of 
Congress, or an employee of a Member of Congress 
in connection with the awarding of any Federal 
contract, the making of any Federal grant, the 
making of any Federal loan, the entering into of any 
cooperative agreement, and the extension, 
continuation, renewal, amendment, or modification 
of any Federal contract, grant, loan, or cooperative 
agreement. 

(2) If any funds other than Federally appropriated funds 
have been paid or will be paid to any person for 
influencing or attempting to influence an officer or 
employee of any agency, a Member of Congress, an 
officer or employee of Congress, or an employee of 
a Member of Congress in connection with this 
Federal contract, grant, loan, or cooperative 
agreement, the undersigned shall complete and 
submit Standard Form-LLL, "Disclosure of 
Lobbying Activities," in accordance with its 
instructions. (If needed, Standard Form-LLL, 
"Disclosure of Lobbying Activities," its 
instructions, and continuation sheet are included at 
the end of this application form.) 

(3) The undersigned shall require that the language of 
this certification be included in the award doc­
uments for all subawards at all tiers (including 
subcontracts, subgrants, and contracts under grants, 
loans and cooperative agreements) and that all 
subrecipients shall certify and disclose accordingly. 

This certification is a material representation of fact 
upon which reliance was placed when this transaction 
was made or entered into. Submission of this 
certification is a prerequisite for making or entering into 
this transaction imposed by Section 1352, U.S. Code. 
Any person who fails to file the required certification 
shall be subject to a civil penalty of not less than 
$10,000 and not more than $100,000 for each such 
failure. 

4.	 CERTIFICATION REGARDING PROGRAM 
FRAUD CIVIL REMEDIES ACT (PFCRA) 

The undersigned (authorized official signing for the 
applicant organization) certifies that the statements 
herein are true, complete, and accurate to the best of 
his or her knowledge, and that he or she is aware 
that any false, fictitious, or fraudulent statements or 
claims may subject him or her to criminal, civil, or 
administrative penalties. The undersigned agrees 
that the applicant organization will comply with the 
Public Health Service terms and conditions of 
award if a grant is awarded as a result of this 
application. 
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5. CERTIFICATION REGARDING 
ENVIRONMENTAL TOBACCO SMOKE 

Public Law 103-227, also known as the Pro-Children 
Act of 1994 (Act), requires that smoking not be 
permitted in any portion of any indoor facility owned 
or leased or contracted for by an entity and used 
routinely or regularly for the provision of health, day 
care, early childhood development services, 
education or library services to children under the 
age of 18, if the services are funded by Federal 
programs either directly or through State or local 
governments, by Federal grant, contract, loan, or loan 
guarantee. The law also applies to children’s 
services that are provided in indoor facilities that are 
constructed, operated, or maintained with such 
Federal funds. The law does not apply to children’s 
services provided in private residence, portions of 
facilities used for inpatient drug or alcohol treatment, 
service providers whose sole source of applicable 
Federal funds is Medicare or Medicaid, or facilities 
where WIC coupons are redeemed. 

Failure to comply with the provisions of the law 
may result in the imposition of a civil monetary 
penalty of up to $1,000 for each violation and/or the 
imposition of an administrative compliance order on 
the responsible entity. 

By signing the certification, the undersigned 
certifies that the applicant organization will comply 
with the requirements of the Act and will not allow 
smoking within any portion of any indoor facility 
used for the provision of services for children as 
defined by the Act. 

The applicant organization agrees that it will require 
that the language of this certification be included in 
any subawards which contain provisions for 
children’s services and that all subrecipients shall 
certify accordingly. 

The Public Health Services strongly encourages all 
grant recipients to provide a smoke-free workplace 
and promote the non-use of tobacco products. This 
is consistent with the PHS mission to protect and 
advance the physical an mental health of the 
American people. 

SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL TITLE 

APPLICANT ORGANIZATION DATE SUBMITTED 
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Approved by OMBDISCLOSURE OF LOBBYING ACTIVITIES 0348-0046 


Complete this form to disclose lobbying activities pursuant to 31 U.S.C. 1352 

(See reverse for public burden disclosure.) 


2. Status of Federal Action 

a. bid/offer/application 
b. initial award 
c. post-award 

3. Report Type: 

a. initial filing 
b. material change 

For Material Change Only: 
Year Quarter 

date of last report 

1. Type of Federal Action: 

a. contract 
b. grant 
c. cooperative agreement 
d. loan 
e. loan guarantee 
f. loan insurance 

5. If Reporting Entity in No. 4 is Subawardee, Enter Name and 
Address of Prime: 

Congressional District, if known: 

4. Name and Address of Reporting Entity: 

Prime Subawardee 

Tier , if known: 

Congressional District, if known: 
7. Federal Program Name/Description: 

CFDA Number, if applicable:

 6. Federal Department/Agency: 

Authorized for Local Reproduction 
Standard Form - LLL (Rev. 7-97)Federal Use Only: 

Signature: 

Print Name: 

Title: 

Telephone No.: Date: 

11. Information requested through this form is authorized by 
title 31 U.S.C. section 1352. This disclosure of lobbying 
activities is a material representation of fact upon which 
reliance was placed by the tier above when this transaction 
was made or entered into. This disclosure is required 
pursuant to 31 U.S.C. 1352. This information will be reported 
to the Congress semi-annually and will be available for 
public inspection. Any person who fails to file the required 
disclosure shall be subject to a civil penalty of not less than 
$10,000 and not more than $100,000 for each such failure. 

9. Award Amount, if known: 

$ 

8. Federal Action Number, if known: 

b. Individuals Performing Services (including address if different 
from No. 10a.) 
(last name, first name, MI): 

10. a. Name and Address of Lobbying Entity 
(if individual, last name, first name, MI): 
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INSTRUCTIONS FOR COMPLETION OF SF-LLL, DISCLOSURE OF LOBBYING ACTIVITIES 

This disclosure form shall be completed by the reporting entity, whether subawardee or prime Federal recipient, at the 
initiation or receipt of a covered Federal action, or a material change to a previous filing, pursuant to title 31 U.S.C. Section 
1352. The filing of a form is required for each payment or agreement to make payment to any lobbying entity for 
influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee 
of Congress, or an employee of a Member of Congress in connection with a covered Federal action. Use the SF-LLL-A 
Continuation Sheet for additional information if the space on the form is inadequate. Complete all items that apply for both 
the initial filing and material change report. Refer to the implementing guidance published by the Office of Management 
and Budget for additional information. 

1.	 Identify the type of covered Federal action for which lobbying activity is and/or has been secured to influence the 
outcome of a covered Federal action. 

2.	 Identify the status of the covered Federal action. 

3.	 Identify the appropriate classification of this report. If this is a follow-up report caused by a material change to the 
information previously reported, enter the year and quarter in which the change occurred. Enter the date of the last 
previously submitted report by this reporting entity for this covered Federal action. 

4.	 Enter the full name, address, city, state and zip code of the reporting entity. Include Congressional District, if known. 
Check the appropriate classification of the reporting entity that designates if it is, or expects to be, a prime or 
subaward recipient. Identify the tier of the subawardee, e.g., the first subawardee of the prime is the 1st tier. 
Subawards include but are not limited to subcontracts, subgrants and contract awards under grants. 

5.	 If the organization filing the report in item 4 checks "subawardee", then enter the full name, address, city, state and 
zip code of the prime Federal recipient. Include Congressional District, if known. 

6.	 Enter the name of the Federal agency making the award or loan commitment. Include at least one organizational level 
below agency name, if known. For example, Department of Transportation, United States Coast Guard. 

7.	 Enter the Federal program name or description for the covered Federal action (item 1). If known, enter the full Catalog 
of Federal Domestic Assistance (CFDA) number for grants, cooperative agreements, loans, and loan commitments. 

8.	 Enter the most appropriate Federal identifying number available for the Federal action identified in item 1 [e.g., 
Request for Proposal (RFP) number; Invitation for Bid (IFB) number; grant announcement number; the contract, 
grant, or loan award number; the application/proposal control number assigned by the Federal agency]. Include 
prefixes, e.g., ‘‘RFP-DE-90-001.’’ 

9.	 For a covered Federal action where there has been an award or loan commitment by the Federal agency, enter the 
Federal amount of the award/loan commitment for the prime entity identified in item 4 or 5. 

10. (a) Enter the full name, address, city, state and zip code of the lobbying entity engaged by the reporting entity 
identified in item 4 to influence the covered Federal action. 

(b) Enter the full names of the individual(s) performing services, and include full address if different from 10(a). Enter 
Last Name, First Name, and Middle Initial (MI). 

11.Enter the amount of compensation paid or reasonably expected to be paid by the reporting entity (item 4) to the 
lobbying entity (item 10). Indicate whether the payment has been made (actual) or will be made (planned). Check all 
boxes that apply. If this is a material change report, enter the cumulative amount of payment made or planned to be 
made. 

According to the Paperwork Reduction Act, as amended, no persons are required to respond to a collection of information unless it displays a 
valid OMB Control Number. The valid OMB control number for this information collection is OMB No.0348-0046. Public reporting burden for 
this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing 
data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments 
regarding the burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to the 
Office of Management and Budget, Paperwork Reduction Project (0348-0046), Washington, DC 20503. 
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OMB Approval No. 0348-0040 

ASSURANCES - NON-CONSTRUCTION PROGRAMS 

Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time for 
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and 
reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of this collection of 
information, including suggestions for reducing this burden, to the Office of Management and Budget, Paperwork Reduction 
Project (0348-0040), Washington, DC 20503. 

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET. 
SEND IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY. 

Note:	 Certain of these assurances may not be applicable to your project or program. If you have questions, 
please contact the awarding agency. Further, certain Federal awarding agencies may require applicants to 
certify to additional assurances. If such is the case, you will be notified. 

As the duly authorized representative of the applicant I certify that the applicant: 

1. Has	 the legal authority to apply for Federal 
assistance, and the institutional, managerial and 
financial capability (including funds sufficient to pay 
the non-Federal share of project costs) to ensure 
proper planning, management and completion of 
the project described in this application. 

2. Will	 give the awarding agency, the Comptroller 
General of the United States, and if appropriate, the 
State, through any authorized representative, 
access to and the right to examine all records, 
books, papers, or documents related to the award; 
and will establish a proper accounting system in 
accordance with generally accepted accounting 
standard or agency directives. 

3. Will establish safeguards to prohibit employees from 
using their positions for a purpose that constitutes 
or presents the appearance of personal or 
organizational conflict of interest, or personal gain. 

4. Will	 initiate and complete the work within the 
applicable time frame after receipt of approval of the 
awarding agency. 

5. Will comply with the Intergovernmental Personnel 
Act of 1970 (42 U.S.C. §§4728-4763) relating to 
prescribed standards for merit systems for 
programs funded under one of the nineteen statutes 
or regulations specified in Appendix A of OPM’s 
Standard for a Merit System of Personnel 
Administration (5 C.F.R. 900, Subpart F). 

6. Will	 comply with all Federal statutes relating to 
nondiscrimination. These include but are not limited 
to: (a) Title VI of the Civil Rights Act of 1964 (P.L. 
88-352) which prohibits discrimination on the basis 
of race, color or national origin; (b) Title IX of the 
Education Amendments of 1972, as amended (20 
U.S.C. §§1681-1683, and 1685- 1686), which 
prohibits discrimination on the basis of sex; (c) 
Section 504 of the Rehabilitation Act of 1973, as 
amended (29 U.S.C. §§794), which prohibits 
discrimination on the basis of handicaps; (d) the 
Age Discrimination Act of 1975, as amended (42 
U.S.C. §§6101-6107), which prohibits discrimination 
on the basis of age; 

(e) the Drug Abuse Office and Treatment Act of 
1972 (P.L. 92-255), as amended, relating to 
nondiscrimination on the basis of drug abuse; (f) the 
Comprehensive Alcohol Abuse and Alcoholism 
Prevention, Treatment and Rehabilitation Act of 
1970 (P.L. 91-616), as amended, relating to 
nondiscrimination on the basis of alcohol abuse or 
alcoholism; (g) §§523 and 527 of the Public Health 
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290 
ee-3), as amended, relating to confidentiality of 
alcohol and drug abuse patient records; (h) Title VIII 
of the Civil Rights Act of 1968 (42 U.S.C. §§3601 
et seq.), as amended, relating to non- discrimination 
in the sale, rental or financing of housing; (i) any 
other nondiscrimination provisions in the specific 
statute(s) under which application for Federal 
assistance is being made; and (j) the requirements 
of any other nondiscrimination statute(s) which may 
apply to the application. 

7. Will	 comply, or has already complied, with the 
requirements of Title II and III of the Uniform 
Relocation Assistance and Real Property Acqui­
sition Policies Act of 1970 (P.L. 91-646) which 
provide for fair and equitable treatment of persons 
displaced or whose property is acquired as a result 
of Federal or federally assisted programs. These 
requirements apply to all interests in real property 
acquired for project purposes regardless of Federal 
participation in purchases. 

8. Will comply with the provisions of the Hatch Act (5 
U.S.C. §§1501-1508 and 7324-7328) which limit the 
political activities of employees whose principal 
employment activities are funded in whole or in part 
with Federal funds. 

9. Will comply, as applicable, with the provisions of the 
Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the 
Copeland Act (40 U.S.C. §276c and 18 U.S.C. 
§874), and the Contract Work Hours and Safety 
Standards Act (40 U.S.C. §§327- 333), regarding 
labor standards for federally assisted construction 
subagreements. 

Standard Form 424B (Rev.7-97) 
Prescribed by OMB Circular A-102 
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10. Will	 comply, if applicable, with flood insurance 
purchase requirements of Section 102(a) of the 
Flood Disaster Protection Act of 1973 (P.L. 
93-234) which requires recipients in a special flood 
hazard area to participate in the program and to 
purchase flood insurance if the total cost of 
insurable construction and acquisition is $10,000 
or more. 

11. Will comply with environmental standards which 
may be prescribed pursuant to the following: (a) 
institution of environmental quality control 
measures under the National Environmental Policy 
Act of 1969 (P.L. 91-190) and Executive Order 
(EO) 11514; (b) notification of violating facilities 
pursuant to EO 11738; (c) protection of wetland 
pursuant to EO 11990; (d) evaluation of flood 
hazards in floodplains in accordance with EO 
11988; (e) assurance of project consistency with 
the approved State management program 
developed under the Costal Zone Management 
Act of 1972 (16 U.S.C. §§1451 et seq.); (f) 
conformity of Federal actions to State (Clear Air) 
Implementation Plans under Section 176(c) of the 
Clear Air Act of 1955, as amended (42 U.S.C. 
§§7401 et seq.); (g) protection of underground 
sources of drinking water under the Safe Drinking 
Water Act of 1974, as amended, (P.L. 93-523); 
and (h) protection of endangered species under 
the Endangered Species Act of 1973, as 
amended, (P.L. 93-205). 

12. Will comply with the Wild and Scenic Rivers Act of 
1968 (16 U.S.C. §§1271 et seq.) related to 
protecting components or potential components of 
the national wild and scenic rivers system. 

13. Will	 assist the awarding agency in assuring 
compliance with Section 106 of the National 
Historic Preservation Act of 1966, as amended (16 
U.S.C. §470), EO 11593 (identification and 
protection of historic properties), and the 
Archaeological and Historic Preservation Act of 
1974 (16 U.S.C. §§ 469a-1 et seq.). 

14. Will	 comply with P.L. 93-348 regarding the 
protection of human subjects involved in research, 
development, and related activities supported by 
this award of assistance. 

15. Will comply with the Laboratory Animal Welfare 
Act of 1966 (P.L. 89-544, as amended, 7 
U.S.C. §§2131 et seq.) pertaining to the care, 
handling, and treatment of warm blooded animals 
held for research, teaching, or other activities 
supported by this award of assistance. 

16. Will comply with the Lead-Based Paint Poisoning 
Prevention Act (42 U.S.C. §§4801 et seq.) which 
prohibits the use of lead based paint in con­
struction or rehabilitation of residence structures. 

17. Will cause to be performed the required financial 
and compliance audits in accordance with the 
Single Audit Act of 1984. 

18. Will comply with all applicable requirements of all 
other Federal laws, executive orders, re- gulations 
and policies governing this program. 

SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL TITLE 

APPLICANT ORGANIZATION DATE SUBMITTED 

SF-424B (Rev. 7-97) Back 
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STUVWXYZ[\][ZX^ZV_TZ`aXUbZcdeYVZaTfWgaeVWXYZgVWhiaeVTgZV_eVZegZe
UXYjWVWXYZX^ZV_TZ^iYjWYfZefdTTkTYVZ^XdZV_TZfdeYVlZSVeVTgZmWaa
hdXnWjTZXhhXdViYWVoZ^XdZV_TZhipaWUZVXZUXkkTYVZXYZV_TZSVeVT
qaeY9ZZSVeVTgZmWaaZkebTZV_TZkTYVeaZ_TeaV_ZhaeYZhipaWUZWYZgiU_Ze
keYYTdZVXZ^eUWaWVeVTZUXkkTYVZ^dXkZeYoZhTdgXYZ:WYUaijWYfZ;TjTdeaZXd
XV_TdZhipaWUZefTYUo<ZjidWYfZV_TZjTnTaXhkTYVZX^ZV_TZhaeYZ:WYUaijWYf
eYoZdTnWgWXYg<ZeYjZe^VTdZV_TZgipkWggWXYZX^ZV_TZhaeYZVXZV_T
STUdTVedo9 

SVeVTgZg_XiajZjTgUdWpTZV_TWdZT^^XdVgZeYjZhdXUTjidTgZVXZXpVeWY
hipaWUZUXkkTYVZXYZV_TZhaeYZXYZV_TZhaeYZWYZV_WgZgTUVWXY9 
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PUBLIC COMMENTS ON THE 2011 STATE PLAN APPLICATION UPDATE 


Section 1941 of the Block Grant legislation stipulates that as a condition of the funding 
agreement for the grant, States will provide the opportunity for the public to comment on the 
State Plan. States will make the mental health plan public in such a manner as to facilitate 
comment from any person (including federal or other public agency) during the development of 
the plan (including any revisions) and after submission of the plan to the Secretary. 

To accomplish this goal, California will post the State Plan update on its main website at 
www.dmh.ca.gov for public review and comments. The public may either download the State 
Plan update or view it online, and then offer comments via email to an identified contact 
person from DMH. Agencies that do not have access to a computer or the Internet will 
be able to request (via First Class mail) one hardcopy of the 2011 State Plan update and forward 
any comments in writing to the Department. 

The document will also be available on WebBGAS for public comment this year. 
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IIJKKKKKLMNOPLIQMKRSTKUVIWQTMXYLKZMXNPWKVMPWNVKLMT[IUMLKTM\STN
 

STUTVWXUYVXYVZ[\YV]XT^X_Y^`\]VXWaWTVbWX^cX\dTVeYUTV]XWVY`\fVWXc^Y 
fg\h]YVdXi\TgXWVY\^[WXVb^T\^dUhX]\WT[YjUdfVWkSlmnoXlUfgXaVUYXTgV 
STUTVXWgUhhXVp_Vd]Xd^TXhVWWXTgUdXTgVXfUhf[hUTV]XUb^[dTXc^YXqrXsttuo 
Q]^]KT_`ab^_cKdef 
L^]^_KRgKKKKKKKKhKKKKKKK R_c_b]iKRgKKKKKKKKKKKKKKKK 

L^]^_KMj`_kc,^-b_.K/abKZ_k^]iKV_]i^0 
L_b1,2_. 

U]i2-i]^_cKRg 
3445 

P2^-]iKRg 
6774 

M.^,8]^_9P2^-]iKRg 
6737 

:3;7<;=><777 :636<636<6=4 :63><576<777 
7],1_bKa/KU0,icb_kY.KZ_k^]iKV_]i^0KL_b1,2_. 

vcXTgVYVX\WXUXWg^YTcUhhX\dXfg\h]YVdwWXbVdTUhXgVUhTgXWVY`\fVWxXTgVXWTUTVXbUa 
YVZ[VWTXUXiU\`VYoXyXiU\`VYXbUaXjVXeYUdTV]X\cXTgVXSVfYVTUYaX]VTVYb\dVW 
TgUTXTgVXSTUTVX\WX_Y^`\]\deXUdXU]VZ[UTVXhV`VhX^cXf^b_YVgVdW\`V 
f^bb[d\TaXbVdTUhXgVUhTgXWVY`\fVWXc^YXfg\h]YVdXi\TgXWVY\^[WXVb^T\^dUh 
]\WT[YjUdfVXUWX\d]\fUTV]XjaXUXf^b_UY\W^dX^cXTgVXd[bjVYX^cXW[fg 
fg\h]YVdXc^YXig\fgXW[fgXWVY`\fVWXUYVXW^[egTXi\TgXTgVXU`U\hUj\h\TaX^c 
WVY`\fVWXi\Tg\dXTgVXSTUTVoXzgVXSVfYVTUYaXWgUhhXU__Y^`VX^YX]VdaXTgV 
YVZ[VWTXc^YXUXiU\`VYXd^TXhUTVYXTgUdXs{|X]UaWXUcTVYXTgVXYVZ[VWTX\WXbU]Vo 
yXiU\`VYXeYUdTV]XjaXTgVXSVfYVTUYaXWgUhhXjVXU__h\fUjhVX^dhaXc^YXTgVXc\WfUh 
aVUYX\dXZ[VWT\^do 
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IIIJKKKKKLMINOPNMNQPKRSKPSSRTOULRPVKTPWRTO
 

STUTVWXUYVXYVZ[\YV]XT^XW[_ \̀TXW[aa\b\VcTX\ca^Y`UT\^cXa^YXTdVXSVbYVTUYe 
T^X`UfVXUX]VTVY \̀cUT\^cX^aXb^`gh\UcbVXi\TdXTdVXWTUT[T^YeXjkl 
YVZ[\YV`VcTWmXjklX\ca^Y`UT\^cX\WXcVbVWWUYeXT^X]^b[`VcTXTdUTXTdV 
STUTVXdUWX`U\cTU\cV]XVngVc]\T[YVWXa^YXb^``[c\TeX`VcTUhXdVUhTd 
WVYo\bVWXUTXUXhVoVhXTdUTX\WXc^TXhVWWXTdUcXTdVXUoVYUpVXhVoVhX^aXW[bd 
VngVc]\T[YVWX`U\cTU\cV]X_eXTdVXSTUTVXa^YXTdVXqreVUYXgVY\^]XgYVbV]\cp 
TdVXa\WbUhXeVUYXa^YXid\bdXTdVXSTUTVX\WXUgghe\cpXa^YXTdVXpYUcTm 
LRPKPXYZ[\]^_ 
sdVXSVbYVTUYeX`UeXVnbh[]VXaY^ X̀TdVXUppYVpUTVXU`^[cTXUceXSTUTV 
a[c]WXUggY^gY\UTV]XT^XTdVXgY\cb\ghVXUpVcbeXa^YXU[Td^Y\tV]XUbT\o\T\VWX^aXU 
c^crYVb[YY\cpXcUT[YVXUc]Xa^YXUXWgVb\a\bXg[Yg^WVmXSTUTVWX`[WTXb^cW\]VY 
TdVXa^hĥ i\cpX\cX^Y]VYXT^XYVZ[VWTXUcXVnbh[W\^cXaY^ X̀TdVXjkl 
YVZ[\YV`VcTWu 

vmX sdVXSTUTVXWdUhhXYVZ[VWTXTdVXVnbh[W\^cXWVgUYUTVheXaY^ X̀TdV 
Uggh\bUT\^cw 

qmX sdVXYVZ[VWTXWdUhhX_VXW\pcV]X_eXTdVXSTUTVxWXHd\VaXlnVb[T\oV 
kaa\bVYX^YX_eXUcX\c]\o\][UhXU[Td^Y\tV]XT^XUggheXa^YXHjIS 
Jĥ bfXKYUcTX^cX_VdUhaX^aXTdVXHd\VaXlnVb[T\oVXkaa\bVYw 

LmX sdVXSTUTVXWdUhhXgY^o\]VX]^b[`VcTUT\^cXTdUTXW[gg^YTWX\TW 
g^W\T\^cXTdUTXTdVXa[c]WXiVYVXUggY^gY\UTV]X_eXTdVXSTUTV 
hVp\WhUT[YVXa^YXU[Td^Y\tV]XUbT\o\T\VWXid\bdXUYVX^aXUXc^cr 
YVb[YY\cpXcUT[YVXUc]Xa^YXUXWgVb\a\bXg[Yg^WVwX\c]\bUTVWXTdV 
hVcpTdX^aXT\`VXTdVXgY^MVbTX\WXVngVbTV]XT^XhUWTX\cXeVUYWXUc] 
`^cTdWwXUc]XUaa\Y`WXTdUTXTdVWVXVngVc]\T[YVWXi^[h]X_VX\c 
U]]\T\^cXT^Xa[c]WXcVV]V]XT^X^TdVYi\WVX`VVTXTdVXSTUTVxW 
`U\cTVcUcbVX^aXVaa^YTXYVZ[\YV`VcTXa^YXTdVXeVUYXa^YXid\bdX\T 
\WXUgghe\cpXa^YXVnbh[W\^cm 

sdVXSTUTVX`UeXc^TXVnbh[]VXa[c]WXaY^ X̀TdVXjklXbUhb[hUT\^cX[cT\hXW[bd 
T\`VXUWXTdVXN] \̀c\WTYUT^YX^aXSNjISNXdUWXUggY^oV]X\cXiY\T\cpXTdV 
STUTVxWXYVZ[VWTXa^YXVnbh[W\^cm 

STUTVWXUYVXYVZ[\YV]XT^XW[_ \̀TXSTUTVXVngVc]\T[YVWX\cXTdVXa^hĥ i\cp 
a^Y`UTu 

LRPK]_`^abcd]^_Kaef^adegKhij 
kdcdeKS3KKKKKKKK4KKKKKKK SegeacZKS3KKKKKKKKKKKKKKKK 

kdcdeKPXfe_g]d[ae\K`^aKLe_dcZK5ecZd6 
kea7]Ye\ 

MYd[cZKS3 MYd[cZKS3 MYd[cZ8P\d]bcdeKS3 
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LRPKk6^ad`cZZ\ 
STUTVWXUYVXVngVbTV]XT^X`VVTXTdVXjklXYVZ[\YV`VcTmXOaXTdVeX]^Xc^TX`VVT 
TdVXjklXYVZ[\YV`VcTPXTdVXhVp\WhUT\^cXgVY \̀TWXYVh\VaPX_UWV]X^cXTdV 
YVb^pc\T\^cXTdUTXVnTVc[UT\cpXb\Yb[`WTUcbVWX`UeXVnghU\cXTdVXWd^YTaUhhm 
sdVWVXb^c]\T\^cWXUYVX]VWbY\_V]X_Vĥ im 
QvRmXSU\oVYXa^YXlnTYU^Y]\cUYeXlb^c^ \̀bXH^c]\T\^cW 
NXSTUTVX`UeXYVZ[VWTXUXiU\oVYXT^XTdVXjklXYVZ[\YV`VcTX\aX\TXbUcX_V 
]V`^cWTYUTV]XTdUTXTdVXjklX]Va\b\VcbeXiUWXTdVXYVW[hTX^aXVnTYU^Y]\cUYe 
Vb^c^ \̀bXb^c]\T\^cWXTdUTX^bb[YYV]X][Y\cpXTdVXSTUX\cXZ[VWT\^cmXNc 
VnTYU^Y]\cUYeXVb^c^ \̀bXb^c]\T\^cX\WX]Va\cV]XUWXUXa\cUcb\UhXbY\W\WX\c 
id\bdXTdVXT^TUhXTUnXYVoVc[VWX]Vbh\cV]XUTXhVUWTX^cVXUc]X^cVrdUhaXgVYbVcTP 
Uc]XV\TdVYXTdVX[cV`gĥ e`VcTX\cbYVUWVWX_eXUTXhVUWTX^cVXgVYbVcTUpV 
g^\cTPX^YXV`gĥ e`VcTX]Vbh\cVWX_eXUTXhVUWTX^cVXUc]X^cVrdUhaXgVYbVcTmXOc 
^Y]VYXT^X]V`^cWTYUTVXTdUTXW[bdXb^c]\T\^cWXVn\WTV]PXTdVXSTUTVX`[WT 
gY^o\]VX]UTUXUc]XYVg^YTWXpVcVYUTV]X_eXTdVXSTUTVxWX`UcUpV`VcT 
\ca^Y`UT\^cXWeWTV X̀Uc]V^YXTdVXSTUTVxWXUbb^[cT\cpXWeWTV m̀ 
QqRmXjUTVY\UhXH^`gh\UcbV 
OaXTdVXSTUTVX\WX[cU_hVXT^X`VVTXTdVXYVZ[\YV`VcTWXa^YXUXiU\oVYX[c]VY 
VnTYU^Y]\cUYeXVb^c^ \̀bXb^c]\T\^cWPXTdVXU[Td^Y\t\cpXhVp\WhUT\^cX]^VW 
gVY \̀TXTdVXSVbYVTUYePX[c]VYXbVYTU\cXb\Yb[`WTUcbVWPXT^X`UfVXUXa\c]\cp 
TdUTXVoVcXTd^[pdXTdVYVXiUWXUXWd^YTaUhhX^cXTdVXjklPXTdVXSTUTVX`U\cTU\cV] 
`UTVY\UhXb^`gh\UcbVXi\TdXTdVXjklXYVZ[\YV`VcTXa^YXTdVXa\WbUhXeVUYX\c 
Z[VWT\^cmXsdVYVa^YVPXTdVXSTUTVX\WXp\oVcXUcX^gg^YT[c\TeXT^XW[_ \̀T 
\ca^Y`UT\^cXTdUTX \̀pdTXhVU]XT^XUXa\c]\cpX^aX`UTVY\UhXb^`gh\UcbVmXsdV 
YVhVoUcTXaUbT^YWXTdUTXSNjISNXb^cW\]VYWX\cX`Uf\cpXUXYVb^``Vc]UT\^c 
T^XTdVXSVbYVTUYeX\cbh[]VuXvRXidVTdVYXTdVXSTUTVX`U\cTU\cV]XWVYo\bVXhVoVhWP 
qRXTdVXSTUTVxWX`VcTUhXdVUhTdXVngVc]\T[YVXd\WT^YePXUc]XLRXTdVXSTUTVxWXa[T[YV 
b^` \̀T`VcTXT^Xa[c]\cpX`VcTUhXdVUhTdXWVYo\bVWm 
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nckj TopjY_`Yijkljm]q\p 
UejdhoY_m 

rmecd\sc^\_d 
tjpmj]jd^ju 

Uuumj]]v 
aq_djYcdu 

wcx 
Xkc\byz̀ Ycvc\bclbjw 

ABBCDDE 
FGHGIJK 

LDMGINOPCDQNDRDG 
GSTJCKGGNQCIQTICHUVGINW 

XCPNYSGIZ 
[GJRDUCPN 
AVHC\RDG 

]^___QmnKJUPG 
FJHVoQ 
pCCVNUVGEXA 
qr_st 
uuvOsw_WQxw]Z 
xrsq 
cAdvOt_xWQ^s]Z 
^]_q 

QFenRBBCDDfRCJo\CSQ 

AJJGPE 
0RIGP mDRDGQ1STJCKGGN 1VY\RDUCP 

]r^_Q2QmDIGGD 
mYUDGQtr_]Q 
mR\IRSGPDCEXA 
qwx]r 
uuvOq]sWQ^ttZ 
]srw 
cAdvOq]sWQ^tjZ 
^j_s 

QnRJJGPf\VGo\RokCHQ 

FGPeRSUPE 
lmpE 
luAEQmUP 

mDRDGQ1STJCKGGN mC\URJ 
mGIHU\GN 

]^__Q2RDUCPRJ 
XIoQmYUDGQt__Q 
mR\IRSGPDCEXA 
qwx^r 
uuvOq]sWQqtxZ 
jxq_ 
cAdvOq]sWQqtxZ 
tw_j 

QJBGPeRSUPfRkUPko\RokCHQ 

FJR\nE 
YCMP 

XCPNYSGINZmYIHUHCINZ1[Z 
TRDUGPDNOXZmZdW Q 

x__Qm\GPU\ 
AHGPYGQ 
lCVGNDCEXA 
qw^w] 
uuvOt_qWQwtwZ 
j^sxQcAdv 

QeBJR\nfNDRP\CYPDKo\CSQ 

FCG\GIE 
XYIDUN uICHUVGIN Q 

]stQ1oQXRINCP 
mDQmYUDGQAQ 
XCJYNREXA 
qwq^t 
uuvOw^_WQrwxZ 
_xtt 

Q\BCG\GIfkSRUJo\CSQ 
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cAdvOw^_WQrwxZ 
jjw] 

FYnCNnKE 
YCIUP uICHUVGIN Q 

st^QwxDMQmDIGGD 
mC\GIQcICPD 
cJRDQ 
LRnJRPVEXA 
qrs_q 
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CALIFORNIA MENTAL HEALTH PLANNING COUNCIL CHARGE (per California 
Statues: Welfare and Institutions Code Sections 5571 – 5572) 

5771. (a) Pursuant to Public Law 102-321, there is the California Mental Health Planning 
Council. The purpose of the planning council shall be to fulfill those mental health planning 
requirements mandated by federal law. 
(b) (1) The planning council shall have 40 members, to be comprised of members appointed 
from both the local and state levels in order to ensure a balance of state and local concerns 
relative to planning. 
(2) As required by federal law, eight members of the planning council shall represent various 
state departments. 
(3) Members of the planning council shall be appointed in such a manner as to ensure that at 
least one-half are persons with mental disabilities, family members of persons with mental 
disabilities, and representatives of organizations advocating on behalf of persons with mental 
disabilities. Persons with mental disabilities and family members shall be represented in equal 
numbers. 
(4) The Director of Mental Health shall make appointments from nominees from mental health 
constituency organizations, which shall include representatives of consumer-related advocacy 
organizations, representatives of mental health professional and provider organizations, and one 
representative of the California Coalition on Mental Health. 
(c) Members should be balanced according to demography, geography, gender, and ethnicity. 
Members should include representatives with interest in all target populations, including, but not 
limited to, children and youth, adults, and older adults. 
(d) The planning council shall annually elect a chairperson and a vice chairperson. 
(e) The term of each member shall be three years, to be staggered so that approximately one-
third of the appointments expire in each year. 

5771.3. (a) The California Mental Health Planning Council may utilize staff of the State 
Department of Mental Health, to the extent they are available, and the staff of any other public or 
private agencies that have an interest in the mental health of the public and that are able and 
willing to provide those services. 

5771.5. (a) (1) The chairperson of the California Mental Health Planning Council, with the 
concurrence of a majority of the members of the California Mental Health Planning Council, 
shall appoint an executive officer who shall have powers delegated to him or her by the council 
in accordance with this chapter. 
(2) The executive officer shall be exempt from civil service. 
(b) Within the limit of funds allotted for these purposes, the California Mental Health Planning 
Council may appoint other staff it may require according to the rules and procedures of the civil 
service system. 

5772. The California Mental Health Planning Council shall have the powers and authority 
necessary to carry out the duties imposed upon it by this chapter, including, but not limited to, 
the following: 
(a) To advocate for effective, quality mental health programs. 
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(b) To review, assess, and make recommendations regarding all components of California’s 
mental health system, and to report as necessary to the Legislature, the State Department of 
Mental Health, local boards, and local programs. 
(c) To review program performance in delivering mental health services by annually reviewing 
performance outcome data as follows:. 
(1) To review and approve the performance outcome measures. 
(2) To review the performance of mental health programs based on performance outcome data 
and other reports from the State Department of Mental Health and other sources. 
(3) To report findings and recommendations on programs’ performance annually to the 
Legislature, the State Department of Mental Health, and the local boards. 
(4) To identify successful programs for recommendation and for consideration of replication in 
other areas. As data and technology are available, identify programs experiencing difficulties. 
(d) When appropriate, make a finding pursuant to Section 5655 that a county’s performance is 
failing in a substantive manner. The State Department of Mental Health shall investigate and 
review the finding, and report the action taken to the Legislature. 
(e) To advise the Legislature, the State Department of Mental Health, and county boards on 
mental health issues and the policies and priorities that this state should be pursuing in 
developing its mental health system. 
(f) To periodically review the state’s data systems and paperwork requirements to ensure that 
they are reasonable and in compliance with state and federal law. 
(g) To make recommendations to the State Department of Mental Health on the award of grants 
to county programs to reward and stimulate innovation in providing mental health services. 
(h) To conduct public hearings on the state mental health plan, the Substance Abuse and Mental 
Health Services Administration block grant, and other topics, as needed. 
(i) To participate in the recruitment of candidates for the position of Director of Mental Health, 
and provide advice on the final selection. 
(j) In conjunction with other statewide and local mental health organizations, assist in the 
coordination of training and information to local mental health boards as needed to ensure that 
they can effectively carry out their duties. 
(k) To advise the Director of Mental Health on the development of the state mental health plan 
and the system of priorities contained in that plan. 
(l) To assess the effect of realignment of mental health services from the state to the counties on 
the delivery of those services, and report its findings to the Legislature, the State Department of 
Mental Health, local programs, and local boards no later than January 1, 1995 
(m) To suggest rules, regulations, and standards for the administration of this division. 
(n) When requested, to mediate disputes between counties and the state arising under this part. 
(o) To employ administrative, technical, and other personnel necessary for the performance of its 
powers and duties, subject to the approval of the Department of Finance. 
(p) To accept any federal fund granted, by act of Congress or by executive order, for purpose 
within the purview of the California Mental Health Planning Council, subject to the approval of 
the Department of Finance. 
(q) To accept any gift, donation, bequest, or grants of funds from private and public agencies for 
all or any of the purpose within the purview of the California Mental Health Planning Council, 
subject to the approval of the Department of Finance. 
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CALIFORNIA MENTAL HEALTH PLANNING COUNCIL ROLES AND ACTIVITIES 

The CMHPC has been an invaluable instrument for public involvement in mental health 
planning. It has been particularly effective as a vehicle for the involvement of clients and 
families. In addition to the federal planning duties, state law includes additional responsibilities 
and duties that are critically important to the provision of public input, such as system 
accountability and oversight. 

The duties of the CMHPC include: 

•	 Advocating for effective, quality mental health programs; 

•	 Reviewing, assessing, and making recommendations regarding all components of the mental 
health system, and reporting, as necessary, to the Legislature, the DMH, local boards, and 
local mental health programs; 

•	 Reviewing program performance in the delivery of mental health services by annually 
reviewing performance outcome data and reporting findings and recommendations to the 
DMH, the Legislature, and local mental health programs; 

•	 Advising the Legislature, the DMH, and county boards on mental health issues, policies, and 
priorities that the State should be pursuing; 

•	 Reviewing the State’s data systems and paperwork requirements to ensure they are 
reasonable; 

•	 Participating in the recruitment of candidates for Director of Mental Health; 

•	 Making recommendations to the DMH on the awarding of grants to county programs to 
reward and stimulate innovation; 

•	 Conducting public hearings on the State mental health plan, the Mental Health Block Grant, 
and other topics as needed; 

•	 Assisting in the coordination of training and information dissemination to local mental health 
boards; 

•	 Advising the Director on the development of the State mental health plan and its priorities; 

•	 Suggesting rules, regulations, and standards for the administration of mental health 
programs; 

•	 Mediating disputes between the State and counties when requested; and 

•	 Accepting federal or private grants and donations. 
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The CMHPC conducts its work by convening four three-day meetings per year. In addition to 
holding committee meetings, the CMHPC holds two half-day sessions of the full body devoted to 
education of its members, oversight of the State’s mental health system, and advocacy for adults 
and older adults with SMI and children and youth with SED and their families. For a number of 
years, the CMHPC has organized its meetings around themes for maximum cohesion and impact. 
Previous themes have focused on increasing the availability of affordable housing and examining 
the financing structure of the public mental health system, and oversight of implementing the 
MHSA. The MHSA is California’s landmark proposition that is transforming its mental health 
system from a “fail first” to a “help first” system. 

The current theme is “Vital Signs: Critical Issues about the Functions and Performance of the 
Mental Health System.” In working on this theme, the CMHPC has sought input from major 
mental health constituency groups serving adults, children and youth, and older adults. These 
organizations have been asked to report on the extent of unmet need for mental health services, 
major problems with the delivery of mental health services, and major public policy issues on 
which the organization is focusing. This project has produced a comprehensive set of 
recommendations that will feed into the strategic planning efforts for the CMHPC committees. 

The CMHPC has solicited presentations from the DMH to take the pulse of the public mental 
health system. These presentations have included information on the prevalence rates of SMI 
among each of the target populations and the utilization of services, which provided a picture of 
unmet need, and data on retention in services. The DMH also profiled the effectiveness of the 
mental health services by reporting on the consumer perception of care surveys and the results of 
serving mental health clients in FSPs, which represent clients being served by the MHSA. 

The CMHPC has examined the fiscal underpinnings of the public mental health system, 
examining the relative contribution and revenue projections for realignment funds, state General 
Funds, federal financial participation (FFP), MHSA funds, and other funding sources. The 
presentations have provided recommendations to increase the stability and flexibility of these 
funding sources in order to maximize the ability of funding streams to provide needed mental 
health services. 

Presentations have also examined specific crises in the mental health system, such as the shortage 
of inpatient acute psychiatric beds. The California Hospital Association reported that only 27 out 
of 58 of California’s counties have acute psychiatric hospital beds. Shortages also exist in access 
to restrictive residential setting for children and youth. As a potential solution for the shortage of 
adult acute psychiatric beds, a model for providing crisis residential services was presented. 

This theme is also examining specific evidence-based practices. One meeting was devoted to the 
integration of primary care and behavioral healthcare with presentations on a program serving 
children ages 0-5, on the IMPACT model for serving older adults, and on a rural health clinic to 
highlight the unique challenges of providing care in that setting. A future meeting will focus on 
services integrating mental health services with substance abuse treatment. 
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Future presentations will target underserved populations: foster youth with serious emotional 
disturbances and adults with mental illness who are criminalized by their contact with jails and 
prisons. 

The CMHPC is organized into five standing committees. Four committees focus on policy issues 
consistent with the priorities agreed on by the membership: the Cultural Competence Committee 
(CCC), the Quality Improvement (QI) Committee, the Policy and System Development 
Committee, and the Human Resources Committee. The fifth standing committee, the System of 
Care Committee, addresses system of care and treatment issues for children and youth, TAY, 
adults, and older adults. The CMHPC also will continue to advise the DMH regarding the federal 
block grant application, including the PL 106-310 State Plan for Comprehensive Community 
Mental Health Services and the annual Implementation Report. 

The CMHPC’s committees are currently focusing their energy and attention on a number of 
projects: 

�	 The CCC is committed to ensuring that cultural competence is embedded into the decision-
making process of each CMHPC committee. The promotion of cultural awareness and the 
value of diversity will be incorporated into the operation of the CMHPC. As one step toward 
enhancing the cultural competence of presentations at CMHPC meetings, the CCC developed 
a comprehensive set of guidelines and strategies for speakers for infusing principles, content, 
and themes related to cultural and linguistic competence into their presentations. The CCC is 
also charged with increasing the cultural competence of the CMHPC. To that end, it has 
arranged several experiential exercises for members. One exercise was to access the Project 
Implicit website to test unconscious sources of bias, and another exercise was the World View 
exercise where members delved into the various societal influences that shaped their values 
and beliefs. 

The CCC is also monitoring trends in access to and appropriateness of mental health services 
to racial/ethnic groups. This project includes identifying relevant performance indicators to 
measure disparities, obtaining data, and determining factors that cause these disparities. 

�	 The QI Committee has several on-going responsibilities that form the foundation of the 
committee’s work: 1) participating in the development of a QI system for the public mental 
health system, and 2) providing oversight of the DMH and county mental health programs. 
Developing a QI system relates to a mandate in state law that the DMH develop performance 
outcome measures to assess whether mental health services improve the quality of clients’ 
lives and are cost effective. The CMHPC has developed an approach to system oversight and 
accountability that can be found in the California Mental Health Master Plan: A Vision for 

.California1. 

One of the CMHPC’s other primary responsibilities is to work with county mental health 
boards and commissions to help them understand and interpret their data collected on 
performance indicators at the local level and to provide information that can be used for the 

1  This publication can be accessed at the CMHPC publication website: 
http://www.dmh.ca.gov/Mental_Health_Planning_Council/Reports.asp 
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CMHPC to develop statewide reports. The committee is developing a workbook that will 
provide county mental health boards and commissions with a uniform reporting format. This 
workbook will also provide specific performance indicators on which they can report with 
sufficient background information to help boards and commissions better understand and 
interpret the data within their local context. 

The QI Committee’s other current projects consist of monitoring the development of the 
implementation of the MHSA and providing input to the design of the performance 
measurement system. The CMHPC is mandated in the Welfare and Institutions Code Section 
5772(c)(1) to review and approve performance measures (PMs). Consequently, it will have 
to approve the design of the performance measurement system developed for the MHSA. 

�	 The Policy and System Development Committee is focusing on a number of issues. One of 
those issues is the fiscal stability of the public mental health system. It is examining the 
impact of recent budget cuts on county mental health departments’ ability to deliver core 
mental health services. It is also looking at policies governing the funding of the MHSA to see 
if they can be altered to better integrate the MHSA with core mental health services. The 
committee is also monitoring how recently proposed changes to the Medicaid regulations will 
affect mental health services in California. Finally, the committee is monitoring the 
development of supported housing through a number of programs, including Proposition 46, 
Proposition 1C, and Proposition 63. 

�	 The Human Resources Committee is continuing its activities on the Human Resource Project, 
addressing the critical human resources needs of the mental health system in California. This 
project is discussed in greater detail under Criterion 5: Management Systems for Adults and 
Children. 

�	 The System of Care Committee’s subcommittees each have projects on which they are 
working: 

•	 The Children and Youth System of Care Subcommittee (CYSOC) will primarily focus on 
the benefits of juvenile justice mental health courts in meeting the needs of children and 
youth. The CYSOC will study the juvenile mental health court model and prepare a final 
report, which will raise awareness about juvenile mental health courts and assist in 
advocating for the expansion of juvenile mental health courts throughout California. The 
CYSOC will also focus on what constitutes adequate continuum of care for youth and 
ways to maintain those components when the emphasis is on keeping children in their 
homes and communities with the assistance of wraparound, the Early and Periodic 
Screening, Diagnosis and Treatment (EPSDT) benefit, and other programs. 

•	 The TAY Subcommittee has as its goal to educate its members more fully on the issues 
and concerns of TAY from the perspective of youth and to move toward inclusion of TAY 
in every facet of CMHPC activities. The subcommittee is considering work on a number 
of issues, including hospitalization and incarceration of TAY and the potential of juvenile 
justice mental health courts to address this issue, outreach to underserved youth. The 
subcommittee just completed a major report entitled, “Transition Age Youth with 
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Emotional and Behavioral Disabilities: Toward Self-Sufficiency.” This report makes 
recommendations on appropriate assessment and referral to vocational and educational 
services so that TAY do not develop and unnecessary dependence on Social Security 
Income/State Supplemental Program (SSI/SSP). 

•	 The Adult System of Care Subcommittee (ASOC) is focusing on oversight of the state 
hospitals and the interface between corrections and community mental health. In its efforts 
to monitor state hospitals, the ASOC will quarterly review the findings of the recent 
United States Department of Justice (USDOJ) audit pursuant to the Civil Rights of 
Institutionalized Persons Act (CRIPA). The ASOC will also be identifying and promoting 
promising approaches to serving individuals in the community to prevent initial and 
repeated involvement with the criminal justice system. 

•	 The Older Adult System of Care Subcommittee (OASOC) continues to advocate for 
increasing the level of services available to Older Adults with mental health needs in every 
California County. Utilizing data provided through the MHSA, the OASOC will continue 
to seek increased service availability for all Older Adults living in California. The 
subcommittee is dedicating time and energy to study the collaborations between service 
providers in different counties. The OASOC believes that through collaboration the level 
of services provided to Older Adults who need mental health services can be increased 
significantly and fragmentation of services can be reduced. With the number of older 
Californians projected to increase substantially over the next several years, the 
subcommittee believes it is imperative to increase services to this under represented group 
of citizens. The data the subcommittee examines will help identify those areas that need 
the most urgent attention. With this information, the OASOC will be prepared to continue 
its advocacy for the Older Adults in California who need help and services. 
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Overview of State’s Mental Health System 

MISSION STATEMENT 

“The California Department of Mental Health (DMH), entrusted with leadership of the 
California mental health system, ensures through partnerships the availability and accessibility of 
effective, efficient, culturally competent services. This is accomplished by advocacy, education, 
innovation, outreach, understanding, oversight, monitoring, quality improvement, and the 
provision of direct services.” 

ORGANIZATIONAL STRUCTURE 

The DMH, located in Sacramento, has oversight of a public mental health budget of 
approximately $5 billion, including local assistance funding. The organizational structure 
follows: 

DMH employs approximately 12,000 employees at its headquarters office and at its five state 
hospitals. 

As a state public agency, DMH has worked hard to transform and improve the state’s mental 
health systems of care by working with the mental health constituency to develop a system of 
partnerships and coordinated interagency efforts. These models have provided the framework 
for success in developing department programs and coordinating services in the treatment of 
children and adults who are mentally ill. 

Department staff constantly strive to find the most effective use of resources and innovation at 
all levels – not just in treatment, but in prevention and intervention as well. All programs are 
designed with the recovery process in mind. 

DMH’s state hospital programs have passed national rigorous accreditation reviews. Each 
hospital is staffed by professionally trained clinicians and administrative support team who 
provide full-time inpatient care to the most serious mentally ill and those incapable of living in 
the community. These referrals come from county mental health departments, the courts, the 
Department of Corrections and Rehabilitation (CDCR) and the Department of Juvenile Justice 
(DJJ). In recent years, the population of the state mental hospitals has shifted to a majority 
(approximately 90 percent) of forensic patients, and DMH has met this challenge by prioritizing 
and balancing state-of-the-art treatment and public safety. 

The Director and Chief Deputy Director are appointed by the Governor. The DMH is organized 
into the following four major programs: Administrative Services; Program Compliance; 
Community Services; and Long Term Care Services (LTCS). DMH also has the following 
support functions: Legal Services; Human Rights; Legislation; Office of External Affairs; Office 
of Multicultural Services (OMS); and Office of Strategic Planning. 
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CALIFORNIA’S PUBLIC MENTAL HEALTH SYSTEM 

California’s public mental health system has evolved over the last four decades. This evolution 
has changed the role of the State and local governments in providing care. Mental health 
services have moved from being predominately hospital-based and provided by the State, to 
community-based and provided through local governments. Historically, community mental 
health programs have provided limited services. 

Multiple State agencies provide health, mental health and related services. The primary agency 
for ensuring the provision of mental health services is the DMH. It operates five State Hospitals, 
oversees county-based mental health services and provides leadership on issues of policy and 
practice. The Department of Health Care Services (DHCS) is California’s lead agency for Medi-
Cal, which funds the treatment of some clients.  The Department of Alcohol and Drug Programs 
(ADP), Department of Housing and Community Development (HCD), Department of 
Rehabilitation (DOR) with multiple others offer services or coordinate programs that are 
available to mental health clients. The primary public providers of mental health services are 
California’s 58 county mental health agencies and two city agencies (Berkeley and Tri-City). 
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MENTAL HEALTH REALIGNMENT 

In 1991 State legislation, known as Realignment, was enacted. It realigned fiscal and 
administrative responsibility under county authority, provided a more stable funding base for 
local mental health programs, appropriately shifted program operation and accountability to the 
local level, and brought about many changes in State administration of mental health services. 
Realignment also strengthened the cooperative relationships between the State and counties. As 
a result, the State now has significant responsibilities to maintain system oversight and integrity, 
and to facilitate and enable the counties to effectively provide needed mental health services. 

In response to the structural changes brought about by realignment, the DMH now focuses its 
activities on the primary areas of community services, program compliance, and long-term care. 
State staff interface with counties through provision of technical assistance and consultation. 
Considerable effort has been dedicated to restructuring and innovative program design and 
development at the State Hospital campuses. 

In summary, the State is responsible for maintaining system oversight and integrity, in order to 
assist counties in providing effective, critically needed services. Effective local services and 
coordination of major system changes and improvements are made possible because of the 
centralized oversight and facilitation roles played by the State. 

DEPARTMENT OF MENTAL HEALTH RESPONSIBILITIES 

At the State level, the DMH is responsible for: 

•	 Leadership; 
•	 Administration of federal funds; 
•	 System oversight, evaluation, and monitoring; 
•	 Direct services; and 
•	 Administrative support. 

Leadership 

The primary role of the DMH is to provide leadership to the mental health system including 
planning, research, technical assistance, education, quality assurance, and program development 
of a broad array of initiatives for local services. Leadership activities include, but are not limited 
to: 

•	 Implementing the State mission and goals for mental health services; 
•	 Advocating for quality mental health services for California's citizens with mental illness; 
•	 Maximizing the ability to utilize creative public and private financing opportunities; 
•	 Providing appropriate planning, research, technical assistance, training, and program 

development; 
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•	 Encouraging ongoing collaborative efforts between clients, family members, providers and 
other members of the mental health constituency as well as interagency and cross-
jurisdictional collaboration at the State level; and 

•	 Implementation of the MHSA (Proposition 63), which provides state tax dollars for specific 
county mental health programs and services at the community level. 

Administration of Federal Funds 

•	 The DMH is also responsible for securing and ensuring the continuation of federal funds. 
All tasks related to the administration of federal funds, such as utilization review, quality 
management, and cost reporting and settlements are included in this category. This includes 
the administration of federal funding for the EPSDT benefit; Medi-Cal-funded psychiatric 
inpatient hospitals; Short Doyle/Medi-Cal (SD/MC); the annual Substance Abuse and Mental 
Health Services Administration (SAMHSA) Block Grant; and the annual Projects for 
Assistance in Transition from Homelessness (PATH) formula grant. 

•	 The DMH also administers federal funding under the Federal Emergency Management 
Agency (FEMA) Crisis Counseling Assistance and Training Program following a Presidential 
Disaster Declaration and evident need for disaster mental health services that cannot be met 
through local government or state resources. Over $71 million in FEMA Crisis Counseling 
Assistance and Training Program funds have been awarded to California since 1989 to 
alleviate mental health problems caused by the massive devastation of earthquakes, fires, civil 
unrest, freeze and winter storms. 

The Department also administers a SAMHSA capacity expansion grant to improve the capacity of 
the DMH and the ADP to respond to all-hazards emergency events. 

The DMH Disaster Assistance Coordinator participates on numerous task force and workgroups 
oriented toward emergency preparedness, response and recovery for both natural disasters and 
terrorist events. 

System Oversight, Evaluation and Monitoring 

DMH is responsible for overseeing the delivery of public mental health services in California. 
The following DMH tasks related to oversight of programs or funds are included in this 
category: 

•	 Research, evaluation and monitoring of performance outcomes; Medicaid compliance; and 
all elements of the State system of care for adults and older adults with SMI and children 
with SED; 

•	 Negotiation of performance contracts and implementation plans with counties for the 
administration of local mental health programs; 

•	 Licensing and certification of clinics and facilities; 
•	 Rate-setting; 
•	 Assurance of, and monitoring of, patients' rights; 
•	 Operation of the Ombudsman Office; 
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•	 Dissemination of data; and 
•	 Oversight of the managed mental health care plan. 

Direct Services 

DMH provides the following services either directly or through contract: 

•	 Oversight of direct services provided through contracts with public or private entities, or 
with inter-governmental agreements; 

•	 Direction and monitoring of programs for offenders with mental disabilities conditionally 
released into the community; 

•	 Administration of programs and activities mandated by the Legislature; 
•	 Operation of the State hospitals for individuals with mental disorders who have been placed 

either by counties according to the civil commitment statutes, or by courts or prisons in 
accordance with the Penal Code; 

•	 Operation of the Sexually Violent Predator (SVP) program; and 
•	 Operation of programs in prisons for offenders with mental illness under contract with the 

CDCR. 

Administrative Support 

DMH also performs the administrative functions necessary to support its operation. These 
functions generally include: 

•	 Personnel; 
•	 Labor Relations; 
•	 Financial Management; 
•	 Accounting; 
•	 Budgeting; 
•	 Information Technology; and 
•	 General Office Support. 

MANAGED MENTAL HEALTH CARE IN CALIFORNIA 

Over the past 15 years, there has been a move nationally to change the orientation of health 
care from the delivery of episodic treatment of illness to the planned provision of primary care, 
and other necessary services, in an integrated, coordinated system of service delivery. This 
coordinated system of care is known as managed care. Managed mental health care for 
California's Medi-Cal program is administered through a single managed care mental health 
plan (MHP) in each county. California’s managed mental health care program served an 
estimated 449,505 Medi-Cal eligible consumers in FY 2008-09. 
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Ombudsman Office 

The purpose of DMH’s Ombudsman Office is to create a bridge between the mental health 
managed care system and beneficiaries receiving Medi-Cal by providing information and 
assistance to help them navigate the system. There are several local resources, including the 
patients' rights advocate and MHP problem resolution staff, to which beneficiaries can turn for 
help. 

External Quality Review Organization 

DMH has contracted with APS HealthCare to be its External Quality Review Organization 
(EQRO). The purpose of the EQRO is to objectively assess quality, outcomes, timeliness of and 
access to the services provided by 56 California MHPs that contract with DMH to provide Medi-
Cal specialty mental health services (SMHS) to Medi-Cal eligible individuals. 

To make this assessment of each MHP, the EQRO conducts annual external quality reviews that 
include: 

•	 Assessment of DMH-specified PMs; 
•	 Assessment of MHP-selected Performance Improvement Projects (PIPs); 
•	 Periodic evaluation of selected aspects of each MHP’s on-going internal QI system; and 
•	 Review of each MHP’s health information system capability to meet the requirements of the 

Medi-Cal SMHS program. 

The EQRO prepares an annual report on each MHP. This report comprehensively assesses the 
overall performance of the MHP in providing mental health services to Medi-Cal beneficiaries. 
The individual MHP reports utilize the EQRO’s own assessment of each MHP in light of the 
review components described above. The EQRO also prepares an aggregate report for the State 
based on the information gained in the assessments of the individual MHPs. 

The EQRO provides up to four hours of technical assistance and consultation for each MHP 
annually. The intent of this activity is to meet the individualized QI needs of each MHP and to 
maximize the utility of the external review activity as a QI learning experience. 

Because of the unique nature of the Medi-Cal managed mental health care system, calculation of 
PMs is done by DMH using claims data obtained from the MHPs. Thus, in order to fully assess 
MHP performance, the EQRO reviews and assesses various DMH data systems and processes in 
addition to the MHPs’ system for reporting claims data. The EQRO prepares an annual report 
that comprehensively assesses the overall performance of DMH in this capacity. 

The EQRO has utilized protocols for validation of PMs and PIPs and an information system 
assessment instrument developed by DMH, in addition to any review protocols or instruments 
developed by the EQRO for use in other areas of the review. The EQRO has recently begun its 
fourth year of reviews with the focus of those reviews evolving over that period. 
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New Developments and Issues - See Recent Significant Achievments Section
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LEGISLATIVE INITIATIVES 

California Assembly Bill 710, the Veterans' Substance Abuse and Mental Health Services Fund, 
would require the California Department of Veterans Affairs (DVA) to submit a grant 
application to SAMHSA for the purposes of funding community based organizations, certified 
by DVA, to provide substance abuse and mental health services to veterans. As amended, DMH 
will be required to do the actual grant writing. 
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DEPARTMENT OF MENTAL HEALTH LEADERSHIP ROLE AND 
RESPONSIBILITIES 

At the State level, the DMH is responsible for: 

•	 Leadership; 
•	 Administration of federal funds; 
•	 System oversight, evaluation, and monitoring; 
•	 Direct services; and 
•	 Administrative support. 

Leadership 

The primary role of the DMH is to provide leadership to the mental health system including 
planning, research, technical assistance, education, quality assurance, and program development 
of a broad array of initiatives for local services. Leadership activities include, but are not limited 
to: 

•	 Implementing the State mission and goals for mental health services; 
•	 Advocating for quality mental health services for California's citizens with mental illness; 
•	 Maximizing the ability to utilize creative public and private financing opportunities; 
•	 Providing appropriate planning, research, technical assistance, training, and program 

development; 
•	 Encouraging ongoing collaborative efforts between clients, family members, providers and 

other members of the mental health constituency as well as interagency and cross-
jurisdictional collaboration at the State level; and 

•	 Implementation of the MHSA (Proposition 63), which provides state tax dollars for specific 
county mental health programs and services. 

Administration of Federal Funds 

•	 DMH is also responsible for securing and ensuring the continuation of federal funds. All 
tasks related to the administration of federal funds, such as utilization review, quality 
management, and cost reporting and settlement are included in this category. This includes 
the administration of federal funding for the EPSDT benefit; Medi-Cal-funded psychiatric 
inpatient hospitals; SD/MC; the annual SAMHSA Block Grant; and the annual PATH 
formula grant. 

•	 DMH is also administering federal funds under the Data Infrastructure Grant (DIG). This 
grant supports state efforts to collect and report their mental health services data in a consistent 
and complete manner. California has been awarded $142,200 per year for three years, 2008­
2010. 

•	 DMH also administers federal funding under the FEMA Crisis Counseling Assistance and 
Training Program following a Presidential Disaster Declaration and evident need for disaster 
mental health services that cannot be met through local government or state resources. Over 
$71 million in FEMA Crisis Counseling Assistance and Training Program funds have been 
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awarded to California since 1989 to alleviate mental health problems caused by the massive 
devastation of earthquakes, fires, civil unrest, and winter storms. 

DMH also administers a SAMHSA capacity expansion grant to improve the capacity of DMH and 
ADP to respond to all-hazards emergency events. 

The DMH Disaster Assistance Coordinator participates on numerous task force and workgroups 
oriented toward emergency preparedness, response and recovery for both natural disasters and 
terrorist events. 

System Oversight, Evaluation and Monitoring 

DMH is responsible for overseeing the delivery of public mental health services in California. 
The following DMH tasks related to oversight of programs or funds are included in this 
category: 

•	 Research, evaluation and monitoring of performance outcomes; Medicaid compliance; and 
all elements of the State system of care for adults and older adults with SMI, and children 
with SED; 

•	 Negotiation of performance contracts and implementation plans with counties for the 
administration of local MHPs; 

•	 Licensing and certification of clinics and facilities; 
•	 Rate-setting; 
•	 Assurance of, and monitoring of, patients' rights; 
•	 Operation of the Ombudsman Office; 
•	 Dissemination of data; and 
•	 Oversight of the managed mental health care plan. 

Direct Services 

DMH provides the following services either directly or through contract: 

•	 Oversight of direct services provided through contracts with public or private entities, or with 
inter-governmental agreements; 

•	 Direction and monitoring of programs for offenders with mental disabilities conditionally 
released into the community; 

•	 Administration of programs and activities mandated by the Legislature; 
•	 Operation of the State hospitals for individuals with mental disorders who have been placed 

either by counties according to the civil commitment statutes, or by courts or prisons in 
accordance with the Penal Code; 

•	 Operation of the SVP program; and 
•	 Operation of programs in prisons for offenders with mental illness under contract with the 

CDCR. 
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Administrative Support 

DMH also performs the administrative functions necessary to support its operation. These 
functions generally include: 

• Personnel; 
• Labor Relations; 
• Accounting; 
• Budgeting; 
• Information Technology; and 
• General Office Support. 
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None at this time.
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STRENGTHS AND WEAKNESSES OF THE ADULT AND CHILDREN’S SERVICE 
SYSTEM 

The strength of California’s mental health system lies in its goal of delivering culturally 
competent, client-directed recovery services with local advocacy and program implementation at 
the county level. California’s mental health system maintains a strong commitment to ensure 
that consumer and family involvement is an overriding value in planning, implementation, and 
oversight. 

California has demonstrated that with effective treatment and support, recovery from mental 
illness is feasible for most people. California has developed effective models of providing 
services to children with SED, and adults and older adults with SMI. These successful programs 
emphasize client-centered, family-focused, and community-based services that are culturally and 
linguistically competent and are provided in an integrated services system. 

The MHSA has provided an opportunity for California to transform its public mental health 
system. In that effort, DMH has moved in a deliberate, responsible and transparent process, 
seeking input in open meetings at the state and local levels. From that process, DMH has 
developed comprehensive guidelines to ensure that county plans correlate with what initiative 
designers and advocates want – a fundamental change in how mental health services are 
developed and delivered. 

To date, over $4.7 billion has been made available to counties, including funding for Community 
Services and Support (CSS) programs approved by DMH in collaboration with clients and 
family members, and reviewed by the Mental Health Services Oversight and Accountability 
Commission (MHSOAC). These programs are making a difference in the lives of tens of 
thousands of people, and include housing and support services for more than 20,000 homeless 
people with mental illness. Additionally, DMH spent only part of the money allocated in MHSA 
for administration, returning approximately $100 million to counties for services through June 
30, 2009. 

However, even with the implementation of the MHSA, county MHPs have not been able to 
fully and adequately serve all clients. Forty years of neglect in the larger system left 
substantive gaps that cannot be easily fixed and declining core funding cannot be restored 
through MHSA because programs may not be backfilled, a mandate of the MHSA initiative that 
prevents supplantation. 

Although it varies from county to county, relatively small percentages of clients can be fully 
served. A larger percentage of clients and their families receive some level of services. There 
also continue to be many individuals who may have SMI and children and youth who may have 
SED, and their families, who are currently not served. Many individuals who are homeless and 
incarcerated in jails or juvenile halls fall into this latter category. Certain members of ethnic 
populations are also in this latter category and these ethnic disparities must be addressed. 

Additional weaknesses with the adult and children’s service have resulted from this year’s 
budget actions to reduce California’s historic budget deficit. 
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•	 The Medi-Cal Specialty Mental Health Managed Care appropriation has been reduced 
from $227 million to $113 million without any accompanying change in the 
responsibilities for services to be provided under the current state plan. This reduction 
further erodes the base funding for county mental health programs and will adversely 
affect the availability of services to mental health clients. 

•	 The AB 3632 appropriation to reimburse counties for special education services was 
reduced from $104 million to $52 million. Even the $104 million originally 
recommended was inadequate because counties are owed approximately $500 million in 
back payment for AB 3632 services that they have provided in previous years. This 
situation continues to erode funding available for other aspects of the service system 
because AB 3632 services are a mandated service. 

The strength of California’s public mental health system is its ability to work collaboratively 
with local communities, the California Mental Health Directors Association (CMHDA) 
representing the 58 county mental health departments, the MHSOAC, the CMHPC and other 
stakeholders. The vision is of a system that integrates MHSA into the larger mental health 
system and provides quality services to those in need, while ensuring accountability to the 
people of California. 

Additionally, California has also suffered from a significant shortage of public mental health 
workers. This is discussed in detail further in California’s 2011 Plan. 

On May 2, 2006, the USDOJ and the State of California reached a settlement concerning civil 
rights violations at four California State Hospitals: Metropolitan State Hospital in Los Angeles, 
Napa State Hospital in Napa, Patton State Hospital in San Bernardino, and Atascadero State 
Hospital in San Luis Obispo. These hospitals provide inpatient psychiatric care to nearly five 
thousand individuals committed to the hospitals civilly or in connection with criminal 
proceedings.  DMH has begun extensive reforms required by the five-year “Consent Judgment” 
that will ensure that individuals in the hospitals are adequately protected from harm and provided 
adequate services to support their recovery and mental health. The reforms are discussed in 
more detail under State Priorities to Address Unmet Needs, Significant Achievements and in 
Criterion 1. 

The USDOJ conducted its investigation pursuant to the CRIPA. This statute allows the federal 
government to identify and root out systemic abuses such as those identified in this case, rather 
than focus on individual civil rights violations. The State will now address and correct the 
agreed upon violations identified by the USDOJ. 
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ANALYSIS OF UNMET SERVICE NEEDS, CRITICAL GAPS AND DATA SOURCES 

In the report titled California Mental Health Master Plan: A Vision for California, the CMHPC 
states that “a crisis also exists in access to mental health care for persons who are indigent…the 
availability of services for indigents has only gotten worse.” 

The report further states that “this unmet need for mental health services and crisis in access to 
services is brought into focus when one considers the advancements that have been made in 
understanding the nature of mental illness over the last two decades. Many effective treatments, 
both in terms of medication and psychosocial rehabilitation, have been found for major mental 
illnesses. Innovative programs, such as wrap-around programs and strength-based, family-
focused treatment planning, have brought breakthroughs in services to children and their 
families.” 

California has also suffered from a significant shortage of public mental health workers. High 
vacancy rates exist in certain occupational classifications. There is a recognized lack of diversity 
in the workforce, poor distribution of existing mental health workers, and under-representation of 
individuals with client and family member experience in the provision of services and supports. 
Particularly, severe shortages exist for mental health practitioners with skills to work effectively 
with such groups as children, older adults and diverse ethnic/cultural populations heretofore 
unserved or underserved. 

The CSS is a component of the MHSA. As part of the CSS process, counties have provided an 
assessment of the mental health needs of county residents and residents of American Indian 
Rancherias or reservations within county boundaries, including adults, older adults and TAY 
who may have or have been diagnosed with SMI, and children, youth and TAY who may have or 
have been diagnosed with SED. The intent is to recognize all those who would quality for 
MHSA services, including those who are currently unserved, underserved or fully served, and 
identify their age and situational characteristics (e.g. homelessness, institutionalization or out-of­
home placement, involvement in the criminal or juvenile justice system, etc.). 

In addition, the initial County CSS component plans were summarized and analyzed for potential 
new MHSA workforce positions, stated needs and challenges, and cultural diversity and 
language proficiency issues. This preliminary analysis provided a high-level summary of 
workforce shortages statewide. 

In order to accurately assess the extent and complexity of the public mental health workforce 
shortage in California, DMH has begun development of a more comprehensive and detailed 
Workforce Needs Assessment to focus on statewide capacities and needs based upon skills and 
functions. This will provide a useful basis for determining funding and program priorities that 
have the capacity to create change. DMH continues to seek input from mental health clients and 
family members/caregivers, the CMHPC, the MHSOAC, the CMHDA, and other stakeholders in 
the development of this assessment. 
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STATES PRIORITIES AND PLAN TO ADDRESS UNMET NEEDS 

The California voters approved Proposition 63 during the November 2004 general election. 
Proposition 63 became effective on January 1, 2005 as the MHSA. Through imposition of a one 
percent tax on personal income in excess of $1 million, the MHSA provides a unique opportunity 
to increase funding, personnel and other resources to support county mental health programs, and 
increase access to services for children, TAY, adults and older adults, and their families, with 
mental health needs. The MHSA also seeks to establish PEI programs and develop innovative 
programs. 

One of the major goals of the MHSA is to reduce the long-term adverse community impacts of 
untreated mental illness and SED. The MHSA provides both a vision and an opportunity with 
potential resources to transform California's mental health system. The Act provides a specific 
list of purposes and intent, including prevention and early intervention services; defines SMI as a 
priority and prioritizes reducing the long-term impact resulting from untreated SMI. The act also 
provides for successful, innovative services, including culturally and linguistically competent 
approaches for underserved populations. 

The goal of bringing about change in California's large and diverse publicly funded mental 
health system is a monumental task. It requires a consensus-based articulation of values and a 
long-term planning and implementation process that is inclusive of all stakeholders, measured by 
incremental markers of success and guided by values as well as data. Maintaining the vision and 
mission, monitoring of process and outcomes, flexibility, and the ability to change strategies 
when necessary are key factors in the initiative's impact and success. 

The purpose of the MHSA is to: 

•	 Define SED among children and SMI among adults and seniors as a condition deserving 
priority attention, including PEI services and medical and supportive care; 

•	 Reduce the long-term adverse impact on individuals, families, and state and local 

budgets resulting from untreated SMI; 


•	 Increase the number and span of successful, innovative service programs for children, 
adults and seniors in California, including culturally and linguistically competent 
approaches for underserved populations; 

•	 Provide state and local funds to adequately meet the needs of all children and adults 
who can be identified and enrolled in programs under this measure; and, 

•	 Ensure that all funds are expended in the most cost effective manner and that services 
are provided in accordance with recommended best practices, subject to local and state 
oversight, to ensure accountability to taxpayers and to the public. 

The MHSA is comprised of five components of services and/or program supports for which the 
funding established under the MHSA may be spent. The DMH has identified these components 
as follows: CSS for children, TAY, adults and older adults; Workforce Education and Training 
(WET); Capital Facilities and Technological Needs (CFTN); PEI; and Innovative Programs. 
Given the scale of each component, DMH is implementing each component through a sequential 
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or phased-in approach. These components are discussed throughout California’s 2010/2011 
Plan. 

The first component implemented was CSS. In 2010-11, the DMH plans further 
implementation efforts for the following MHSA components: WET, CFTN, Information 
Technology, PEI, and Innovation. These plans are also addressed in the Recent Significant 
Events section. 

The WET component addresses the serious shortage of mental health service providers in 
California. California was already facing a shortage of public mental health workers prior to the 
passage of the MHSA. Chapter 814, Statutes of 2000 (SB 1748, Perata) required that a Task 
Force be formed and identify and address options for meeting the mental health staffing needs of 
state and county health, human services, and criminal justice agencies. The Task Force found 
that for core occupations, such as psychiatrists, psychologists, licensed clinical social workers, 
registered nurses, and psychiatric technicians, vacancy rates were approximately 20 – 25 percent 
statewide. In rural parts of the state, vacancy rates were far higher. 

The MHSA provides a unique opportunity with funding to increase staffing and other resources 
that support county mental health programs, increase access to much-needed services, and 
monitor progress toward statewide goals for serving children, TAY, adults and older adults and 
their families. 

California’s mental health system has historically suffered from a lack of diversity in the 
workforce, poor distribution of existing mental health workers, and under-representation of 
individuals with client and family member experience in the provision of services and supports. 
Particularly severe shortages exist for mental health practitioners with skills to work effectively 
with such groups as children, TAY, older adults and diverse ethnic/cultural populations 
heretofore unserved or underserved. 

The Five-Year WET Development Plan covers a period from April 2008 to April 2013. 
Subsequent plans will be developed every five years, and each Five-Year Plan will be reviewed 
and approved by the CMHPC. 

The Five-Year Plan provides a vision, values and mission for state and local implementation. It 
presents measurable goals and objectives, and proposes potential actions, or strategies, to assist 
in meeting these goals. It proposes principles for funding and governance at both the state and 
county level, and outlines performance indicators by which impact of workforce strategies can be 
measured over time. Finally, the Five-Year Plan provides guidance to assist in long-range 
planning toward an integrated mental health service delivery system. 

This Five-Year Plan is intended as the beginning step in an ongoing dialogue between DMH, its 
partner agencies, clients and family members and other stakeholders to build the capacity of our 
current and prospective public mental health workforce. 

This Five-Year Plan carries forth the vision of the MHSA to create a transformed, culturally-
competent system that promotes wellness and recovery for adults and older adults with SMI, and 
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resiliency for children and youth with SED and their families. The Five-Year Plan provides the 
means for developing and maintaining a culturally competent workforce, to include clients and 
family members, which is capable of providing client- and family-driven services that promote 
wellness, recovery and resilience, and lead to measurable, values-driven outcomes. 

Through its Mission Statement, DMH has pledged to ensure the availability and accessibility of 
effective, efficient, culturally competent services, and to accomplish this service provision 
through education, outreach, advocacy, innovation, oversight, monitoring, and the promotion of 
multi-disciplinary training and QI. 

As indicated, DMH has instituted a number of changes in its State Hospitals based upon best 
practices. Among the changes in progress or already enacted are the development and 
implementation of policies and procedures based on a recovery model of mental health care that 
provides effective treatment consistent with generally accepted evidence-based practices of care. 
These include a person-centered, strength-based, holistic, and recovery-focused assessment and 
treatment planning system that is based on assessed needs of the individual child or adolescent. 
Treatment teams review and revise, as appropriate, treatment plans and evidence-based 
interventions for each patient on a specified schedule based on assessed treatment outcomes. 

LTCS continues to implement policies and procedures to eliminate the use of seclusion and 
physical restraints, and these interventions will be reserved only for emergency use for safety of 
self, peers, and staff. DMH is committed to creating a general physical environment and 
therapeutic milieu for treatment that is consistent with its values. This includes developing and 
implementing plans for enhancing supports and services that will enable patients to be 
discharged as soon as their mental health and legal issues have been resolved so they can be in a 
less restrictive level of care. This is being achieved by training staff to provide effective, 
positive interventions in a kind, caring, and compassionate manner to all in their care. Each 
discipline has specific targets to ensure better care. Psychiatrists need to assess, diagnose and 
prescribe medication based on a rational pharmacologic approach integrating information and 
feedback about psych-social and educational issues. Pharmacists are expected to play a more 
visible role in medication issues. Psychologists are expected to assess the need for and provide 
behavior therapy based on a positive behavior supports model and cognitive behavior therapy for 
the emotional and behavioral disorders experienced by the patients in their care. 

In order to address the various staffing shortages at the State Hospitals, particularly shortages 
with clinical staff, DMH is actively recruiting for all professional clinical, nursing and police 
services classifications. This includes, but is not limited to: advertising in professional journals, 
newspapers, specialty web sites, university/colleges, as well as internships, clinical rotations, 
recruitment and job fairs, participation in community events, upward mobility programs, 
attendance at professional conferences, tours, locum tenems, and other activities. 
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RECENT SIGNIFICANT ACHIEVEMENTS 

The activities described below have been undertaken to address the problem areas identified in 
the 2009 Plan and constitute the most significant events and accomplishments in SFY 2009-10 
that impacted California’s public mental health system. 

The passage of Proposition 63, the MHSA, in November 2004, provided an opportunity to 
increase funding, personnel and other resources to support county MHPs and monitor progress 
toward statewide goals for serving children, TAY, adults, older adults and families with mental 
health needs. The MHSA addresses a broad continuum of prevention, early intervention and 
service needs and the necessary infrastructure, technology and training elements that will 
effectively support the local mental health system. 

The MHSA provides both a vision and an opportunity with potential resources to transform 
California's mental health system. The MHSA provides a specific list of purposes and intent, 
including PEI; and defines SMI as a priority and prioritizes reducing the long-term impact 
resulting from untreated SMI. The MHSA also provides for successful, innovative services, 
including culturally and linguistically competent approaches for underserved populations. 

The goal of bringing about change in California's large and diverse publicly funded mental 
health system is a monumental task. It requires a consensus-based articulation of values and a 
long-term planning and implementation process that is inclusive of all stakeholders, measured by 
incremental markers of success and guided by values as well as data. Maintaining the vision and 
mission, monitoring of process and outcomes, flexibility, and the ability to change strategies 
when necessary will all be key factors in the initiative's impact and success. 

The MHSA specifies the major components around which DMH has created an extensive 
stakeholder process to consider input from all perspectives. Because of the complexity of each 
component, implementation of the components has been staggered. The state’s stakeholder 
process involves the development of discussion documents, a series of general stakeholder 
meetings, statewide teleconferences and topic-specific workgroups to provide input on critical 
issues, and to advise on implementation policies and processes. In addition, the DMH 
continues to encourage stakeholders to provide input on MHSA-related issues and policies 
through the general MHSA email address, the toll-free MHSA phone line and the MHSA 
Website. 

In the past year DMH has continued MHSA implementation activities in the following areas: 

Community Services and Supports (CSS) 

CSS refers to "System of Care Services" as required by the MHSA in Welfare and Institutions 
Code Sections 5813.5 and 5878.1 to 5878.3. The change in terminology differentiates MHSA 
CSS from existing and previously existing System of Care programs funded at the federal, state 
and local levels. The MHSA requires that “each county mental health program shall prepare 
and submit a three-year plan which shall be updated at least annually and approved by the 
DMH after review and comment by the Oversight and Accountability Commission.” The 
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MHSA further requires that “the department shall establish requirements for the content of the 
plans.” Annual updates of the county three-year plan will be required pursuant to MHSA 
requirements. 

The DMH developed plan requirements for the Program and Expenditure Plan for CSS with 
stakeholder participation in early 2005 and released the final version on August 1, 2005. As of 
June 2008, 58 county CSS plans were received and 58 plans were approved for funding. 

The total funding amount for CSS for FY 2009-10 is approximately $900 million. The total 
funding amount for PEI for FY 2009-10 is approximately $330 million. The total funding 
amount for Innovation for FY 2009-10 is approximately $71 million. 

These Program and Expenditure Plan requirements are intended to build upon and operationalize 
the concepts in the Vision Statement and Guiding Principles for DMH Implementation of the 
MHSA. These requirements look beyond “business as usual” and are intended to start building a 
system where access will be easier, services are more effective, out-of-home placements, 
institutional care, homelessness and incarcerations are reduced, and stigma toward those who are 
diagnosed with SMI or SED no longer exists. These requirements are intended to initiate 
significant changes including: 

•	 Increases in the level of participation and involvement of clients and families in all 
aspects of the public mental health system; 

•	 Increases in client and family operated services; 
•	 Outreach to and expansion of services to client populations in order to eliminate ethnic 

disparities in accessibility, availability and appropriateness of mental health services 
and to more adequately reflect mental health prevalence estimates; and 

•	 Increases in the array of community service options for individuals diagnosed with 
SMI and children/youth diagnosed with SED, and their families, that will allow them to 
avoid unnecessary institutionalization and out of-home placements. 

Essential Elements for All Three-Year Program and Expenditure Plans 

There are five fundamental concepts inherent in the MHSA that must be embedded and 
continuously addressed throughout the Program and Expenditure Plans submitted by counties. 
These include: 

•	 Community collaboration: Community collaboration refers to the process by which 
various stakeholders, including groups of individuals or families, citizens, agencies, 
organizations, and businesses work together to share information and resources in order 
to accomplish a shared vision. Collaboration allows for shared leadership, decisions, 
ownership, vision, and responsibility. The goal of community collaboration is to bring 
members of the community together in an atmosphere of support to systematically solve 
existing and emerging problems that could not easily be solved by one group alone. 

•	 Cultural competence: Cultural competence is a set of congruent behaviors, attitudes, 
and policies that come together in a system, agency, or among consumer providers, 
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family member providers, and professionals, that enables that system, agency or those 
professionals, consumer providers, and family member providers to work effectively in 
cross-cultural situations. 

Cultural competence includes language competence and views cultural and language 
competent programs and services as methods for elimination of racial and ethnic mental 
health disparities. There is a clear focus on improved quality and effectiveness of 
services. Service providers understand and utilize the strengths of culture in service 
delivery. Culturally competent programs and services are viewed as a way to enhance 
the ability of the whole system to incorporate the languages and cultures of its clients into 
the services that provide the most effective outcomes and create cost effective programs. 
Identification, development, promulgation, and adoption of culturally competent best 
practices for care must be an integral part of ongoing culturally competent planning and 
implementation of the MHSA. 

Client/family driven mental health system for older adults, adults and TAY and 
family driven system of care for children and youth: Adult clients and families of 
children and youth identify their needs and preferences which lead to the services and 
supports that will be most effective for them. Their needs and preferences drive the 
policy and financing decisions that affect them. Adult services are client centered and 
child and youth services are family driven; with providers working in full partnership 
with the clients and families they serve to develop individualized, comprehensive service 
plans. Individualized, comprehensive service plans help overcome the problems that 
result from fragmented or uncoordinated services and systems. 

Many adults with SMI and parents of children with SED have limited influence over the 
services they or their children receive. Increasing opportunities for clients and families to 
have greater choices over such things as types of service, providers, and how service 
dollars are spent facilitates personal responsibility, creates an economic interest in 
obtaining and sustaining recovery, and shifts the incentives towards a system that 
promotes learning, self monitoring, and accountability. Increasing choice protects 
individuals and encourages quality. 

•	 Wellness focus, including the concepts of recovery and resilience: 
Recovery refers to the process in which people who are diagnosed with a mental illness 
are able to live, work, learn, and participate fully in their communities. For some 
individuals, recovery means recovering certain aspects of their lives and the ability to live 
a fulfilling and productive life despite a disability.  For others, recovery implies the 
reduction or elimination of symptoms. Focusing on recovery in service planning 
encourages and supports hope. 

Resilience refers to the personal qualities of optimism and hope, and the personal traits of 
good problem solving skills that lead individuals to live, work and learn with a sense of 
mastery and competence. Research has shown that resilience is fostered by positive 
experiences in childhood at home, in school and in the community. 
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•	 Integrated service experiences for clients and their families throughout their 
interactions with the mental health system: This means that services are “seamless” 
for clients and that clients do not have to negotiate multiple agencies and funding sources 
to get critical needs met and to move towards recovery and develop resiliency. Services 
are delivered, or at a minimum, coordinated through a single agency or a system of care. 
The integrated service experience centers on the individual/family, uses a strength-based 
approach, and includes multi-agency programs and joint planning to best address the 
individual/family’s needs using the full range of community-based treatment, case 
management, and interagency system components required by children/TAY/adults/older 
adults. Integrated service experiences include attention to people of all ages who have a 
mental illness and who also have co-occurring disorders (COD), including substance use 
problems and other chronic health conditions or disabilities. With a full range of 
integrated services to treat the whole person, the goals of self-sufficiency for older adults 
and adults and safe family living for children and youth can be reached and maintained 
for those who may have otherwise faced homelessness, frequent and avoidable 
emergency medical care or hospitalization, incarceration, out-of-home placement, or 
dependence on the state. 

These five fundamental concepts combine to ensure that through MHSA-funded activities, 
counties work with their communities to create culturally competent, client/family driven mental 
health services and support plans which are wellness focused, which support recovery and 
resilience, and which offer integrated service experiences for clients and families. 

Services for Adults and Older Adults 

The W&I Code, Section 5813.5 specifies that MHSA services will be available to adults and 
seniors with severe mental illnesses who meet the eligibility criteria in the W&I Code Section 
5600.3(b)—adults and older adults who have serious mental disorder and (c)—adults and older 
adults who require or are at risk of requiring acute psychiatric inpatient care, residential 
treatment, or outpatient crisis intervention because of a mental disorder with symptoms of 
psychosis, suicidality, or violence. Some TAY may also be served under these provisions. 

The MHSA Program and Expenditure Plan Requirements are based on a logic model that links: 

•	 Community issues resulting from untreated mental illness and a lack of services and 
supports; 

•	 Mental health needs within the community; 
•	 The identification of specific populations to be served based upon the issues and needs 

identified; 
•	 The programs and services/strategies to be implemented; and 
•	 The desired outcomes to be achieved. 

In addition to a focus on community issues and outcomes, the MHSA also emphasizes the 
importance of measuring outcomes achieved by specific individuals and families, including but 
not limited to: hope, personal empowerment, respect, social connections, independent living for 
adults and safe living with families for children/youth, self-responsibility, self determination and 
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self esteem for clients and families. Along with other individual and system level outcomes, 
these individual value-driven outcomes will be incorporated within the outcome measurement 
system to be developed and implemented under the MHSA. DMH envisions an ongoing process 
of identifying community issues and unmet needs, focusing upon specific individuals and 
populations in need based upon these identified issues, developing and implementing state-of 
the-art service and support strategies and assessing outcomes: all to ensure that counties are 
providing the highest level of quality care possible in the most efficient and effective ways. It is 
further envisioned that as a part of the QI process, data and feedback on the individual, 
community and system levels are used to refine and improve services and supports. Plans for 
addressing individual quality of care issues are a part of this ongoing process. Significant effort 
is being focused on streamlining the state and local plan development and approval processes, 
integration of the components of the MHSA with each other and into the larger public mental 
health system and increased focus on indicators. The commitment to transformation of the entire 
local public mental health system through the use of the MHSA continues. 

Specific Populations by Age, Consistent with MHSA and DMH Priorities: 

•	 Children and youth between the ages of 0 and 18, or Special Education Pupils up to age 
21, who have serious emotional disorders and their families, who are not currently being 
served. 

•	 TAY between the ages of 16 and 25, who are currently unserved or underserved who 
have SED and who are homeless or at imminent risk of being homeless, youth who are 
aging out of the child and youth mental health, child welfare and/or juvenile justice 
systems and youth involved in the criminal justice system or at risk of involuntary 
hospitalization or institutionalization. 

•	 Adults with SMI, including adults with a co-occurring substance abuse disorder and/or 
health condition. 

•	 Older adults 60 years and older with SMI, including older adults with co-occurring 
substance abuse disorders and/or other health conditions – who are not currently being 
served and have a reduction in personal or community functioning, are homeless, and/or 
at risk of homelessness, institutionalization, nursing home care, hospitalization and 
emergency room services. 

There are three service categories to emphasize and track the essential elements of 
transformation: 

•	 Each individual participating in an FSP must be offered a partnership with the county 
MHP to develop an individualized services and supports plan that is based on a 
“whatever it takes” approach; 

•	 Counties may use general system development funding to help transform their core 
programs and service delivery systems to be more consistent with the five fundamental 
concepts of the MHSA; and 
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•	 Prioritize outreach and engagement to highlight the commitment to reach out to 

unserved and underserved communities and individuals. 


Workforce Education and Training 

In the WET component, the MHSA specifies that each county mental health program shall 
submit to DMH a needs assessment identifying shortages in each professional and other 
occupational category and a plan to increase the supply of professional and other staff that 
county mental health programs anticipate they will require. DMH is required to assess and 
identify the statewide needs for each professional and other occupational category and develop a 
five-year education and training development plan (Five-Year Plan). Over the past year, DMH 
has continued to work with stakeholders in all policy and program formulations, including the 
development of state and county responsibilities in the administration of WET funds and the 
development of initial budget and funding categories. DMH has established a total funding level 
of $210 million through April 2018 for local WET activities. Of this total, $10 million has been 
allocated in approved planning requests to 49 counties and an overall total of $140 million has 
been allocated to 39 counties. Three additional counties have submitted funding requests for an 
overall total of $151 million. 

DMH has completed the Five-Year Plan, and it was approved by the CMHPC in April 2008. 

Statewide contracts with trainers and consultants are continuing through this FY. These are 
entities that have a proven track record of providing training and technical assistance as 
envisioned by the Act. These include: 

•	 Organizational Change Support—The California Institute for Mental Health (CIMH) 
continues its expanded statewide training and technical assistance mission of supporting 
county mental health programs. This expansion includes ongoing technical assistance for 
organizational development toward consumer and family member-driven, evidence-based 
service delivery as envisioned by the MHSA, facilitating regional learning collaborative 
networks to plan and implement new practices. 

•	 Financial Incentive Program— The California Social Work Educational Consortium 
(CalSWEC) continued its existing stipend program to provide financial incentives for 
students in master’s level social work programs committed to working in community 
public mental health. The 2007-08 Cohort had 185 graduates; 2008-09 had 183; and 
there are currently 183 students enrolled in the 2009-10 Cohort. Approximately $5.8 
million per year has been allocated for this effort. 

•	 Stipends— DMH has entered into contracts with seven universities to develop and 
model successful stipend programs for graduate students that are clinical psychologists, 
psychiatric mental health nurse practitioners, and MFTs and also commit to working in 
the public mental health system. These stipends programs have begun to do so by: 

•	 Increasing the recruitment of individuals who can address the cultural diversity 
needs of public mental health recipients; 
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•	 Encouraging the enrollment and support of individuals with client and/or family 
member experience in the public mental health system; and, 

•	 Preparing professionals to deliver public mental health services that promote 
wellness, recovery and resilience. 

In FY 2008-09, 84 stipends were awarded to graduate students in marriage and family 
therapy, psychiatric mental health nurse practice, and clinical psychology. Seventy three 
percent of the stipend recipients represented a cultural minority and fifty eight percent 
spoke a language other than English. In FY 2009-10, 163 stipends were awarded to 
graduate students in marriage and family therapy, psychiatric mental health nurse 
practice, and clinical psychology. Sixty four percent of the stipend recipients represented 
a cultural minority and sixty three percent spoke a language other than English. 

•	 Physician Assistant Training—DMH has partnered with the Office of Statewide Health 
Planning and Development (OSHPD) to add a mental health track to the Residency 
Program for Physician Assistants as a strategy to address the shortage of individuals who 
can administer psychotropic medications. In FY 2008-09, five Physician Assistant 
programs that train a total of 383 second-year residents to specialize in mental health 
were awarded a total of $500,000 (approximately $100,000 per program). 

•	 Mental Health Loan Assumption Program (MHLAP)—DMH partnered with the 
Office of Statewide Health Planning and Development—Health Professions Education 
Foundation (OSHPD-HPEF) to award a total of $2.5 million to qualified mental health 
professionals throughout California. The MHLAP was launched in February 2009 and the 
awardees were selected in May. The MHLAP provides loan assumption awards to pre-
licensed as well as licensed individuals in all mental health professions. In its initial 
cycle, 1,243 individuals applied for this program, requesting over $15 million. 
Representatives from DMH, County Departments of Mental Health, experts in the mental 
health field and OSHPD-HPEF selected a total of 288 applicants from 44 counties. A 
total of $2,286,699 was awarded. 

•	 Statewide Constituency Partnership—The statewide constituency organizations of the 
California Network of Mental Health Clients (CNMHC), United Advocates for Children 
and Families (UACF), and the National Alliance for the Mentally Ill – California (NAMI) 
have expanded their efforts to reach consumers and family members with self-help 
technical assistance and train-the-trainer curricula, such as Educate, Equip and Support – 
Building Hope, Peer-to-Peer, Family-to-Family, and Wellness Recovery Action Planning. 
These curricula will promote the meaningful inclusion and employment of consumers 
and family members at all levels of the public mental health system. 

Additional state administered programs and activities are in the development stage and DMH is 
facilitating a stakeholder process to ensure these planned programs and activities adhere to the 
intent of the MHSA. Proposed county guidelines for developing county administered programs 
and activities are currently in draft form, and are posted on the DMH web site for public input. 
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Capital Facilities and Technological Needs (CFTN) 

A portion of the MHSA funds were specifically set aside for CFTN in FY 2004-05 through FY 
2008-09 to enable counties to support the goals of the MHSA in a manner which is consistent 
with the County’s Three-Year Program and Expenditure Plan. In subsequent FYs, counties will 
continue to use a portion of their MHSA CSS funding for CFTN. In March 2008, DMH released 
proposed guidelines for Counties to submit their CFTN Component of the MHSA. 

Each County’s plan for the use of CFTN funds should support the goals of the MHSA in a 
manner consistent with the County’s Three-Year Program and Expenditure Plan. The County 
must clearly show how the planned use of the CFTN funds will produce long-term impacts with 
lasting benefits that move the mental health system towards the goals of wellness, recovery, and 
expansion of opportunities for accessible community-based services for clients and their 
families. These efforts should include development of a variety of community-based facilities 
which support integrated service experiences and an increase in peer support and consumer run 
facilities. 

DMH has designated housing as a service and/or support that is an allowable expenditure under 
the CSS component funding, rather than CFTN funding. As a result of this policy change, CFTN 
funding will be utilized to purchase, construct, and/or rehabilitate facilities that provide services 
and/or treatment for those with SMI, or to provide administrative support to MHSA funded 
programs. 

Mental Health Services Act Housing Program 

The MHSA Housing Program was established on August 6, 2007, and is jointly administered 
by DMH and the California Housing Finance Agency (CalHFA). The program provides 
funding for the both the capital costs and operating subsidies to develop permanent supportive 
housing. The impetus for this program was Executive Order S-07-06, issued by Governor 
Schwarzenegger in May 2006, to establish an interagency collaboration between the CalHFA 
and DMH, in consultation with County Mental Health Departments, to utilize their combined 
resources and expertise to address housing for individuals with SMI and their families who are 
homeless or at risk of homelessness. A total of $400 million of MHSA funds has been set 
aside for initial funding of the program, and each County Mental Health Department in 
California received a portion of the funds that are available for both capital costs and 
capitalized operating subsidies. 

89 applications for MHSA Housing Program funds have been received as of August 1, 2010. 
These applications will use a total of $212,599,133 in MHSA funds for both capital and 
operating subsidies to create 1,411 units of permanent supportive housing for Californians who 
are homeless or at risk of homelessness and who experience mental illness. 
Technological Needs 

The MHSA provides funding for county technology projects that will improve the access and 
delivery of mental health services to the public. DMH is responsible for ensuring that the 
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MHSA funds are appropriated to county technology projects that are consistent with MHSA 
goals and objectives. In order to allocate funds appropriately, DMH has a process in which 
counties submit their technology funding requests for approval in accordance with established 
DMH guidelines. DMH then works directly with each county technology representative (usually 
the chief information officer) to develop a comprehensive understanding of the technology 
project and the anticipated results, and make any required modifications prior to approval. Once 
the approval is granted, funds are released to the county in support of the project. The DMH 
then continues to work in an oversight capacity with the county in order to ensure the project’s 
success. 

DMH evaluates and approves technology requests within the context of two goals: 

•	 Modernize and transform clinical and administrative information systems to improve 
quality of care, operational efficiency and cost effectiveness; and 

•	 Increase consumer and family empowerment by providing the tools for secure consumer 
and family access to health information within a wide variety of public and private 
settings. 

The long-term technology goal of DMH is to develop an Integrated Information Systems 
Infrastructure where all counties have integrated information systems that can securely access 
and exchange information. This infrastructure will allow different county systems to share 
information across a secure network environment both inside and outside their respective 
counties. Counties and their contract providers, hospital emergency departments, laboratories, 
pharmacies and consumers and their families could all securely access and exchange information 
through the infrastructure. This long-term goal will be achieved as each county assesses their 
current state of technology readiness and moves through a continuum of improvements over 
time. 

To facilitate the long-term technology transformation, DMH developed minimum statewide 
standards for mental health Electronic Health Record (EHR) systems. The EHR system is the 
foundation for the Integrated Information Systems Infrastructure. It is a secure, real-time, point-
of-care, client-centric, information resource for service providers. The ability to share timely, 
accurate and secure access to the client’s health and healthcare information is possible through 
the use of uniform standards to transfer information from one source to another. To achieve 
statewide technology transformation, DMH will periodically specify increasingly complex 
minimum standards so that counties and their vendors will be able to adapt their systems while 
meeting their current business needs. 

Prevention and Early Intervention (PEI) 

The MHSA authorizes the DMH to establish program requirements for PEI in California. In 
addition, the MHSA authorizes the MHSOAC to approve program expenditures for PEI. 
Because of this unique relationship, the DMH and the MHSOAC worked closely in the 
development of the program and funding requirements. The MHSOAC approved its proposal for 
PEI principles and funding criteria in January 2007. This document was based on collaboration 
with the DMH, MHSOAC, the CMHDA, and the CMHPC. DMH finalized the program 
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guidelines in 2007 and counties began their local planning process. The MHSOAC approved 
expenditures of $36.3 million for community program planning and the development of the 
counties’ PEI Plans. 

As of July 2010, 58 counties have submitted their PEI plans for approval and 58 have been 
approved. The MHSOAC has approved approximately $353 million for PEI services. 

DMH convened a Statewide Advisory Committee which completed a draft California Strategic 
Plan for Stigma and Discrimination Reduction. The Strategic Plan was completed and adopted 
by the MHSOAC in June 2009. 

The MHSOAC approved expenditures of $40 million per year for Student Mental Health 
Initiative, Stigma and Discrimination Reduction and Suicide Prevention statewide efforts. DMH 
will be the administrator of these programs. Only a small number of counties have assigned their 
funds to the state to support this effort, therefore the MHSOAC is currently in deliberations to 
determine the options for moving forward with the Statewide Projects. 

Innovation 

The goals for the Innovation funding are to increase access to underserved groups; to increase 
the quality of services, including better outcomes; to promote interagency collaboration; and to 
increase access to services. 

The MHSA authorizes the DMH to establish program requirements for the Innovation 
component. In addition, the MHSA authorizes the MHSOAC to approve the Innovation program 
expenditures. Because of this unique relationship, the DMH and the MHSOAC are working 
closely to craft the program and funding requirements for the Innovation component. The 
MHSOAC has approved principles for use of Innovation funding. DMH issued the plan 
guidelines for the counties in January 2009. DMH has the responsibility of reviewing local 
plans; the MHSOAC will have primary responsibility of approving the plans for the Innovation 
component. As of August 2010, the MHSOAC has received a total of 24 County Innovation 
plans. Twenty Innovation plans and one new Innovation plan submitted in an Annual Update 
have been approved by the Commission for a total of $75,679,213. 

Outcomes Reporting 

Counties that have received CSS plan approval are in various stages of implementing MHSA-
funded programs and providing services, with a number of counties reporting FSP outcomes and 
other MHSA services information. In addition, all counties with approved CSS plans have 
begun submitting Quarterly Reports of targeted and actual numbers of persons outreached and 
served through the MHSA FSP, outreach and engagement, and system development funding 
sources. The DMH is creating streamlined data entry, consolidation and analytic processes for 
statewide aggregation and reporting of this information. 

Current Changes to Practices Regarding Hospitalization 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 94 of 339Page 94 of 339Page 94 of 339 



                                                                              

 

 

 
 

 
 

 

 
 

LTCS has maintained its commitment to excellence in the provision of services to people with 
mental illness. To that end, DMH have instituted a number of changes based upon best 
practices. Quality assurance reviews continue to yield valuable results that are reflected in our 
approach to services. 

Among the changes in progress, or already enacted, are the development and implementation of 
policies and procedures based on a recovery model of mental health care that provides effective 
treatment consistent with generally accepted evidence-based practices of care. These include a 
person-centered, strength-based, holistic and recovery-focused assessment and treatment 
planning system that is based on assessed needs of the individual. Treatment teams review and 
revise, as appropriate, treatment plans and evidence-based interventions for each patient on a 
specified schedule based on assessed treatment outcomes. 

LTCS continues to implement policies and procedures to eliminate the use of seclusion and 
physical restraints, and these interventions will be reserved only for emergency use for safety of 
self, peers, and staff. LTCS is creating a general physical environment and therapeutic milieu for 
treatment that is consistent with our values. This includes developing and implementing plans 
for enhancing supports and services that will enable patients to be discharged as soon as their 
mental health and legal issues have been resolved so they can be in a less restrictive level of care. 
This is being achieved by training staff to provide effective, positive interventions in a kind, 
caring, and compassionate manner to all in their care. Each discipline has specific targets to 
ensure better care. Psychiatrists need to assess, diagnose and prescribe medication based on a 
rational pharmacologic approach integrating information and feedback about psych-social and 
educational issues. Pharmacists are expected to play a more visible role in medication issues. 
Psychologists are expected to assess the need for and provide behavior therapy based on a 
positive behavior supports model and cognitive behavior therapy for the emotional and 
behavioral disorders experienced by the patients in their care. 

All of our standards and operational processes are being reviewed and amended to ensure that 
patients at the state hospitals receive the most beneficial treatment possible in a setting that is 
committed and conducive to patients achieving the highest possible level of functioning in the 
shortest possible time. 

ACTIONS TO IMPROVE PROGRAM PERFORMANCE 

LTCS embraces the concept of continuous QI. Below are program performance improvement 
actions currently being implemented: 

•	 Wellness and Recovery Model Support System (WaRMSS): Completed in July 2009, 
WaRMSS is real-time software used to assist the state hospitals in the implementation of the 
Wellness and Recovery model of providing care. WaRMSS allows clinical teams to tailor 
individualized treatment plans, document goals of individuals served, document progress 
toward goals, and make changes to individual treatment plans.  WaRMSS also allows 
hospital staff to schedule group treatment, generate group rosters, and record group 
attendance and participation. Additionally, WaRMSS provides a system for managing 
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incidents and patient risks, both behavioral and medical. WaRMSS is important for several 
reasons: 

•	 It enables tracking of the needs of individuals served, treatments applied, and 
outcomes achieved; 

•	 It allows DMH to analyze resulting data to ensure that needs, treatments, and 
outcomes are aligned; 

•	 It allows DMH to develop policies and clinical practices bases on empirical 
findings; and 

•	 It provides data that will assist in compliance with the Joint Commission on 
Accreditation of Healthcare Organizations, licensing, and legal concerns. 

•	 Seclusion and Restraint: As part of DMH’s commitment to provide treatment services that 
respect the dignity of individuals served, state hospital staff continually strive to employ 
effective alternatives to minimize the use of emergency interventions, such as seclusion and 
restraint. New strategies are being developed to restructure staff philosophy to: 

•	 Focus on recovery, recognize choices individuals served have regarding treatment 
and treatment planning, employ safety techniques rather than control techniques, 
utilize debriefing to assess incidents and improve responses; 

•	 Improve early intervention practices, including staff training on trauma and how 
seclusion and restraint lead to increased trauma; and 

•	 Utilize special individualized behavioral treatment plans for high-risk individuals. 

It is anticipated that changes to philosophy and practice to affect a substantial reduction in 
seclusion and restraint is an on-going effort that will take several years. 

The DMH Prevention and Management of Assaultive Behavior Program (PMAB) has been 
revised to incorporate Wellness and Recovery Principles. This Program has been 
restructured as “Therapeutic Strategies and Interventions (TSI),” with the focus on enhanced 
training for staff in strategies to prevent/reduce the escalation of events to the point that 
restraint or seclusion are used. Safe stabilization techniques are a necessary component of 
the TSI Program to prevent staff and/or individual injury during an incident. 

•	 Civil Rights of Institutionalized Persons Act of 1980 (CRIPA): As a result of an 
investigation conducted under the authority of the CRIPA, in May 2006, the State of 
California and USDOJ reached an agreement concerning the treatment of the individuals 
(patients) in California State Hospitals. The terms of the agreement (Consent Judgment) 
provide the framework and structure for extensive reforms to the way DMH provides 
services to those individuals committed to the care and custody of the state hospitals. It is a 
five year agreement with specific requirements and benchmarks of progress that are 
measured both internally and with regular visits by a Monitor appointed by the court. 

•	 There are five state hospitals employing approximately 11,000 staff and providing 
inpatient psychiatric care to nearly 5,000 individuals committed to the hospitals 
either civilly or in connection with criminal proceedings. These hospitals are 
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located throughout the state: Atascadero State Hospital in San Luis Obispo 
County, Coalinga State Hospital in Fresno County, Metropolitan State Hospital in 
Los Angeles County, Napa State Hospital in Napa County, and Patton State 
Hospital in San Bernardino County. (The terms of this agreement do not cover 
Coalinga State Hospital, as it was not open at the time of the original 
investigations. Despite Coalinga State Hospital's exclusion from the Consent 
Judgment, DMH is applying the Wellness and Recovery Model concepts 
accordingly in order to ensure enhanced treatment across the entire state hospital 
system.) 

•	 The DMH has determined that implementation of the Wellness and Recovery 
Model of service delivery will ensure that individuals in the hospitals are provided 
appropriate behavioral treatment and interventions, in combination with 
medications, to support their recovery and manage their mental health. 

•	 The Court Monitor visits each of the four impacted hospitals twice yearly to 
assess progress towards compliance with the Consent Judgment. DMH is 
providing oversight and direction in its efforts to achieve consistency across the 
system, although each facility has specific recommendations relative to it’s 
particular pace of progress. A copy of the Consent Judgment, which includes all 
of the required accountability and monitoring provisions, as well as the Court 
Monitor’s reports, may be found at: 

http://www.dmh.ca.gov/Services_and_Programs/State_Hospitals/CRIPA/default.asp 
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PUBLIC MENTAL HEALTH SYSTEM ENVISIONED FOR THE FUTURE 

DMH envisions a public mental health workforce, which includes clients and family members, 
sufficient in size, diversity, skills and resources to deliver compassionate, safe, timely and 
effective mental health services to all individuals who are in need, and their families and 
caregivers, and contributes to increased prevention, wellness, recovery and resilience for the 
people of California. 

Strength-based mental health service delivery that embodies the principles of wellness, recovery 
and resilience is being recognized as essential to preventing costly and often involuntary 
treatment. It also enables individuals to live, work, learn, and fully participate in the 
communities of their choice. 

Significantly expanding the role of individuals, families and the community in the recovery 
process is an effective strategy to address workforce shortages, as the focus shifts to 
competencies that can be learned and utilized by many individuals who do not have advanced 
degrees, credentials or licenses. 

The additional resources provided by the passage of the MHSA present the potential for new and 
expanded services to enable a full spectrum of care. The MHSA will provide the resources to 
facilitate the expansion of multi-disciplinary training which takes into account the diverse needs 
of racial and ethnic minorities and other unserved and underserved populations such as children 
and youth, TAY, adults and older adults. 

Cultural competence and the inclusion of the viewpoints and experience of individuals who have 
received services and their families/caregivers are an integral part of all goals, objectives and 
actions of the Department. All goals and objectives are intended to support the vision and values 
of the MHSA. All WET programs funded use methods and promote outcomes consistent with 
the values and priorities expressed in the MHSA. 

The objectives are intended to develop a mental health workforce trained to provide services to 
an ethnically diverse population across the lifespan that can respond to the unique needs of 
children and youth, TAY, adults and especially those of older adults, who comprise an increasing 
percentage of the overall population. 

The DMH, in unison with its employees, clients, families, and business partners, continues to 
embrace the following vision and core values of California’s public mental health system where 
all of our customers’ needs are met: 

• Clients live, work and learn in their community in the least restrictive setting; 
• The community is safe and industrious; 
• Relationships are primary among employees, clients, families, and business partners; 
• Cultural diversity is appreciated as a source of strength and balance; 
• Society is aware of and appreciates the realities of mental illness; 
• Success is determined through evidence- and performance-based outcomes; 
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•	 The DMH meets challenges through partnerships, creativity, flexibility, innovation and 
research; 

•	 Client and family needs drive the creation of public policy; and 
•	 Everyone takes responsibility for continuous QI of the mental health system. 

California Department of Mental Health Vision Statement and Guiding Principles for 
Implementation of the Mental Health Services Act 

Introduction 

The MHSA includes a clear set of challenging goals for all stakeholders to hold in common as 
the MHSA becomes reality. Within the context of those common goals, the DMH developed, in 
partnership with stakeholders, a Vision Statement and Guiding Principles to use as it implements 
the CSS component of the MHSA. 

Most of the language and concepts included in the Vision Statement and Guiding Principles 
document were originally presented to MHSA stakeholders on the DMH website and at a public 
meeting in Sacramento in December 2004. At that time it was entitled “DMH Vision 
Statement.” Since then, in response to stakeholder comments and DMH policy clarification, this 
document has become a Vision Statement and Guiding Principles for DMH to hold for itself and 
stakeholders as it implements the CSS component of the MHSA. 

As a designated partner in this critical and historic undertaking, DMH dedicated its resources and 
energies to work with stakeholders to create a state-of-the-art, culturally competent system that 
promotes recovery/wellness for adults and older adults with SMI and resiliency for children with 
SED and their families. In its implementation responsibilities under the MHSA, DMH pledges 
to look beyond “business as usual” to help build a system where access will be easier, services 
are more effective, out-of-home and institutional care are reduced and stigma toward those with 
SMI or SED no longer exists. 

Beyond the goals in statute for the MHSA as a whole, DMH has developed, with stakeholder 
input, a set of Guiding Principles. These Guiding Principles will be the benchmark for DMH in 
its implementation of the MHSA. DMH will work toward significant changes in the existing 
public mental health system in the following areas: 

Consumer and Family Participation and Involvement 

•	 Significant increases in the level of participation and involvement of clients and families 
in all aspects of the public mental health system including but not limited to: planning, 
policy development, service delivery, and evaluation; 

•	 Increases in consumer-operated services such as drop-in centers, peer support programs, 
warm lines, crisis services, case management programs, self-help groups, family 
partnerships, parent/family education, and consumer provided training and advocacy 
services; and 
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•	 Full implementation of an approach to services through which each client and her/his 
family, as appropriate, participates in the development of an individualized plan of 
services determined by the individual’s goals, strengths, needs, race/ethnicity, culture, 
concerns and motivations. 

Programs and Services 

•	 Changes in access and increased geographic proximity of services so that clients will be 
able to receive individualized, personalized responses to their needs within a reasonable 
period of time and to the extent needed to enable them to live successfully in the 
community; 

•	 Elimination of service policies and practices that are not effective in helping clients 
achieve their goals. Ineffective treatment methods will be replaced by the development 
and expansion of new values-driven, evidence-based and promising practices, policies, 
approaches, processes and treatments which are sensitive and responsive to clients’ 
cultures and produce more favorable outcomes; 

•	 Increases in the array and types of available services so that children, TAY, adult and 
older adults, clients and their families will be able to choose, in consultation with mental 
health professionals, the kinds of services and the intensity of services that will assist 
them in attaining the goals in their individualized plans; and 

•	 Integrated treatment for persons with dual diagnoses, particularly SMI and serious 
substance use disorders, through a single individualized plan, and integrated screening 
and assessment at all points of entry into the service system. 

Age–Specific Needs 

•	 For children, youth and their families, implementation of specific strategies to achieve 
more meaningful collaboration with child welfare, juvenile justice, education and primary 
healthcare, in order to provide comprehensive services designed to enable youth to be 
safe, to live at home, to attend and succeed in school, abide by the law, be healthy and 
have meaningful relationships with their peers; 

•	 For TAY, programs to address the unique issues of this population who must manage 
their mental health issues while moving toward independence. This should include a 
person as a point of contact who would follow youth as they transition from the youth 
systems into the adult system or move out of the mental health system. To meet the 
needs of these youth, programs need to include specific strategies for collaboration 
between the youth and adult systems of care, education, employment and training 
agencies, alternative living situations and housing and redevelopment departments; 

•	 For adults, implementation of specific strategies to achieve more meaningful 
collaboration with local resources such as physical health, housing, employment, 
education, law enforcement and criminal justice systems in order to promote creative and 
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innovative ways to provide integrated services with the goals of adequate health care, 
independent living and self-sufficiency; 

•	 For older adults, implementation of specific strategies to increase access to services such 
as transportation, mobile and home-based services, comprehensive psychiatric 
assessments which include a physical and psychosocial evaluation, service coordination 
with medical and social service providers and integration of mental health with primary 
care. The ability to reside in their community of choice is a fundamental objective; and 

•	 For all ages, reductions in the negative effects of untreated mental illness including 
reductions in institutionalization, homelessness, incarceration, suicide, and 
unemployment. 

Community Partnerships 

•	 Significant increases in the numbers of agencies, employers, community based 
organizations and schools that recognize and participate in the creation of opportunities 
for education, jobs, housing, social relationships and meaningful contributions to 
community life for all, including persons with mental illness. Care must be collaborative 
and integrated, not fragmented. 

Cultural Competence 

•	 Outreach to and expansion of services to client populations to more adequately reflect the 
prevalence estimates and the race and ethnic diversity within counties and to eliminate 
disparities in accessibility and availability of mental health services; and 

•	 Implementation of more culturally and linguistically competent assessments and services 
that are responsive to a client’s and family’s culture, race, ethnicity, age, gender, sexual 
orientation and religious/spiritual beliefs. 

Outcomes and Accountability 

•	 Expanded commitment to outcome monitoring including developing/refining strategies 
for evaluation of consumer outcomes, and system and community indicators, using 
standardized measurement approaches whenever possible. Data needs to be readily 
accessible and viewed as an essential part of program planning; 

•	 Development and implementation of policy and procedures to ensure that changes in 
service array in the future are based on intended outcomes. This may necessitate 
increased training and support for the mental health workforce; and 

•	 Achievement of the MHSA accountability goals necessitates statewide adoption of 
consistent, effective service delivery approaches as well as standard performance 
indicators, data measurement and reporting strategies. 
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ADULT/OLDER ADULT ORGANIZED COMMUNITY-BASED SYSTEM OF CARE 

The DMH has presented in past plans, descriptions of activities focused upon the implementation 
of integrated systems of care for children, adults and older adults. These activities include finance 
reform and the application of new measures of accountability, including the development of 
performance outcomes. The current phase of these efforts may best be characterized by their 
integration with each other within the domain of public human services. 

Today, adult and older adult systems of care efforts provide variations on recovery-based, 
comprehensive, and integrated service models. These service models are tailored to each client's 
full range of needs, as identified by the direct consumer. These needs are generally addressed 
within the service agency’s internal array of services, and if not, are met by an outside agency with 
the assistance and support of the primary agency. 

These models incorporate “community support program” concepts by directly involving the 
consumer, family members and friends as appropriate, and staff in long term planning. The array 
of services includes those addressing mental health, substance abuse, education, or other needs 
that allow the direct consumer to become a stabilized, self-managed, and productive member of 
the community. An important aim is to reverse the trend of isolating and institutionalizing clients 
in two ways: 

•	 By ensuring that client priorities are met through services that are accountable on an 
individual outcome basis; and 

•	 By making the client the priority of the service, recognizing total living needs rather than 
addressing symptoms of mental illness only. 

In the field of mental health, the present description of the recovery model has four fluid stages: 
hope, empowerment, self-responsibility, and having a meaningful role in life. Put together as a 
coherent series, these stages can provide a roadmap of the process of recovery generally, and can 
be applied specifically to the work of helping people recover from the destruction of SMI. 

Characteristics of local efforts include dedication to providing recovery-based comprehensive 
services, team models that rely heavily on interagency collaboration and cooperation to meet 
clients' needs, voluntary participation of clients in each service identified in a personal service 
plan, and provision of services on a 24-hour basis to meet all members' needs, including housing, 
supported and competitive employment, socialization, education, rehabilitation, legal assistance, 
money management, mental health treatment, physical health care and dental care. Some 
programs include strong components that provide information, counseling, respite, and other 
services for relatives of clients. These efforts parallel increased awareness that when mental 
health needs of adults are not effectively met in the mental health system, the result is usually 
increased costs to other human service delivery systems, including health care, substance abuse 
services, social services, and criminal justice. 

In California, counties are largely financially responsible for human service delivery systems, and 
are also designated as the local mental health managed care entity, or MHP, for Medi-Cal 
beneficiaries in their geographic areas. Therefore, it is at the county and city level that ASOC 
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development and implementation are taking place. To this end, the CMHDA has established the 
ASOC Committee to provide the structural link between DMH efforts and local efforts in 
establishing effective systems of care for adults. The DMH continues to collaborate in a variety of 
training programs, consultations, conferences, policy formulation, and services planning 
associated with adult services. 

Another point recognized at the local level is that effective services are usually those that are 
specifically designed with respect to an individual client. These services can enhance the focus on 
cultural, gender, and age-related issues central to understanding the individual client. Since 
counties and cities are the entities with the financial responsibility in California’s public mental 
health system, the system must also provide an environment in which to manage the risk presented 
by the SMIs of its residents. 

Further, Systems of Care must represent a coordinated service delivery structure that: 

• Ensures timely and appropriate access to all of the services its members need; 
• Has partnerships with clients, families, and essential agencies and organizations; 
• Produces measurable outcomes and client satisfaction; and 
• Enhances clinical and cost effectiveness. 

Staff training in personal service planning, recovery-based service philosophy, co-occurring 
mental health and substance-related disorders, cultural competency, supported housing and 
employment, family engagement and respite services has proven invaluable in helping staff 
develop the skills and expertise to recognize the value of, and provide, recovery-based, 
comprehensive and integrated services. The DMH has expanded its training program to include 
consultation and technical assistance to county mental health programs and service agencies in 
California. Additionally, the training program, which has been enhanced and expanded through an 
interagency cooperative agreement with the DOR, assists county mental health programs in 
replicating the models described above or enhancing traditional programs by adding individual 
program components or service elements from those models. 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 115 of 339Page 115 of 339Page 115 of 339 



                                                                              

ABCDEFGFHIJKLMNIJFOPOMDONDIFJILPMKIJFOQBFLIJRCLKIJFMQFO
KRSTLIUIQJMPIFJVJEISFRWFKOLIXFMQKDCBMQYFJILPMKIJ
WRLFMQBMPMBCODJFZMEUFNREUFSIQEODFMDDQIJJFOQBFJCNJEOQKIFONCJI[F\UI
BIJKLMTEMRQFRWFEUIFJILPMKIJ
MQFEUIFKRSTLIUIQJMPIFJVJEISFRWFKOLIFERFNIFTLRPMBIBFZMEUF]IBILODX
^EOEIXFOQBFREUILFTCNDMKFOQB
TLMPOEIFLIJRCLKIJFERFIQONDIFJCKUFMQBMPMBCODJFERFWCQKEMRQFRCEJMBI
RWFMQTOEMIQEFRLFLIJMBIQEMOD
MQJEMECEMRQJFERFEUIFSO_MSCSFI_EIQEFRWFEUIMLFKOTONMDMEMIJFJUODD
MQKDCBI` 

aIODEUXFSIQEODFUIODEUXFOQBFLIUONMDMEOEMRQFJILPMKIJbF
cSTDRVSIQEFJILPMKIJbF
aRCJMQY
JILPMKIJbF 
cBCKOEMRQODFJILPMKIJbF
^CNJEOQKI
ONCJIFJILPMKIJbF 
dIBMKODFOQBFBIQEODFJILPMKIJbF
^CTTRLEFJILPMKIJbF 
^ILPMKIJFTLRPMBIBFNVFDRKODFJKURRD 
JVJEISJFCQBILFEUIFeQBMPMBCODJFZMEUFHMJONMDMEMIJFcBCKOEMRQFAKEbF
fOJIFSOQOYISIQEFJILPMKIJbF
^ILPMKIJ 
WRLFTILJRQJFZMEUFKRGRKKCLLMQYFgJCNJEOQKIFONCJIhSIQEODFUIODEUz
BMJRLBILJbFOQBF
{EUILFOKEMPMEMIJ
DIOBMQYFERFLIBCKEMRQFRWFURJTMEODM|OEMRQ[ 

OMB No. 0930-0168 Expires: 08/31/2011 Page 116 of 339OMB No. 0930-0168 Expires: 08/31/2011 Page 116 of 339OMB No. 0930-0168 Expires: 08/31/2011 Page 116 of 339 



                                                                              

 
 

 

 
 
 
 
 
 
 
 
 
 

 
 

 

 

SERVICE COORDINATION AND ACCOUNTABILITY TO THE CLIENT AND FAMILY 

The DMH, in conjunction with the CMHPC, supports service coordination principles stated in the 
California Mental Health Master Plan. Service coordination should be viewed as "personalized 
helping" and as the "human link between the client and formal service delivery." This means 
establishing personal relationships of trust and respect, which requires developing more 
collaborative and respectful relationships between staff and clients. 

All service coordination activities in the counties include some or all of the following elements: 

• Case-finding methods to identify clients; 
• A comprehensive assessment of each client; 
• A comprehensive service plan; 
• Coordination and linkage of services; 
• Provision of client advocacy to assure income protection; 
• Documentation of service delivery; 
• Money management; 
• Promotion of self-help resources; and 
• Progress reports on service plans. 

RATES OF HOSPITALIZATION 

The State Hospital population peaked in 1956 with over 37,000 people in the State Hospitals at 
that time. The population steadily decreased for the next four decades until about 1996 when it 
began to increase slightly. The following graph shows the number of state hospital clients per 
100,000 total State population from 1980 through June 2009. The lowest point was in 1995 
when the State Hospital population on June 30 of that year was 3,788, or a rate of 11.71 people 
per 100,000 population. The graph also shows that the population who is voluntary or civilly 
committed continued to decrease while the forensic population has been increasing during the 
same period. 
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There are several reasons for these changes. First, in 1991 the State enacted the realignment 
legislation, which altered the fiscal and administrative responsibilities as well as the State and 
County relationship regarding the provision of mental health services. A significant component of 
realignment was the transfer of State funds used for state hospital services for civilly committed 
clients to the counties. Before realignment, the State allocated to each County a historically 
determined number of beds for voluntary and civil commitments. The Counties had little financial 
stake in, or programmatic control over, these beds. Realignment shifted the bed funding to counties 
along with the discretion over how to spend the funds to serve the needs of persons with SMI. 
Counties could contract for state hospital beds or use the funds locally to hire staff and/or contract 
for services. The results have been dramatic in terms of the impact on the state hospital population. 
Although the number of civil commitments was already decreasing, realignment hastened that 
decline from 8.28 people per 100,000 population in June 1991 to 1.22 individuals per 100,000 
population in June 2009. This dynamic is shown in the above graph. 

While civil commitments are decreasing, forensic commitments have increased. This is due to an 
increase in the number of persons judged incompetent to stand trial, persons not guilty by reason of 
insanity, and mentally disordered offenders. In addition, California enacted a Sexually Violent 
Predator (SVP) law in 1995. This accentuated the increase in the forensic population with longer 
commitments. In order to manage the increasing forensic patient population, the DMH opened its 
fifth state hospital in September 2005, Coalinga State Hospital, which houses and provides 
treatment primarily for SVP individuals. It is likely that the forensic population will continue to 
increase. Current statistics show that 12.16 of every 100,000 Californians reside in a DMH state 
hospital under a penal commitment. Overall the combined rate of Californians institutionalized in 
DMH hospitals at the end of SFY 2008-09 was 13.38 per 100,000 population. 
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RESIDENTIAL ALTERNATIVES TO HOSPITALS 

Several types of residential alternatives to State and local hospital services have been developed. 
Included are: 

Community Residential Treatment Systems (CRTS) 

CRTS’ are Social Rehabilitation Programs that provide a wide range of alternatives to institutional 
care based on the principles of residential community-based treatment. Facilities are to resemble a 
normal home environment as much as possible. Medi-Cal reimbursement is available if the 
facilities have 16 beds or less, which provides an incentive for establishing smaller facilities. 
Three types of residential programs fall into the CRTS category: 

1. Short-term Crisis Residential - 30-day maximum stay; 
2. Transitional Residential - 1 year stay; and 
3. Long-term Residential - 18 month stay. 

Numerous services, including vocational and other ancillary services, are provided in these 
facilities. DMH reviews, monitors, and certifies Social Rehabilitation Programs in CRTS. 
Certification by DMH, and licensure by the State Department of Social Services (DSS), are 
requirements for CRTS facilities. 

90 CRTS FACILITIES 1,141 BEDS 

Community Treatment Facilities (CTF) 

CTFs are residential treatment facilities that provide mental health treatment services to 
adolescents, diagnosed as SED and have the capacity to provide secure containment. The CTF is 
designed to provide an alternative to state hospital or out-of-state placement, and to enable 
children with mental health needs to receive treatment in less restrictive, more appropriate 
settings, closer to their families’ homes. The services provided include, but are not limited to, 
outpatient therapy, family counseling, case management, family preservation efforts, and special 
education classes, or non-public schooling. 

CTFs are licensed through the DSS Community Care Licensing Division (DSS/CCLD), as a 
special designation, CTF. The special designation is because CTF are locked facilities. 
DSS/CCLD is in charge of licensing inspections, which oversee the construction and engineering 
aspects of the facility as well as basic staffing standards and health and safety concerns. DMH is 
in charge of reviewing the mental health treatment program in the facility. MHP components are 
subject to program standards pursuant to Section 4094 of the Welfare and Institutions Code. 

3 CTF FACILITIES 86 BEDS 
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Special Treatment Programs (STP) / Skilled Nursing Facility (SNF) 

In 1974, California established the STP for those individuals in nursing homes who have mental 
illness, as part of its Medi-Cal services programs.  STPs were developed to provide services to 
clients with chronic and persistent psychiatric illness who require 24-hour care and supervision. 
Clients who receive program services in STP have moderate to severe mental illness, with a 
history of long-term illness that precludes them from being treated in an independent living 
setting or in other lower levels of care. These clients require ongoing supervision and may be 
expected to benefit from an active rehabilitation program designed to improve their adaptive 
functioning or prevent any further deterioration of their adaptive functioning. Currently, there 
are 28 SNF (licensed by Department of Public Health) in California having STPs. The DMH is 
responsible for overseeing the programmatic aspects of the STP in these 28 facilities, for 
developing appropriate statewide program policies and standards, and for providing technical 
assistance and consultation to the STP/SNF. 

28 FACILITIES 2,291 BEDS 

Mental Health Rehabilitation Centers (MHRC) 

An MHRC is a 24-hour program, licensed by the DMH, that provides intensive support and 
rehabilitative services designed to assist persons 18 years or older with mental disorders who 
would have otherwise been placed in a State Hospital or another mental health facility. MHRCs 
are designed to help individuals develop the skills to become self-sufficient and capable of 
increasing levels of independent functioning within a psychosocial rehabilitation model. 

Chapter 678, Statutes of 1994 (SB 2017), added Section 5675 to the Welfare and Institutions Code 
(WIC). This addition required the DMH to promulgate emergency regulations to establish the 
standards for a pilot project for Placer County and up to six other surrounding counties. The 
participating counties were to develop a shared 24-hour MHRC for the provision of alternative 
community care and treatment for persons who otherwise would be placed in a State Hospital or 
another mental health facility. This legislation also provided that DMH consider MHRC 
proposals from other counties. 

Emergency regulations were adopted in August 1995. Permanent regulations were adopted in 
August 1997. In addition to the original Placer County MHRC pilot project, over the last decade 
many other MHRCs have been established under the provisions of the regulations. There are 
currently 20 DMH-licensed MHRCs statewide. 

20 MHRC FACILITIES 1,427 BEDS 

Psychiatric Health Facility (PHF) 

The PHF, which provides non-medical acute inpatient psychiatric care, was established in 1978 
as a low cost, high quality alternative to acute hospitalization. PHFs (in addition to MHRCs) 
comprise one of only two types of facilities actually licensed by DMH. As a prerequisite to 
licensure by the DMH, PHFs are required to keep their costs or charges to approximately 60 
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percent of the costs or charges for similar services provided in a psychiatric or general acute care 
hospital. PHFs that are federally certified or accredited by a nationally recognized commission, 
and public facilities that are federally certified and serve a specified proportion of Medi-Cal 
patients, may apply to DMH to increase their per diem to 75 percent of the average costs or 
charges of a psychiatric or general acute care hospital. 

The DMH currently licenses 21 PHFs, 11 of which are owned and operated by private 
organizations; local governments operate the remaining 10 PHFs. 

21 PHF FACILITIES 451 BEDS 

Pre-Admission Screening and Resident Review (PASRR) 

The Nursing Home Reform Act (NHRA), enacted as part of the Omnibus Budget Reconciliation 
Act of 1987 (OBRA-87) and effective January 1989, revised federal laws governing nursing 
facilities (NFs). OBRA-87 requires that all individuals initially entering a NF must be screened 
to determine if they have a developmental disability, a mental health diagnosis or suspected of 
having a mental illness. On admission to a NF, a Preadmission Screening and Resident Review 
(PASRR) Level I Screening Document is completed for any individual expected to stay 30 days 
or more. The PASRR Level I Screening Document comes to PASRR from Medicaid nursing 
facilities on the required DHCS form (DHS 6170) and is stored in PASRR and/or forwarded to 
the Department of Developmental Services (DDS), as appropriate, for an independent clinical 
field evaluation (PASRR Level II). 

For individuals identified as having, or suspected of having, an SMI, a referral is made for the 
PASRR evaluation for Mental Illness (MI). PASRR/MI Level II evaluations are conducted 
through an independent contract administered by DMH, the State Mental Health Authority 
(SMHA). With the approval of DMH, the contractor recruits, trains and sub-contracts with 
licensed clinical evaluators throughout the State to conduct these evaluations. DMH PASRR 
reviews and approves their credentials, and issue a numbered identification badge for each 
evaluator, once trained. The Level II is designed to evaluate the level of care needed based on 
physical, psychosocial, and psychological needs; recommend specialized mental health services 
when necessary; and also recommend other less-than-specialized mental health services from 
which the individual might benefit.  Each field evaluation is reviewed, revised, and certified by 
the contractor’s Medical and Quality Assurance Directors before it is transmitted to DMH. 

DMH PASRR clinicians review the findings of the field evaluators and reach a decision that 
becomes the SMHA final determination. The individual evaluated is sent a letter explaining the 
conclusions. Copies are mailed to the individual, to the individual’s record or chart, the treating 
physician, the conservator (if one has been appointed by the court), and the local mental health 
plan. An Individual Request for Review form is attached to enable the individual, the facility 
staff, or the conservator to ask questions about or disagree with the recommendations made for 
placement or services. A copy of each determination letter is mailed to the DHCS Medi-Cal 
Field Office to aid them in reviewing and approving NF treatment authorization requests (TARs) 
for individuals eligible for Medicaid reimbursement. 
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DMH clinical and administrative staff dialog with contractor staff (i.e., Quality Assurance and 
Medical Directors, Contract Manager) and NF staff about PASRR Level I screenings, Level II 
evaluations, and DMH PASRR final determinations. On request, DMH PASRR clinicians 
consult with individuals, NF staff members, conservators, and family members (who have a 
Release of Information from the individual being treated). The PASRR Section Chief consults 
with the DHCS Medi-Cal Field Office managers and staff when necessary. Consultation given 
includes activities that address problematic behaviors, encourage therapeutic interactions with 
other individuals and staff, and what is needed to meet the individual’s mental health needs. 

A new, expanded, and more consumer-interactive version of the PASRR/MI Level II evaluation 
was implemented in August 2004. A new PASRR contractor training includes a section on 
community placement alternatives, so that new evaluators are familiar with each alternative prior 
to conducting evaluations. In addition, the DMH PASRR final determination letters have been 
expanded to reflect the additional community alternatives for the consideration of the 
individual’s treating professionals and reflect a strength based recovery interactive model with 
the individual. 

SUPPORTIVE HOUSING 

Over the past ten years, DMH has put forth a consistent effort to expand the availability of safe, 
affordable housing with accessible services for individuals with SMI. This effort has involved 
significant collaboration and mutual education among agencies (both public and private), State 
Departments, County Departments, and many committed individuals along the way. The 
experience gained through the Supportive Housing Initiative Act (SHIA) and AB 2034 Integrated 
Services Program, as described in previous SAMHSA reports, has been beneficial. 

In January 2005, the MHSA provided a new funding source for services and supports that promote 
wellness, recovery and resiliency for adults and older adults with SMI and for children and youth 
with SED and their family members. Safe, affordable housing was recognized as a critical element 
for recovery, and during the past three years a range of housing services and supports have been 
included in the initial implementation of MHSA programs throughout California. In addition to 
housing services and supports that have been developed through MHSA county mental health plans, 
the following describes two statewide housing initiatives focused on expanding permanent 
supportive housing resources for persons with SMI. 

Governor’s Homeless Initiative (GHI) 

The GHI created a housing finance model that ties together State HCD capital funding 
(Proposition 46) and MHSA funds to encourage development of supportive housing projects 
that target chronically homeless individuals with SMI. This initiative offers a non-traditional 
centralized loan and application approval process.  With the goal of leveraging resources to 
meet the housing needs of individuals with SMI, county mental health department 
collaboration is a requirement for projects applying for funding under this program, and one of 
the conditions for approval is the county mental health department commitment to fund the 
supportive services. 
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From 2005 to date, over $25 million in HCD funds have been committed to GHI projects, and 
$1.3 million in MHSA funds have been utilized for rent subsidies. Of the 151 units developed 
in 2010, 71 of these are designated for mentally ill homeless and 48 units are designated for 
chronic homeless. During FY 2009-10, DMH participated in funding four new GHI projects in 
Los Angeles County: NoHo Senior Village, in Hollywood, CA., 28th Street YMCA, in Los 
Angeles, CA., Osborne Place Apartments, in Pacoima, CA., and the Horizon Apartments, in 
Venice, CA. 

MHSA Housing Program 

Safe, affordable housing was identified by stakeholders as a critical element for recovery 
throughout MHSA program planning and implementation. As a result, housing with on-site 
services and community supports has been developed with MHSA funding and county mental 
health departments have more fully integrated housing as a service. On August 6, 2007, the 
application for the MHSA Housing Program was released. This program provides funding for 
the development of housing with services and supports that promote wellness, recovery and 
resiliency for adults and older adults with SMI and for children and youth with SED and their 
family members. The MHSA Housing Program is jointly administered by DMH and the 
CalHFA. The program has been developed through an interagency collaboration between the 
CalHFA and DMH, in consultation with County Mental Health Departments, with the goal of 
utilizing their combined resources to address homelessness for individuals and their families. 

The MHSA Housing Program provides funding for the capital costs and operating subsidies to 
develop permanent supportive housing for persons with SMI who are homeless, or at risk of 
homelessness and who are eligible for services under the MHSA, and county mental health 
departments commit to providing the supportive services. As of June, 2010, DMH has received and 
approved 93 applications for funding from the MHSA Housing Program. County Mental Health 
Departments are central to project development and approval, and 28 County Mental Health 
Departments have submitted successful applications. Over 4,522 affordable housing units have 
been approved, and 1,377 of these units have been designated for the MHSA target population. To 
date, nearly $203 million have been leveraged to access over $1.5 billion in support of the 93 
housing developments. MHSA funds represent thirteen percent of the financing leveraged to 
complete the 93 housing developments. 

DMH also continues to be committed to providing training and technical assistance to County 
Mental Health Departments through a comprehensive program designed to support counties 
with project development and the MHSA Housing Program application process. In 
collaboration with CalHFA, this partnership has assisted with the development and approval 
for 84 Rental Housing Developments and 9 Shared Housing Developments. As referenced 
above, 1,377 units of affordable housing have been designated for MHSA eligible tenants who 
are homeless or at risk of homelessness. Specifically, within the approved projects, 207 of 
these units are designated for older adults, 80 units are designated for TAY, and the remaining 
units are intended to serve all populations or a combination of the MHSA targeted groups. 
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OLMSTEAD VS. L.C. DECISION 

The Supreme Court ruled in its 1999 Olmstead decision (Olmstead v. L.C., 527 U.S. 581 
{1999}) that under the Americans with Disabilities Act (ADA), public services for people with 
disabilities must be provided in the most integrated setting possible, giving them the opportunity 
to live independently in the community and not segregated in institutional settings. The New 
Freedom Initiative is the federal effort to implement the Olmstead decision. It is a 
comprehensive plan that represents an important step in working to ensure that all Americans 
have the opportunity to learn and develop skills, engage in productive work, make choices about 
their daily lives and participate fully in community life. 

In 2003, California conducted a six county, two-year statewide study to look at Institutions for 
Mental Disease (IMDs) utilization in California and to analyze and evaluate the use of IMD and 
State Hospital resources.  The study was titled “Long-Term Strategies for Community Placement 
and Alternatives to Institutions for Mental Diseases.” Selected findings from the study were: 

•	 Individuals who are placed in IMDs have significant current disabling issues; 
•	 Counties that adopt comprehensive coordinated efforts are able to reduce their 

utilization of IMD resources by reducing admissions and/or reducing lengths of stay; 
•	 A clinical/treatment vision that sees IMD placement within a system that is dedicated 

to client-directed services and recovery facilitates change; 
•	 Effective supporting structures and processes are necessary to make changes; 
•	 Variations in county implementation of civil commitment procedures can greatly 

influence IMD usage; 
•	 Cooperation among all stakeholders promotes effective management of IMD use; and 
•	 A recovery vision and an individualized orientation are not infused in IMD services. 

As a result of these findings, DMH applied for and was granted the initial SAMSHA grant to 
develop the IMD training manual and implement the initial Illness Management and Recovery 
(IMR) program in an IMD. 

DMH has continued to receive funding through SAMHSA’s New Freedom Initiative to develop 
a recovery-oriented, culturally competent assessment, treatment and discharge planning 
curriculum and training program for staff of IMDs, and for community mental health staff 
serving as liaisons to these facilities. The training, a modification of SAMHSA’s IMR Toolkit, 
was designed to facilitate successful transitions of people residing in these institutions into local 
communities, with a focus on fostering a partnership between the IMD, the county mental health 
system and other relevant county partners. 

During FYs 2007 through 2009, DMH contracted with the CIMH. The project funded under this 
second grant had two major components: 

•	 Enhance the IMR model within Los Angeles County by providing support and 
consultation through a learning community approach, including the hiring of a mental 
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health education and training coordinator designated to work with facilities to implement 
the IMR program; and 

•	 Introduce the IMR program to a second county (the Orange County Healthcare Agency 
was selected out of five applicants). 

In addition to the development of the IMR/IMD manual, two additional documents were 
developed. The first is titled “Crosswalk Between Title XXII STP Service Requirements and the 
IMR Program”, and the second is titled “Recommended Modifications of Content in the IMR 
Program Adapted for Some Clients in IMDs.” Both of these documents have been incorporated 
into IMD/IMR manual revisions. 

DMH decided that the application for Years 4 and 5 (SFY 2009-10 and 2010-11) should include 
the opportunity for more counties to have access to the IMR training. SAMHSA subsequently 
approved DMH’s proposal to implement a recovery-based practice model that focuses on: 

•	 Statewide dissemination of the IMR Program Model in IMDs; 
•	 Training of IMD staff via distance learning; 
•	 Similar in-house IMR training for appropriate DMH staff; 
•	 Providing online access to the IMD training and related resource on the DMH website; 
•	 Promotion of the IMR model at statewide mental health-related conference; and 
•	 Promoting partnerships among IMDs, county and local mental health systems, and other 

partners. 

For the third three-year grant, DMH intends to contract with the California State University, 
Sacramento (CSUS) who shall provide trainings to help DMH move toward statewide 
dissemination of the IMR model which includes the IMD Training Manual. CSUS will work 
closely with DMH and its partners on training the IMDs and creating interest and motivation 
among counties to learn more about the IMR model. 

PROGRAMS FOR ADULTS WITH COGNITIVE IMPAIRMENT AND THEIR 
FAMILIES 

California families are over two times more likely to encounter cognitive brain-impairing conditions 
than other mental disorders, according to current incidence data. Landmark legislation responded to 
this need by creating two programs, the Statewide Caregiver Resource Centers Program and 
Traumatic Brain Injury (TBI) Services of California. 

Statewide Caregiver Resource Centers 

Under the Comprehensive Act for Families and Caregivers of Brain-Impaired Adults (Welfare 
and Institutions Code Section 4362 et. seq.), the DMH established the Caregiver Resource Center 
(CRC) System in 1984. This is a statewide program consisting of 11 non-profit centers serving 
all 58 counties in California. The CRCs provide a range of support services for families and 
caregivers caring for adults with debilitating cognitive impairments including Alzheimer's; 
multi-infarct disease or other dementias; cerebrovascular diseases such as stroke or aneurysm; 
degenerative disease which causes both physical and cognitive impairment such as Parkinson's, 
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Huntington's, multiple sclerosis and amyotrophic lateral sclerosis; brain injury due to trauma or 
infection; brain tumor; and HIV-related dementia. 

Services are designed to deter institutionalization, allow caregivers to maintain a normal routine, 
and promote quality care. The range of services for family caregivers includes specialized 
information and referral, in-home assessment of caregiver needs, family consultation and care 
planning, respite care, support groups, legal/financial consultation, caregiver education and 
training, counseling, home modifications, emergency response, and advocacy. 

Additionally, the law established a Statewide Resources Consultant (SRC) to: 

• Operate a statewide information clearinghouse on caregiving and brain disorders; 
• Conduct education, training and applied research; 
• Implement program and policy development; 
• Maintain a statewide database on CRC clients served; and 
• Provide technical assistance to CRC sites. 

In SFY 2007-08, the 11 CRC sites and the SRC were funded $11,347,013 of state general funds. 
In SFY 2008-09, funding for the CRC sites was reduced to $10,547,000 million, resulting in 
increases in the number of individuals in waiting lists for respite care, counseling, and legal 
services. 

The CRCs reported 5,729 caregivers received at least one CRC service. This represented a 
decrease of 1,109 from FY 2006-07. Some of these caregivers were new to the CRCs and 
received intake services and basic information but wished no further assessment or service. The 
most-used services caregivers used were: family consultations (13,143 families), respite care 
(1,734), support groups (1,109), and psycho educational groups (712). A total of 2,311 
caregivers for all 11 CRC sites were added to the wait list for respite services. This represented 
an increase of approximately forty-four percent of caregivers on the wait list. The total of 
caregivers on the wait list for respite is 5,239. 

The governor’s SFY 2009-10 revised budget reduced funding for the CRC sites by $7.029 
million to a total funding level of $2.918 million. This funding reduction will necessitate further 
service reductions, the extent of which are still being analyzed. 

The projected plan includes, but is not limited to, exploring other efforts to reduce the increased 
wait list for individuals for respite care services. 

Traumatic Brain Injury Services of California 

This program for adults with TBI was initiated with the passage of Senate Bill 2232 (Chapter 1292, 
Statutes of 1988), which was later amended by Assembly Bill 1492 (Chapter 1023, Statutes of 
1999). This legislation establishing the TBI services is set forth in Welfare and Institutions Code 
Section 4354 et. seq. The purpose of the project is to “demonstrate the effectiveness of a 
coordinated service approach which furthers the goal of assisting individuals with TBI to attain 
productive, independent lives which may include paid employment.” 
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In October 2007, the California Legislature passed Assembly Bill 1410, informally referred to as 
the TBI Bill.  The TBI Bill (Appendix D) details the following: 

•	 Requires DHCS to apply to the federal Centers for Medicare and Medicaid Services 
(CMS) for a Home and Community-Based Services (HCBS) waiver application or 
amendment of the state plan for HCBS, to serve at least 100 Medicaid (Medi-Cal) 
eligible adults with TBI who otherwise would require care in an institution such as a 
nursing facility; and 

•	 Allows the seven TBI sites in California to offer services to more people and to offer new 
services with the additional federal support. The services include various kinds of 
assessments and rehabilitative therapies, supported living, and case management services, 
including supported employment. Uses existing funds – from the TBI Fund – to serve as 
the state match for the federal money (thus no state general funds are needed for this 
match to pay for TBI services). General funds would only be needed to administer the 
program. 

A second bill affecting persons with TBI was recently signed into law. On October 12, 2009, 
Governor Schwarzenegger signed Assembly Bill 398, (Appendix E) which impacts TBI services 
and programs. One of the significant changes outlined in the bill is the transfer of the 
administrative duties and oversight of the California TBI Program, effective January 1, 2010, from 
DMH to DOR. The bill requires DHCS to submit a HCBS waiver application or amendment of the 
state plan by March 1, 2011, an extension of the original due date. 

The seven TBI sites form the basis for the state’s formal TBI service system. All seven sites 
receive funding from the California TBI Fund, established by Section 1464 of the Penal Code. 
The legislation stipulates that 0.66% of the state penalty funds imposed upon every fine, penalty, 
or forfeiture collected by the courts throughout the state for criminal and vehicular offenses be 
contributed to the TBI Fund. Fines collected for violation of California’s seat belt law also 
support the TBI Program. A cap on the TBI Fund was lifted in 2000, after Senate Bill 2232 was 
amended. In FY 2009-10, the Fund total was $1.05 million (approximately $150,000 per site). 
Below are the seven sites, and the counties they serve. 

• 	 Betty Clooney Foundation 

Los Angeles County 


• 	 Central Coast Center For Independent Living “New Options”
 
Santa Cruz County & Monterey Counties 


• 	 Janet Pomeroy Center “San Francisco TBI Network”
 
San Francisco County 


• 	 Making Headway Center
 
Humboldt, Mendocino & Del Norte Counties 


• 	 Mercy General Hospital “Coordinated Care Project”
 
Sacramento, Placer & El Dorado Counties 
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• 	 Options Family Services
 
San Luis Obispo & Santa Barbara Counties 


• 	 St. Jude Medical Center “St. Jude Brain Injury Network”

 Orange County 


The core services provided by the TBI sites (outlined in Senate Bill 2232 and further detailed in 
the sites contract project objectives) include the following: 

• 	 Community Reintegration Services - services needed by participants that are designed 
to develop, maintain, increase, or maximize independent functioning, with the goal of 
living in the community and participating in community life; 

• 	 Family and Community Education - provision of information designed to improve 
overall understanding of the nature and consequences of TBI, including public and 
professional education designed to facilitate early identification of persons with TBI, 
prompt referral of these persons to appropriate services, and improvement of the system 
of services available to them; 

• 	 Service Coordination Services - may include provision of information and resources for 
participants, advocacy, participant and family education about options, liaison for 
participants among service providers, problem-solving with participants, and monitoring 
and following-up on well-being and progress; 

• 	 Vocational Supportive Services - a method of providing vocational rehabilitation and 
related services to targeted individuals not served or underserved by existing vocational 
rehabilitation services; and 

• 	 Supported Living Services - services designed to increase a participant’s independent 
living skills, includes supervision, support, and training in the participant’s place of 
residence or other settings. 

Despite site-by-site variation in the provision and delivery of core services, influenced by each 
site’s unique organizational-funding structure and geographic location, all sites provide similar 
core services, employing a coordinated continuum-of-care model that focuses on case 
management and service coordination services. In 2008-09, the seven sites served a total of 975 
participants, of which 160 were new intakes. Although the sites primarily focus their staff time 
and resources on persons with TBI, each site also provides information and assistance services 
and addresses the needs of caregivers. Several have contracts or Memoranda of Understanding 
(MOUs) with local CRCs to provide supportive services to family members and other caregivers. 

The target population for this project is persons 18 years of age or older with an injury that was 
sustained after birth from an external force to the brain, or any of its parts, resulting in 
psychological, neurological, or anatomical changes in brain functions. 

CO-OCCURRING SUBSTANCE ABUSE AND MENTAL DISORDERS (DUAL 
DIAGNOSIS) 

The increasing awareness and acknowledgement of persons exhibiting co-occurring substance 
abuse and mental disorders, or dual diagnosis, is an issue of national concern. It is estimated that 
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approximately 60 percent of persons with a serious mental illness also have a substance abuse 
problem, and that up to 90 percent or more of the highest cost users of mental health services, 
including forensics consumers, also abuse substances. 

ADP and DMH have long recognized the critical need of working cooperatively to provide 
quality treatment services to individuals with CODs. Building on the efforts that have taken 
place since 1995, DMH and ADP, in collaboration with the County Alcohol and Drug Program 
Administrators Association of California, the CMHDA, the Alcohol and Drug Program Institute, 
and the CIMH, convened the Co-Occurring Joint Action Council (COJAC), which meets 
quarterly. 

The Council’s joint vision statement — “One Team with One Plan for One Person” — states that 
“Each individual receives a comprehensive assessment that results in the formation of an 
interdisciplinary and possibly interagency team that will develop one individualized treatment 
plan for that person within a reasonable period of time. This plan will specify all necessary 
services and supports to be delivered by the single interdisciplinary service team that has all the 
needed skill sets and the right members in place from each agency. The individual client will 
have a strong voice in shaping the plan in development and implementation. The plan is 
expected to evolve as needed as that person progresses.” 

The COJAC recognized that in order to achieve its objectives it was necessary to have additional 
staff support from the two state agencies sponsoring this effort. The passage of the MHSA 
provides the opportunity for DMH to make available increased funding, personnel and other 
resources to support county MHPs, including COD services, and monitor progress toward 
statewide goals for children, TAY, adults, older adults and families. 

The COD office within the ADP continues to receive funds from the MHSA to provide for the 
functions and tasks listed below. Other functions and tasks may be added as determined by the 
COJAC, the DMH, and the ADP. 

•	 Collaborate with the COJAC, the DMH, and others in recommending policies, programs 
and projects addressing COD; 

•	 Provide assistance to policy makers who are providing leadership to the COD State 
Action Plan for California; 

•	 Assist counties and other providers who are addressing persons with COD or those at 
high risk of the disorder; 

•	 Recommend workforce development training for counties and other providers addressing 
COD issues; 

•	 Provide technical assistance by conducting COD related research, collecting and 

disseminating data; and 


•	 Assist the DMH and the ADP to blend their respective services into local programs that 
will effectively serve persons with COD. 

Additional efforts by the DMH in the area of CODs include the following: 
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•	 The DMH has permanently set aside $8,059,000 of its annual SAMHSA Block Grant for 
allocation to counties to support existing efforts in providing integrated treatment 
services for adults with CODs. Counties are required to submit to DMH expenditure 
plans describing their intended use of the additional funds for the DMH’s review and 
approval. 

Resource-Building Treatment Strategies 

Youth with CODs need special resources to overcome each of their disorders. The following are 
resource-building treatment strategies developed by the CMHDA, Children’s System of 
Care/Adult System of Care, TAY Subcommittee, published April 29, 2005: 

There should be no wrong door as an entryway to treatment. Whatever agency the youth uses to 
request help must ensure that the youth has access to services from partner agencies. These 
services may include mental health and substance-related treatment as well as housing, training, 
rehabilitation resources, and therapeutic courts. This is critical because when the youth needs 
help, it must happen in the moment or the opportunity may be lost. With the youth’s permission, 
there should be collaboration and coordination of the youth’s treatment plan. Substance abuse 
programs, from the continuum of abstinence to harm reduction, recognize that recovery is 
incremental and the road to recovery has its ups and downs. Providers should strive to reduce 
barriers to the provision of appropriate, coordinated, and integrated services for TAY youth, 
which include different funding streams, philosophical differences, lack of cooperation and 
collaboration, and the lack of cross training. 

Once the youth acknowledges the substance use problem, and agrees to receive support, all 
significant social supports of the TAY youth should be involved in the treatment planning 
process including the youth, his or her family, school, social services or probation, mental health, 
and Alcohol and Other Drug (AOD) providers as well as other members of the youth’s support 
network. Providers must acknowledge that the youth is the holder of the privilege, and thus he 
or she must agree to how the treatment is organized. In the event the youth does not 
acknowledge the need for services, all providers and members of the support system should 
continue to encourage the individual until engagement and maintenance in treatment occurs. 

Youth who are homeless or otherwise without stable living conditions will find it difficult to 
embrace recovery from substance use. Therefore, ensuring that basic needs are met is a critical 
step in providing care to these youth. This is especially true for TAY with a background in the 
foster care system whose priorities may be focused on obtaining the basic necessities of living. 

Because of TAY’s age-appropriate need for independence, providers should work to balance 
client-driven treatment planning with a solid supportive structure to prevent the individual from 
becoming “lost” in the process of recovery. 

Foster youth are most vulnerable to treatment failure because they may not have the financial 
and emotional resources to support them in recovery. The youth who suffered trauma from 
growing up in a domestically violent or an abusive or negligent home is especially vulnerable. If 
appropriate, family support services can strengthen the youth and the entire family system. By 
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building on the strengths of the youth, his or her family, and his or her support system, 
counselors can draw on the resources that each participating party brings to the intervention. 
Using a strength-based approach, the treatment team can develop and implement a realistic, 
attainable plan for recovery that improves the functioning of each participant. 

Treatment Strategies 

•	 Place a strong emphasis on family involvement. Youth need to feel secure and feel the 
support of his or her immediate family members and broader social network. No matter 
what the circumstances of the relationships within the family are, the youth and the 
family should be engaged in securing solutions to a better relationship. For a variety of 
reasons, some youth have disengaged from their families and/or support groups and will 
not have functioning social networks. In these situations, efforts should be made to help 
the youth build natural supports as part of the treatment process; 

•	 Develop an individualistic case plan. Each client has unique circumstances with 
individualized sets of goals and objectives. A “cookie cutter” or “one size fits all” 
approach will not be effective. As Dr. Pablo Stewart has noted, there are instances where 
the substance use is a manner of self-medicating for long standing untreated mental 
illnesses. It is for this reason that MH and AOD staff need to work closely together and 
use a universal chart where entries from both Departments are available to the other and 
to additional participants of the treatment team; 

•	 Explore the strengths of the youth. Recovery based goals will be founded upon the 
youth’s vision of his or her future. The treatment planning team will need to focus the 
discussion in a hopeful and supportive manner; 

•	 Providers need to consider that what is happening for the youth may in fact be a “system 
issue,” meaning that the youth may be acting out symptoms for other family members or 
for a significant other. By including the whole family group and/or the significant other, 
there is a greater likelihood that a true solution will be found. A youth’s crisis is an 
opportunity for the family constellation to enhance communication and improve 
functioning for the future; and 

•	 Woman and girls with co-occurring disorders often come from a background of family 
violence, and the sequelae of trauma endured may be what is driving the mental illness or 
substance involvement. 

ELIMINATING MENTAL HEALTH DISPARITIES TO RACIAL, ETHNIC, AND 
CULTURAL POPULATIONS: MOVING TOWARDS CULTURAL AND LINGUISTIC 
COMPETENCE SOLUTIONS 

The DMH OMS continues to work with multiple partners at the state, local and community and 
university levels to address the disparities in services to California’s diverse racial, ethnic and 
cultural communities. Only through true partnership can progress be made to eliminate the 
disparities in mental health outcomes. California is one of the most demographically diverse 
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states in the nation. California’s population has grown by over 30 percent since 1990. California 
is now a multicultural majority state. Multicultural populations now comprise more than 51 
percent of the State population. The State’s Hispanic/Latino population has nearly doubled, 
from 7.7 million in 1990 to nearly 14.2 million in 2009, followed by the Asian/Pacific Islander 
population, up over 74 percent from 2.7 million to 4.4 million in the same time period. The 
Hispanic category includes all persons who indicated Hispanic or Latino in the 2000 Census. 
The remaining categories include only those persons who did not identify themselves as 
Hispanic or Latino. In the 2000 census, California’s combined ethnic and racial populations 
became the majority; this trend continued in 2009. These changes make it imperative that mental 
health policies, services, and planning are designed with this growing diversity in mind. 

TOTAL POPULATION 2009 

BY RACE AND AGE GROUP 

California Department of Finance- July 1, 2007 

RACE/ETHNICITY Total 

AGE GROUP 

0-17 18-64 65+ 

Total 38,688,293 9,992,333 24,394,369 4,301,591 

White 

Hispanic 

Asian/Pacific Islander 

Black 

American Indian 

16,433,317 

14,182,666 

4,745,770 

2,279,118 

235,471 

3,062,442 

4,921,886 

1,017,185 

575,538 

46,522 

10,691,898 

8,499,964 

3,164,140 

1,487,190 

163,025 

2,678,977 

760,816 

564,445 

216,390 

25,924 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 132 of 339Page 132 of 339Page 132 of 339 



                                                                              

 

 

 

     

 

 

 
 

 

 

 

The following table shows the distribution of the unduplicated clients served in the State during 
Fiscal Year 2007-08. The client population reflects the diversity of the State population although 
not all groups are represented proportionally to the State population. 

UNDUPLICATED CLIENTS BY RACE / ETHNICITY AND AGE GROUP 
FISCAL YEAR 2007-2008 

DEPARTMENT OF MENTAL HEALTH 

ETHNICITY/RACE Total 

Age Groups 

0-8 9-17 18-59 60-64 65+ 
Age 

Unknown 

Total 670,966 53,817 163,318 410,246 22,313 21,012 260 

White 191,284 11,092 34,613 130,602 7,502 7,436 39 

Hispanic 129,484 18,522 46,916 60,109 1,859 2,002 76 

Black or African American 62,585 5,808 18,253 36,250 1,241 1,014 19 
American Indian and 
Alaska Native 4,730 416 1,187 2,929 108 89 1 

Asian * 27,058 1,092 3,563 18,456 2,122 1,820 5 
Native Hawaiian or Other 
Pacific Islander ** 1,575 131 509 888 25 22 0 

Some Other Race 15,885 1,624 3,675 9,413 530 623 20 

Unknown/Not Reported 238,365 15,132 54,602 151,599 8,926 8,006 100 
*Includes Asian Indian, Cambodian, Chinese, Filipino, Hmong, Japanese, Korean, Laotian, Mien, Vietnamese, 

and Other Asian. 

** Includes Guamanian and Samoan. 


The DMH is working towards developing the most effective, efficient mental health service system 
that will meet the diverse cultural and linguistic needs of the State’s population. Both access to, and 
effectiveness of, care are affected by the level of culturally competent mental health care that State 
and local mental health providers are able to deliver. Providing culturally competent care is viewed 
as an overall quality of care issue. California has taken a developmental approach to moving 
culturally competent services forward. In 1998 DMH has assumed a leadership role by establishing 
the OMS at the Director’s Office level. Since 1998 the OMS has grown to employ six full time 
employees. 

For the past ten years, the DMH OMS has had in place an active Cultural Competency Advisory 
Committee (CCAC) to provide assistance and advice in developing culturally competent mental 
health services. The CCAC is chaired by the Chief of the OMS and CCAC is composed of 
representatives from the CMHDA, consumers and family members of adults and minor children, 
community organizations and their representatives, County Ethnic Services Coordinators, and the 
academic community. The membership of the CCAC is ethnically and racially diverse. 
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Since the release of the 2001 U.S. Surgeon General’s Supplemental Report on Mental Health: 
Culture, Race, and Ethnicity, and the 2003 DHHS report, The President’s New Freedom 
Commission on Mental Health Achieving the Promise: Transforming Mental Health Care in 
America, the DMH OMS with the CCAC has been working to incorporate information and 
recommendations into state and local level cultural competence policies and planning. Since 
1998, the OMS has worked with several new partners who have joined the DMH, CCAC to 
address statewide mental health reducing disparities issues. These partners include the CIMH, 
Center for Multicultural Development and the CMHPC Cultural Competence Committee. With 
the passage of Proposition 63 and the development of the MHSA, the Oversight and 
Accountability Commission has developed a CLCC to help them ensure inclusion of addressing 
disparities issues in the implementation of the MHSA. The DMH OMS supports these efforts 
and works with these and other state level committees and stakeholders. 

The DMH continues to be actively engaged at several levels with current mental health reducing 
disparities efforts that exist in our state for multicultural communities. The MHSA, which 
California voters approved in November of 2004, provides an opportunity to transform the 
mental health system in California. Through the MHSA, DMH is addressing Goal 3 of the 
President's New Freedom Commission on Mental Health Report "to eliminate disparities to 
racial ethnic communities in mental health." In addition, DMH’s Vision Statement and Guiding 
Principles for MHSA implementation states that “as a designated partner of this critical and 
historic undertaking, the DMH will dedicate its resources and energies to work with stakeholders 
to create a state-of-the-art, culturally competent system.” The OMS help to include developing 
culturally competent programs be one of the transformative principles of the MHSA. Following 
is a list of activities that demonstrates the efforts of the OMS in partnership with multiple 
community and state partners to address the reduction in disparities in access, quality of care and 
outcomes for racial ethnic and cultural communities in our state. 

•	 Embedding cultural competency into program policy and planning is a key role of the OMS. 
A major focus of this office since the passage of the MHSA in 2004 has been to integrate 
policies and standards in the roll out of the MHSA programs and services that are being 
developed with these new mental health resources. The OMS has played an active role in 
the development of the guidelines for the MHSA, including guidelines and requirement for 
three major components of the Act, CSS, PEI, WET. New follow up regulations to MHSA 
includes a comprehensive and expansive definition of cultural competence and efforts to 
require improve engagement of underserved and unserved racial ethnic and cultural 
communities in the local stakeholders planning process for local MHSA programs. 

Activities for Fiscal Year (FY) 2008-09 

•	 The OMS is an active member of the newly formed MHSOAC CCLC. The OMS played an 
active role in development of the CCLC work plan. The primary role of the Cultural and 
Linguistic Competence committee is to ensure the MHSOAC has access to experts in the 
three core principles of the MHSA: (1) cultural and linguistic competence to reduce 
disparities, (2) inclusion of multicultural client and family involvement in shaping MHSA 
policy, and (3) improvements in development of outcomes and accountability that include 
tracking disparities. The MHSOAC CCLC serves at the pleasure of the MHSOAC and 
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consists of individuals with expertise in a systems approach to cultural and linguistic 
competence, mental health stigma and discrimination reduction, reducing disparities in 
access to services and quality of mental health outcomes among unserved, underserved and 
inappropriately served communities in California. The MHSOAC CCLC is charged with 
ensuring that the MHSOAC has an ongoing focus on reducing and eliminating disparities in 
the area of access, quality of care, and outcomes in mental health service provision to 
unserved, underserved and inappropriately served communities. Currently, OMS is working 
closely with MHSOAC CLCC on developing new disparities outcomes measures. 

•	 The CMHPC Cultural Competence Committee’s mission is to reduce disparities in the 
mental health system. One of its objectives is to identify performance indicators that 
measure disparities, generate data for those indicators; determine causes of disparities, and 
to develop solutions for this problem.  The committee is also involved in monitoring the 
implementation of the State’s Cultural Competence Plan requirements and plans to identify 
county mental health programs with best practices in developing their local plans. 

•	 The OMS has gained support in its’ efforts to reduce disparities in programs and services by 
adding to OMS resources by contracting with additional state cultural competence experts in 
the field of Mental Health and cultural competence to support the OMS work in the review 
of county MHSA plan submissions and in increasing training opportunities for state staff. 

•	 The OMS developed a subject specific Cultural Brokers committee made up of mostly 
Community based Organization and other providers who work with underserved racial 
ethnic and cultural communities to address two issues of the MHSA Community Services 
and Support roll out of first the FSP programs for SMI and SED adults and children. 
Second issues pertaining to the integration of MHSA programs and projects with the rest of 
the mental health system 

•	 The OMS continues to provide training and support to consumer and family members 
organizations for inclusion of more multicultural engagement in their planning and 
embedding of cultural competency in their planning; 

•	 This year the OMS has issued a contract for more than $150,000 to translate state mental 
health materials to improve language access for limited English speakers. The web site and 
many DMH documents have been translated this year into Spanish and Vietnamese, the 
states two threshold languages. 

•	 The OMS has completed it’s partnership with University La Verne and CMHDA in the 
development of the CA Brief Multicultural Competence Scale (CBMCS) and training 
programs curriculum. It has been completed and is now available for purchase by Sage 
publishing company at www.cbmcs.org web page. Some counties through their MHSA 
WET Plans have purchased this multicultural training curriculum and have begun using it to 
train mental health staff. This is an Evidence Based Training program consisting of 4 
training modals of eight hours each for 36 hour training program for mental health 
providers. This training tool includes a provider assessment tool that is directly tied to the 
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curriculum. 

•	 DMH OMS has partnered to support the completion of a second curriculum with the 
National Latino Behavioral Health Association and has completed a pilot and evaluation of 
a mental health training program for interpreters in fiscal year 2008. The training 
curriculum was geared towards training bilingual persons to become train interpreters in the 
mental health field. Currently, various counties have taken the initiative to use this training 
curriculum to increase their capacity for having trained bilingual persons. County mental 
health have the opportunity to purchase and use this curriculum. 

•	 Currently under MHSA PEI guidelines, $60 million dollars have been targeted over four 
years for a state administered program to address reducing disparities for racial ethnic 
populations. OMS is working with community partners to develop a strategic plan for the 
development of programs and services under this targeted state program. DMH has 
legislative authority to use $1.5 million of State administrative MHSA funds to support this 
project. 

•	 There will be three RFP’s that will be funded by the $1.5 million of State administrative 
MHSA funds. One RFP will be awarded to fund a MHSA Multicultural Collaborative. The 
second RFP will be awarded to fund up to five contracts to develop strategic plans specific 
racial/ethnic/cultural recommendations/solutions for reducing disparities to five targeted 
populations with histories of disparities in mental health. Third RFP will be awarded to fund 
a contract to coordinate, facilitate, and compile the input and recommendations into one 
comprehensive strategic plan. 

•	 These three RFP’s will be developed by DMH Community Programs/State level projects and 
OMS. The second RFP is in response to the disparities that exist in mental health care for 
five targeted populations. The reducing disparity strategic planning RFP was released in 
mid-June 2009. DMH will award up to five separate contracts to establish five Strategic 
Planning Workgroups, each corresponding to one of the following populations: African 
Americans, Asian and Pacific Islanders, Latinos, Lesbian, Gay, Bi-sexual, Transgender, 
Questioning, and Native Americans. These Workgroups would identify population-focused, 
culturally competent recommendations/solutions coming from these communities for 
reducing disparities in mental health services, and seek to improve outcomes by identifying 
community-defined evidence, strength-based solutions and strategies to eliminate barriers in 
the mental health systems. These strategic plans will to help design the $60 million 
(approximately) PEI statewide project. 

•	 Disparities in access to care for Ca Native American communities are a complex and difficult 
challenge. This year OMS contracted with a Native American organization called the Inter-
Tribal Council of CA to work with OMS and CMHDA to improve collaboration and 
inclusion of CA tribal communities in local mental health planning to improve relationships 
and communication between county programs and local Native American communities at the 
county. A resources guide is in process of being completed and a report of a survey 
developed by Inter-Tribal Council of CA was completed. 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 136 of 339Page 136 of 339Page 136 of 339 



                                                                              

  

 
 

 
 

  
 

 
  

 

 

 

 

 
 

 

•	 The DMH contracted with the University of California Davis Health System, Center for 
Reducing Disparities, Office of Continuing Medical Education to provide a 2-day state-wide 
conference on identifying, measuring and tracking mental health disparities as part of the 
debate and discussion on the transformation of Ca mental health system. The conference title 
was “Mapping Progress in Mental Health Disparities in a Transformed California Mental 
Health System”. This statewide conference was held in Sacramento, CA on May 21-22, 
2009. This conference provided information on the many special populations in California 
mental health system, and identified statistically sound and cost-effective methodologies for 
measuring need. The over arching message of the conference was that different populations 
may require different methodologies for measurement and assessment in obtaining optimal 
mental health care strategies for reducing barriers to treatment and access. Measuring the 
effectiveness of existing and new mental health treatment programs is important for program 
assessment and for tracking improvements in retention and quality of care over time. Some 
of the topics at the conference included: 

o	 Should the focus be on mental health status (prevalence rates), service use (patterns of 
service utilization), or quality of care (outcomes)? 

o	 What mental health indicators should be measured and how are they best measured? 
o	 What outcome measures should be the focus for mental health disparities data collection 

and analysis? 
o	 How do issues of data quality affect the choice of measures? 
o	 How are populations being measured?  Are there issues of undercounting of some
 

populations? 

o	 Challenges of assessing special populations such as Native Americans, LGBTQ, and the 

homeless. 
o	 Whether available healthcare data systems (e.g., CSI and Medi-Cal) should be analyzed 

to assess disparities in a complex manner (e.g., using complex statistical models at the 
census tract level). and 

o	 Whether data collection protocols and the reporting of measures should be standardized 
across counties. 

Lastly, Norman Sartorius, MD, PhD, past Director of the Division of Mental Health of 
the World Health Organization and past President of the World Psychiatric Association 
was the key note speaker for the conference. He is a world renowned expert on issues 
related to mental disorders in developing countries and a leader in the field of combating 
stigma of mental illness and its consequences. 

•	 The DMH OMS has been invited to be a member of the CMHDA, newly formed SJA 
committee. The CMHDA has formed the SJA Committee. The purpose of the SJA 
Committee is to advocate for equity and full inclusion of vulnerable populations and secure 
social justice as measured by access to necessary quality services that promote mental health, 
wellness, resiliency and recovery in California’s communities.  The CMHDA will foster and 
develop trust and rapport to establish, maintain and expand partnerships with all local, state 
and federal organizations/groups that impact, or will engage in joint ventures that increase, 
quality of life for persons at risk of or experiencing mental illness. 
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•	 DMH OMS in partnership with CCAC has been working this year and has now completed 
the final draft of the revised DMH CCPR; the first CCPR was issued in 1997 and revised and 
reissued in 2000, the third revision will be issued after June 2009 

Activities for Fiscal Year (FY) 2009-10 

•	 Roll out the Reducing Disparities RFP identified in 2008-09 above and fund five population 
groups to develop statewide strategic plan. Also, roll out the other two RFPs for reducing 
disparities for racial ethnic populations will be posted in FY 2009-10. The next RFP to be 
released will be the Multicultural Collaborative and the third RFP will be the 
facilitator/writer. 

•	 It is anticipated that the 2009 revised DMH CCRP will be released and distributed to all 
counties by summer 2009. County Mental Health plans will have 6 months to complete and 
submit their CCPR to the State OMS for review and scoring. These plan submission will 
include strategies to address disparities across all funding sources. The CCPR requires 
County mental health systems to do local disparities analysis and includes eight criterion 
areas that each county must respond to in their plan submission. These focus areas include 
the following: 

1.	 County Mental Health system commitment to cultural competence; 
2.	 County Mental Health system Updated Assessment of Service Needs; 
3.	 Reducing Racial, Ethnic, Linguistic and Cultural Mental Health disparities; 
4.	 Client/family member/community committee: Integration of cultural competence 

committees within county mental Health systems; 
5.	 County Mental Health system cultural competent training Activities; 
6.	 County Mental Health system commitment to workforce hiring and training cultural 

competent staff; 
7.	 County Mental Health system Language capacity; and 
8.	 County Mental Health system Adaptation of Services. 

These eight criterion areas include, but are not limited to, requirements for counties to provide 
report and analysis of population disparities, analysis of the organization and service provider 
workforce strengths and limitations in terms of capacity to meet the needs of racially and ethnic 
diverse populations in the county. This analysis must address the bilingual staff proficiency for 
threshold languages. 

There are other specific requirements for counties to compare and include an assessment of the 
percentages of culturally, ethnically and linguistically diverse direct service providers as 
compared to the same characteristics of the total population who may need services in the 
county, and the total population currently served in the county. 

There are specific requirements for counties to provide an analysis and include a discussion of 
the possible barriers their system will encounter in implementing the programs for which funding 
is requested and how counties will address and overcome these barriers and challenges. Current 
work on the performance outcomes in both the individual and system level performance 
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outcomes will include attention to data collection to inform future planning to eliminate mental 
health disparities. 

In addition to the above activities, the DMH provided funds to local mental health agencies for 
training on cultural and language competency. The DMH, local CMHDA Ethnic Service 
Managers/Coordinators (ESM), and the CCAC have been working collaboratively with the 
CIMH CMD to address ongoing statewide planning for growing local leaders to address 
disparities and develop local culturally competent programs and services. The OMS will: 

•	 Continue plans to train DMH on cultural competence; 
•	 Continue to work on most of the committees identified in 2008-09 and noted below as part of 

this report; 
•	 As funding is available Continue to seek contracts for translation of documents; 
•	 Seek support to continue work with state cultural competent consultants to support the 

ongoing work of the office; and 
•	 In 2009-10 review and score the county mental health cultural competence plan submission 

and provide feedback and technical assistance where appropriate. 

Other partnerships the DMH OMS will continue to engaged include serve as the State liaison and 
consultant to multiple programs to address health disparities, including CA CMHDA ESM, 
social justice committee; the State Medi-Cal Compliance Advisory Committee; MHSOAC, 
CLCC. The State Department of Social Services State Interagency Team (SIT), the OMS chairs 
the SIT Eliminate Racial, Ethnic Health Disparities in Children’s programs committee is made 
up of over six state level departments efforts to address disparities ; the Women’s Mental Health 
Policy Council; CIMH Spiritually committee, The MHPL CCC, the CMHDA ESM, Statewide 
Planning Committee for Cultural Competence and Mental Health Summits; and liaison to the 
CIMH, Center for Multicultural Development. 

PATIENTS' RIGHTS ADVOCACY PROGRAM 

In 1991, California law was amended to bring it into conformance with the Protection and 
Advocacy for Individuals with Mental Illness (PAMI) Act. Californians with mental illness, and 
who are receiving voluntary or involuntary treatment in mental health facilities, are guaranteed 
numerous rights under State and federal law, including the right to be free from abuse and neglect, 
the right to privacy and dignity and the right to basic procedural protections in the commitment 
process. 

Current statute, Chapter 546, Statutes of 1995 (SB 361), requires DMH to contract out the 
patients' rights advocacy services with a single nonprofit agency on a multiple-year basis for a 
term of up to three years. Effective January 1, 2005, DMH renewed a three-year contract with 
Protection and Advocacy, Inc. (PAI) to provide mental health advocacy services through the 
Office of Patients’ Rights (OPR). The OPR staff provides direct advocacy and investigative 
services in each of the State Hospitals, and training and technical assistance for all patients’ 
rights advocates in the counties.  The OPR is also responsible for responding to second level 
complaint appeals that could not be resolved at either the county or State Hospital level. 
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MEDICAL AND DENTAL SERVICES 

The majority of children served by the mental health system (approximately 70 percent) are eligible 
for California’s Medi-Cal (Medicaid) program, which provides essential medical care and services 
to preserve health, alleviate sickness, and mitigate handicapping conditions for children and their 
families on public assistance, or whose income is not sufficient to meet their medical needs. The 
covered services are generally recognized as standard medical services required in the treatment or 
prevention of diseases, disability, infirmity or impairment. California’s program provides services 
in all major disciplines of health care. 

EDUCATION ACTIVITIES FOR ADULTS 

Supported education activities are an integral part of recovery principles and are reflected in the 
training and technical assistance opportunities available through the DMH/DOR Cooperative 
Program. At the request of local educational, mental health and rehabilitation programs, 
community college consultants provide training and/or technical assistance on building 
collaborations with to establish best practices in using mainstream educational resources as part of 
client’s employment goals. 

As part of this program, several consultants created through a collaborative effort, a guide outlining 
the process of developing Human Services Certificates and/or Degree programs to train, retrain and 
certify local human service workers. Input from Advisory Committees and data from job market 
analyses and research all indicate increasing need for trained human service workers who are skilled 
in providing employment-focused, customer-driven services. The guide also discusses supported 
education and recommends that communities create these supports at their community colleges in 
conjunction with local mental health and vocational rehabilitation partners. 

REHABILITATION AND EMPLOYMENT SERVICES 

The importance of rehabilitation and employment services, within an effective consumer-
directed system of care, is supported by the values and principles of the recovery and 
psychosocial rehabilitation models. The DMH has maintained and strengthened its role in 
providing employment services for persons with severe psychiatric disabilities by recognizing 
and building upon the interdependence of key State and local agencies. The DMH has taken a 
leadership role in creating employment strategies, services, and systems development at both the 
State and county level through its collaborative partnership with the DOR. 

The State-level Interagency Agreement between DMH and DOR provides the administrative 
support, training, and technical assistance for the 27 local cooperative programs to develop, expand, 
and/or improve their interagency employment services. Local mental health/rehabilitation 
cooperative programs provide the employment and support services for persons with severe 
psychiatric disabilities. These employment services are consumer-driven so that consumers are 
central to all decision-making and service selections. These programs closely adhere to the values 
of comprehensive service linkages, consumer career choice, placement in a competitive and 
integrated environment, and proactive ongoing support. In SFY 2008-09, 7,465 persons with severe 
psychiatric disabilities were provided services in these 27 programs, with 852 persons meeting 
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DOR’s defined outcome of becoming successfully employed. 2,901 new referrals for service were 
received during this time period. 

Training and technical assistance are the key tools used to develop the local employment 
programs that support the consumer’s choice to work. Training is customized to meet the 
individualized needs of the local programs and their communities. Training sessions can be 
delivered by topic or can be developed in a customized series that addresses the skill 
development needs of the local partners. Subject matter specialists are contracted through DMH 
and the training is funded by the interagency agreement between DMH and DOR to provide 
statewide training and technical assistance. The subject areas address the values and principles 
of the recovery model as the basis for building programs and systems for employment services. 
All trainings are provided at no cost to the local partnership communities. 

The subject areas for training and technical assistance for FY 2008-09 were: Building 
System/Community Capacity for Employment; From Vision to Transformation-Management 
Level Training and Organizational Building; Shifting to the Recovery Culture: Program/Line 
Staff Level Trainings and Cooperative Team Building; How to Engage the 
Employment/Business Community; Utilization of Mainstream Educational Resources in the 
Design of Your Program; Benefits Planning; Connecting Employment with Recovery; The 
Client’s Perspective—Supporting Education and Employment Goals; System/Program 
Assessment, Planning and Development; Transition Age Youth; Job Retention for Clients in 
Employment; Developing and Implementing Technical Assistance and Customized Training. 
These trainings are funded through the Interagency Agreement between DMH and DOR and are 
available statewide at no cost to the local programs. During SFY 2008-09, 19 counties utilized 
the training and 71 training days were provided. 

An Outcomes Tracking Program has been developed to gather comprehensive information from 
the statewide Cooperative Employment program participants after they have begun working. 
Long term employment outcomes and satisfaction data is collected by local Outcome Tracking 
Technicians through a series of personal interviews with consumers. The Outcome Tracking 
Technician positions are transitional work experiences for employees who are recipients of 
mental health services and clients of DOR. As former recipients of services these Outcome 
Tracking Technicians add a highly effective peer-to-peer expertise to the interview process. This 
program has developed systematic long-term tracking of job retention, benefits, and career 
status, health and life changes, and other outcomes needed to improve evaluation, accountability 
and program development. 

To support the Outcome Tracking Technicians, the program was further developed to include 
Outcomes Tracking Trainer Analysts, who provide training to Outcomes Tracking Technicians 
throughout the State to establish an outcomes tracking department at a cooperative employment 
agency. They will train the Outcomes Tracking Technicians to interview and collect data from 
consumers who became employed while working with a cooperative program. The Outcomes 
Tracking Trainer/Analyst also coordinates with DMH and DOR under the auspices of the MHSA 
for program development, data analysis and analytical reports writing and distribution. The 
Outcomes Tracking Trainer/Analyst position is designed to be an employment opportunity for a 
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person recovering from a severe psychiatric disability who is a current or former recipient of public 
mental health agency and DOR services. 

LIMITED EXAMINATION AND APPOINTMENT PROGRAM (LEAP) 

LEAP provides an alternative to the traditional methods of the civil service examination and 
appointment process to facilitate the hiring of persons with disabilities. 

The DMH currently provides funding to the State Personnel Board in support of the LEAP 
process and refers LEAP employment lists to hiring supervisors who recruit for job vacancies. 
The DMH uses several job classifications that are also administered under LEAP. 

CALIFORNIA WORK OPPORTUNITIES AND RESPONSIBILITY TO KIDS 
(CalWORKS) 

The California Work Opportunities and Responsibility to Kids (CalWORKs) program is the 
state’s Temporary Assistance to Needy Families (TANF) program. CalWORKS was established 
by the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (welfare 
reform legislation). It provides cash aid, employment services, and other benefits to needy 
families. CalWORKs is sometimes referred to as TANF. CalWORKS replaced the Aid for 
Families with Dependent Children (AFDC) program in 1998. CalWORKs generally gives cash 
aid to adults for 60 months. Children continue to receive cash aid after the 60 month limit. 

The major focus of CalWORKs is to prepare clients for work and assist them in obtaining and 
maintain employment so they can effectively support their families. The State Legislature 
determined that mental health and substance abuse treatment are necessary components of 
CalWORKs and included the provision for these services into the law. To the extent that 
funding is available, counties provide for the treatment of mental or emotional difficulties and 
substance abuse issue that may limit or impair a client’s ability to make the transition from 
welfare to work or retain employment over a long period of time. Available mental health 
services must include assessment, case management, and treatment and rehabilitation services. 

CalWORKS requires county welfare departments and the county alcohol and drug departments 
collaborate to ensure an effective system is available to provide for evaluations and substance 
abuse treatment. In addition to ongoing technical assistance, DSS maintains oversight of the 
funding through reports submitted by the county welfare departments. The DMH provides 
assistance by participating in interagency meetings with ADP, DSS, and other State agencies. 
This interagency workgroup is dedicated to sharing information about new financial support 
sources, technical assistance, research, and program and policy development. 

The primary funding source for the CalWORKS program is the federal TANF block grant. The 
Deficit Reduction Act of 2005 extended funding for the TANF block grant through FFY 2010. 
CDSS is the lead agency that draws down and distributes the federal funds to county welfare 
departments. There is a State and County MOE for the TANF block grant. General Funds (GF) for 
CalWORKs substance abuse services and mental health services for FY 2007-08 were $48,268,000 
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and $60,146,000 respectively, FY 2008-09 was $ 50,244,000 and $68,211,000 and FY 2009-10 is 
$54,342,000 and $70,322,000. 

The Amended Budget for 2009-10 states that Counties will have more latitude to focus 
employment training and supportive services such as child care and transportation on clients who 
are meeting state and federal work requirements. It also allows counties to re-direct substance 
abuse and mental health funding toward employment and supportive services. 

The California Governor’s Budget May Revision 2010-11, dated May 14, 2010, proposes the 
elimination of the CalWORKS program, effective October 1, 2010. However, on May 26, 2010, 
the California Assembly and the Senate Budget Committees rejected the Governor's proposal. 
The passage of California’s budget is at an impasse; therefore, it is unknown whether 
CalWORKS will be eliminated. 

SELF-HELP 

DMH assists clients and families in the “development and strengthening of community support and 
self-help networks,” as specified in the WIC, Section 4340. Self-help is defined as a mutual support 
effort by a group of people who come together to share common concerns about problems that 
disrupt personal life. Group members help one another to cope more effectively by providing 
psychological support and by exchanging information and resources. 

Self-help can take many forms. In addition to mutual support groups, mental health consumers 
have established self-help centers that offer a variety of services to mental health clients, 
including clients who are homeless or have recently been discharged from a state hospital. These 
programs are not directly funded by the State; however, many receive funds from county mental 
health programs as well as federal grants. 

To aid self-help and peer support initiatives, DMH provides funding through contracts to support 
organizational efforts of the CNMHC, NAMI and UACF. DMH supports the CNMHC annual 
statewide client forum. The purpose of the forum is to educate and share information with the 
members on current mental health issues. CNMHC is organized by region. The regional approach 
ensures broad and active participation of CNMHC membership in determining its direction and 
goals, and in facilitating necessary changes to the by-laws and election of local representatives to 
the CNMHC Board. To support the regional process and ensure participation, each region submits 
a self-help proposal to the CNMHC Board for review, approval and funding. 

In FY 2007-08, the following regional projects were implemented: 

•	 Housing Advocacy Training; 
•	 Training on community organizing strategies and strengthening and promoting the client 

voice; 
•	 A peer developed resource booklet on “Alternatives to Medication”; 
•	 How to Shift Attitudes in Advocacy and Employment: Moving to a Trauma-Informed 

System; and 
•	 Training conference with topics such as including the therapeutic value of art in mental 

health recovery and advocacy in MHSA WET. 
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This expansion of self-help services to clients throughout the State reflects the goal of a consumer-
driven system based on empowerment. DMH also supports the CNMHC in their Public Education 
and Policy and MHSA Client Involvement Projects. , This contract was recently renewed for three 
years (SFY 2010-11 through 2012-13). The total budgeted amount for this three year contract is 
$1,643,000. 

NAMI California implements the Family-to-Family program, which provides two components. 
One is a 12-week educational series to describe the disorders, medications, treatment and coping 
skills for families of persons with SMI. The second is the Support Group component, which trains 
participants to facilitate family support groups that reinforce coping skills, practical information, 
and the knowledge that they are not alone and that there is hope. The program relies on volunteer 
family members as educators and peer support group facilitators to provide practical and emotional 
support for family members who must cope with the difficulties of their ill relatives. Training 
sessions are held in both Northern and Southern California. This contract was recently renewed for 
three years (SFY 2010-11 through 2012-13). The total budgeted amount for this three year contract 
is $1,909,000. 

In an effort to strengthen the commitment and capacity, statewide, to ensure that mental health care 
is consumer- and family-driven, DMH also contracts with UACF. UACF trains parents and 
caregivers to become certified family partners and trainers for the Equip curriculum to promote 
authentic partnership and shared decision making regarding care, planning and treatment. UACF 
has recently expanded its scope of work to include outreach to primary care physicians and to 
families of veterans. 

The organization works to increase family members, TAY and children’s potential to influence 
the activities of the MHSA policy and appropriation decisions. UACF supports this potential by 
increasing their participation in the activities, stakeholder meetings, task forces, committees, and 
the MHSOAC. Due to the increased demand placed upon UACF, a $210,000 amendment was 
made to this contract, extending it through FY 2010-11. 

DISASTER SERVICES UNIT 

The DMH Disaster Services Unit serves an important role in coordinating with various county, 
state, federal and other disaster response agencies relative to its emergency and disaster 
mandates. 

The following agencies are key agencies DMH frequently collaborates with during disaster 
planning and response: FEMA; SAMSHA CMHS; California Emergency Management Agency 
(CalEMA); Department of Public Health (CDPH); ADP; DSS; Emergency Medical Services 
Authority (EMSA); and the American Red Cross (ARC). 

The DMH provides technical assistance to County Mental Health Departments responding to 
emergencies and disasters through a variety of services that include: problem solving; assisting 
with mutual aid needs; completing the FEMA Crisis Counseling Program grant application to 
obtain crisis counseling grant funding for Counties; and implementing projects. 
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ADULT AND OLDER ADULT PERFORMANCE OUTCOMES 

California continues to participate in performance measurement design at the national level 
including the Uniform Reporting System (supported in part through the DIG) and the National 
Outcome Measures (NOMs) and to align the measurement of performance outcomes for adults 
and older adults with the recovery/wellness-based philosophies reflected in the President’s New 
Freedom Commission Report on mental illness, the Institute of Medicine’s Six Aims for 
Improvement and California’s MHSA.1 

During SFY 2009-10, DMH continued to use the Web-Based Data Reporting System (WBDRS) 
to collect data using a point-in-time method to target all adult and older adult consumers 
receiving face-to-face mental health services. The DMH elected to suspend its twice per year 
Consumer Perception Survey in order to conduct a pilot survey based upon a stateside random 
sampling methodology. The purpose of the pilot is to test the validity of the method to include a 
detailed analysis of the costs and administrative barriers. The results of the pilot are scheduled 
for release in February 2011. 

In addition to the CPS, California’s MHSA continues to support the transformation of 
California’s mental health system by providing a more comprehensive approach to the 
development of community based mental health services and supports for the residents of 
California. With respect to performance outcomes, the Department has recently completed an 
initial analysis of FSP outcomes collected through the Data Collection and Reporting (DCR) 
System. This analysis indicates that the lives of individuals participating in FSP programs and 
services are improving in several key areas including increased housing stability and reduced 
criminal justice involvement. More information regarding this initial FSP Outcomes Analysis, 
the FSP assessment methodology and the DCR system is available on the DMH website.2 

EXTERNAL QUALITY REVIEW ORGANIZATION 

The California EQRO began its work in July, 2004 and is still active today. Following a 
competitive Request for Proposal (RFP) process, on July 1, 2009 APS Healthcare was again 
awarded a three year contract with two annual extensions by DMH. 

During the past five years, the EQRO conducted programmatic, clinical and information systems 
reviews of 56 MHPs throughout California. The overarching principle during the process is the 
continued focus on the use of data to guide decisions regarding quality and performance 
improvement. Of the 56 reviews, 46 included a site review by a team of EQRO staff and 
consultants and each team included a consumer/family member representative and ten reviews 
consisted of document/phone reviews. 

The following is a brief summary of EQRO pre-site, site and post-site review process: 

1 
http://www.dmh.ca.gov/MHSA/docs/meeting/12-17-2004/Mental_Health_Services_Act_Full_Text.pdf 

2 http://www.dmh.ca.gov/poqi/ and http://www.dmh.ca.gov/MHSA/default.asp 
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•	 Review scheduling process 

CAEQRO staff develops an initial review schedule in January and February. 
Although the goal is an annual review for each MHP, the EQRO’s practical objective 
is to ensure no more than 14 months and no less than 10 months between reviews. In 
February and March, staff consults with each MHP and issues a draft schedule by the 
third week of March. The EQRO finalizes the schedule and posts it on the EQRO 
Web site by the middle of April. During the year, the EQRO stays flexible to adjust 
review dates as necessary. 

•	 Pre-site review process 

At least 60 days prior to the site review, the lead Reviewer sends each MHP director 
and QI manager a notification packet that includes a notification letter listing the 
documents required in advance of the site review. For example: 

o	 Each MHP receives instructions on the specific demographics and/or targeted 
areas for consumer/family focus group(s). 

o	 These areas reflect Consumer/family focus groups’ feedback requiring follow-
up from the prior year, as well as input from the MHP staff that particular 
consumer services or MHP sites warrant specific attention. 

o	 Each MHP receives a report detailing its claims data for the calendar year. 
o	 The EQRO requests that the MHP make any amendments to its prior year’s 

Information Systems Capability Assessment (ISCA) survey tool. 
o	 Templates, such as the basic notification letter, are available on the EQRO 

web site, so that any MHP can review them prior to its scheduled review date. 

•	 Site review process 

The EQRO’s site review approach has the following two primary goals: 

o	 Follow-up on issues identified in the prior year. 
o	 Evaluate issues affecting access, timeliness, outcomes and quality. 

The EQRO conducts site reviews over the course of one to four days, depending upon 
the size of the county and the complexity of the MHP’s information systems. The 
EQRO begins each review with a session focusing on significant performance 
management issues, and requests broad MHP representation and participation. The 
EQRO schedules small group interviews with MHP staff to discuss a wide variety of 
functions. 

•	 Post-site review process 

The site review is followed by a CAEQRO team meeting and an extensive process to 
write a report that conveys findings from various team members and includes the 
most significant issues. The EQRO submits a draft report to the MHP and DMH 
providing the MHP with a two-week time frame to respond with any feedback or 
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concerns. When an MHP has questions regarding the draft report, the EQRO team 
carefully evaluates each issue prior to releasing the final report with a memo 
explaining why changes were or were not made to the draft. 

VETERANS SERVICES 

Through the MHSA, the DMH has MOUs with the CNG, DVA, and ADP, that enhance system 
coordination and collaboration on veterans mental health issues. Below are specific initiatives 
supported by these MOUs: 

The California National Guard (CNG) 

Seven percent of the nation’s Guard and Reserves reside in California, the highest of any state. 
Nearly 16,000 CNG members are in the deployment cycle at a given time. This is a constantly 
rotating cycle, resulting in re-deployment of this number of soldiers every two years. Guard 
members may be at higher risk of service-related mental health issues than the active duty 
military. Guard members return to their communities without access to the support structure of a 
military base and residence within military communities. The transition of these “citizen 
soldiers” back to community life is complex, and their communities are unevenly prepared to 
assist with the transition. 

CNG has launched a pilot program to provide enhanced outreach and referral to behavioral 
health services for Guard members. The program has hired three Behavioral Health Outreach 
Liaisons (BHLs) that attend events and reach out to communities to educate Guard members 
about behavioral health issues and refer them to services where appropriate. BHLs also provide 
training in military cultural competence for county behavioral health providers to enhance the 
capacity of the system to appropriately serve Guard veterans and their families. This MOU was 
executed in 2009. 

The California Department of Veterans Affairs (DVA) 

California has the highest number of veterans of any state. Each year over 30,000 veterans 
return to California from military service. There is a need to connect veterans and 
servicemembers to benefits and services in their communities.  DVA is the agency lead on a 
statewide initiative to developing a statewide network for mental health supports and referrals for 
veterans and their families seeking mental health assistance. The DVA has developed a 
comprehensive resource guide and directory for veterans, promotes and coordinates efforts at the 
county level, collaborates with the Department of Defense to support the Yellow Ribbon 
Reintegration Program for California’s veterans, issues Public Service Announcements (PSAs) 
in multiple media to educate veterans on Post Traumatic Stress Disorder (PTSD) and TBI, and 
convenes state and local partners to promote veterans’ courts in California. This MOU was 
executed in 2008. 

In 2010 DMH is participating in the SAMHSA Policy Academy on Returning Veterans. The 
Policy Academy provides opportunity for cross system partnership to leverage ongoing change 
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and potential for a policy steering committee to oversee the progress of this grant and enhance its 
long-term sustainability. 

California Governor Arnold Schwarzenegger is implementing Operation Welcome Home 
(OWH), a statewide network that provides infrastructure to reach out and enhance access for 
veterans to a broad range of services, including mental health, education, employment, health, 
and housing. This effort is being led by the DVA, and DMH is an active partner. 

The passage of AB 1571 in 2009 will encourage growth of veteran mental health services in 
MHSA programs. AB 1571 requires counties to include representation of veterans and their 
families in community planning processes for MHSA, and requires the DMH to notify the DVA 
whenever county PEI and Innovation plans include projects that focus on veterans or their 
families. California is one of only two states with a Veterans Network of Care that links veterans 
to mental health and other services in their communities, and DMH is working to ensure that all 
of California’s 58 counties fully participate in this service. 

Through the collaborations above, the DMH is working with system partners to develop a shared 
database where de-identified information is compiled to better understand and meet the service 
needs of California’s veterans and their families. 

DMH HEADQUARTERS COUNTY TECHNICAL ASSISTANCE SECTION 

From a broad perspective, the primary goals and objectives of the DMH County Technical 
Assistance Section include assisting and supporting California’s county-organized community 
mental health programs in meeting their programmatic goals to provide high quality public 
mental health care. This assistance and support occurs primarily through collaborative 
relationships with ongoing close communication between state staff and the administrative staff 
of each county mental health program. State staff serve as the primary contact point between 
DMH and the counties. In day to day functioning, state staff provides consultative and technical 
assistance services to county mental health programs in a wide variety of subject areas, from 
managed Medicaid (“Medi-Cal”) mental health to SAMHSA, from policy, fiscal, and regulatory 
consultation to issues regarding the implementation of the MHSA. In the event the questions or 
issues raised by the county indicate a need for coordination or connecting/brokering to other 
resources, state staff also serves the important liaison role of connecting county staff to the 
appropriate DMH resources of people and/or information best suited to assist the county. 
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CALIFORNIA’S DEFINITION OF TARGET POPULATION 

California's Welfare and Institutions Code, Section 5600.3 (b) (2) defines "serious mental disorder" 
as follows: 

“For the purposes of this part ‘serious mental disorder’ means a mental disorder which 
is severe in degree and persistent in duration, which may cause behavioral functioning 
which interferes substantially with the primary activities of daily living, and which may 
result in an inability to maintain stable adjustment and independent functioning without 
treatment, support, and rehabilitation for a long or indefinite period of time. Serious 
mental disorders include, but are not limited to, schizophrenia, as well as major 
affective disorders or other severely disabling mental disorders. This section shall not 
be construed to exclude persons with a serious mental disorder and a diagnosis of 
substance abuse, developmental disability, or other physical or mental disorder." 

PREVALENCE METHODOLOGY 

A number of needs assessment methodologies have been used in the past by the DMH. In the 
late 1980s, the DMH contracted for a needs assessment study with Dr. Ken Meinhardt and his 
collaborators. They used rates from the Epidemiological Catchment Area (ECA) Study and 
applied them based on the demographics of California’s counties. This resulted in a rate for 
major mental disorders of 6.15 percent for adults. In 1993, the DMH again contracted with Dr. 
Meinhardt for a prevalence study based on the criteria for the target population that were 
specified in law. They were very restrictive and defined the target population based on 
diagnosis, functioning level, duration of disorder, and likelihood of being eligible for public 
assistance. This resulted in a rate of 1.6 percent, which was used for several years. However, 
since then, the DMH and county mental health programs have taken on increased responsibility 
to serve populations beyond the target population. For example, with the consolidation of Medi-
Cal mental health specialty services, clients who meet medical necessity must be served. Also, 
CalWORKs has provided funding for mental health services needed to assist in employment. 

Currently, the DMH uses prevalence data developed by Dr. Charles Holzer an epidemiologist 
from the University of Texas, Medical Branch. These data are based on the Collaborative 
Psychiatric Epidemiology Surveys (CPES) and show the number of youth who have SED and the 
number of adults who have SMI. Dr. Holzer has worked at the national and state levels on issues 
relating to epidemiology of mental illnesses for over 30 years. His methodology uses 
information from the ECA studies, the National Co-Morbidity Study (NCS), and rates of SED 
for youth published in the Federal Register based on a compilation of prevalence studies for 
youth ages 9 through 17 years. He applied these rates to all youth. The prevalence rates of SMI 
and SED were applied to each county based on the demographic characteristics that correlate 
with differential rates. Further information is available at the following site: 
http://Charles.Holzer.com. 

There are some limitations in using only the household population since some of the mental 
health client population is in skilled nursing facilities, residential treatment facilities, or board 
and care homes that are not considered households. However, Census data are not available in 
sufficient detail to identify only those facilities. In addition, Census data would not identify 
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those persons who are placed out of county. There is a Census report that is available by county 
showing the total number or persons in “institutional and group quarters” by type of residence. 
This report can be referenced at the following website: 
http://www.dof.ca.gov/search/demograpquery.htm. 

CMHS contracted for a study of the prevalence of mental disorders among children and youth. 
The results of this study were published in the 1999 Federal Register and indicated prevalence 
rates of 9 to 13 percent for youth with a SED and substantial functional impairment, and 5 to 9 
percent for SED and extreme functional impairment. The study recommends using the higher 
end of the ranges for areas with higher poverty rates. Data reported later use the midpoints 
(seven percent and eleven percent) of the ranges and show both prevalence rates although the 
higher rate is more consistent with the broader population that county mental health programs 
serve. These rates apply only to persons aged 9 through 17 years old. There are not sufficient 
studies on the population from infancy through 8 years old to reliably provide prevalence rates 
for the youngest population. 

STATE POPULATION TO BE SERVED 

The DOF estimated that in 2009 the population of persons over 18 years of age in California was 
28,242,702. Based on the above rates from the Federal Register and this population data, it is 
estimated that there are 712,208 adults and older adults in the State with SPMI, and 1,479,204 
adults and older adults with SMI. California, primarily through contracts with its 58 counties 
and two city mental health programs, expects to serve 453,334 adults and older adults in SFY 
2008-09. The following table shows the total state population, number of clients, and prevalence 
by age group for SFY 2007-08 and estimated data for SFY 2008-09: 

CALIFORNIA POPULATION ESTIMATES, CLIENTS SERVED
 
AND ESTIMATED PREVALENCE OF PERSONS WITH SPMI, SMI AND SED 


Total 0-8 9-17 18-64 65+
 
FISCAL YEAR 2007-08
 

State Population 37,810,582 4,832,236 5,175,265 23,705,767 4,097,313 

Clients Served 670,944** 53,815 163,307 432,552 21,010 

Estimated Population with 
SPMI/SED 1,088,945 NA 362,269 616,350 106,530 

7% SED and 2.6% SPMI 
Estimated Population with SMI/SED 2,079,582 NA 569,279 1,280,111 221,255 
11% SED and 5.4% SMI 

**Total includes clients of unknown age, and therefore does not equal the total among the age categories. 
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Total 0-8 9-17 18-64 65+ 
FISCAL YEAR 2008-09 

State Population 38,246,598 4,881,060 5,122,836 24,044,666 4,198,036 

Estimated Clients to be Served 670,944 50,383 167,227 432,404 20,930 

Estimated Population with 
SPMI/SED 

7% SED and 2.6% SPMI 
Estimated Population with SMI/SED 
11% SED and 5.4% SMI 

1,092,909 

2,088,618 

NA 

NA 

358,599 

563,512 

625,161 

1,298,412 

109,149 

226,694 

It is estimated that the number of persons to be served in FY 2009-10 is expected to remain 
approximately the same as the number of persons served in FY 2008-09 given normal county 
reporting. California is once again is facing a large budget deficit. The MHSA has been of help 
in past FYs. Its passage helped provide new and innovative mental health services in California 
counties. While it did not replace lost funds, it did augment services that could be provided to 
mental health consumers. However with a severe statewide budget shortfall, the impact on 
county services is expected to be profound. Since MHSA funds cannot be used to offset 
reductions or supplant, we estimate that there will be no net gain over the next FY. 

STATE-LEVEL REFINEMENTS OF PREVALENCE RATES AND SMI/SED 
DEFINITIONS 

With the implementation of the MHSA there is increased pressure for California to refine the 
national prevalence rates. Counties have submitted a CSS plan which must be data-driven. It is 
fortunate that over the last year workgroups comprised of county, provider, and client and family 
stakeholders have been meeting around issues that have emerged as the result of the need to 
redesign DMH’s data system to capture data elements to meet new federal requirements. The 
DIG has served to promote the State’s refinement of SMI/SED definitions and to develop State 
and county specific prevalence rates. 

For several years, California has provided estimates of the SMI/SED population according to the 
method described above. While useful for the State as a whole, DMH was not able to respond to 
requests to provide prevalence rates of race/ethnicity by county. In 2003, DMH contracted with 
Charles Holzer, Ph.D., and an epidemiologist from the University of Texas, Medical Branch 
(UTMB) to develop California specific prevalence rates. Dr. Holzer had done studies for several 
of the western States using a synthetic estimate model that applied prevalence rates developed 
from surveys conducted in the 1990’s to the 2000 census data. Dr. Holzer used this same model 
for California and provided prevalence rates by county and selected demographic characteristics. 
As updates are available, the data are posted to the DMH website. 
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DMH has maintained an ongoing relationship with Dr. Holzer and he has provided California 
specific data from the recently completed National Co-Morbidity Study-Revised (NCS-R). As 
revisions are available, the data are posted on the DMH website. 

The following table shows the California SMI/SED population using the Holzer method and 
updated with more recent Census data: 

COMPARISON OF STATE POPULATION, SMI/SED POPULATION, 

AND CLIENTS BASED ON HOLZER METHODOLOGY 


2000 CENSUS WITH 2007 UPDATE 


Total Youth Adult 18-64 65+ 

Census TOTAL POPULATION - 2000 

Total Population 37,810,180 9,697,088 28,113,092 23,938,299 4,174,793 

Household Population 36,889,731 9,632,453 27,257,279 23,264,418 3,992,860 

Household Population 

Below 200% of Poverty 12,498,882 4,216,179 8,282,702 7,120,314 1,162,388 

SMI/SED POPULATION 

Total Population 2,474,202 734,235 1,739,967 1,535,345 204,622 

Household Population 2,323,921 724,052 1,599,868 1,438,873 160,995 

Household Population 

Below 200% of Poverty 1,090,756 375,608 715,148 646,552 68,595 

PERCENT SMI/SED POPULATION 

Total Population 6.5% 7.6% 6.2% 6.4% 4.9% 


Household Population 6.3% 7.5% 5.9% 6.2% 4.0% 


Household Population 


Below 200% of Poverty 8.7% 8.9% 8.6% 9.1% 5.9% 


CLIENTS SERVED FY 2007-08 

Clients* 670,944** 217,122 453,562 432,552 21,010 

SMI/SED is the estimated number of adults who have a serious mental illness or youth who have a serious emotional 

disturbance. 

**Total includes clients of unknown age, and therefore does not equal the total among the youth & adult age categories.
 

The above table shows the population and estimated prevalence for the total population, the 
household population, and the household population below 200 percent of the poverty level. 

DMH’s Statewide Quality Improvement Committee has adopted the policy to focus on the 
population below 200 percent of the poverty level to be used in determining penetration rates. 
However, there are some limitations in using that population because it includes persons in 
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households only. Many of the persons served by county mental health programs reside in board 
and care facilities, or residential programs that are not included as households. 

Another critical aspect of using the prevalence data to calculate penetration rate is the fact that 
the prevalence rates focus on the SMI/SED population. While the DMH uses diagnosis only to 
estimate the number of persons who are SMI/SED, it is not satisfied with using diagnosis as the 
single factor for determining SMI/SED. Both diagnosis and level of functioning are usually 
considered when determining if a person is SMI/SED. However, the reporting of functioning 
level has been incomplete. The DIG utilized the workgroup process to address, among other 
things, the quality of reporting and the data elements it is using to estimate the SMI/SED client 
population. The DIG recommendations resulted in changes to the DMH’s Client and Service 
Information (CSI) system which were implemented beginning July 2006. DMH has changed to 
a DSM IV TR five axis diagnosis. Since this includes Global Level of Functioning (GAF) 
scores, it is expected that this will give DMH a more accurate estimate of the number of clients 
who are SMI/SED. 

The data provided by Dr. Holzer is based on the 2000 census. Updates have not been done for 
more current years because the household population below 200 percent of poverty is not a sub­
group of the population that is updated annually. This is only collected on a sample basis at the 
time of the Census, which is every ten years. The population at lower income levels is growing 
at a higher rate than average, so the DMH is exploring alternative data sources or methodologies 
that could be used to update the prevalence data for persons below 200 percent of the poverty 
level annually. 

The DMH believes that the estimates provided by Dr. Holzer showing prevalence rates by 
demographic characteristics and county are an improvement over using national rates. However, 
more work needs to be done to update the data, to include parts of the non-household population 
that would receive mental health services from county mental health, and to refine the data 
elements that are used to estimate the number of clients who are SMI/SED. 

State-Level Performance Indicator Description 

In May of 2004, prior to the passage of the MHSA, DMH presented county level prevalence data 
to all California counties. Since that time the data has been used extensively by counties as they 
develop their Service Plans for how they will use their MHSA funds. 

Beginning in 2006, DMH, at the recommendation of CMHS, DMH began a partnership with 
CDPH to add to the mental health content of Centers for Disease Control’s (CDC) Behavioral 
Risk Factors Surveillance Survey (BRFSS). In an Interagency Agreement with CDC, CMHS 
was able to fund the addition of the Public Health Questionnaire 8 (PHQ-8), which measures 
anxiety and depression, to the BRFSS. CMHS also gave states that applied an administrative 
supplement to cover their costs. This initial work has fostered an on-going relationship between 
DMH and CDPH. We are now active partners with other California state departments in the 
yearly survey development. In 2007 the Kessler 6 (K-6), which measures psychological distress, 
was added and in 2008, the PHQ-8 was added again. This allowed DMH to combine samples for 
a more powerful analysis of mental health issues in California. 
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In its continuing efforts to aid counties to refine estimates of their target service population, 
DMH also participates in an additional California specific survey, the California Health 
Interview Survey (CHIS). This survey is conducted by the University of California, Los Angeles 
Health Policy Institute. As a public health survey, the CHIS is done every two years and has 
always contained mental health content. However, beginning in 2005, DMH paid for the K-6 to 
be added. The sample size is over 50,000, which allows DMH to use it on a county level and 
help refine previous prevalence estimates. In 2007, DMH modified the K-6 to include questions 
about the respondents’ worst month, about access and utilization of mental health services, 
stigma, and adolescent access and utilization of mental health services. DMH is in the planning 
stages for the 2010 survey and anticipates a continuing partnership with CHIS which provides a 
comprehensive look at the health and mental health of California’s population. DMH has 
received detailed data from the survey and plans to make it available to counties for their on­
going MHSA planning process. 
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OVERVIEW OF CALIFORNIA'S DATA SYSTEMS 

There are several automated systems at the State level that contain client, service and fiscal data 
from State Hospitals and county mental health programs. The data systems for State Hospitals 
have been developed around the Admission/Discharge/Transfer (ADT) System, which is an on­
line real time system for State Hospitals. The system includes basic demographic characteristics 
of all clients, dates in and out of the hospital, dates and types of legal class changes, and dates of 
ward changes. The function that tracks legal class and ward changes allows for billing and fiscal 
reporting since there is a daily rate established for each ward. Data from the ADT system are 
linked with the Cost Recovery System (CRS) to generate billing data. A number of other 
functions have been automated that tie to the ADT system, such as the Trust Accounting 
Cashiering System (TACS), Pharmacy, Laboratory, and the Physician’s Orders System (POS). 
There are plans to continue data system development to support increased efficiency in State 
Hospital operations. 

Wellness And Recovery Model Support System (WaRMSS) 

WaRMSS is a comprehensive computer software program that records each patient’s assessed 
needs as derived during initial treatment team planning sessions, patient-generated life goals, 
goals for each treatment session or class, available types and providers of treatment, a schedule 
and rosters of patients assigned to treatment sessions, degree of patient achievement of each 
treatment goal, changes in goals, and measures of progress in treatment. WaRMSS is deployed 
system-wide allowing DMH to monitor and summarize data concerning amounts and types of 
treatments provided and the effectiveness of these treatments. The system is consistent with the 
wellness and recovery models of mental health that place special emphasis on client-driven 
treatment goals and services and in which services are often provided in treatment malls with a 
campus atmosphere and flexibility in tailoring available treatment to individual needs. 

Recovery-Model Outcome Reports (formerly “SHOES”) 

LTCA will combine data generated by the WaRMSS system with other centrally gathered data to 
write reports that were formerly conducted as part of the State Hospital Outcome and Evaluation 
System (SHOES). The SHOES project was redesigned in the past year to be consistent with the 
Recovery Model of mental health treatment that DMH has adopted. LTCS will write monitoring 
and evaluation reports that expand upon the current “Questions and Answers About the Safety 
and Effectiveness of California State Hospital Services” report series begun in September 2004 
to answer questions including: 

• What proportion of patients met their goals for mental health recovery? 
• What treatments were provided to patients who met and did not meet goals? 
• What system results are achieved (reductions to length of stay and return rates)? 

While the operational data systems for State Hospitals have been developed by and are 
maintained by DMH staff, county mental health programs each develop their own systems and 
send extracts from their systems to DMH in specified formats. There are two primary data 
systems used for county mental health data. The CSI system is a statistical reporting and 
includes client and service information about all persons served in county mental health 
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programs. The Medi-Cal system is actually composed of several files that include all persons 
who are eligible for Medi-Cal, and the Medi-Cal claims that have been paid for SMHS. 

Both of these systems are used extensively by DMH staff to calculate indicators for the 
Statewide Quality Improvement Committee, for program planning, monitoring, and to respond to 
requests from the legislature, state and federal agencies, county programs, consumers, family 
members, and other interested stakeholders. 

In addition to client level data systems, there are two other systems that include county data. The 
County Financial Reporting System (CFRS) is a year-end cost report of all costs expended by 
county mental health programs. Costs are reported in the same categories that are used for 
statistical reporting. The Provider and Legal Entity File identifies the actual provider site as well 
as the legal or corporate entity, or county, that “owns” the provider. The CSI system is based on 
provider reporting while the CFRS is based on legal entity reporting. Through the Provider and 
Legal Entity file, costs reported to the CFRS by legal entity can be linked to services reported in 
the CSI by provider. Through this linkage process it is possible to estimate the cost of services 
provided to specific groups of individuals, such as youth, or people with certain diagnoses. 
Preliminary efforts to link the data sets for several projects have proven to be challenging. There 
are frequently minor differences in spelling of names or transpositions of dates that cause records 
not to match when they should. DMH staff will continue to work in this area to improve the 
matching process so that the benefit of linking the data systems can be realized. 

As the data systems are fully implemented and integrated, their use is increasing. With the 
increasing use of the data, the importance of complete and accurate data also increases. The 
DMH will be developing a data quality program focusing on CSI to ensure the accuracy of the 
data. 

DMH’S APPLICATIONS DEVELOPMENT SECTION 

DMH’s Applications Development (AD) Section is divided into three units: Hospital Services, 
County Services and Headquarters Services. The following is a brief description of some of the 
systems each unit is responsible for: 

State Hospital Services 

This unit responds to the diverse business needs of the staff working in various capacities 
throughout the five State Hospitals. The systems they develop and maintain facilitate key 
hospital functions to assist in the care and treatment of approximately 5,000 patients. These 
systems are deemed mission critical by the DMH and interface with systems in other agencies. 
The following are Hospital Services systems that are either maintained or under development by 
the AD section: 

Admission Discharge and Transfers (ADT) - The ADT System performs State Hospital census 
functions. Statistical information from this system is used for management reporting and 
research purposes. The system provides transactions to the DDS for billing purposes. ADT 
contains the patient file, which is the foundation for all patient care-related hospital systems, and 
vital criminal and clinical history data. The system has over 500 screens and 400 standard 
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reports. When a patient is transferred from one hospital to another, patient data is available to 
the new hospital. This is essential for both the patient and staff at the hospitals. 

Master Billing Project (MBP) - Provides a mechanism to capture Fee-For-Service (FFS) billing 
information within existing and future DMH applications. An automated Patient Progress Note 
(PPN) will help facilitate the doctors completing the documentation that is required for billing. 
After validation of billing this information will be passed to the DDS CRS for billing. 

Additionally, it will enhance the Master Formulary and create Drug Utilization Review tables for 
the PHO system and the POS (described below). This will allow for much needed order 
validation using the patient’s diagnosis, medical condition, and medication regimen for 
indications and contraindications, appropriate dosing levels and duration of therapies as well as 
other valuable special conditions and precautions. 

Pharmacy Hospital Operations (PHO) - The PHO system processes medication orders and 
recurring non-medication orders. It generates monthly Physician Orders for renewal and 
information that supports unit-dose order filling functions; this includes pick lists, Medication 
Administration Record forms and an electronic file for the Baxter automated unit-dose 
dispensing machine. All medication orders are checked for Drug-to-Drug Interactions, allergies, 
over maximum-dose, and approval for non-formulary items. When a patient is transferred, 
his/her medication orders are visible to the new hospital and can be utilized by the new physician 
as baseline current medications for the new episode. This greatly benefits the staff and 
minimizes patient risk. PHO also has over 500 screens. 

Physicians’ Orders System (POS) - POS automates physician order entry and transmission of 
physicians’ orders to the service provider. This reduces order turnaround time and errors, and 
promotes more timely and effective patient treatment. This system uses extremely complex 
client/server architecture to provide the user with the easiest, friendliest interface possible. 

Service Usage Report (SUR) - The SUR is used to collect data from the ADT system and 
maintain files of county usage of beds at the hospitals. The system runs twice a day and 
produces summaries of daily, monthly and fiscal YTD bed usage totals. This system supports 
the County Contract Monitoring (CCM) System, which reports over-contract use of State 
Hospital beds, and the Fiscal Automation System (FAS) reports, which the hospital accounting 
offices use to comply with certain CALSTARS cost reporting requirements. 

Treatment Outcome System (TOS) - The State Hospital TOS schedules patients into treatment 
activities, records patient and staff attendance at those activities and produces reports for 
managers at the hospitals. TOS reports have been used to support departmental testimony at the 
yearly legislative budget hearings. 

Trust Accounting Cashiering System (TACS) - The TACS accounts for patients' financial 
assets and associated transactions. The system records receipt from patients, their families, 
conservators, Social Security, etc., and disburses funds for patients' personal use and for 
reimbursing the cost of their care. 
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The Canteen subsystem within the TACS allows the canteen operators to scan bar coded patient 
identification cards, determine patient account balances, apply purchases and other transactions 
saving operators’ time. 

County Services 

This unit supports, enhances and develops automated systems to facilitate oversight and 
program decisions for the 58 counties providing services to mental health consumers. The 
systems also perform billing, payment and report processing for Medi-Cal services and federal 
reporting requirements. The unit’s primary customers are the System of Care staff at DMH 
Headquarters and the county program and technical staff. In addition to DMH systems 
support, the units also develops county-level applications, file extractions, responds to 
technical questions, and fosters DMH and county program and technical relationships. 

To further the modernization of the county systems, the unit is also developing a decision 
support system that includes data from all related county and State systems to provide 
management reporting on access, cost and outcomes of mental health services across the entire 
continuum of mental health care. The unit is using the newest Internet technologies to securely 
provide confidential mental health information to all its business partners. 

The county technical staff is viewed as both customers and suppliers of these systems. All 
systems under construction are directed by the input of county technical staff, consumers and the 
county vendors. Although this is a more difficult approach than previously used, there is greater 
county buy-in and improved county reporting. 

Client and Services Information System (CSI) – The CSI system collects, edits, and reports on 
client demographic and service encounter information on the entire California public mental 
health population of approximately 500,000 people receiving 7.5 million services per year. This 
system works via a web browser to provide data entry and correction screens, processes batch 
files and returns errors with error identity, and passes data to and from the counties via the 
Information Technology Web Server (ITWS). The CSI data will be integrated with other data 
sources to facilitate decision support. 

Data Collection and Reporting System (DCR) – Currently, the DCR supports the collection of 
repeated-measures for the initial PMs for the MHSA FSP outcomes assessment. The DCR is 
aligned within the State’s vision for a comprehensive, interoperable electronic mental health 
record system. By leveraging Extensible Markup Language (XML) technology, DMH will be 
able to exchange, manage, and integrate data, as well as distribute information system changes. 
This solution offers both a centralized, web-based application and methods that ensure 
interoperability between disparate county/provider systems. 

Information Technology Web Server (ITWS) – Allows for the counties to pass data files for 
SD/MC, the Medi-Cal Eligibility Data System (MEDS), PODS, CSI, etc. electronically to DMH 
as well as receive them from DMH. This greatly decreases the time required for handling and 
errors in the initial processing steps. 
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Inpatient Consolidation System (IPC) - Allows counties to view and report the inpatient 
claims data files provided by the fiscal intermediary (EDS) under Managed Care Phase I. 
Counties use this information to verify realignment offsets by DMH and reconcile paid claims 
with their associated TARs. DMH Managed Care and Accounting use this system to resolve 
county inpatient claim issues and calculate the realignment offset. 

Medi-Cal Eligibility Data System (MEDS) – This file is provided to DMH monthly by the 
DHCS. The DMH in turn provides county mental health programs with these files to conduct 
analyses of their risk under capitation or block grant contracts, plan allocation of their resources, 
identify clients who are eligible for Medi-Cal, and identify their third party insurance coverage, 
if any. This system also provides counties with non-resident beneficiary information upon 
submission of a MEDS ID. Currently, staff are analyzing a county request to perform real-time 
queries of the MEDS information from their county-based integrated systems. 

New Institutions for Mental Disease (NIM) - The DHS is required to provide the federal CMS 
information on Medi-Cal beneficiaries in IMDs. This requirement is to ensure compliance with 
Medicaid requirements involving FFP and Fee-For-Service/Medi-Cal (FFS/MC) ancillary 
services. In order to facilitate this requirement, this system collects the IMD information from 
the counties. 

Omnibus Budget Reconciliation Act (OBRA) System – This system is federally mandated to 
refer, track and maintain the data to determine the placement and treatment for seriously 
mentally ill residents in SNFs (i.e. whether they require nursing care, mental treatment, both or 
neither). The PASRR Section receives Level I screening documents from the facilities and 
determines which ones warrant the more thorough Level II evaluation. Based on the evaluation, 
an appropriate letter is sent to the resident, facility, physician and field office informing them of 
the treatment recommendations. 

Provider System (PRV) – This is an on-line application for inquiry and update of provider and 
legal entity data, including Medi-Cal certification information; furnishing provider validation 
information to the CSI system; and generating reports and files required by external entities such 
as EDS, DHS and all county mental health plans. 

Short-Doyle/Medi-Cal System (SD/MC) - This system processes claims submitted by the 
counties, and initiates corrections and applicable approval processes. The volume of claims 
processed by SD/MC exceeds $1.5 billion annually. 

SD/MC Explanation of Balances (EOB) – This is an application to view the EOB files, which 
contain detailed adjudicated claims information. This application was developed and is widely 
used by numerous counties. 

Web-Based Data Reporting System (WBDRS) – The WBDRS is an integrated technology 
solution which was designed to improve data quality and ease the reporting of performance 
measurement data by counties to DMH. This system allows for direct, on-line data entry, 
scanning and local data verification, and batched data upload.  The submitted data are used to 
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evaluate the quality and increase the effectiveness of mental health services for California’s 
clients and their families. 

DMH Headquarters Services 

This unit supports multiple divisions at Headquarters through the development of stand alone 
and server-based applications to facilitate tracking efforts and increase efficiency of day-to-day 
operations. Below are a few of the systems supported by the AD section: 

Conditional Release Program (CONREP) - The CONREP system records patient data, 
provider contract information, and services received. This information is used to reimburse 
service providers, monitor service units and dollars, track patients and treatment compliance, and 
evaluate the effectiveness of the program that provides community-based services for the 
judicially committed. An interface with the Department of Justice (DOJ) provides access to 
criminal history data. Statistical reports are used to notify the Legislature of program status, as 
well as for program monitoring and fiscal planning. 

Jamison/Farabee Program - The Jamison/Farabee system was developed to track court-
ordered quarterly medication reviews of patients who have been diagnosed as “Gravely 
Disabled.” The database contains both patient and quarterly review data. The monthly statistics 
report summarizes the monthly review data by Review Type and Review Status. Monthly 
compliance checks, certified competent to consent and Rx Review counts are also included in the 
report. The Print Reviews report is a report of patient reviews that were completed within a date 
range. The report includes Reviewer Name, Review Date and Patient Name, Patient ID, Unit # 
and Patient’s Physician. The Non-Participant report is a list of all patients who have been 
terminated from the Jamison/Farabee review process. 

Mentally Disordered Offender System (MDO) - The law requires that a prisoner who meets 
six specific MDO criteria shall be ordered by the Board of Parole Hearings to be treated by the 
DMH as a condition of parole. The MDO system provides a comprehensive method of tracking 
MDO patients from CDCR referral to CONREP discharge. The automated evaluation 
scheduling facilitates prioritization of evaluations to be conducted and references to previous 
evaluation results. Aggregate data regarding referrals, clinician activity, evaluation results, State 
Hospital population, CONREP population, and CDCR facilities are also provided. 

Ombudsman’s Services Data System (OSD) – This system was developed to provide a means 
of tracking calls received from Medi-Cal beneficiaries and/or their representatives who have 
questions, concerns, or complaints about their coverage. The system tracks beneficiary and 
representative information, and categories of issues such as accessibility, benefits/coverage, and 
quality of care. The system gives the Ombudsman the ability to keep notes on the nature of the 
call and any follow-up calls, and to record when the case was resolved and what kind of 
conclusion/resolution was reached. 

Sexually Violent Predator (SVP) System – The SVP data system consists of several linked 
Microsoft Access databases containing information on potential SVP inmates referred from the 
CDCR and screened by DMH. The systems include inmate demographic/I.D. data, SVP record 
review and clinical evaluation data, DMH and "post-DMH" tracking information, research-
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related data, SVP evaluation accounting information, and State Hospital SVP commitment data. 
Portions of this data are available to Atascadero State Hospital, Coalinga State Hospital, Board 
of Parole Hearings, and CDCR via DMH’s ITWS. 

Treatment Authorization Request - Level II (TAR Level II) - The TAR Level II tracks the 
provider appeal process. The system contains the date the appeal is received, sends letters 
requesting documentation and substantiation from the providers, tracks when information is 
received, notes whether the decision was upheld or reversed, and generates the appropriate 
information letter regarding the appeal to the provider. 

OUTCOME REPORTING 

The DMH is measuring performance with respect to the MHSA on multiple levels, including 
the individual client level, the mental health program/system accountability level, and the 
public/community-impact level. 

At the individual client level, data across several domains is measured over time using three 
types of assessment forms. Each set of forms is tailored based on age groups: Child/Youth 
(ages 0-15), TAY (ages 16-25), Adults (ages 26-59), and Older Adults (ages 60+). The forms 
include the Partnership Assessment Form which gathers historical and baseline information 
about each client while a Key Event Tracking and Quarterly Assessment forms gather follow-
up information within these same domains1. The domains include: residential setting 
(including hospitalizations and incarcerations), education, employment, sources of financial 
support, legal issues/designations, emergency interventions, health status and substance abuse. 

FSP Assessment data is reported using the DCR.  This centralized, web-based application 
ensures interoperability between disparate county/provider systems that combines the 
traditional relational data model which maximizes performance and scalability with support for 
the Extensible Markup Language (XML) data type to ensure system flexibility to changes in 
business/data needs. By leveraging XML technology, DMH is able to exchange, manage, and 
integrate data from counties using their own data collection platforms. The DCR system serves 
as an early prototype that moves the state forward towards an EHR for public mental health and 
is aligned with the State’s vision for a comprehensive, interoperable electronic mental health 
record system. Consistent with DMH’s vision for a comprehensive and fully interoperable 
information system, DMH also expects to incorporate future survey forms within the DCR to 
provide continued support for survey administration methods. 

Approximately 23,501 unduplicated individuals were reported as having participated in FSPs in 
SFY 2008-09. This included 4,917 Child/Youth (ages 0-15), 4,669 TAY (ages 16-25), 11,909 
Adults (ages 26-59), and 2,006 Older Adults (ages 60+). The baseline information collected on 
individuals at entry into the FSP program reveal extremely high levels of unemployment (close 
to ninety-nine percent for adults), frequent mental health and physical health-related emergency 
interventions, high levels of homelessness, higher than normal involvement with the criminal 
justice system and higher than normal levels of substance abuse co-occurring with SMI and 
SED. 

1 
View the assessments at http://www.dmh.ca.gov/POQI/full_service_forms_POQI.asp 
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Initial evaluation of the outcomes associated with these individuals indicates that their lives are 
improving in several key areas including: increased housing stability and a movement towards 
more positive living environments, reduced physical and mental health-related emergency 
interventions, reduced involvement with the criminal justice system and reduced reports of 
individuals who indicate they have no sources of financial support. For more information 
regarding the initial evaluation of FSP Outcomes please see our website.2 

The data collected above can also be linked with data collected during the bi-annual Consumer 
Perception Survey sampling periods to capture clients’ perceptions of the FSP services/care they 
receive using the nationally developed Youth Services Survey for Youth (YSS-Y), Youth 
Services Survey for Families (YSS-F) and Mental Health Statistics Improvement Program 
(MHSIP) consumer surveys. Data reported to the CSI System is also linked to provide 
demographic information, as well as service information (which includes evidence based 
practices and other service strategies that are more tailored toward a client’s individual needs). 
Analyses of these factors in currently underway and will be reported during next year’s 
application. 

2 View a Powerpoint Presentation of the Initial FSP Outcomes Evaluation at: http://www.dmh.ca.gov/POQI/docs/InitialFSP_Outcomes.pdf 
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OUTREACH TO THE HOMELESS 

Recent estimates indicate that there are approximately 50,000 people who are homeless, have an 
SMI, and are living on the streets of California. Of that number, approximately 20,000 are 
thought to be veterans. New programs that differ markedly from traditional mental health 
services have been developed to address the need of this population. 

Over the past ten years, DMH has consistently supported housing programs which expand the 
availability of safe, affordable housing with services for individuals with SMI. This effort has 
involved significant collaboration and mutual education among agencies (both public and private), 
state departments, county departments, and many committed individuals along the way. These 
activities have been informed by the experience gained through the SHIA and AB 2034 Integrated 
Services Program, as described in previous SAMHSA reports. 

Beginning in January, 2005, the MHSA provided a new funding source for services and supports 
that promote wellness, recovery and resiliency for adults and older adults with SMI and for children 
and youth with SED and their family members. Safe, affordable housing was recognized as a 
critical element for recovery, and during the past several years a range of housing services and 
supports have been included as the result of the implementation of MHSA programs throughout 
California. 

In addition to housing services and supports that have been developed through MHSA county 
mental health plans, the following describes two statewide housing initiatives focused on expanding 
permanent supportive housing resources for persons with SMI. 

Governor’s Homeless Initiative (GHI) 

The GHI created a housing finance model that ties together HCD capital funding (Proposition 
46) and MHSA funds to encourage development of supportive housing projects that target 
chronically homeless individuals with SMI. This Initiative offers a non-traditional centralized 
loan and application approval process. Approximately $3.15 million from MHSA funds in FY 
2005-06 were targeted for this initiative, with $2.75 million designated for rental subsidies and 
$400,000 distributed to establish supportive housing development collaboration at the local 
level. 

In support of developing capacity for this initiative, DMH conducted a series of regional 
housing trainings throughout the State with the goal of bringing together county mental health 
departments, county housing agencies, housing developers, and community-based service 
providers to share expertise and leverage resources to develop more housing opportunities for 
homeless people with SMI. With the goal of leveraging resources to meet the housing needs of 
individuals with SMI, county mental health department collaboration is a requirement for 
projects applying for funding under this program. One of the conditions for approval is the 
county mental health department commitment to fund the supportive services. To date, eleven 
permanent supportive housing projects have been approved under this program.  Of the total 
151 units developed under the GHI program, for FY 2009-10, 71 units have been designated 
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for individuals with mental illness who are homeless and another 48 units designated for the 
chronically homeless. 

MHSA Housing Program 

The MHSA Housing Program is jointly administered by DMH and CalHFA. This interagency 
collaboration continues to evolve using the mental health expertise of DMH and CalHFA’s 
finance and housing development experience. Collaboratively, DMH and CalHFA administer 
the MHSA Housing Program which includes operating subsidies that support the development 
of permanent housing for persons with SMI. 

This collaboration between DMH, CalHFA, county mental health departments, housing 
developers and/or agencies continues to be successful as demonstrated by the new 93 MHSA 
supportive housing projects developed throughout California thus far. The MHSA Housing 
Program is flexibly designed to meet the needs of larger urban counties as well as small or 
more rural counties. To date, over $203 million of MHSA funds have been committed to new 
projects. This funding has leveraged over $1.5 billion dollars of other local, federal and 
private housing dollars for a total of over $1.7 billion dollars committed to developing low 
income and supportive housing. 

DMH and CalHFA will continue to collaborate and provide a comprehensive training and 
technical assistance program aimed at helping county mental health departments with project 
development and the application process during the new FY (2010-2011). Planned training 
activities and services include assistance with project development, project financing, project 
operations, service planning, fair housing and tenant selection, property management, strategies 
for community acceptance and assistance with application submission. These technical 
assistance and training opportunities are identified as essential to building capacity as well as 
moving the public mental health system toward more integrated services and supports. 

McKinney Projects for Assistance in Transition from Homelessness (PATH) 

The DMH has been awarded federal homeless funds annually since 1985, initially through the 
Stewart B. McKinney Homeless Block Grant, and beginning in SFY 1991-92, through the 
McKinney PATH formula grant. The PATH grant funds community based outreach, mental 
health and substance abuse referral/treatment, case management and other support services, as 
well as a limited set of housing services for the homeless mentally ill. During SFY 2010-11, a 
total of 48 counties elected to participate in the PATH program. While local programs serve 
thousands of homeless persons with realignment funds and other local revenues, the PATH grant 
augments these programs by providing services to approximately 21,000 additional persons 
annually. Each county determines the use of PATH funds based on local priorities and needs. 
These targeted funds provide much needed services to an extremely vulnerable population 
throughout California. 

In accordance with federal procedures, the DMH’s PATH and housing staff have developed 
guidelines that define the counties' responsibilities to clients who are homeless and have a mental 
illness. The State provides oversight of the performance of all county programs through site 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 167 of 339Page 167 of 339Page 167 of 339 



                                                                              

 

 

 

 

 

visits. In addition, all counties provide financial reporting of fund expenditures on a quarterly 
basis and also are required to submit an annual cost report. Program reporting by all counties is 
required annually. Counties receiving PATH funds must develop an annual service plan and 
budget for utilization of the funds. The service plan must describe each program setting and the 
services and activities to be provided. The estimated number of persons to be served must also 
be included in the plan. Each county that receives PATH funds has established one or more 
programs of outreach to, and/or services for, persons who are homeless and have a mental 
illness. 

Allowable PATH services include: 

•Primary Service Referrals •Outreach 
•Habilitation and Rehabilitation •Community Mental Health 
•Alcohol/Drug Treatment •Staff Training 
•Service Coordination •Housing Services 
•Screening and Diagnostic Treatment •Supportive Services in Residential Settings 

In addition to demographic information, the PATH-funded programs also report outcomes 
relative to achievement of their objectives. The most fundamental goal for PATH programs is 
outreach and engagement to persons who would otherwise not receive services due to the 
combined conditions of homelessness and SMI. In SFY 2008-09, approximately 12,044 
individuals (number from preliminary report) in California received some combination of PATH 
supportive services. 

In an effort to improve and expand services to the mentally ill homeless, PATH staff participates 
in federal, State, and local groups involved in the development of effective public policy related 
to the problem of homelessness. Other PATH staff responsibilities include providing 
information and education on the needs of persons who are homeless and have a mental illness, 
and serving as liaisons to State and local organizations. Serving veteran populations who are 
homeless and mentally ill is a new focus in SFY 2010-2011. 38 of the 47 participating counties 
applied for and received additional funds for veterans who are qualified to receive PATH 
services. The amount allocated to veterans is approximately $800,000, which is ten percent of 
the grant’s base allocation. 

The SFY 2010-11 PATH allocation to California will be $9,073,000. Of this amount, 
$8,891,540 will be distributed among 48 counties to continue regular PATH programs. The 
balance of $181,460 will be utilized for PATH administrative costs. 
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MENTAL HEALTH SERVICES FOR ADULTS RESIDING IN RURAL AREAS 

Definition of “Rural Area” 

While California is generally perceived nationally as an urban State, a significant proportion of 
the State is considered rural. Rather than rely upon the more general definitions of “rural” and 
“urban” utilized in the compilation of U.S. Census Bureau statistics, California health planning 
agencies have adopted a definition promulgated by the California Rural Health Policy Council 
(RHPC). The RHPC is charged by the State Legislature with the responsibility of oversight of 
rural health care matters. 

The Council defines rural areas as follows: “Rural areas are Medical Service Study Areas as 
defined by the Office of Statewide Health Planning and Development (OSHPD) that have a 
population density of less than 250 persons per square mile and have no incorporated community 
with a population greater than 50,000 people.” The provision of publicly funded rural health 
care services, including those for mental health treatment for adults and older adults, are 
predicated upon this definition. 

Mental Health Services for Adults and Older Adults 

In providing mental health services to adults, California draws a distinction between the adult 
population age 18 to 64, and the population of adults age 65 and older. Specifically, California 
recognizes individuals under age 65 often have different mental health treatment needs than 
those who have reached retirement age. 

This need becomes even greater with age. The MHSA indicates, “Untreated mental illness is the 
leading cause of disability and suicide and imposes high costs on state and local government.” 
Additionally, the Act finds that “adults lose their ability to work and be independent, many 
become homeless, and are subject to frequent hospitalizations or jail.” 

The rural elderly encounter many of the same challenges as their urban counterparts in gaining 
access to services and maintaining their independence. These challenges are much more difficult to 
overcome because of the demographic and socio-economic challenges inherent in this population. 

In general, the mental health treatment needs of adults living in rural counties appear to be 
similar to the needs of adults in urban areas. However, these needs, as well as the more unique 
needs of older adults, often go either untreated or under-treated due to barriers that are unique to 
rural areas. 

Significant Barriers to Treatment in Rural Areas 

The primary barriers identified by DMH include the following: 

• Transportation Problems 

Limited or no access to public or private transportation makes mental health treatment access 
virtually impossible for many rural residents.  Severe geographic barriers, such as 
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mountainous terrain or vast distances from available services exacerbate this problem. 
Medical transportation services are excluded from Medi-Cal reimbursement, except in 
instances of transporting the beneficiary from a psychiatric inpatient hospital to another 24­
hour care facility. Consequently, this creates yet another systemic barrier. 

According to the report, “Best Practices in Service Delivery to the Rural Elderly,” forty 
percent of rural residents live in areas with no public transportation system, eighty percent of 
rural counties have no public bus service, and, although the automobile is their only mode of 
transportation, fifty-seven percent of rural residents do not own a car. 

• Lack of Qualified Mental Health Professionals 

In the February 2003, the California Workforce Initiative released its’ report, “The Mental 
Health Workforce: Who’s Meeting California’s Needs?” The report finds that nearly thirty 
percent of licensed mental health personnel are employed in the 10-county Bay Area and 
twenty-four percent are employed in Los Angeles County. Interestingly, those employed in the 
Central Valley and North County regions of the state jointly comprise only nine percent of the 
total workforce. 

California’s rural mental health care suffers from severe staff and specialist shortages that 
limit access for many residents. The Workforce Initiative’s general workforce data shows 
that the demand for mental health professions will grow significantly over the next decade. 
From 2001 to 2010, their forecast indicates an overall demand for mental and behavioral 
health care workers with an expected growth from 63,000 to between 73,000 and 80,000 
(between sixteen and thirty percent). 

Additionally, the California Legislative Analyst’s Office (LAO) released a report entitled, 
“HMO’s and Rural California” in August 2002.  Their analysis indicates that HMOs are 
withdrawing coverage from rural California because a combination of circumstances makes 
it difficult for them to profitably operate. The LAO found that circumstances included: a 
residential population that is relatively expensive to insure; the inherent difficulty of 
distributing the risks and costs of health coverage to a smaller population base; shortages of 
health care providers; expensive medical practices that increase costs; and concerns over 
reimbursement rates for care paid by health-care purchasers. As of May 2002, thirty-seven 
percent (11) of rural/small counties no longer have HMOs providing services on a 
countywide basis. Statistics indicate that since 1997, declining enrollment has affected an 
estimated 5 million residents. Two California counties experienced a seventy-eight percent 
drop and ninety-five percent drop in enrollment in that same time period. This trend 
continues to increase, indicating an increasing lack of mental health services that will heavily 
strain county mental health resources and that are approaching critical levels. If HMOs 
provided an incentive for qualified staff to work in these areas, the counties might be more 
successful with staff retention. 

Even more acutely felt within the rural mental health treatment community, is the lack of 
culturally competent staff with special expertise in non-English languages, cultural differences, 
and age and gender issues. During the Community Program Planning component of the MHSA 
in Spring 2005, local mental health departments were asked to access their county’s underserved 
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and unserved communities, including the reduction/elimination of racial and ethnic disparities. 
Furthermore, DMH requested that counties provide county-specific information on 
staffing/provider data including gender and race/ethnicity. In January of 2010, DMH issued 
revised CCPRs. The counties were to submit their revised Plans to DMH by July 28, 2010. 

• Few Available Psychiatric Hospital Beds 

The lack of available hospital beds and related resources (e.g., skilled nursing/sub-acute) is 
problematic even in the primary health care field for California’s rural areas. It is an 
especially drastic situation with respect to available sites for providing acute and sub-acute 
psychiatric treatment in most rural areas. Given the nature of mental illness, and the 
likelihood of the need for crisis intervention during the course of mental health treatment for 
many clients, this particular resource deficit is highly significant. 

In June 2004, the Shasta County psychiatric health facility (PHF) closed its doors due to 
budget constraints. This has been a serious hardship for many of the rural counties in 
Northern California since the Shasta PHF was a hub for the region. 

Current Efforts at Mitigating These Barriers 

• Working Groups 

There are a number of working groups, most notably the Small County Directors and 
Superior Region Committees of the CMHDA, that concertedly seek solutions to the above 
barriers in rural areas. CMHDA has more than one committee functioning under its 
guidance with specific focuses on rural mental health treatment concerns and issues. 
Finally, the RHPC identifies and plans for approaches to rural-based impediments to 
effective mental health services delivery. 

• Technology 

Telemedicine technology is a prime opportunity to explore the efficacy of collaborations 
between the mental health and physical health services systems. County mental health 
departments have always relied on collaborative efforts to avoid duplication and maximize 
cost effectiveness. This especially is true in rural areas, which have traditionally shared a 
small number of providers and hospitals. The establishment of telemedicine services is no 
exception. 

One of these telemedicine networks is the Northern Sierra Rural Health Network (NSRHN), 
which provides services to 9 Northern Region counties. These counties are Modoc, 
Siskiyou, Shasta, Lassen, Plumas, Sierra, Nevada, and Trinity. NSRHN serves health care 
professionals, organizations, and agencies covering more than 27,000 square miles of 
Northeastern California. 

Additionally, the UC Davis Center for Health and Technology (CHT) is home to a highly 
successful telemedicine program offering over 30 specialty consultations. Telepsychiatry 
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has been a part of this program since 1996. Over 1,200 telepsychiatry consultations have 
been conducted. By augmenting the existing telemental health care service, the 
collaborative efforts of the UCD Department of Psychiatry and Behavioral Sciences and the 
CHT enhances the delivery and access to telemental health care services to these rural 
communities by an interdisciplinary team. 

• Addressing California’s Staffing Shortages 

Part of the intent of the MHSA is to establish a program to remedy the shortage of qualified 
individuals to provide services to address SMI. As part of the MHSA each county mental 
health program is required to submit a needs assessment identifying its shortages in each 
professional and other occupational category. The purpose of the assessment is to increase 
the supply of professional staff and other staff that county mental health programs anticipate 
they will require in order to provide increased services to additional individuals and 
families. DMH is required to identify the total statewide needs for each professional and 
other occupational category and develop a five-year education and training development 
plan (Five-Year Plan). DMH has continued to work with stakeholders in all policy and 
program formulations, to include the development of state and county responsibilities in the 
administration of workforce education and training funds, and the development of an initial 
budget and funding categories. DMH has recently completed the Five-Year Plan which was 
approved by the CMHPC in April 2008. 

DMH has established a total funding level of $210 million through June 2009 for local WET 
activities. Of this total, $15 million has been allocated for planning and early 
implementation efforts. 
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SERVICES TO OLDER ADULTS 

The 2000 Census showed that, in California, just over fourteen percent of the population were 
aged 60 or older. In general, California's older adult population, age 60 and over, is not only 
growing but is getting older. It is expected to reach its peak some time around 2030 as the oldest 
of the baby boomers reach 85, while the youngest reach 65. 

The characteristics of the older adult population for the next 7 to 40 years are: 
•	 By 2010, 1 in 5 Californians will be age 60 or over; 
•	 The number of Californians age 60 and over is projected to grow 154 percent over the next 

40 years; 
•	 The influence of the 60 and over age group on California is expected to emerge most strongly 

over the next 17 years; 
•	 Between 2000 and 2030, minorities over age 60 will increase by 350 percent; 
•	 With 3.3 million residents age 65 and over, California is home to the largest elderly 

population in the country, ten percent more than Florida, which has the next greatest number. 
While the rest of the country is also aging, the rate in California is far outpacing the national 
average for a number of reasons, according to state demographers: 
•	 California already has a proportionately larger share of people in their 40s than other 

states, and those people will be at or near retirement age within the next 20 years; and 
•	 Californians also have a longer average life expectancy than residents of other states. 

According to the demographics unit of the DOF, there is migration into the state by 
retirement age people due to California’s mild climate. 

•	 Today, 1 in 77 Californians are more than 85 years old (the "oldest old"); that number will 
grow to 1 in 62 in 2010 and 1 in 34 by 2030; and 

•	 The "oldest old" age group in California since 1950 had an average increase of less than 
100,000 every 10 years. Starting in 2000, the rate of increase has been accelerating so that 
the average will be about 300,000 every ten years by 2030. 

BARRIERS TO CARE & PREVALENCE OF MENTAL HEALTH DISORDERS IN 
OLDER ADULTS 

Major barriers currently hinder the delivery of adequate mental health services to older adults, 
and these barriers will only become more pronounced as the number of older people dramatically 
increases in the coming decades. Almost 20 percent of those who are 55 years and older 
experience specific mental disorders that are not part of "normal” aging. The most common 
mental health disorders treated within California are schizophrenia and other psychotic disorders; 
mood disorders including depression and bipolar disease; anxiety disorders and adjustment 
disorders. Within California, older adults account for about 2 percent of dollars spent for all 
mental health services. 

Barriers to care include fragmentation of services among public and private mental health service 
providers, physical health providers, and social services. A senior or family member often has 
multiple contacts with a variety of providers before accessing appropriate mental health services. 
Multiple public and private health insurance plans, disparate and unreliable funding streams, 
multiple entry points, multiple third part payers, and an incomplete patchwork of state and local 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 175 of 339Page 175 of 339Page 175 of 339 



                                                                              

 
 

 
 

 

 

 

 

 

 

 
 
 
 

laws and policies that are frequently in conflict add to these barriers. Additionally, there are 
cultural and linguistic barriers that ethnic populations and their families encounter in seeking 
mental health services. 

Dementia disorders are not included in the Medi-Cal medical necessity target population. 
However, DMH cooperates with DHCS in providing assessment of individuals with apparent 
cognitive deficits such as displayed by dementia disorders, including Alzheimer’s Disease 
through use of the PASRR.  Nationally, the prevalence of this diagnosis grows with age from 
over 1.4% for older adults under age 70 years to 25% for those over age 85 years. 

Several years ago, CMHDA established an OASOC that provides a structural link between DMH 
efforts and local efforts in establishing effective OASOC for older adults.  The DMH actively 
participates in these committee meetings and collaborates in policy formulation, the expansion of 
older adult programs, and the development of training, conferences, and services associated with 
older adult services. Additionally, as a result of feedback from statewide older adult services and 
from the demonstration projects, a transitional age subcommittee of the older adult committee 
was formed. The mission of this subcommittee is to explore the needs of individuals in the 55­
59 year old age group who would benefit from the array of services typically offered in an 
OASOC Demonstration Project but who do not meet the OASOC age requirement. 

Transitional Adult Subcommittee 

The Transitional Adult Subcommittee is a subcommittee of the CMHDA ASOC and the 
CMHDA OASOC. The subcommittee membership consists of representatives from the 
following departments or agencies: County ASOC and OASOC coordinators and managers, 
mental health consumers, DMH, provider organizations, CMHDA, and the CMHPC.  The 
subcommittee follows the work of the ASOC and OASOC frameworks and reports to those 
committees. 

The subcommittee’s mission is to ensure that there is a continuity of care for the adult 
transitioning from the adult system of care to the community or other phase of life or when 
transitioning to the older adult system of care.  The subcommittee also recognizes the importance 
of understanding and respecting the cultural and gender issues of the adult consumer in 
transition. The subcommittee has identified the ages of 55-59 years old as the transitional age 
for adults entering into the older adult population, though the transition can begin, depending 
upon need, prior to age 55 and could also happen anytime past the age of 59 years old. 
Integrated planning should begin based on the functionality of the individual, and the likelihood 
that the person will need the intensive linkage to health and support services available under 
OASOC. 

Definition of Transitional Adults 

•	 Transitioning from the ASOC to the OASOC; 
•	 Transitioning from the ASOC out into the community; 
•	 Transitioning from the community to the ASOC/OASOC systems – brand new clients; 

and 
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•	 Aging ASOC clients who do not transition into a new program, but into a new phase of 
life. 

Issues for Transitional Adults 

Health 
•	 Declining health and mental acuity; fear of dementia, heart attacks, increased pain, 

medical disabilities, etc.; 
•	 There is a parallel process for physical health and mental health; 
•	 When individuals age within a system, the adjustment to new staff such as doctor, nurse, 

case manager, clinician, or team (primary contacts with in the system) may be difficult; 
•	 Depression and higher risk for suicide; 
•	 Need for planning for increased older adult supportive mental health services in 


community / Elder Programs within Regional Support Teams; 

•	 Improved service coordination and interface with medical providers (Doctor, Dentist, 

Podiatrist., etc.); and 
•	 The need for geropharmacology and affordable treatment. 

Abuse 
•	 Substance use and abuse issues; increased need for medications along with side effects; 
•	 Elder abuse; and 
•	 Fiduciary abuse. 

Spirituality and Feelings 
•	 Search for meaning and purpose in one's life (past and future); 
•	 Spiritual issues; 
•	 Unresolved guilt and grief; and 
•	 Unfinished Emotional Business. 

Family 
•	 Older adults who are also parents to grand-children, nephews and nieces etc.; 
•	 Fear of becoming dependent on someone else; 
•	 Relationship issues with children and spouse, including former partners; 
•	 Fear of abandonment; 
•	 Living alone – family concerns; and 
•	 Dependent transitional adults who are at risk of losing their caretakers (their parents). 

Aging Process 
•	 Fear of dying; 
•	 Anger/fear at being marginalized because of age; 
•	 Fear of becoming ugly and/or unattractive in various ways; 
•	 Ageism; 
•	 Managing physiological/emotional changes of aging; and 
•	 Career stresses and “Maintaining the Course.” 
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Social Security and Retirement 
•	 Retirement and Social Security benefits needs to be addressed, especially in light of the 

changes which are going to occur to Social Security Benefits and Disability Benefits 
funds in the near future; and 

•	 Fear of being useless (loss of job and earner role); what to do with that free time. 

Financial and Housing 
•	 Financial issues, especially as they relate to healthcare; 
•	 Affordable housing is an important issue especially for persons in residential care 


settings; 

•	 Homes are licensed to care for persons either 18-59, or age 60 and over. While age 

waivers are allowable, persons may be required to move which can be disruptive and 
costly. 

•	 Living Options – relocate or stay; 
•	 Retirement Finances/Money Management/Advance Directives; 
•	 Affordable Housing; 
•	 Intentional Living Communities; 
•	 Olmstead Planning 
•	 Avoid pre-mature SNF placements; 
•	 Loss of friends and relatives through death and disability; 
•	 Realistic/Unrealistic Expectations; 
•	 Crises – How to Cope; 
•	 Guardianships; and 
•	 Living Wills/Durable Powers of Attorney/Legal/Probate Issues. 

Future Areas of Focus 
•	 Need for system change; 
•	 Need for training for ASOC on needs of older adults; 
•	 Need for increased funding for services (e.g., housing); 
•	 Need for coordinated services; 
•	 Need for regulation of the insurance system for older adults accessing services; 
•	 DMH; 
•	 CMHPC; 
•	 Telecare; and 
•	 Mental Health Consumers. 

MHSA 

Older Adults are a focus of the MHSA. The Welfare and Institutions Code, Section 5813.5 
specifies that MHSA services will be available to adults and seniors with severe mental illnesses 
who meet the eligibility criteria in the WIC Code Section 5600.3(b). Specifically, the focus is on 
older adults (60 years and older) with SMI – including older adults with CODs and/or other 
health conditions – who are not currently being served and have a reduction in personal or 
community functioning, are homeless, and/or at risk of homelessness, institutionalization, 
nursing home care, hospitalization and emergency room services. Older adults who are so 
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underserved that they are at risk of any of the above are also included. Transition age older 
adults (as described above) may be included under the older adult population when appropriate. 
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COMMUNITY RESOURCES FOR 

ADULT PROGRAMS 


STATE FISCAL YEAR 2010-2011 


DMH - Local Assistance 
DMH - Managed Care 

DMH - CMHS Block Grant 
DMH - PATH 

DMH - Brain Impaired Adults 
DMH - Short-Doyle/Medi-Cal Match 

Total DMH 

Realignment Funds 

Total Community Programs 

HUMAN RESOURCES DEVELOPMENT 

FY 2009-2010 FY 2010-2011 

$6,003,000 $1,720,000 
$84,956,000 $93,741,000 

$37,582,000 $37,582,000 
$8,348,000 $8,348,000 

$2,918,000 $7,718,000 
$585,627,351 $438,496,000 

$725,434,351 $587,605,000 

$857,334,000 $865,759,000 

$1,582,768,351 $1,453,364,000 

There is a current crisis in the number of mental health professionals trained and able to 
provide appropriate services to the most severely disabled public mental health clients, with 
projections for significant increased needs as we move into the 21st century. These acute 
shortages include staff serving clients who are bilingual/bicultural and those who live in both 
inner cities and in rural areas. There are also critical shortages of child psychiatrists as well as 
professionals trained to serve the elderly and other special populations. In addition, 
California’s state hospitals are experiencing acute shortages of psychiatric technicians, nurses, 
and other clinical staff. 

The DMH, in collaboration with the Administration, CMHDA, CMHPC, and other concerned 
stakeholders, will be addressing the current and future staffing needs in the coming years. The 
CMHPC has identified the shortage of human resources at all levels as one of the most urgent 
issues facing the mental health system. In an effort to address the crisis facing the mental health 
system, the CMHPC convened the Human Resources Summit 2000. Through a collaborative 
process, key decision-makers determined nine major aspects of the staffing shortage including: 
expanding the capacity of postsecondary education; work readiness in the classroom; multi­
lingual and multicultural pipeline strategies; school-to-career strategies; job retraining for mental 
health occupations in the public sector; direct consumer and family member employment; 
licensing boards and professional recruitment; rural strategies; and community redefinition, 
corporate partnerships, and collaboration. 
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Human Resource Project 

This project was developed to implement the action plan resulting from the March 2000 summit. 
The overall mission of the Human Resource Project is to increase the mental health workforce 
and to increase its cultural competence and diversity. Diversity is defined very broadly to 
include ethnicity, language, gender, age and clients and family members. As of June 30, 2010, 
the Human Resource project has accomplished the following: 

•	 Collected data on vacancy rates among 22 occupations working within the public mental 
health system; 

•	 Conducted a professional symposium with secondary education partners, and other 
stakeholders to develop strategies to increase mental health career opportunities in 
secondary educational programs; 

•	 Published a guide entitled “A Guide for Developing Mental Health Components in High 
School Academies” to encourage the development of local partnerships among mental 
health employers and education programs; 

•	 Convened a series of informational meetings and roundtable discussions with consumer 
and family member employment training programs; 

•	 Convened a series of focus groups with multicultural social workers from various 
agencies, including mental health, social services, and alcohol and drug, to determine 
how to make mental health occupations and academic programs more attractive to 
bilingual and bicultural students, and produced a summary report of recommendations for 
schools of social work and the public mental health system; 

•	 Developed a Curriculum (DACUM) that is a nationally recognized, standardized 
approach to job analysis that produces a complete job profile including prioritized tasks. 
DACUMs were developed for the following mental health professions and competencies: 
MFTs, psychiatric technicians, Integrated Dual Diagnosis, Peer Support Specialists, 
Child and Adolescent, Occupational Therapists, and TAY Services Providers; 

•	 Published a Psychiatric Mental Health Nurse Practitioner (PMHNP) brochure targeted to 
various levels of the PMHNP career ladder; 

•	 Convened a workgroup to address the shortage of nursing professionals and expand the 
utilization of psychiatric nurse practitioners in California; 

•	 On behalf of DMH, staffed the SB 1748 Task Force and prepared a report for the State 
Legislature; 

•	 Researched the capacity of the educational system to train professionals and 

paraprofessionals for work in the public mental health system; 


•	 Convened a consumer and family member workgroup to make recommendations to the 
CMHPC and the DMH on consumer and family member employment programs and 
opportunities that are consistent with the recommended activities of the MHSA 
Education and Training Program components; 

•	 Produced a report entitled, “Consumer and Family Member Employment in the Public 
Mental Health System.” 

•	 Collaborated with Assembly Member Leland Yee’s Office to develop Assembly 
Concurrent Resolution 54, a measure that proclaims the 3rd week of May of every year as 
Mental Health Occupations Week and to develop AB 938, a bill that extends a loan 
repayment program administered by OSHPD to mental health professionals; 
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•	 Completed the initial phase of retired persons project that placed retirees in job/career 
roles in the California public mental health system; 

•	 Developed a pilot project on the provision of geriatric specialty training in small counties 
for individuals providing services to older adults; 

•	 Advocated for federal legislative staff to support current federal funding efforts to assist 
individuals who choose mental health occupational and educational pathways; 

•	 Contracted with the California Association of Social Rehabilitation Agencies to conduct 
a time-limited Recovery Standards Task Force; 

•	 Partnered with the California Foundation for Independent Living Centers to develop a 
resource document and disseminate strategies for engaging the cross disability 
community in public mental health workforce programs; and 

•	 Worked with DMH in the completion of the MHSA Five-Year WET Development Plan 
(Five Year Plan) and reviewed and approved the final plan. 

The Human Resource Project intends to provide at least the following products and advance 
the following activities in the coming FY: 

•	 Provide technical assistance to local mental health departments on how to engage 
secondary educational programs as part of a long-term workforce development strategy; 

•	 Continue to advise DMH on the development of evaluation requirements for objectives 
outlines in the Five-Year Plan that will hold programs accountable for increasing the 
diversity and cultural competency of the public mental health workforce; 

•	 Contract with a consultant to conduct a series of statewide roundtables with ethnically 
diverse communities to obtain feedback on local and statewide WET initiatives; 

•	 Continue the effort to better understand the unique needs of older adults within the public 
mental health system; 

•	 Continue to promote the recruitment of retirees in California’s public mental health 
system; 

•	 Expand post-secondary educational opportunities for mental health occupations through 
encouraging distance education, career ladder programs, and promoting secondary and 
post-secondary educational programmatic coordination; 

•	 Continue to develop DACUM projects in order to assess and document the skills and 
abilities of mental health workers at all levels of service in the public mental health 
workforce; and 

•	 Advocate for federal financial support in the expansion of financial relief opportunities 
and programs in the state for mental health workers at all levels of service. 

DMH completed and published the “MHSA Five Year WET Development Plan” with the 
cooperation and approval of the CMHPC in 2008. The department collects the county data to 
complete a comprehensive statewide occupational needs assessment as the counties submit their 
workforce and development plans. Currently, 48 counties have submitted and had their WET 
plans approved. 

The MHSA envisions a system that promotes recovery/wellness for adults and older adults with 
SMI and resiliency for children and youth with SED and their families. In addition, mental 
health services should be effective in helping adults, children and families reach their goals 
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through the development of individualized service plans and delivery of evidence-based 
practices. The MHSA WET component offers an opportunity to transform the system to reflect 
these values. The Department has fully vetted and has been actively involved in a public 
stakeholder process to solicit input on ideas for effective use of MHSA WET funds. 

MHSA WORKFORCE EDUCATION AND TRAINING (WET) 

In the WET component, the MHSA specifies that each county MHP shall submit to the DMH a 
needs assessment identifying shortages in each professional and other occupational category, and 
a plan to increase the supply of professional and other staff that county MHPs anticipate they 
will require.  DMH is required to identify the total statewide needs for each professional and 
other occupational category and develop a five-year education and training development plan 
(Five-Year Plan). DMH has established a total funding level of $210 million through April 2018 
for local WET activities. Of this total, $10 million has been allocated in approved planning 
requests to 49 counties and an overall total of $159 million has been allocated to 48 counties. 
The Five-Year Plan was approved in 2008 by the CMHPC. 

Statewide contracts with trainers and consultants are continuing through this FY. These are 
entities that have a proven track record of providing training and technical assistance as 
envisioned by the Act. These include: 

•	 Organizational Change Support—CIMH continues its expanded statewide training and 
technical assistance mission of supporting county mental health programs. This 
expansion includes ongoing technical assistance for organizational development toward 
consumer and family member-driven, evidence-based service delivery as envisioned by 
the Act, and facilitates regional learning collaborative networks to plan and implement 
new practices. 

•	 Financial Incentive Program—The California Social Work Educational Consortium 
(CalSWEC) expanded its existing stipend program to provide financial incentives for 
students in master’s level social work programs committed to working in community 
public mental health. The 2007-08 Cohort had 185 graduates; 2008-09 had 183; and 
there are currently 183 students enrolled in the 2009-10 Cohort. Approximately $5.8 
million per year has been allocated for this effort. 

•	 Stipends—DMH has entered into contracts with 7 universities to develop and model 
successful stipend programs for graduate students who are: clinical psychologists, 
psychiatric mental health nurse practitioners, and MFTs who commit to working in the 
public mental health system. These stipends programs have begun to do so by: 1) 
increasing the recruitment of individuals who can address the cultural diversity needs of 
public mental health recipients, 2) encouraging the enrollment and support of individuals 
with client and/or family member experience in the public mental health system and, 3) 
preparing professionals to deliver public mental health services that promote wellness, 
recovery and resilience. In FY 2008-09, 84 stipends were awarded to graduate students 
in marriage and family therapy, psychiatric mental health nurse practice, and clinical 
psychology. Seventy three percent of the stipend recipients represented a cultural 
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minority and fifty eight percent spoke a language other than English. In FY 2009-10, 163 
stipends were awarded to graduate students in marriage and family therapy, psychiatric 
mental health nurse practice, and clinical psychology. Sixty four percent of the stipend 
recipients represented a cultural minority and sixty three percent spoke a language other 
than English. 

•	 Physician Assistant Training—DMH has partnered with OSHPD to add a mental health 
track to the Residency Program for Physician Assistants as a strategy to address the 
shortage of individuals who can administer psychotropic medications. In FY 2008-09, 
five Physician Assistant programs that train a total of 383 second-year residents to 
specialize in public mental health were awarded for a total of $500,000 (approximately 
$100,000 per program). In FY 2009-10, three Physician Assistant Programs that train a 
total of 147 second-year residents to specialize in public mental health were awarded 
$300,000 (approximately $100,000 per program). 

•	 Mental Health Loan Assumption Program (MHLAP)—DMH partnered with the 
OSHPD-HPEF to award a total of $2.5 million to qualified mental health professionals 
throughout California. MHLAP was launched in February 2009 and the awardees were 
selected in May. The MHLAP provides loan assumption awards to pre-licensed as well 
as licensed individuals in all the mental health professions. In its initial cycle, 1,243 
individuals applied for this program, requesting over $15 million. Representatives from 
DMH, County Departments of Mental Health, experts in the mental health field and 
OSHPD-HPEF selected a total of 288 applicants from 44 counties. A total of $2,286,699 
was awarded. 

•	 Statewide Constituency Partnership—The statewide constituency organizations of 
CNMHC, UACF, and NAMI-California have expanded their efforts to reach consumers 
and family members with self-help technical assistance and train-the-trainer curricula, 
such as Educate, Equip and Support – Building Hope, Peer-to-Peer, Family-to-Family, 
and Wellness Recovery Action Planning. These curricula will promote the meaningful 
inclusion and employment of consumers and family members at all levels of the public 
mental health system. 

•	 Statewide Technical Assistance Center  The Department has contracted with Working 
Well Together to assist county public mental health and community based organizations 
in successfully employing consumers and family members within their organizations; and 
providing the training and tools to create welcoming environments that value consumer 
and family member employees and their experience. Working Well Together is a 
collaborative comprised of four agencies: CIMH, UACF, NAMI and CNMHC. 

•	 Regional Partnerships The Department is working with five counties that serve as the 
fiscal sponsors for area regional partnerships throughout California. The purpose of the 
regional partnerships is to: 

1.	 Partner with educational systems; 
2.	 Expand outreach to multicultural communities; 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 185 of 339Page 185 of 339Page 185 of 339 



                                                                              

 
 
 
 

 
 

 
 

 
 

 

 

 
 
 
 

 

 
 

 

 

 

3.	 Increase diversity of the workforce; 
4.	 Reduce stigma; 
5.	 Promote web-based technologies; and 
6.	 Promote distance learning techniques. 

•	 Psychiatric Residency Programs DMH has contracted with the Regents of the 
University of California, Davis to develop a specialty Med Psych residency program. 
DMH is also in the process of securing a contract with Kern County Mental Health who 
will work with UCLA-Kern to develop a Child and Adolescent Fellowship program, and 
The Regents of the University of California- San Francisco (Fresno Medical Education 
Program) to develop a child and adolescent psychiatry fellowship program. 

Additional state administered programs and activities are in the development stage and DMH is 
facilitating a stakeholder process to ensure these planned programs and activities adhere to the 
intent of the Act. Proposed county guidelines for developing county administered programs and 
activities are currently in draft form, and are posted on the DMH web site for public input. 

DEPARTMENT OF MENTAL HEALTH TRAINING 

The DMH State Hospitals’ Training Officers provide a wide range of training opportunities for 
State Hospital employees. The Headquarters Training Officer reviews, approves and tracks 
headquarters employee training requests. The Headquarters Training Office also acts as liaison 
with State Hospital Training Officers regarding issues that impact all DMH employees. 

Current staff development efforts at the state hospitals are focused on: 

•	 Conducting annual training needs assessments; 
•	 Implementing an annual training plan; and 
•	 Evaluating the success of the plan at the conclusion of the FY. 

Training currently offered by the DMH State Hospitals and the Headquarters Training Office 
includes, but is not limited to, the following: 

•	 Training required by the Government Code, Department of Personnel Administration policy, 
DMH policy, agreements between the State of California and employee union organizations, 
and, at the State Hospitals, the Joint Commission on Accreditation of Healthcare 
Organizations; 

•	 In-house and contracted training courses identified through staff development needs assessment 
in subjects such as: mental health history and policy, writing skills, etc.; 

•	 Training using the DMH computer network, which links DMH headquarters, State Hospitals, 
and field offices; 

•	 PsychLINK professional clinical training sessions presented via DMH satellite. Continuing 
Education Credits are offered and other departments are invited to attend. The Hospital 
Training Offices are responsible for registering, grading, and faxing test results for staff to 
receive continuing education credits to maintain their licensure. Topics include “Compliance 
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with Antidepressant Therapy” and “Beyond Efficacy: Obesity and the Psychotic Patient.” 
These sessions are also videotaped and can be viewed at later dates; and 

•	 State Hospitals presenting training programs with DMH staff and participants from county 
mental health programs on such topics as dual diagnosis, biopsychosocial treatment planning, 
and vocational rehabilitation programming. 

The DMH Information Technology (IT) unit coordinates with the data center, outside vendors, and 
headquarters based computer training for DMH employees. Computer training provided by outside 
vendors includes Microsoft Windows 2000, Word, Excel, PowerPoint, Visio, and other appropriate 
courses. The Health and Human Services Data Center (HHSDC) offers one-to-three day courses in 
standard PC applications as well as longer and more specialized subjects. The IT unit also provides 
consultation to DMH staff in selecting the most appropriate computer training classes. 

The DMH has contracted in the past, and will continue to contract with external providers and 
State organizations such as the CPS Human Resource Services, Health and Human Services Data 
Center, universities and community colleges for training. The scope of training topics includes 
managed care, dual diagnosis, children's SOC, performance outcomes, and independent living 
with a focus on employment. 

The DMH has developed the capability for interactive videoconferences that links headquarters 
and all State Hospitals. In addition, some counties, other government agencies, and State 
universities have the same capability so the system can be used with local mental health 
programs as well. Teleconferences are presented to promote more efficient communication 
while saving travel costs and time. The videoconference unit also has a document camera and 
videocassette recorder so documents can be read simultaneously in several locations and 
conferences can be recorded. For the same cost savings reasons, DMH has installed a satellite 
dish at headquarters that allows the onsite downloading of important professional development 
programming from throughout the United States. 

The DMH, the CMHDA, the CMHPC, and the California Association of Local Mental Health 
Boards stress the need for continued and expanded federal funding of Human Resources 
Development programs. These funds are essential to State and local efforts to train the State's 
mental health work force, especially in light of the unique multicultural and linguistic needs of 
California. 
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COMMUNITY AND EMERGENCY HEALTH SERVICES PROVIDER EDUCATION 

DMH community and emergency health services provider education efforts include distribution 
of educational materials produced by NAMI California through a contract with DMH. In 
addition to a broad array of educational materials in print and electronic-media format on a wide 
range of mental health subjects, NAMI California has produced a number of videotapes designed 
to educate the public, particularly law enforcement and emergency health services providers, on 
the nature of mental illness and dealing with individuals in crisis. Additionally, NAMI 
California has developed a series of booklets that have been most helpful to families of newly 
diagnosed persons. 

The NAMI California website provides family members and consumers with current information 
on SMI 24 hours a day, 7 days a week. The website address is http://www.namicalifornia.org. 
NAMI California continues to expand, update, and maintain the website, with a focus on 
adjusting the layout to make the information more accessible and “user friendly.” NAMI staff 
contact, verify and update listings for service providers that treat SMI and local affiliates and 
organizations that assist families and consumers. The webmaster posts program class schedules 
and selects news stories relating to mental illness and mental health, including articles regarding 
government polices and programs, advances in treatment and pharmaceutical company 
announcements regarding new drugs, side effects and research. The NAMI website highlights 
new offerings in their annual conference, which will be distributed via video presentations 
regionally for the first time. DMH has continued to fund this effort in SFY 2009-10 and 
anticipates continuing its funding in SFY 2010-11. 

DMH Disaster Assistance Coordinator (DAC) maintains a liaison role with the California 
Department of Health Services and Emergency Medical Services Authority for emergency 
planning and assistance. As part of an inter-disciplinary training team, the DAC participates in 
an annual training course entitled “Disaster Bootcamp,” which is offered to emergency medical 
and health services personnel. This presentation includes an overview of the mental health 
issues relevant to natural disasters and terrorist events and responder coping and stress 
management. The DAC may be a licensed mental health clinician qualified to teach courses on 
mental health issues or an emergency services expert. 
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EXPENDITURE PLAN FOR FY 2011 

DMH will allocate the FY 2011 CMHS Block Grant to county mental health departments for the 
SFY 2011-12. These funds will be used to promote the implementation of integrated systems of 
care and to fulfill the mission of the California mental health system. In addition, the DMH will 
allocate a portion of the block grant to support the CMHPC. 

The DMH is the State's designated recipient of the Block Grant and allocation of funds to 
counties is based on either a legislated formula or on a competitive basis. The allocation affords 
counties the opportunity to develop innovative programs or augment existing programs within 
their systems of care for adults with SMI or children with SED. In order to receive the 
allocation, each county is required to submit an annual application or expenditure plan that 
includes a narrative detailing its intended use of the funds. 

Block grant funding may also be awarded through a competitive process. The process is 
structured to encourage counties to adopt proven practices and to promote innovation by 
encouraging counties to explore new approaches. 

The expenditure plan for FY 2011 Block Grant funds includes: 

•	 $45,088,922 funding base to 57 counties. This funding base includes an $8,059,000 
set-aside to support existing efforts to provide integrated treatment services for individuals 
with a dual diagnosis of SMI and a substance abuse disorder; 

•	 $3,987,515 to provide ongoing funding to support seven competitively awarded CSOC 
programs; 

•	 $2,000,000 to support two Integrated Services Agencies (ISAs); 

•	 $200,000 to support Human Resource Development (HRD); 

•	 $20,000 to support the efforts of COJAC; and 

•	 $2,699,812 for DMH Administrative and Support costs (includes funding for CMHPC). 

The following chart summarizes the Department’s proposed total CMHS Block Grant 
funds to be allocated for adult and children’s mental health services for SFY 2011-12. 
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CMHS BLOCK GRANT SFY 2011/2012 PROPOSED EXPENDITURES 


COUNTY FUNDING BASE 

DDX 

SET-ASIDE 

HRD 

PROJ. 

CHILDREN 

SOC 

ISA 

FUNDING 

CO-OCCURING 

DISORDERS 

ALLOCATION 

AMOUNT 
ALAMEDA $ 548,109 $ 152,415 $700,524 
ALPINE $ 11,008 $ $11,008 
AMADOR  $ 31,999 $ 8,477 $40,476 
BUTTE $ 247,366 $ 94,983 $342,349 
CALAVERAS $ 107,938 $ 11,903 $119,841 
COLUSA $ 51,462 $ 1,535 $52,997 

CONTRA COSTA $ 1,496,897 $ 76,984 $1,573,881 

DEL NORTE $ 110,372 $ 13,127 $123,499 

EL DORADO $ 99,162 $ 38,077 $137,239 
FRESNO $ 1,090,943 $ 418,899 $1,509,842 
GLENN $ 107,284 $ 8,700 $115,984 
HUMBOLDT $ 261,285 $ 45,532 $ 183,692 $490,509 
IMPERIAL $ 294,003 $ 64,292 $358,295 
INYO  $ 158,132 $ 985 $159,117 
KERN $ 887,622 $ 231,820 $1,119,442 
KINGS $ 124,692 $ 47,879 $172,571 
LAKE $ 167,271 $ 28,454 $195,725 
LASSEN $ 86,203 $ 13,429 $99,632 
LOS ANGELES $11,566,142  $ 1,162,873 $1,012,034 $1,000,000 $ 20,000 $14,761,049 
MADERA $ 164,970 $ 45,596 $210,566 
MARIN $ 256,736 $ 98,581 $200,000 $555,317 
MARIPOSA $ 90,094 $ 2,534 $92,628 
MENDOCINO  $ 32,287 $ 12,398 $44,685 
MERCED $ 402,470 $ 114,295 $ 351,535 $868,300 
MODOC $ 11,130 $ - $11,130 
MONO  $ 11,019 $ - $11,019 
MONTEREY  $ 407,205 $ 93,279 $ 740,475 $1,240,959 
NAPA $ 179,928 $ 69,089 $249,017 
NEVADA $ 59,637 $ 22,899 $82,536 
ORANGE $ 1,669,447 $ 559,023 $2,228,470 
PLACER $ 197,527 $ 46,365 $ 444,188 $688,080 
PLUMAS $ 208,900 $ 8,136 $217,036 
RIVERSIDE $ 2,086,711 $ 360,159 $2,446,870 

SACRAMENTO $ 1,473,368 $ 498,582 $1,971,950 
SAN BENITO  $ 31,901 $ 12,250 $44,151 
SAN BERNARDINO $ 2,528,246 $ 610,357 $3,138,603 
SAN DIEGO  $ 2,392,515 $ 878,852 $3,271,367 
SAN FRANCISCO $ 2,034,829 $ 685,821 $2,720,650 
SAN JOAQUIN $ 846,218 $ 282,744 $1,128,962 
SAN LUIS OBISPO $ 127,421 $ 57,159 $ 254,061 $438,641 

SAN MATEO  $ 689,902 $ 164,338 $854,240 
SANTA BARBARA $ 167,202 $ 33,828 $201,030 
SANTA CLARA $ 543,363 $ 172,184 $715,547 
SANTA CRUZ $ 96,068 $ 22,376 $118,444 
SHASTA $ 195,919 $ 75,228 $271,147 
SIERRA $ 48,289 $ 317 $48,606 
SISKIYOU $ 97,274 $ 22,840 $120,114 

SOLANO  $ 120,364 $ 46,217 $166,581 
SONOMA $ 204,638 $ 42,804 $247,442 
STANISLAUS $ 542,357 $ 185,018 $1,001,530 $1,000,000 $2,728,905 
SUTTER/YUBA $ 269,468 $ 69,385 $338,853 
TEHAMA $ 170,234 $ 21,397 $191,631 
TRINITY  $ 83,541 $ 2,042 $85,583 
TULARE $ 667,105 $ 201,143 $868,248 
TUOLUMNE $ 53,192 $ 16,616 $69,808 
VENTURA $ 224,953 $ 86,376 $311,329 
YOLO  $ 195,604 $ 18,408 $214,012 
COUNTY TOTAL $37,029,922  $ 8,059,000 $200,000 $3,987,515 $2,000,000 $ 20,000 $51,296,437 
DMH 
ADMIN/SUPPORT $ 2,699,812 $2,699,812 
GRAND TOTAL $53,996,249 
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DMH strongly agrees with the principles of transformation and is working diligently to 
accomplish those transformational goals as found in the guidance instructions and as articulated 
in the President’s New Freedom Commission on Mental Health. Transformational activities are 
being facilitated through the implementation of the MHSA, as described below and as referenced 
in various narrative sections of the application and with the Mental Health Block Grant (MHBG) 
funds. 

MHBG TRANSFORMATIONAL EFFORTS 

Although the MHBG is a small percentage of California’s mental health budget, it is invaluable 
for the purpose of providing an important and flexible funding source to support a broad range of 
innovative activities specific to the needs of each county. Many counties are using the MHBG to 
fund community mental health services that are transformational, innovative, recovery based, 
culturally competent and community based. The MHBG funds are allocated to all of 
California’s 58 counties through two methodologies. 

1.	 The first method is a legislated formula that provides a stable, flexible and non-
categorical funding base, which the counties can use to develop innovative programs or 
augment existing programs within their SOCs for adults with SMI or children with SED. 
In order to receive the formula allocation, each county is required to submit an annual 
application or expenditure plan that includes a narrative detailing its intended use of the 
funds. $8,059,000 of the MHBG funds have been set-aside and distributed to the 
counties based on this formula to support existing efforts to provide integrated treatment 
services for individuals with a dual diagnosis of SMI and a substance abuse disorder; and 

2.	 The second method of allocating the MHBG funds is a discretionary method that allows 
the Department, in consultation with the CHMDA, to fund specific projects that are 
innovative and based on best practices. In the past the funds have provided for numerous 
successful projects including the development of an OASOC, Dual Diagnosis Projects, 
Veterans with PTSD, Youth Development and Crime Prevention Projects, and Supportive 
Housing Projects. The MHBG discretionary funds are currently being use to support the 
following programs (all described within the application). 

•	 $3,987,515 to provide ongoing funding to support seven competitively awarded 
CSOC programs; 

•	 $2,000,000 to support two ISAs; 
•	 $200,000 to support Human Resource Development; and 
•	 $20,000 to support the efforts of the COJAC. 

California had not collected information as requested in the block grant application instructions 
related to transformational activities; therefore it was necessary to request counties to provide 
information to the State as to the transformational efforts occurring in their county. It must be 
recognized that the concept of transformation includes a system whose core structure is 
culturally competent, integrated, recovery-based, and consumer driven, and that these endeavors 
are an integrated effort and often overlap. 
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Other Transformation Efforts 

In addition to the MHBG funds, DMH is engaged in numerous endeavors that support 
transformation efforts in California. Leading that effort is the implementation of the MHSA that 
provides the funding to expand community mental health services. The activities supported by 
the MHSA are consistent with the goals identified by the President’s New Freedom Commission 
on Mental Health and are intended to achieve the following: 

•	 To define mental illness as a condition deserving priority attention, including PEI 

services through medical and supportive care; 


•	 To reduce the long-term adverse impact resulting from untreated SMI; 
•	 To expand successful, innovative service programs including culturally and linguistically 

competent approaches for underserved populations; 
•	 To provide funds to adequately meet the need of all who can be identified and enrolled; 

and 
•	 To ensure that funds are expend in the most effective manner and services are provided in 

accordance with recommended best practices with oversight to ensure accountability. 

The transformational activities, including those of the MHSA, are described throughout the 
narrative and have been summarized below. 

Goal 1 - Americans Understand that Mental Health is Essential to Overall Health. 

The MHSA authorizes DMH to establish program requirements for PEI in California including 
reduction of stigma, discrimination, and suicide. In addition, the MHSA authorizes the 
MHSOAC to approve program expenditures for PEI.  Because of this unique relationship, DMH 
and the MHSOAC worked closely to craft the program and funding requirements in 
collaboration with the CMHDA and the CMHPC. To date, 45 counties have submitted their plan 
for PEI services. 

•	 DMH convened a Statewide Advisory Committee which completed a draft California 
Strategic Plan for Suicide Prevention. The Strategic Plan was completed in June 2008; 
and 

•	 The MHSOAC approved expenditures of $40 million per year for Student Mental Health 
Initiative, Stigma and Discrimination Reduction and Suicide Prevention statewide efforts. 
DMH will be the administrator for those programs. Counties are assigning some of their 
funds to the state to fund this effort. 

Goal 2 - Mental Health Care Is Consumer and Family Driven. 

The California mental health system is based on the development of an integrated system for 
children, adults, and older adults that are recovery-based, comprehensive, integrated, and driven 
by consumer and family needs. Characteristics of this effort include: 

•	 Dedication to providing recovery-based comprehensive services; 
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•	 Team models that rely heavily on interagency collaboration and cooperation to meet 
clients’ needs; 

•	 Voluntary participation of clients in each service identified in a personal service plan; and 
•	 Provision of services on a 24-hour basis to meet the needs of individuals, including 

housing, supported and competitive employment, socialization, education, rehabilitation, 
legal assistance, money management, mental health treatment, physical health care, and 
dental care. 

Some programs provide information, counseling, respite, and other services for relatives of 
clients. 

In addition, consumers and family members have multiple opportunities to influence care for 
themselves and their children. For example: 

•	 Clients and family members serve on committees of the CMHDA; 
•	 DMH supports the CNMHC, which funds consumer-driven services in such areas as self-

help and mutual support groups, public education and policy, cultural competence and 
sensitivity, membership outreach and networking, and job development; 

•	 DMH also support other family and consumer support agencies such as NAMI California 
and UACF; and 

•	 The DMH Ombudsman Office creates a bridge between the mental health managed care 
system and Medi-Cal beneficiaries by providing information and assistance to help them 
navigate the system; a toll-free number is an important feature of this service. 

The MHSA directs that the perspective, participation of ongoing involvement of consumers and 
family members is a significant factor in the planning, development, and implementation of the 
MHSA. The effective participation of clients and family members throughout the process is 
critical and utilizes an inclusive stakeholder process for design of the MHSA. 

The MHSA specifies the major components around which DMH has created an extensive 
stakeholder process to consider input from all perspectives. Because of the complexity of each 
component, implementation of the components was staggered. All MHSA components are now 
being implemented. The state’s stakeholder process involves the development of discussion 
documents, a series of general stakeholder meetings, statewide teleconferences and topic-specific 
workgroups to provide input on critical implementation policies and processes. In addition, the 
DMH continues to encourage stakeholders to provide input on MHSA-related issues and policies 
through the general MHSA email address, the toll-free MHSA phone line and the MHSA 
Website. 

There are five fundamental concepts inherent in the MHSA that are both consistent with the 
goals of the President’s New Freedom Commission, and required to be embedded and 
continuously addressed throughout the Program and Expenditure Plans submitted by counties. 
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Two of the five fundamental concepts consistent with Goal 2 include: 

•	 Community collaboration: Community collaboration refers to the process by which 
various stakeholders including groups of individuals or families, citizens, agencies, 
organizations, and businesses work together to share information and resources in order 
to accomplish a shared vision. Collaboration allows for shared leadership, decision-
making, ownership, vision, and responsibility. The goal of community collaboration is to 
bring community members together in an atmosphere of support to systematically solve 
existing and emerging problems that could not easily be solved by one group alone. 

•	 Client/family driven mental health system for older adults, adults and TAY and 
family driven system of care for children and youth: With adult clients and families of 
children and youth identifying their needs and preferences; DMH can develop services 
and supports that will be most effective for them. These needs and preferences also 
influence the policy and financing decisions that affect them. Adult services are client 
centered and child and youth services are family driven; with providers working in full 
partnership with the clients and families they serve to develop individualized, 
comprehensive service plans. Individualized, comprehensive service plans help 
overcome the problems that result from uncoordinated services and fragmented systems. 

Many adults with SMI and parents of children with SED have limited influence over the 
services they or their children receive. Increasing opportunities for clients and families to 
have greater choices over such things as types of service, providers, and how service 
dollars are spent, facilitates personal responsibility, creates an economic interest in 
obtaining and sustaining recovery, and shifts the incentives towards a system that 
promotes learning, self monitoring, and accountability. Increasing choice protects 
individuals and encourages quality. 

Goal 3 - Disparities in Mental Health Services Are Eliminated. 

Eliminating disparities in mental health services requires culturally competent mental health care 
and a qualified workforce. The DMH OMS has had an active CCAC to provide assistance and 
advice in developing culturally competent mental health services. To date, OMS has completed 
more than 30 statewide trainings and direct county consultations on cultural competence and 
mental health. 

In addition, OMS has completed a service provider competency assessment scale and training 
program in collaboration with a local university and the CIMH. This provider assessment scale 
toolkit is designed to assess the cultural competence training needs of mental health service 
providers and provide a roadmap for multicultural training in four areas: multicultural 
knowledge, awareness of cultural barriers, sensitivity to multicultural consumers, and non-ethnic 
ability. 

A Multicultural Mental Health Brochure Series along with an Interactive CD has been developed 
to educate mental health consumers, family members, service providers, and the general public. 
This can be found at the CIMH website (http://www.cimh.org). 
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Further, the DMH Human Resource Project is designed to increase the diversity of the workforce 
and ensure that it is competent in terms of issues around culture, gender, age, and religion. In 
2004, the project developed Psychiatric/Mental Health Nurse Practitioner fact sheets targeted to 
various levels of the career ladder. Because there is a dramatic shortage of mental health 
workers qualified to provide integrated services for people with SMI and CODs, the Human 
Resource Project will produce the information necessary to develop a curriculum for training 
staff in COD treatment. 

Barriers to mental health service delivery in rural areas are addressed by the Small and Rural 
Counties Committee of the CMHDA and by the State’s Rural Health and Policy Council. 

Goal 4 - Early Mental Health Screening, Assessment, and Referral to Services Are 
Common Practice. 

Another fundamental concept inherent in the MHSA and consistent with Goal 4 is the provision 
of integrated service experiences for clients and their families throughout their interactions with 
the mental health system. This means that services are “seamless” to clients and that clients do 
not have to negotiate multiple agencies and funding sources to get critical needs met and to move 
towards recovery and develop resiliency. Services are delivered, or at a minimum coordinated, 
through a single agency or a system of care. The integrated service experience centers on the 
individual/family, uses a strength-based approach, and includes multi-agency programs and joint 
planning to best address the individual/family’s needs using the full range of community-based 
treatment, case management, and interagency system components required by 
children/TAY/adults/older adults. Integrated service experiences include attention to people of 
all ages who have a mental illness and who also have COD, such as substance use problems 
and/or other chronic health conditions or disabilities. With a full range of integrated services to 
treat the whole person, the goals of self-sufficiency for older adults and adults, and safe family 
living for children and youth, can be reached for those who may have otherwise faced 
homelessness, frequent and avoidable emergency medical care or hospitalization, incarceration, 
out-of-home placement, or dependence on the state for years to come. The combination of these 
five fundamental concepts ensure that through MHSA-funded activities, counties work with their 
communities to create culturally competent, client/family driven mental health services and 
support plans which are wellness focused, support recovery and resilience, and offer integrated 
service experiences for clients and families. 

In addition, services for children and youth, people with COD, and older adults are a priority in 
the California mental health service system. The CSOC Initiative will benefit from funds 
generated by the MHSA. Positive outcomes for children involved in CSOC services include 
reduction in psychiatric hospitalizations, justice system involvement, and out-of-home placement 
and improvement in school attendance. Additional services for children and youth include: 

•	 The Early Mental Health Initiative (EMHI) for children in kindergarten through third 
grade who are experiencing mild to moderate school adjustment activities; 

•	 A Youth Pilot Program within the HHSA designed to demonstrate collaborative, 
integrated child and family delivery systems; this program builds on the success of the 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 199 of 339Page 199 of 339Page 199 of 339 



                                                                              

 

 

 
 

 

 

 

 

 
 

 

 

 
 

                                            

CSOC and is supporting the development of institutional and administrative reforms that 
improve client outcomes; and 

•	 Interagency case management councils that coordinate resources for children who are 
concurrently using the services of more than one agency. 

Activities on behalf of individuals with CODs include the following: 

•	 DMH annually sets aside $8 million of its Block Grant funds to support county efforts to 
provide integrated treatment services for adults with CODs. 

Integrated Dual Diagnosis Treatment (IDDT): 

DMH sought and received one of SAMHSA’s Evidence-Based Practices grants for $975,000 to 
(1) provide training and technical assistance to implement the IDDT model in eight sites 
throughout California; (2) evaluate the implementation process and fidelity to the IDDT model, 
and (3) develop the infrastructure to foster statewide implementation of evidence-based 
practices. One of the sites under this grant, Ventura County Behavioral Health, was recently 
awarded the Science and Service Award by SAMHSA in recognition of exemplary 
implementation of evidence-based intervention to prevent and treat mental illness and substance 
abuse. 

The implementation and evaluation was contracted to CIMH. Six of the eight sites sustained 
implementation of the model, one to a very high degree of fidelity and three others to an 
adequate level of fidelity. In two of the four counties, IDDT is being further disseminated. 

Goal 5 - Excellent Mental Health Care Is Delivered and Research Is Accelerated. 

In the past years DMH has continued MHSA implementation activities in the following areas: 

Community Services and Supports (CSS) 

CSS refers to "System of Care Services" as required by the MHSA in Welfare and Institutions 
Code Sections 5813.5 and 5878.1 to 5878.3. The change in terminology differentiates MHSA 
CSS from existing and previously existing SOC programs funded at the federal, state and local 
levels. The MHSA requires that “each County1 shall prepare and submit a three-year plan 
which shall be updated at least annually and approved by the DMH after review and comment 
by the Mental Health Services Oversight and Accountability Commission.” The MHSA further 
requires that “the department shall establish requirements for the content of the plans.” Annual 
updates to the County’s Three-Year Program and Expenditure Plan will be required pursuant to 
MHSA requirements. Pursuant to California Code of Regulations, Title 9, sections 3300, 3310, 
subdivision (d), and 3515, subdivision (a), the annual update shall be developed with the 
participation of stakeholders. A draft of the annual update or update shall be circulated for 30 
days to stakeholders for review and comment. 

1 “County” means the County Mental Health Department, two or more County Mental Health Departments 
acting jointly, and/or city-operated programs receiving funds per WIC Sections 57.01 (Cal. Code Regs. 
Tit. 9, § 3200.090). 
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The DMH developed plan requirements for the Program and Expenditure Plan for CSS with 
stakeholder participation in early 2005 and released them in final on August 1, 2005. As of 
June 2009, sixty (60) County Plans have been received and sixty (60) plans have been approved 
for funding. 

The total funding amount for CSS for FY 2010-11 is approximately $783 million. The total 
funding amount for PEI for FY 2010-11 is approximately $216 million. The total funding 
amount for Innovation for FY 2010-11 is approximately $119 million. 

These Program and Expenditure Plan requirements are intended to build upon and operationalize 
the concepts in the Vision Statement and Guiding Principles for DMH Implementation of the 
MHSA. These requirements look beyond “business as usual” and are intended to start building a 
system where access will be easier; services are more effective; out-of-home placements, 
institutional care, homelessness and incarcerations are reduced; and stigma toward those who are 
diagnosed with SMI or SED no longer exists. These requirements are intended to initiate 
significant changes including: 

•	 Increases in the level of participation and involvement of clients and families in all 
aspects of the public mental health system; 

•	 Increases in client and family operated services; 
•	 Outreach to and expansion of services to client populations in order to eliminate 

disparities in accessibility, availability and appropriateness of mental health services and 
to more adequately reflect mental health prevalence estimates; and 

•	 Increases in the array of community service options for individuals diagnosed with SMI 
and children/youth diagnosed with SED, and their families, that will allow them to avoid 
unnecessary institutionalization and out of-home placements. 

Essential Elements for All Three-Year Program and Expenditure Plans 

There are five fundamental concepts inherent in the MHSA that must be embedded and 
continuously addressed throughout the Program and Expenditure Plans submitted by Counties. 
These include: 

1.	 Community collaboration: Community collaboration refers to the process by which 
various stakeholders including groups of individuals or families, citizens, agencies, 
organizations, and businesses work together to share information and resources in order 
to accomplish a shared vision. Collaboration allows for shared leadership, decisions, 
ownership, vision, and responsibility. The goal of community collaboration is to bring 
members of the community together in an atmosphere of support to systematically solve 
existing and emerging problems that could not easily be solved by one group alone; 

2. 	 Cultural competence: Cultural competence is a set of congruent behaviors, attitudes, 
and policies that come together in a system, agency, or among consumer providers, 
family member providers, and professionals that enables that system, agency or those 
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professionals, consumer providers, and family member providers to work effectively in 
cross-cultural situations. 

Cultural competence includes language competence and views cultural and language 
competent programs and services as methods for elimination of racial and ethnic mental 
health disparities. There is a clear focus on improved quality and effectiveness of 
services. Service providers understand and utilize the strengths of culture in service 
delivery. Culturally competent programs and services are viewed as a way to enhance 
the ability of the whole system to incorporate the languages and cultures of its clients into 
the services that provide the most effective outcomes and create cost effective programs. 
Identification, development, promulgation, and adoption of culturally competent best 
practices for care must be an integral part of ongoing culturally competent planning and 
implementation of the MHSA. 

3. 	 Client/family driven mental health system for older adults, adults and TAY and 
family driven system of care for children and youth: Adult clients and families of 
children and youth identify their needs and preferences which lead to the services and 
supports that will be most effective for them. Their needs and preferences drive the 
policy and financing decisions that affect them. Adult services are client centered and 
child and youth services are family driven; with providers working in full partnership 
with the clients and families they serve to develop individualized, comprehensive service 
plans. Individualized, comprehensive service plans help overcome the problems that 
result from fragmented or uncoordinated services and systems. 

Many adults with SMI and parents of children with SED have limited influence over the 
services they or their children receive. Increasing opportunities for clients and families to 
have greater choices over such things as types of service, providers, and how service 
dollars are spent, facilitates personal responsibility, creates an economic interest in 
obtaining and sustaining recovery, and shifts the incentives towards a system that 
promotes learning, self monitoring, and accountability. Increasing choice protects 
individuals and encourages quality. 

4. 	Wellness focus, which includes the concepts of recovery and resilience: 
Recovery refers to the process in which people who are diagnosed with a mental illness 
are able to live, work, learn, and participate fully in their communities. For some 
individuals, recovery means recovering certain aspects of their lives and the ability to live 
a fulfilling and productive life despite a disability.  For others, recovery implies the 
reduction or elimination of symptoms. Focusing on recovery in service planning 
encourages and supports hope; 

Resilience refers to the personal qualities of optimism and hope, and the personal traits of 
good problem solving skills that lead individuals to live, work and learn with a sense of 
mastery and competence. Research has shown that resilience is fostered by positive 
experiences in childhood at home, in school and in the community. 

5.	  Integrated service experiences for clients and their families throughout their 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 202 of 339Page 202 of 339Page 202 of 339 



                                                                              

 

 

 

 
 

 

 

interactions with the mental health system: This means that services are 
“seamless” to clients and that clients do not have to negotiate multiple agencies and 
funding sources to get critical needs met and to move towards recovery and develop 
resiliency. Services are delivered, or at a minimum, coordinated through a single agency 
or a system of care. The integrated service experience centers on the individual/family, 
uses a strength-based approach, and includes multi-agency programs and joint planning 
to best address the individual/family’s needs using the full range of community-based 
treatment, case management, and interagency system components required by 
children/TAY/adults/older adults. 

Integrated service experiences include attention to people of all ages who have a mental 
illness and who also have CODs, including substance use problems and other chronic 
health conditions or disabilities. With a full range of integrated services to treat the 
whole person, the goals of self-sufficiency for older adults and adults and safe family 
living for children and youth can be reached and maintained for those who may have 
otherwise faced homelessness, frequent and avoidable emergency medical care or 
hospitalization, incarceration, out-of-home placement, or dependence on the state. 

These five fundamental concepts combine to ensure that through MHSA-funded 
activities, counties work with their communities to create culturally competent, 
client/family driven mental health services and support plans which are wellness focused, 
which support recovery and resilience, and which offer integrated service experiences for 
clients and families. 

Services for Adults and Older Adults 

The W&I Code, Section 5813.5 specifies that MHSA services will be available to adults and 
seniors with severe mental illnesses who meet the eligibility criteria in the W&I Code Section 
5600.3(b)—adults and older adults who have serious mental disorder and (c)—adults and older 
adults who require or are at risk of requiring acute psychiatric inpatient care, residential 
treatment, or outpatient crisis intervention because of a mental disorder with symptoms of 
psychosis, suicidality, or violence. Some TAY may also be served under these provisions. 

The MHSA Program and Expenditure Plan Requirements are based on a logic model that links: 
(1) community issues resulting from untreated mental illness and a lack of services and supports, 
(2) mental health needs within the community, (3) the identification of specific populations to be 
served based upon the issues and needs identified, (4) the programs and services/strategies to be 
implemented, and (5) the desired outcomes to be achieved. In addition to a focus on community 
issues and outcomes. The MHSA also emphasizes the importance of measuring outcomes 
achieved by specific individuals and families, including but not limited to: hope, personal 
empowerment, respect, social connections, independent living for adults and safe living with 
families for children/youth, self-responsibility, self determination and self esteem for clients and 
families. An outcome measurement system (system and individual level) will be developed and 
implemented under the MHSA to ensure that counties are providing the highest level of quality 
care possible in the most efficient and effective ways. It is further envisioned that as a part of the 
ongoing QI process, data and feedback on the individual, community and system levels are used 
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to refine and improve services and supports. Plans for addressing individual quality of care 
issues are a part of this ongoing process. Significant effort is being focused on streamlining the 
state and local plan development and approval processes, integration of the components of the 
MHSA with each other and into the larger public mental health system and increased focus on 
indicators. The commitment to transformation of the entire local public mental health system 
through the use of the MHSA continues. 

Specific Populations by Age Consistent with MHSA and DMH Priorities: 

•	 Children and youth between the ages of 0 and 18, or Special Education Pupils up to age 
21, who have SED and their families, who are not currently being served; 

•	 TAY between the ages of 16 and 25, who are currently unserved or underserved who 
have SED and who are homeless or at imminent risk of being homeless, youth who are 
aging out of the child and youth mental health, child welfare and/or juvenile justice 
systems and youth involved in the criminal justice system or at risk of involuntary 
hospitalization or institutionalization; 

•	 Adults with SMI – including adults with a co-occurring substance abuse disorder and/or 
health condition; and 

•	 Older adults 60 years and older with SMI – including older adults with co-occurring 
substance abuse disorders and/or other health conditions – who are not currently being 
served and have a reduction in personal or community functioning, are homeless, and/or 
at risk of homelessness, institutionalization, nursing home care, hospitalization and 
emergency room services. 

There are three service categories to emphasize and track the essential elements of 
transformation. 

•	 In FSPs, each individual participating must be offered a partnership with the county 
MHP to develop an individualized services and supports plan that is based on “whatever 
it takes” approach; 

•	 Counties may use general system development funding to help transform their core 
programs and service delivery system to be more consistent with the 5 fundamental 
concepts of the MHSA as described earlier; and 

•	 The last category is outreach and engagement, to highlight the commitment to reach out 
to unserved and underserved communities and individuals. 
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Goal 6 - Technology Is Used to Access Mental Health Care and Information. 

The University of California has been allotted $200 million through Proposition 1D which was 
approved by California voters in November 2006. These funds provide for related infrastructure 
to expand medical school enrollment and build and enhance telemedicine statewide. 

California was awarded a $22 million grant from the Federal Communications Commission to 
fund the expansion of broadband services to over 300 rural telemedicine sites in California, 
including 81 rural hospitals. In addition, up to $8.6 million in financial commitments have been 
offered by the California Emerging Technology Fund and United Health Group Inc to help 
support the implementation of this project. The telehealth network will be used to improve 
access to care in underserved communities, as well as to provide a resource for emergency 
services and disaster preparedness. 

Telemedicine technology is being pilot tested in more than half a dozen projects around the 
State. One such project is the Northern Sierra Rural Health Network’s Regional Telemedicine 
System Project that links rural providers with specialists in urban areas and with each other to 
access telemedicine and telepsychiatry, decrease provider isolation, and provide increased 
opportunities for continuing education for rural providers. Telemedicine units have been 
installed in rural clinics, hospitals, public health departments, and other health care sites in eight 
counties. More than 850 clinical consultations and more than 210 Continuing Medical Education 
events have been conducted. Budgetary constraints continue to be a barrier to full 
implementation of telemedicine services. The MHSA has set aside a portion of the new funding 
for CFTN activities. 

The Network of Care for Mental Health is an Internet-based community resource for individuals, 
families and agencies concerned with mental and emotional wellness. This online community 
provides critical information, communication and advocacy tools with a single point of entry. It 
ensures there is “No Wrong Door” for those navigating the system of mental health services, 
those working to avoid the need for formal services, and those ready to transition out of the 
mental health system. This easy-to-use website also provides an extensive directory to put 
people in touch with the right services at the right time. It also offers vital information about 
diagnoses, insurance and advocacy, as well as daily news from around the world concerning 
mental health. 

A portion of the MHSA funds have been specifically set aside for CFTN in FY 2004-2005 
through FY 2008-2009 to enable counties to support the goals of the MHSA in a manner which 
is consistent with the County’s Three-Year Program and Expenditure Plan. In subsequent FYs, 
counties may continue to use a portion of their MHSA CSS funding for CFTN. In March, 2008, 
DMH released proposed guidelines for Counties to submit their CFTN Component of the 
MHSA. The County must clearly show how the planned use of the Capital Facilities funds will 
produce long-term impacts with lasting benefits, and the development of a variety of community-
based facilities which support integrated service experiences and an increase in peer support and 
consumer run facilities. Capital Facilities funding will be utilized to purchase, construct, and/or 
rehabilitate facilities that provide services and/or treatment for those with SMI, or to provide 
administrative support to MHSA funded programs. 
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The MHSA also provides funding for county technology projects that will improve the access 
and delivery of mental health services to the public. DMH is responsible for ensuring that the 
MHSA funds are appropriated to county technology projects that are consistent with MHSA 
goals and objectives. In order to allocate funds appropriately, DMH created a process in which 
counties submit their technology funding requests for approval in accordance with established 
DMH guidelines. DMH then works directly with each county technology representative (usually 
the chief information officer) to develop a comprehensive understanding of the technology 
project and the anticipated results, and make any required modifications prior to approval. Once 
the approval is granted, funds are released to the county in support of the project. The DMH 
then continues to work in an oversight capacity with the county in order to ensure the project’s 
success. 

DMH evaluates and approves technology requests within the context of two goals: 

•	 Modernize and transform clinical and administrative information systems to improve 
quality of care, operational efficiency and cost effectiveness; and 

•	 Increase consumer and family empowerment by providing the tools for secure consumer 
and family access to health information within a wide variety of public and private 
settings. 

The long-term technology goal of DMH is to develop an Integrated Information Systems 
Infrastructure where all counties have integrated information systems that can securely access 
and exchange information. This infrastructure will allow different county systems to share 
information across a secure network environment both inside and outside their respective 
counties. Counties and their contract providers, hospital emergency departments, laboratories, 
pharmacies and consumers and their families could all securely access and exchange information 
through the infrastructure. This long-term goal will be achieved as each county assesses their 
current state of technology readiness and moves through a continuum of improvements over 
time. 

To facilitate the long-term technology transformation, DMH developed minimum statewide 
standards for mental health EHR systems. The EHR system is the foundation for the Integrated 
Information Systems Infrastructure. It is a secure, real-time, point-of-care, client-centric, 
information resource for service providers. The ability to share timely, accurate and secure 
access to the client’s health and healthcare information is possible through the use of uniform 
standards to transfer information from one source to another. To achieve statewide technology 
transformation, DMH will periodically specify increasingly complex minimum standards so that 
counties and their vendors will be able to adapt their systems while meeting their current 
business needs. 

Outcomes Reporting 

Counties report FSP outcomes and other MHSA services information. In addition, all counties 
with approved CSS plans have begun submitting Quarterly Reports of targeted and actual 
numbers of persons outreached and served through the MHSA FSP, outreach and engagement, 
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and system development funding sources. The DMH is streamlining data entry, consolidation 
and analytic processes for statewide aggregation and reporting of this information. 

Because PM selection includes the consideration of technology options available to improve 
workflow processes, data quality and the feasibility of data collection, DMH information 
technology personnel, performance measurement personnel and numerous stakeholders 
statewide continue to collaborate towards enhancing information management infrastructures 
that support performance measurement and accountability reporting. To that end, the DMH is 
developing the DCR and other Web-based data entry processes which streamline the data 
submission and reporting process for FSP programs and other MHSA strategies. 

In addition, the MHSA is involved the following transformation efforts that are critical to the 
success of community mental health services in California: 
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`;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 
a;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQS9MQ6LTlLMOOQTmQS9M 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9QLMKTLPQX?=*]QO>OSM[; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F*MPZKMPQ+SWdW,NSWTJQTmQiO>K9WNSLWKQIJ6NSWMJSQ-MPOQrQ`fQPN>O 
XiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL a;pp a;po ^a;hf ^a;hf 
YZ[MLNSTL ^h ^h rr rr 
sMJT[WJNSTL afg afo rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 k9MQsM6NLS[MJSQ8WddQOSLWVMQSTQPMKLMNOMQS9MQLMNP[WOOWTJQLNSMO; 
ERQ`\X]	 k9MLMQWOQNQSNLlMSQSTQkMM6QS9MQLMNP[WOOWTJQLNSMQ\MdT8Q^bQ6MLKMJS; 
PVab_RXYVS]	 RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ]	 k9MQ6MLmTL[NJKMQWJPWKNSTLQWOQOSNSMPQNOQS9MQ6MLKMJSQTmQ6MLOTJOQPWOK9NLlMPQ89T 
NLMQLMNP[WSSMP;Q=T8MVMLnQ89MJQS9MQJZ[\MLOQNLMQO[NddnQNQPWmmMLMJKMQTmQTJMQTLQS8T 
6MT6dMQKNJQ9NVMQNQOWlJWmWKNJSQW[6NKSQTJQS9MQLNSMQTmQLMNP[WOOWTJnQS9ZOQTZLQSNLlMS 
[ZOSQ\MQmNWLd>QdW\MLNdQSTQNddT8QmTLQ6TOOW\dMQdNLlMQO8WJlOQWJQLNSMOQTmQLMNP[WOOWTJ; 

c\RTbQ\]	 *MNP[WOOWTJQSTQOSNSMQ9TO6WSNdQmTLQRPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:IQ8WS9WJQ`fQPN>O; 
JVbQZ\TFVU	 @NdWmTLJWNQsM6NLS[MJSQTmQ:MJSNdQ=MNdS9QRP[WOOWTJQsWOK9NLlMQNJPQkLNJOmMLQXRsk] 
OSUVQWRXYVS]	 =TO6WSNdQPNSNQO>OSM[; 
Ja\ZYR_FOTTb\T]	 @NdWmTLJWNQ9NOQJTSQOMSQO6MKWmWKQlTNdOQSTQPNSMQ\MKNZOMQS9MQN\OTdZSMQNJPQLMdNSWVM 

JZ[\MLOQTmQ6MLOTJOQOMLVWMPQWJQUSNSMQ=TO6WSNdOQWOQVML>QdT8;QRQLMKMJSQYRU:=is 
LM6TLSQO9T8OQS9NSQ@NdWmTLJWNAOQUSNSMQ=TO6WSNdQZSWdW,NSWTJQmTLQVTdZJSNL>QNJPQKWVWd 
KT[[WS[MJSOQWOQN[TJlQS9MQdT8MOSQWJQS9MQKTZJSL>;Qk9MQJZ[\MLQTmQ9TO6WSNdOQPN>O 
6MLQ^ffnfffQK9WdPLMJQNJPQ>TZS9QWOQaaaQ89WdMQS9MQJNSWTJNdQNVMLNlMQWOQ^nbhf;Qk9WOQWO 
S9MQOMKTJPQdT8MOSQLNSMQN[TJlQ`fQOSNSMQLM6TLSWJl;Qk9MQLNSMQmTLQNPZdSOQWJQ@NdWmTLJWN 
WOQh^gQ89WdMQS9MQJNSWTJNdQNVMLNlMQWOQbn`pf;Qk9WOQWOQS9MQS9WLPQdT8MOSQLNSMQN[TJlQ`h 
OSNSMQLM6TLSWJlQmTLQNPZdSO;Qk9MOMQVML>QdT8QNP[WOOWTJQLNSMOQ[NkMQMOSN\dWO9WJlQN 
lTNdQSTQ89WK9QS9MQOSNSMQ8WddQ\MQ9MdPQPWmmWKZdS;Qk9MQPM6NLS[MJSQ8WddQOSLWVMQSTQPMKLMNOM 
S9MQLMNP[WOOWTJQLNSMOQNJPQSTQkMM6QS9MQLMNP[WOOWTJQLNSMQ\MdT8Q^bQ6MLKMJSQSTQNddT8 
mTLQ8WPMQVNLWNSWTJQS9NSQ[N>QSNkMQ6dNKMQWJQWJPWVWPZNdQ>MNLO; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJ; 
_;QoWS9QS9MQ:=URnQ@T[[ZJWS>QUMLVWKMOQNJPQUZ66TLSQ@T[6TJMJSnQS9MQ@TZJS> 
:MJSNdQ=MNdS9QsM6NLS[MJSOQ8WddQKTJSWJZMQSTQW[6dM[MJSQmZddQOMLVWKMQ6NLSJMLO9W6O 
89WK9Q8WddQlLMNSd>QNOOWOSQWJQS9MQWJPWVWPZNdQ8WS9QU:IQSTQOSN>QWJQKTZJS>QOMSSWJlO.QS9WO 
LMPZKWJlQS9MQZSWdW,NSWTJQTmQiO>K9WNSLWKQIJ6NSWMJSQ-MPO; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJ; 
_;QoWS9QS9MQ:=URnQ@T[[ZJWS>QUMLVWKMOQNJPQUZ66TLSQ@T[6TJMJSnQS9MQ@TZJS> 
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:MJSNdQ=MNdS9QsM6NLS[MJSOQ8WddQKTJSWJZMQSTQW[6dM[MJSQmZddQOMLVWKMQ6NLSJMLO9W6O 
89WK9Q8WddQlLMNSd>QNOOWOSQWJQS9MQWJPWVWPZNdQ8WS9QU:IQSTQOSN>QWJQKTZJS>QOMSSWJlO.QS9WO 
LMPZKWJlQS9MQZSWdW,NSWTJQTmQiO>K9WNSLWKQIJ6NSWMJSQ-MPO; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F*MPZKMPQ+SWdW,NSWTJQTmQiO>K9WNSLWKQIJ6NSWMJSQ-MPOQrQ^gfQPN>O 
XiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL o;`b b;gb ^a;hf ^a;hf 
YZ[MLNSTL `f _a rr rr 
sMJT[WJNSTL afg a^f rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] k9MQsM6NLS[MJSQ8WddQOSLWVMQSTQPMKLMNOMQS9MQLMNP[WOOWTJQLNSMO; 
ERQ`\X] k9MQlTNdQWOQSTQkMM6QS9MQLMNP[WOOWTJQLNSMQ\MdT8Q^bQ6MLKMJS; 
PVab_RXYVS] RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
NQYX\QYVS] ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] k9MQ6MLmTL[NJKMQWJPWKNSTLQWOQOSNSMPQNOQS9MQ6MLKMJSQTmQ6MLOTJOQPWOK9NLlMPQ89T 
NLMQLMNP[WSSMP;Q=T8MVMLnQ89MJQS9MQJZ[\MLOQNQO[NddnQNQPWmmMLMJKMQTmQTJMQTLQS8T 
6MT6dMQKNJQ9NVMQNQOWlJWmWKNJSQW[6NKSQTJQS9MQLNSMQTmQLMNP[WOOWTJnQS9ZOQTZLQSNLlMS 
[ZOSQ\MQmNWLd>QdW\MLNdQSTQNddT8QmTLQ6TOOW\dMQdNLlMQO8WJlOQWJQLNSMOQTmQLMNP[WOOWTJ; 

c\RTbQ\] YZ[\MLQTmQLMNP[WOOWTJQSTQOSNSMQ9TO6WSNdQ8WS9WJQ^gfQPN>O 
JVbQZ\TFVU @NdWmTLJWNQsM6NLS[MJSQTmQ:MJSNdQ=MNdS9QRskQ=TO6WSNdQPNSNQO>OSM[ 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T] @NdWmTLJWNQ9NOQJTSQOMSQO6MKWmWKQlTNdOQPZMQSTQS9MQN\OTdZSMQNJPQLMdNSWVMQJZ[\MLOQTm 

6MLOTJOQOMLVMPQWJQUSNSMQ=TO6WSNdOQWOQVML>QdT8;Q@NdWmTLJWNQ9NOQTJMQTmQS9MQdT8MOS 
LNSMOQTmQOSNSMQ9TO6WSNdQZSWdW,NSWTJQmTLQVTdZJSNL>QNJPQKWVWdQKT[[WS[MJSO;Qs:=QKNJJTS 
MOSN\dWO9QNQlTNdQSTQ89WK9QS9MQOSNSMQ8WddQ\MQ9MdPQ\NOMPQTJQOTQmM8Q6MT6dM;Qs:=Q8Wdd 
OSLWVMQSTQPMKLMNOMQS9MQLMNP[WOOWTJQLNSMOQNJPQS9NSQS9MLMQWOQNQlMJMLNdQlTNdQSTQkMM6 
S9MQLMNP[WOOWTJQLNSMQ\MdT8Q^bQ6MLKMJS;Qk9WOQ8WddQNddT8QmTLQVNLWNSWTJQS9NSQ[Wl9SQSNkM 
6dNKMQWJQWJPWVWPZNdQ>MNLO; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS] _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJ; 
_;QoWS9QS9MQ:=URnQ@T[[ZJWS>QUMLVWKMOQNJPQUZ66TLSQ@T[6TJMJSnQS9MQ@TZJS> 
:MJSNdQ=MNdS9QsM6NLS[MJSOQ8WddQKTJSWJZMQSTQW[6dM[MJSQcZddQUMLVWKMQiNLSJMLO9W6O 
89WK9Q8WddQlLMNSd>QNOOWOSQWJQS9MQWJPWVWPZNdQ8WS9QU:IQSTQOSN>QWJQKTZJS>QOMSSWJlO.QS9WO 
LMPZKWJlQS9MQZSWdW,NSWTJQTmQiO>K9WNSLWKQIJ6NSWMJSQ-MPO; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJ; 
_;QoWS9QS9MQ:=URnQ@T[[ZJWS>QUMLVWKMOQNJPQUZ66TLSQ@T[6TJMJSnQS9MQ@TZJS> 
:MJSNdQ=MNdS9QsM6NLS[MJSOQ8WddQKTJSWJZMQSTQW[6dM[MJSQcZddQUMLVWKMQiNLSJMLO9W6O 
89WK9Q8WddQlLMNSd>QNOOWOSQWJQS9MQWJPWVWPZNdQ8WS9QU:IQSTQOSN>QWJQKTZJS>QOMSSWJlO.QS9WO 
LMPZKWJlQS9MQZSWdW,NSWTJQTmQiO>K9WNSLWKQIJ6NSWMJSQ-MPO; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQYZ[\MLQTmQiLNKSWKMOQXYZ[\ML] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL YqR YqR YqR YqR 
YZ[MLNSTL YqR YqR rr rr 
sMJT[WJNSTL YqR YqR rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] 
ERQ`\X] 
PVab_RXYVS] RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
NQYX\QYVS] ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] 
c\RTbQ\] 
JVbQZ\TFVU 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T] @T[\WJWJlQS9MQLMOTZLKMOQmLT[QS9MQsNSNQIJmLNOSLZKSZLMQ)LNJSQXsI)]QNJPQS9MQ:MJSNd 

=MNdS9QUMLVWKMOQRKSQX:=UR]nQS9MQsM6NLS[MJSQ9NOQ[TPWmWMPQWSOQPNSNQO>OSM[OQST 
MJN\dMQS9MQLM6TLSWJlQTmQ?VWPMJKM/-NOMPQiLNKSWKMOQX?-i];Qk9MOMQK9NJlMOQ8MLM 
KT[\WJMPQ8WS9QTS9MLQK9NJlMOQS9NSQ8MLMQJMMPMPQSTQS9MQPNSNQO>OSM[;Qk9M>QNLM 
\MWJlQW[6dM[MJSMPQmTLQUceQ_ffpr_ffo;QUWJKMQbgQKTZJS>QO>OSM[OQNLMQ\MWJl 
[TPWmWMPQSTQLM6TLSQS9MOMQJM8QPNSNQMdM[MJSOnQ8MQM%6MKSQOT[MQdNlQWJQLM6TLSWJlQTVML 
S9MQJM%SQmWOKNdQ>MNL; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS] _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[OQPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJQLMdNSWJlQSTQ?VWPMJKMQ-NOMP 
iLNKSWKMO;Q 
_;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQM%6dTLMQS9MQPMVMdT6[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL> 
S9MQVNLWTZOQ6LTlLN[Oq[TPMdOQXWJKdZPWJlQ?VWPMJKMQ-NOMPQiLNKSWKMO]Q\MWJl 
W[6dM[MJSMPQ\>QS9MQKTZJSWMOQWJQT6MLNSWJlQS9MQ:=UR;Q 

_f^̂ 7Q 
^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQNJPQ[TJWSTLQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[O 
PMOKLW\MPQWJQS9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJQLMdNSWJlQSTQ?VWPMJKM 
-NOMPQiLNKSWKMO;Q 
_;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQM%6dTLMQS9MQPMVMdT6[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL> 
S9MQVNLWTZOQ6LTlLN[Oq[TPMdOQXWJKdZPWJlQ?VWPMJKMQ-NOMPQiLNKSWKMO]Q\MWJl 
W[6dM[MJSMPQ\>QS9MQKTZJSWMOQWJQT6MLNSWJlQS9MQ:=UR;Q 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQRPZdSOQ8WS9QU:IQ*MKMWVWJlQUZ66TLSMPQ=TZOWJl 
XiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ;fg ;_f ;_f ;_f 
YZ[MLNSTL _ab a_g rr rr 
sMJT[WJNSTL `^fnp_f _fhn^̂ f rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 UZ66TLSWVMQ9TZOWJlQmTLQNPZdSOQ8WS9QU:I 
ERQ`\X]	 kTQ[NWJSNWJQS9MQ6MLKMJSNlMQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQUZ66TLSWVMQ=TZOWJlQNS 

;_0 
PVab_RXYVS]	 RPZdSOQ8WS9QU:I 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ]	 RPZdSOQ8WS9QU:IQLMKMWVWJlQUZ66TLSWVMQ=TZOWJl 
c\RTbQ\]	 YZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQUZ66TLSWVMQ=TZOWJl 
JVbQZ\TFVU	 @UIQU>OSM[ 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 @UIQPNSNQLMKMWVMPQNOQTmQ1Zd>Q`^nQ_f^f;QYTSQNddQKTZJSWMOAQPNSNQNLMQNVNWdN\dMQNSQS9WO 

SW[M;Q 
JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQ@T[[ZJWS>QUMLVWKMOQUZ66TLSQNJPQ:=URQ=TZOWJl 
OMKSWTJOQTmQS9MQN66dWKNSWTJ;Q 
_;QISQWOQNJSWKW6NSMPQS9NSQNJQNPPWSWTJNdQ^̂ r^bQ@TZJS>Q:=URQ=TZOWJlQN66dWKNSWTJO 
8WddQ\MQN66LTVMP; 
`;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
a;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
b;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 
p;Qs:=Q8WddQ[TJWSTLQNJPQMVNdZNSMQS9MQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9 
LMKTLPQX?=*]QO>OSM[; 

_f^̂ 7Q 
^;Qs:=Q8WddQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
NPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:IQLMKMWVWJlQUZ66TLSWVMQ=TZOWJl;Q 
_;QISQWOQNJSWKW6NSMPQS9NSQNJTS9MLQ^fr^bQKTZJSWMOQ8WddQOZ\[WSQ:=URQ=TZOWJl 
N66dWKNSWTJQmTLQs:=QLMVWM8QNJPQN66LTVNd; 
`;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
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W[6LTVMPQZ6TJ;
 
a;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 
b;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQS9MQ6LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9QLMKTLPQX?=*]QO>OSM[; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQRPZdSOQ8WS9QU:IQ*MKMWVWJlQUZ66TLSMP 
?[6dT>[MJSQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ;fp ;^̂  ;^f ;^f 
YZ[MLNSTL ^o^ _`^ rr rr 
sMJT[WJNSTL `^fnp_f _fhn^̂ f rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] kTQWJKLMNOMQS9MQJZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQOZ66TLSMPQM[6dT>[MJS; 
ERQ`\X] k9MQSNLlMSQWOQSTQ9TdPQOSMNP>QNSQN66LT%W[NSMd>Q;^f0QTmQNPZdSOQLMKMWVWJlQOZ66TLSMP 

M[6dT>[MJS; 
PVab_RXYVS] RPZdSOQ8WS9QU:I; 
NQYX\QYVS] ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] RPZdSOQ8WS9QU:IQLMKMWVWJlQOZ66TLSMPQM[6dT>[MJS; 
c\RTbQ\] YZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQOZ66TLSMPQM[6dT>[MJS; 
JVbQZ\TFVU @dWMJSQNJPQUMLVWKMQIJmTL[NSWTJQX@UI]QO>OSM[; 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T] @UIQPNSNQLMKMWVMPQNOQTmQ1Zd>Q`^nQ_f^f;QYTSQNddQKTZJSWMOAQPNSNQNLMQNVNWdN\dMQNSQS9WO 

SW[M; 
JY`SYUYZRSZ\] 
AZXYVSFP_RS] _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQLMdNSWJlQSTQNPZdSOQ8WS9QU:IQLMKMWVWJlQOZ66TLSMPQM[6dT>[MJS; 
_;Qs:=Q8WddQKTJSWJZMQSTQ6LTVWPMQPMSNWdMPQWJmTL[NSWTJQTJQWJPWVWPZNdOQMJLTddMPQWJ 
:=URQmZJPMPnQcZddQUMLVWKMQiNLSJMLO9W6Q6LTlLN[O;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQNJPQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[ 
PMOKLW\MPQWJQS9MQJNLLNSWVMQ6TLSWTJOQLMdNSMPQSTQNPZdSOQ8WS9QU:IQLMKMWVWJlQOZ66TLSMP 
M[6dT>[MJS; 
_;Qs:=Q8WddQKTJSWJZMQSTQ6LTVWPMQNJPQ[TJWSTLQPMSNWdMPQWJmTL[NSWTJQTJQWJPWVWPZNdO 
MJLTddMPQWJQ:=URQmZJPMPQcZddQUMLVWKMQiNLSJMLO9W6Q6LTlLN[O;Q 
`;QISQWOQNJSWKW6NSMPQS9NSQS9MQJZ[\MLOQTmQNPZdSOQ8WS9Q[TLMQS9NJQTJMQLM6TLSMPQK9NJlM 
WJQdWVWJlQOWSZNSWTJQ8WddQKTJSWJZMQWSOQLMPZKSWTJ;Q 
a;Qs:=Q8WddQKTJSWJZMQSTQ8TLkQ8WS9QKTZJSWMOQSTQW[6LTVMQPNSNQ(ZNdWS>; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQRPZdSOQ8WS9QU:IQ*MKMWVWJlQROOMLSWVMQ@T[[ZJWS> 
kLMNS[MJSQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ;ab ^;^a ^ ^ 
YZ[MLNSTL ^n`h_ _n`h` rr rr 
sMJT[WJNSTL `^fnp_f _fhn^̂ f rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 ROOMLSWVMQ@T[[ZJWS>QkLMNS[MJSQXR@k]QmTLQRPZdSOQ8WS9QU:I 
ERQ`\X]	 k9MQSNLlMSQWOQSTQ9TdPQOSMNP>QNSQN66LT%W[NSMd>Q^0QTmQNPZdSOQLMKMWVWJlQR@k 

OMLVWKMO; 
PVab_RXYVS]	 RPZdSOQ8WS9QU:I 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ]	 RPZdSOQ8WS9QU:IQLMKMWVWJlQR@kQOMLVWKMO 
c\RTbQ\]	 YZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQR@kQOMLVWKMO 
JVbQZ\TFVU	 @dWMJSQNJPQUMLVWKMQIJmTL[NSWTJQX@UI]QU>OSM[ 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 @UIQPNSNQLMKMWVMPQNOQTmQ1Zd>Q`^nQ_f^f;QYTSQNddQKTZJSWMOAQPNSNQNLMQNVNWdN\dMQNSQS9WO 

SW[M; 
JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[OQPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJQLMdNSWJlQSTQNOOMLSWVMQKT[[ZJWS> 
SLMNS[MJS; 
_;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQM%6dTLMQS9MQPMVMdT6[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL> 
S9MQVNLWTZOQ6LTlLN[Oq[TPMdOQXWJKdZPWJlQ?-iOrRPZdSOQ8WS9QU:IQLMKMWVWJlQROOMLSWVM 
@T[[ZJWS>QkLMNS[MJS]Q\MWJlQW[6dM[MJSMPQ\>QS9MQKTZJSWMOQWJQT6MLNSWJlQS9M 
:=UR; 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
NPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:IQ89TQNLMQLMKMWVWJlQNOOMLSWVMQKT[[ZJWS> 
SLMNS[MJS; 
_;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
W[6LTVMPQZ6TJ; 
`;Qs:=Q8WddQKTJSWJZMQSTQM%6dTLMQS9MQPMVMdT6[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL> 
S9MQVNLWTZOQ6LTlLN[Oq[TPMdOQXWJKdZPWJlQ?-iOrRPZdSOQ8WS9QU:IQLMKMWVWJlQROOMLSWVM 
@T[[ZJWS>QkLMNS[MJS]Q\MWJlQW[6dM[MJSMPQ\>QS9MQKTZJSWMOQWJQT6MLNSWJlQS9M 
:=UR; 
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a;Qs:=Q8WddQKTJSWJZMQSTQM%6dTLMQS9MQPMVMdT6[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL> 
S9MQVNLWTZOQ6LTlLN[Oq[TPMdOQXWJKdZPWJlQ?-iOrRPZdSOQ8WS9QU:IQLMKMWVWJlQROOMLSWVM 
@T[[ZJWS>QkLMNS[MJS]Q\MWJlQW[6dM[MJSMPQ\>QS9MQKTZJSWMOQWJQT6MLNSWJlQS9M 
:=UR; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQRPZdSOQ8WS9QU:IQ*MKMWVWJlQcN[Wd> 
iO>K9TMPZKNSWTJQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ;fb ;fh ;^f ;^f 
YZ[MLNSTL ^b^ ^hf rr rr 
sMJT[WJNSTL `^fnp_f _fhn^̂ f rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 cN[Wd>QiO>K9TMPZKNSWTJQmTLQNPZdSOQ8WS9QU:I; 
ERQ`\X]	 kTQ[NWJSNWJQS9MQ6MLKMJSNlMQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQcN[Wd>QiO>K9TMPZKNSWTJ 

NSQ;^f0; 
PVab_RXYVS]	 RPZdSOQ8WS9QU:I; 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ]	 RPZdSOQ8WS9QU:IQLMKMWVWJlQcN[Wd>QiO>K9TMPZKNSWTJ; 
c\RTbQ\]	 YZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQcN[Wd>QiO>K9TMPZKNSWTJ; 
JVbQZ\TFVU	 @UIQU>OSM[; 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 @UIQPNSNQLMKMWVMPQNOQTmQ1Zd>Q`^nQ_f^f;QYTSQNddQKTZJSWMOAQPNSNQNLMQNVNWdN\dMQNSQS9WO 

SW[M; 
JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7Q 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJQLMdNSWJlQSTQmN[Wd>Q6O>K9TMPZKNSWTJ 
OMLVWKMO;Q 
_;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQ6ZJKSZNdWS>QNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
`;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QKTZJSWMOQNJPQNOOWOSQ8WS9QS9MWLQMmmTLSOQSTQLM6TLS 
LMdNSMPQPNSNQMdM[MJSOQWJQNQSW[Md>Q[NJJMLQSTQMJOZLMQS9MQPM6NLS[MJSjOQN\WdWS>QSTQOMS 
N66LT6LWNSMnQ[MNOZLN\dMQSNLlMSO;Q 
b;Qs:=Q8WddQ[TJWSTLQNJPQMVNdZNSMQS9MQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9 
LMKTLPQX?=*]QO>OSM[; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
NPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:IQ89TQNLMQLMKMWVWJlQmN[Wd>Q6O>K9TMPZKNSWTJ 
OMLVWKMO; 
_;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QNJP 
SW[MdWJMOOQTmQLM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9ML 
NOOMOOMPQNJPQW[6LTVMPQZ6TJ; 
`;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
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NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd;
 
a;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQS9MQ6LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9QLMKTLPQX?=*]QO>OSM[; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQRPZdSOQ8WS9QU:IQ*MKMWVWJlQIJSMlLNSMPQkLMNS[MJS 
TmQ@Tr<KKZLLWJlQsWOTLPMLOX:IUR]QXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ;_o ^;fb ^ ^ 
YZ[MLNSTL g`g _n^gg rr rr 
sMJT[WJNSTL `^fnp_f _fhn^̂ f rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 kTQ[NWJSNWJQS9MQ6MLKMJSNlMQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQIJSMlLNSMPQsZNd 

sWNlJTOWO; 
ERQ`\X] 
PVab_RXYVS]	 RPZdSOQ8WS9QU:I 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] RPZdSOQ8WS9QU:IQLMKMWVWJlQIJSMlLNSMPQsZNdQsWNlJTOWOQkLMNS[MJSQXIssk]; 
c\RTbQ\] YZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQIJSMlLNSMPQsZNdQsWNlJTOWOQkLMNS[MJSQXIssk]; 
JVbQZ\TFVU @dWMJSQNJPQUMLVWKMQIJmTL[NSWTJQX@UI]QO>OSM[; 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 @UIQPNSNQLMKMWVMPQNOQTmQ1Zd>Q`^nQ_f^f;QYTSQNddQKTZJSWMOAQPNSNQNLMQNVNWdN\dMQNSQS9WO 

SW[M; 
JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7Q 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[OQPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJQLMdNSWJlQSTQNPZdSOQ8WS9QU:IQ89T 
M%9W\WSQKTrTKKZLLWJlQOZ\OSNJKMQN\ZOMQNJPQ[MJSNdQPWOTLPMLOQNJPQNLMQLMKMWVWJl 
IJSMlLNSMPQsZNdQsWNlJTOWOQkLMNS[MJSQXIssk];Q 
_;Qs:=Q8WddQKTJSWJZMQSTQ6NLSWKW6NSMQTJQS9MQ@NdWmTLJWNQ@Tr<KKZLLWJlQ1TWJSQRKSWTJ 
@TZJKWdQX@<1R@]; 
`;QoWS9Q:=URQmZJPOnQS9MQsM6NLS[MJSQTmQRdKT9TdQNJPQsLZlQiLTlLN[Q8WddQKTJSWJZM 
STQ8TLkQKTddN\TLNSWVMd>Q8WS9Qs:=QNJPQS9MQ@TZJS>Q:MJSNdQ=MNdS9QsM6NLS[MJSOQWJ 
NOOZLWJlQWJPWVWPZNdQ8WS9QKTrTKKZLLWJlQPWOTLPMLOQNLMQOMLVMPQN66LT6LWNSMd>;Q 
a;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
b;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
p;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
NPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:IQ89TQM%9W\WSQKTrTKKZLLWJlQOZ\OSNJKMQN\ZOMQNJP 
[MJSNdQPWOTLPMLOQNJPQNLMQLMKMWVWJlQIJSMlLNSMPQsZNdQsWNlJTOWOQkLMNS[MJSQXIssk];Q 
_;QoWS9Q:=URQmZJPOnQS9MQsM6NLS[MJSQTmQRdKT9TdQNJPQsLZlQiLTlLN[Q8WddQKTJSWJZM 
STQ8TLkQKTddN\TLNSWVMd>Q8WS9Qs:=QNJPQS9MQ@TZJS>Q:MJSNdQ=MNdS9QsM6NLS[MJSOQWJ 
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NOOZLWJlQWJPWVWPZNdQ8WS9QKTrTKKZLLWJlQPWOTLPMLOQNLMQOMLVMPQN66LT6LWNSMd>;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
a;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
W[6LTVMPQZ6TJ; 
b;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQRPZdSOQ8WS9QU:IQ*MKMWVWJlQIddJMOOQUMdmr 
:NJNlM[MJSQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ^`;`_ ^`;`_ ^` ^` 
YZ[MLNSTL pn^bo pn^bo rr rr 
sMJT[WJNSTL apn_^a apn_^a rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 IJKLMNOMQTLQ[NWJSNWJQS9MQ6MLKMJSNlMQTmQNPZdSOQ8WS9QU:IQ89TQLMKMWVMQIddJMOOQUMdmr 

:NJNlM[MJSQNJPQ*MKTVML>QmTLQNPZdSOQ8WS9QU:I 
ERQ`\X] 
PVab_RXYVS]	 RPZdSOQ8WS9QU:I 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] RPZdSOQ8WS9QU:IQLMKMWVWJlQIddJMOOQUMdmr:NJNlM[MJSQNJPQ*MKTVML> 
c\RTbQ\] YZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQIddJMOOQUMdmr:NJNlM[MJSQNJPQ*MKTVML> 
JVbQZ\TFVU @UIQU>OSM[ 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 o9WdMQNddQbgQKTZJSWMOQ9NVMQ[TPWmWMPQS9MWLQO>OSM[OQSTQLM6TLSQS9MOMQPNSNQMdM[MJSOn 

MdMVMJQKTZJSWMOnQWJKdZPWJlQ2TOQRJlMdMOnQ9NVMQJTSQKT[6dMSMPQLM6TLSWJlQmTLQUce 
_fforfgnQNJPQ2TOQRJlMdMOQ9NOQJTSQKT[6dMSMPQLM6TLSWJlQmTLQUceQ_ffprfo;Qk9M 
WJKT[6dMSMQLM6TLSWJlQ9N[6MLOQS9MQPM6NLS[MJSAOQN\WdWS>QSTQOMSQN66LT6LWNSMQSNLlMSO; 
k9WOQWOQdWkMd>QPZMQSTQKTZJSWMOQK9NJlWJlQJTSQTJd>Q89NSQS9M>QKTddMKSnQ\ZSQS9MQO>OSM[O 
S9M>QZOMQSTQKTddMKSQS9MQPNSN; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7Q 

^;Qs:=Q8WddQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOMQTLQ[NWJSNWJ 
IddJMOOQUMdmr:NJNlM[MJSQNJPQ*MKTVML>QmTLQNPZdSOQ8WS9QU:I; 
_;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
`;Qs:=Q8WddQKTJSWJZMQ8TLkWJlQ8WS9QTS9MLQMJSWSWMOQLMdNSWJlQSTQKT[[ZJWS>QOZ66TLS 
NJPQOMdmr9Md6QJMS8TLkO;Q 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 
b;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 

_f^̂ 7Q 
^;Qs:=Q8WddQ[TJWSTLQNJPQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOMQTL 
[NWJSNWJQIddJMOOQUMdmr:NJNlM[MJSQNJPQ*MKTVML>QmTLQNPZdSOQ8WS9QU:I; 
_;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
W[6LTVMPQZ6TJ; 
`;Qs:=Q8WddQKTJSWJZMQ8TLkWJlQ8WS9QTS9MLQMJSWSWMOQLMdNSWJlQSTQKT[[ZJWS>QOZ66TLS 
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NJPQOMdmr9Md6QJMS8TLkO;Q
 

Q
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F?VWPMJKMQ-NOMPQrQRPZdSOQ8WS9QU:IQ*MKMWVWJlQ:MPWKNSWTJ 
:NJNlM[MJSQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL of of po po 
YZ[MLNSTL `_n`b_ `_n`b_ rr rr 
sMJT[WJNSTL apn_^a apn_^a rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 kTQWJKLMNOMQTLQ[NWJSNWJQS9MQ6MLKMJSNlMQTmQRPZdSOQ8WS9QU:IQLMKMWVWJlQ:MPWKNSWTJ 

:NJNlM[MJS 
ERQ`\X] 
PVab_RXYVS]	 RPZdSOQ8WS9QU:I 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] RPZdSOQ8WS9QU:IQLMKMWVWJlQ:MPWKNSWTJQ:NJNlM[MJS 
c\RTbQ\] YZ[\MLQTmQNPZdSOQ8WS9QU:IQLMKMWVWJlQ:MPWKNSWTJQ:NJNlM[MJS 
JVbQZ\TFVU @U+QU>OSM[ 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 o9WdMQNddQbgQKTZJSWMOQ9NVMQ[TPWmWMPQS9MWLQO>OSM[OQSTQLM6TLSQS9MOMQPNSNQMdM[MJSOn 

MdMVMJQKTZJSWMOnQWJKdZPWJlQ2TOQRJlMdMOnQ9NVMQJTSQKT[6dMSMPQLM6TLSWJlQmTLQUce 
_fforfgnQNJPQ2TOQRJlMdMOQ9NOQJTSQKT[6dMSMPQLM6TLSWJlQmTLQUceQ_ffprfo;Qk9M 
WJKT[6dMSMQLM6TLSWJlQ9N[6MLOQS9MQPM6NLS[MJSAOQN\WdWS>QSTQOMSQN66LT6LWNSMQSNLlMSO; 
k9WOQWOQdWkMd>QPZMQSTQKTZJSWMOQK9NJlWJlQJTSQTJd>Q89NSQS9M>QKTddMKSnQ\ZSQS9MQO>OSM[O 
S9M>QZOMQSTQKTddMKSQS9MQPNSN; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7Q 

^;Qs:=Q8WddQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
NPZdSOQ8WS9QU:IQ89TQNLMQLMKMWVWJlQ:MPWKNSWTJQ:NJNlM[MJS;Q 
_;QoWS9QmZJPWJlQmLT[QS9MQ:=URnQs:=Q8WddQKTJSWJZMQSTQ8TLkQWJQ6NLSJMLO9W6Q8WS9QS9M 
@NdWmTLJNWNQsM6NLS[MJSQTmQ=MNdS9Q@NLMQUMLVWKMOQXS9MQOSNSMjOQOWJldMQOSNSMQNlMJK> 
TJQ:MPWKNWP]QTLQTJQNQ6LTjMKSQkJT8JQNOQ@Nd:?YsQX@NdWmTLJWNQ:MJSNdQ=MNdS9Q@NLM 
:NJNlM[MJSQiLTlLN[];Q@Nd:?YsnQ8NOQMOSN\dWO9MPQWJQ_ffbQNOQNQ(ZNdWS> 
W[6LTVM[MJSQ6LTjMKSQSTQ6LT[TSMQ8MddJMOOQNJPQLMKTVML>QmTLQWJPWVWPZNdOQ8WS9Q[MJSNd 
WddJMOO;Qk9LMMQ6LTlLN[QT\jMKSWVMOQmTLQ@Nd:?YsQ:MPWKNSWTJQ:NJNlM[MJSQNLM7QX^] 
sMKWOWTJQRWPQmTLQ+OMQTmQRJSW6O>K9TSWKOQXNQ6LNKSWKNdQSTTdQSTQ6LT[TSMQO9NLMP 
PMKWOWTJr[NkWJlQ\MS8MMJQ6LMOKLW\MLQNJPQKdWMJSQNJPQ[N%W[W,MQMmmMKSWVMJMOOQTm 
[MPWKNSWTJQOMdMKSMP]QX_]Qi9NL[NK>Q+SWdW,NSWTJQ*M6TLSOQSTQiLT[TSMQ3ZNdWS> 
I[6LTVM[MJSQXOSNJPNLPW,MPQLM6TLSOQSTQWPMJSWm>QT66TLSZJWSWMOQSTQW[6LTVMQS9MQ(ZNdWS> 
TLQ6LMOKLW\WJlQ6LNKSWKMO]QX`]Q=MNdS9Q?KTJT[WKQRJNd>OWOQTmQiT6ZdNSWTJQTm 
IJPWVWPZNdOQ8WS9Q:MJSNdQIddJMOOQXM%N[WJNSWTJQTmQ6NSSMLJOQTmQ9MNdS9QKNLMQZSWdW,NSWTJ 
N[TJlQWJPWVWPZNdOQ8WS9QNJPQ8WS9TZSQOMLWTZOQ[MJSNdQWddJMOO]; 
`;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 
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_f^̂ 7 
^;Qs:=Q8WddQ[TJWSTLQNJPQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQWJKLMNOM 
OMLVWKMOQSTQNPZdSOQ8WS9QU:IQ89TQNLMQLMKMWVWJlQ:MPWKNSWTJQ:NJNlM[MJS;Q 
_;QoWS9QmZJPWJlQmLT[QS9MQ:=URnQs:=Q8WddQKTJSWJZMQSTQ8TLkQWJQ6NLSJMLO9W6Q8WS9QS9M 
@NdWmTLJNWNQsM6NLS[MJSQTmQ=MNdS9Q@NLMQUMLVWKMOQXS9MQOSNSMjOQOWJldMQOSNSMQNlMJK> 
TJQ:MPWKNWP]QTLQTJQNQ6LTjMKSQkJT8JQNOQ@Nd:?YsQX@NdWmTLJWNQ:MJSNdQ=MNdS9Q@NLM 
:NJNlM[MJSQiLTlLN[];Q@Nd:?YsnQ8NOQMOSN\dWO9MPQWJQ_ffbQNOQNQ(ZNdWS> 
W[6LTVM[MJSQ6LTjMKSQSTQ6LT[TSMQ8MddJMOOQNJPQLMKTVML>QmTLQWJPWVWPZNdOQ8WS9Q[MJSNd 
WddJMOO;Qk9LMMQ6LTlLN[QT\jMKSWVMOQmTLQ@Nd:?YsQ:MPWKNSWTJQ:NJNlM[MJSQNLM7QX^] 
sMKWOWTJQRWPQmTLQ+OMQTmQRJSW6O>K9TSWKOQXNQ6LNKSWKNdQSTTdQSTQ6LT[TSMQO9NLMP 
PMKWOWTJr[NkWJlQ\MS8MMJQ6LMOKLW\MLQNJPQKdWMJSQNJPQ[N%W[W,MQMmmMKSWVMJMOOQTm 
[MPWKNSWTJQOMdMKSMP]QX_]Qi9NL[NK>Q+SWdW,NSWTJQ*M6TLSOQSTQiLT[TSMQ3ZNdWS> 
I[6LTVM[MJSQXOSNJPNLPW,MPQLM6TLSOQSTQWPMJSWm>QT66TLSZJWSWMOQSTQW[6LTVMQS9MQ(ZNdWS> 
TLQ6LMOKLW\WJlQ6LNKSWKMO]QX`]Q=MNdS9Q?KTJT[WKQRJNd>OWOQTmQiT6ZdNSWTJQTm 
IJPWVWPZNdOQ8WS9Q:MJSNdQIddJMOOQXM%N[WJNSWTJQTmQ6NSSMLJOQTmQ9MNdS9QKNLMQZSWdW,NSWTJ 
N[TJlQWJPWVWPZNdOQ8WS9QNJPQ8WS9TZSQOMLWTZOQ[MJSNdQWddJMOO];Q 
`;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
W[6LTVMPQZ6TJ; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F@dWMJSQiMLKM6SWTJQTmQ@NLMQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL o_;bo o_;ob gh gh 
YZ[MLNSTL ``npph _hn`po rr rr 
sMJT[WJNSTL apn`hg afn`pg rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] kTQ[NWJSNWJQTLQW[6LTVMQKdWMJSjOQ6MLKM6SWTJQTmQKNLM; 
ERQ`\X] k9MQSNLlMSQWOQSTQ[NWJSNWJQS9MQN66LT%W[NSMQgh0Q6TOWSWVMQLMO6TJOMQLNSM; 
PVab_RXYVS] RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I 
NQYX\QYVS] ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] @TJOZ[MLQiMLKM6SWTJQTmQ@NLM 
c\RTbQ\] :MJSNdQ=MNdS9QUMLVWKMOQI[6LTVM[MJSQiLTlLN[QUZLVM>QmTLQRPZdSOQNJPQ<dPMLQRPZdSO; 
JVbQZ\TFVU k9MQMOSW[NSMOQmTLQS9MQJZ[MLNSTLQNJPQPMJT[WJNSTLQmTLQS9MQKZLLMJSQ>MNLQNLM 
OSUVQWRXYVS] T\SNWJMPQ\>QPTZ\dWJlQS9MQJZ[\MLOQmLT[QS9MQYTVQ_ffgQPNSNQKTddMKSWTJQ6MLWTP;Qk9M 

JZ[\MLOQPTQJTSQWJKdZPMQPNSNQmLT[QS9MQ:N>Q_ffhQPNSNQKTddMKSWTJQ6MLWTPQNOQS9WO 
PNSNQWOQJTSQ>MSQNVNWdN\dM; 

Ja\ZYR_FOTTb\T] k9MQ:=UIiQ<ZSKT[MOQOZ\OKNdMQ8NOQ6LMVWTZOd>QZOMPQmTLQKNdKZdNSWJlQKdWMSOA 
6MLKMWVMPQONSWOmNKSWTJQ8WS9QOMLVWKMO;QISQ9NOQ\MMJQPMSML[WJMPQS9NSQ:=UIi 
UNSWOmNKSWTJQOZ\OKNdMQWOQNQ[TLMQNKKZLNSMQ[MNOZLMQTmQ@dWMJSQiMLKM6SWTJQTmQ@NLM. 
S9ZOnQWSQ8WddQJTSQ\MQ6TOOW\dMQSTQKT[6NLMQS9MQ6LMVWTZOQ>MNLOAQOKTLMOQSTQS9MQ[TOS 
KZLLMJSQOKTLMOQNOQS9MQOZ\OKNdMOQNLMQJTSQKT[6NLN\dM; 

JY`SYUYZRSZ\] k9MOMQPNSNQNLMQZOMPQSTQLM6TLSQTJQKdWMJSjOQ6MLKM6SWTJQTmQKNLM;Qk9MQs:= 
MJKTZLNlMOQKTZJSWMOQSTQZOMQS9WOQPNSNQdTKNdd>QSTQW[6LTVMQ6LTlLN[OQSTQ\MJMmWS 
KdWMJSOQNJPQmN[Wd>Q[M[\MLO; 

AZXYVSFP_RS] _f^f7Q 
^;Qs:=Q8WddQKTJSWJZMQSTQ8TLkQ8WS9QKTZJSWMOQSTQ[NWJSNWJQTLQW[6LTVMQKdWMJSOA 
6MLKM6SWTJQTmQKNLM;Q 
_;Qk9MQ:MJSNdQ=MNdS9QUMLVWKMOQI[6LTVM[MJSQiLTlLN[QUZLVM>Q8WddQKTJSWJZMQSTQ\M 
NP[WJWOSMLMPQSTQWPMJSWm>QPWO6NLWSWMOQ\MS8MMJQ89NSQOSNmmQWJSMJPMPQNJPQ89NSQKdWMJSO 
6MLKMWVMPQ8NOQ9N66MJWJlQSTQS9M[; 
`;QROOWOSQKdWMJSOQWJQZJPMLOSNJPWJlQ89NSQ\LTZl9SQS9M[QWJSTQS9MQ9TO6WSNdnQS9MQlTNdOQTm 
KZLLMJSQSLMNS[MJSnQNJPQS9MQW[6TLSNJKMQTmQNmSMLKNLM;Q 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQ8TLkQ8WS9QNJPQ[TJWSTLQKTZJSWMOQSTQ[NWJSNWJQTLQW[6LTVM 
KdWMJSjOQ6MLKM6SWTJQTmQKNLM;Q 
_;Qk9MQLMOZdSOQTmQKdWJWKNdQNJPQKdWMJSQOZLVM>OQ8WddQ\MQMVNdZNSMPQSTQPMSML[WJMQ89NS 
W[6LTVM[MJSOnQWmQNJ>nQJMMPQSTQ\MQW[6dM[MJSMP;Q 
`;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
W[6LTVMPQZ6TJ; 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FRPZdSQrQIJKLMNOMq*MSNWJMPQ?[6dT>[MJSQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL YqR YqR YqR YqR 
YZ[MLNSTL YqR YqR rr rr 
sMJT[WJNSTL YqR YqR rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] YTSQR66dWKN\dM 
ERQ`\X] YTQSNLlMSQOMS; 
PVab_RXYVS] RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
NQYX\QYVS] ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

OS^YZRXVQ] 
c\RTbQ\] YTSQR66dWKN\dM 
JVbQZ\TFVU 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 @NdWmTLJWNQPTMOQJTSQLTZSWJMd>QKT[6NLMQK9NJlMOQWJQM[6dT>[MJSQOSNSZOQTm 

KTJOZ[MLO;Q?[6dT>[MJSQOSNSZOQWOQWJKdZPMPQNOQNQOSNSWKQ[MNOZLMQLM6TLSMPQSTQs:= 
NSQNP[WOOWTJnQNJPQPWOK9NLlMnQNJPQWOQZ6PNSMPQNJJZNdd>QmTLQKTJOZ[MLOQ89T 
KTJSWJZMQSTQLMKMWVMQOMLVWKMOQ\M>TJPQNQ>MNL;QISQWOQJTSQ8MddQLM6TLSMPQ89WK9Q[NkMO 
SW[MOrOMLWMOQKT[6NLWOTJOQPWmmWKZdS;Qs:=QKNJQ6LTVWPMQ[TLMQPMSNWdMPQWJmTL[NSWTJQmTL 
WJPWVWPZNdOQMJLTddMPQWJQ:MJSNdQ=MNdS9QUMLVWKMOQRKSQmZJPMPnQcZddQUMLVWKM 
iNLSJMLO9W6QXcUi]Q6LTlLN[O;Q<mQS9MQ^fn^f`QWJPWVWPZNdOQXRlMOQ^profQ>MNLO] 
MJLTddMPQWJQNJQcUiQNOQTmQ1NJZNL>Q_ffhnQp;aQ6MLKMJSQ8MLMQ6NLSWKW6NSWJlQWJ 
M[6dT>[MJSQNKSWVWSWMOQNSQMJLTdd[MJS;QiTOSQMJLTdd[MJSnQo;^Q6MLKMJSQ8MLM 
6NLSWKW6NSWJlQWJQM[6dT>[MJSQNKSWVWSWMO;Qk9WOQWOQNQVML>Q[TPMOSQWJKLMNOMQS9NSQO9TZdP 
\MQKTJOWPMLMPQWJQdWl9SQTmQS9MQVML>Q9Wl9QZJM[6dT>[MJSQLNSMQTmQS9MQlMJMLNd 
@NdWmTLJWNQ6T6ZdNSWTJ;QISQWOQW[6TLSNJSQSTQJTSMQS9NSQS9WOQON[6dMQWOQJTSQKTJOWPMLMP 
KT[6NLN\dMQSTQS9MQceQ_f^fr^̂ Q-dTKkQ)LNJSQR66dWKNSWTJQSTQPM[TJOSLNSMQNJ> 
K9NJlMOQWJQM[6dT>[MJSQmTLQS9WOQKT9TLS; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQ6LTVWPMQM[6dT>[MJSQWJmTL[NSWTJQTJQWJPWVWPZNdOQMJLTddMPQWJ 
:=URQmZJPMPQcZddQiNLSJMLO9W6Q6LTlLN[O;Q 
_;Qk9LTZl9QS9MQ:=URnQS9MLMQWOQNQKTJKMLSMPQMmmTLSQSTQWJKLMNOMQS9MQJZ[\MLQTm 
NPZdSOQ8WS9QU:IQ89TQ9NVMQTLQ9NPQLMKMWVMPQOMLVWKMOQS9LTZl9QS9MQiZ\dWKQ:MJSNd 
=MNdS9QU>OSM[;Qk9MQoTLkWJlQoMddQkTlMS9MLQiLTjMKSQ8WddQKTJSWJZMQSTQSLNWJQKdWMJSO;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
a;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
b;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 

_f^̂ 7 
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^;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQM[6dT>[MJSQWJmTL[NSWTJQTJQWJPWVWPZNdOQMJLTddMPQWJ
 
:=URQmZJPMPQcZddQiNLSJMLO9W6Q6LTlLN[O;Q 
_;Qk9LTZl9QS9MQ:=URnQS9MLMQWOQNQKTJKMLSMPQMmmTLSQSTQWJKLMNOMQS9MQJZ[\MLQTm 
NPZdSOQ8WS9QU:IQ89TQ9NVMQTLQ9NPQLMKMWVMPQOMLVWKMOQS9LTZl9QS9MQiZ\dWKQ:MJSNd 
=MNdS9QU>OSM[;Qk9MQoTLkWJlQoMddQkTlMS9MLQiLTjMKSQ8WddQKTJSWJZMQSTQSLNWJQKdWMJSO;Q 
`;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
W[6LTVMPQZ6TJ; 
a;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FRPZdSQrQsMKLMNOMPQ@LW[WJNdQ1ZOSWKMQIJVTdVM[MJSQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL h`;aa ha;__ hf hf 
YZ[MLNSTL `naag `n^̂ ^ rr rr 
sMJT[WJNSTL `nphf `n`f_ rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 kTQLMPZKMQS9MQJZ[\MLQTmQNPZdSOQNJPQTdPMLQNPZdSOQ89TQLM6TLSQKLW[WJNdQjZOSWKM 

WJVTdVM[MJS; 
ERQ`\X]	 ->Q1ZJMQ`fnQ_f^fnQS9MQJZ[\MLQTmQKTJOZ[MLOQWJPWKNSWJlQLMPZKMPq[NWJSNWJMP 

KLW[WJNdQjZOSWKMQWJVTdVM[MJSQ8WddQ\MQ[NWJSNWJMP; 
PVab_RXYVS]	 RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ]	 YZ[\MLQTmQNPZdSOQNJPQTdPMLQNPZdSOQWJPWKNSWJlQLMPZKMPq[NWJSNWJMPQKLW[WJNdQjZOSWKM 
WJVTdVM[MJS; 

c\RTbQ\]	 kTSNdQJZ[\MLQTmQNPZdSOQNJPQTdPMLQNPZdSOQWJQS9MQON[6dM; 
JVbQZ\TFVU	 :MJSNdQ=MNdS9QUMLVWKMOQI[6LTVM[MJSQiLTlLN[QUZLVM>QmTLQRPZdSOQNJPQ<dPMLQRPZdSO; 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 k9MQMOSW[NSMOQmTLQS9MQJZ[MLNSTLQNJPQS9MQPMJT[WJNSTLQmTLQS9MQKZLLMJSQ>MNLQNLM 

NLLWVMPQNSQ\>QPTZ\dWJlQS9MQJZ[\MLOQmLT[QS9MQYTVM[\MLQ_ffgQPNSNQKTddMKSWTJ 
6MLWTP;Qk9MQJZ[\MLOQPTQJTSQWJKdZPMQPNSNQmLT[QS9MQ:N>Q_ffhQOZLVM>Q6MLWTPQNOQS9M 
PNSNQNLMQJTSQ>MSQNVNWdN\dM;Qk9MQSNLlMSOQNLMQKTJOMLVNSWVMQPZMQSTQS9MQUSNSMAOQKZLLMJS 
\ZPlMSQNJPQMKTJT[WKQPT8JSZLJ; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJ;Q 
_;Qk9MQ:MJSNdQ=MNdS9QUMLVWKMOQI[6LTVM[MJSQiLTlLN[QUZLVM>Q8WddQKTJSWJZMQSTQ\M 
NP[WJWOSMLMPQSTQWPMJSWm>QNPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:IQ89TQLM6TLSQKLW[WJNd 
jZOSWKMQWJVTdVM[MJS;Q 
`;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
a;Qk9LTZl9QS9MQ:=URQiLMVMJSWTJQNJPQ?NLd>QIJSMLVMJSWTJQiLTlLN[nQ[NJ>Q:MJSNd 
=MNdS9QsM6NLS[MJSOQNLMQ8TLkWJlQ[TLMQPWLMKSd>Q8WS9QS9MQjZVMJWdMQjZOSWKMQO>OSM[O;Q 
b;Q:=URQmZJPOQOZ66TLSQNQ6LTlLN[QS9LTZl9QS9MQUSNSMQRP[WJWOSLNSWVMQ<mmWKMQTmQS9M 
@TZLSOQSTQWJKLMNOMQS9MQJZ[\MLQTmQ:MJSNdQ=MNdS9Q@TZLSO;Q 
p;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJ; 
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_;Qk9MQ:MJSNdQ=MNdS9QUMLVWKMOQI[6LTVM[MJSQiLTlLN[QUZLVM>Q8WddQKTJSWJZMQSTQ\M 
NP[WJWOSMLMPQSTQWPMJSWm>QNPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:IQ89TQLM6TLSQKLW[WJNd 
jZOSWKMQWJVTdVM[MJS;Q 
`;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 
a;Qk9LTZl9QS9MQ:=URQiLMVMJSWTJQNJPQ?NLd>QIJSMLVMJSWTJQiLTlLN[nQ[NJ>Q:MJSNd 
=MNdS9QsM6NLS[MJSOQNLMQ8TLkWJlQ[TLMQPWLMKSd>Q8WS9QS9MQjZVMJWdMQjZOSWKMQO>OSM[O;Q 
b;Q:=URQmZJPOQOZ66TLSQNQ6LTlLN[QS9LTZl9QS9MQUSNSMQRP[WJWOSLNSWVMQ<mmWKMQTmQS9M 
@TZLSOQSTQWJKLMNOMQS9MQJZ[\MLQTmQ:MJSNdQ=MNdS9Q@TZLSO;Q 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FRPZdSQrQIJKLMNOMPQUSN\WdWS>QWJQ=TZOWJlQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL YqR YqR YqR YqR 
YZ[MLNSTL YqR YqR rr rr 
sMJT[WJNSTL YqR YqR rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 kTQWJKLMNOMQS9MQ6MLKMJSNlMQTmQNPZdSOQNJPQTdPMLQNPZdSOQLMKMWVWJlQ6Z\dWKQ[MJSNd 

9MNdS9QOMLVWKMOQ89TQLM6TLSQOSN\dMQ9TZOWJl; 
ERQ`\X]	 YTQSNLlMSQOMS; 
PVab_RXYVS]	 RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ] 
c\RTbQ\] YTSQR66dWKN\dM 
JVbQZ\TFVU 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 @NdWmTLJWNQPTMOQJTSQLTZSWJMd>QKTddMKSQWJmTL[NSWTJQN\TZSQ9TZOWJlQOSN\WdWS>;Qk9WOQWO 

WJKdZPMPQNOQNQOSNSWKQ[MNOZLMQLM6TLSMPQNOQQdWVWJlQNLLNJlM[MJSjQKTddMKSMPQNS 
NP[WOOWTJnQNJPQPWOK9NLlMQmLT[Q6Z\dWKQ[MJSNdQ9MNdS9QOMLVWKMOnQNJPQWOQZ6PNSMP 
NJJZNdd>QmTLQKTJOZ[MLOQ89TQKTJSWJZMQSTQLMKMWVMQOMLVWKMOQ\M>TJPQNQ>MNL; 
=T8MVMLnQWSQWOQJTSQ8MddQLM6TLSMPQ89WK9Q[NkMOQSW[MOrOMLWMOQKT[6NLWOTJOQPWmmWKZdS; 
s:=QKNJQ6LTVWPMQ[TLMQPMSNWdMPQWJmTL[NSWTJQmTLQWJPWVWPZNdOQMJLTddMPQWJQ:MJSNd 
=MNdS9QUMLVWKMOQRKSQmZJPMPnQcZddQUMLVWKMQiNLSJMLO9W6QXcUi]Q6LTlLN[O;QIJ 
M%N[WJWJlQS9MOMQPNSNnQTmQS9MQonhf^QNPZdSOQNJPQTdPMLQNPZdSOQ^gQ>MNLOQTLQTdPMLQ89T 
8MLMQMJLTddMPQWJQNJQcUiQmTLQNSQdMNOSQTJMQ>MNLnQbn`h^QXpg;_0]QLM6TLSMPQ[TLMQS9NJ 
TJMQK9NJlMQWJQdWVWJlQOWSZNSWTJQWJQS9MQ^_Q[TJS9OQ6LWTLQSTQMJLTdd[MJS;QRSQ^_Q[TJS9O 
6TOSQMJLTdd[MJSnQ_nhgbQX`g0]QLM6TLSMPQ[TLMQS9NJQTJMQK9NJlMQWJQdWVWJlQOWSZNSWTJ; 
k9WOQLM6LMOMJSOQNQ`f0QLMPZKSWTJQWJQS9MQJZ[\MLQTmQNPZdSOQ8WS9Q[TLMQS9NJQTJM 
LM6TLSMPQK9NJlMQWJQdWVWJlQOWSZNSWTJQPZLWJlQS9MQ^_Q[TJS9OQNmSMLQMJLTdd[MJSQWJSTQNJ 
cUi;QISQWOQW[6TLSNJSQSTQJTSMQS9NSQS9WOQON[6dMQWOQJTSQKTJOWPMLMPQKT[6NLN\dMQSTQS9M 
dNLlMLQ6T6ZdNSWTJQTmQWJPWVWPZNdOQLMKMWVWJlQ6Z\dWKQ[MJSNdQ9MNdS9QOMLVWKMOQPZMQSTQS9M 
WJSMJOWVMQJNSZLMQTmQS9MQOMLVWKMOQ6LTVWPMP;Q=T8MVMLnQs:=Q8WddQ6LTVWPMQKT[6NLWOTJ 
PNSNQmTLQS9MQceQ_f^fr^̂ Q-dTKkQ)LNJSQR66dWKNSWTJQSTQPM[TJOSLNSMQNJ>QK9NJlMOQWJ 
9TZOWJlQOSN\WdWS>QmTLQS9WOQKT9TLS; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQ@T[[ZJWS>QUMLVWKMOQUZ66TLSQNJPQ:=URQ=TZOWJl 
OMKSWTJOQTmQS9MQN66dWKNSWTJ;Q 
_;Qs:=Q8WddQKTJSWJZMQSTQ6LTVWPMQPMSNWdMPQWJmTL[NSWTJQTJQWJPWVWPZNdOQMJLTddMPQWJ 
:=URQmZJPMPnQcZddQUMLVWKMQiNLSJMLO9W6Q6LTlLN[O;Q 
`;QISQWOQNJSWKW6NSMPQS9NSQS9MQJZ[\MLQTmQNPZdSOQ8WS9Q[TLMQS9NJQTJMQLM6TLSMPQK9NJlM 
WJQdWVWJlQOWSZNSWTJQ8WddQKTJSWJZMQSTQLMPZKMQPZLWJlQS9MQ^_Q[TJS9OQNmSMLQMJLTdd[MJS 
WJSTQNJQcUi; 
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a;Qs:=Q8WddQKTJSWJZMQSTQ8TLkQ8WS9QKTZJSWMOQSTQW[6LTVMQPNSNQ(ZNdWS>;Q 
b;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQKTZJS>QLM6TLSWJlQNJPQ6LTVWPMQSLNWJWJlQNJP 
SMK9JWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM6TLSWJlQNJPQW[6LTVMQPNSNQ(ZNdWS>;Q 
p;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
o;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQ@T[[ZJWS>QUMLVWKMOQUZ66TLSQNJPQ:=URQ=TZOWJl 
OMKSWTJOQTmQS9MQN66dWKNSWTJ;Q 
_;Qs:=Q8WddQKTJSWJZMQSTQ6LTVWPMQNJPQ[TJWSTLQPMSNWdMPQWJmTL[NSWTJQTJQWJPWVWPZNdO 
MJLTddMPQWJQ:=URQmZJPMPQcZddQUMLVWKMQiNLSJMLO9W6Q6LTlLN[O;Q 
`;QISQWOQNJSWKW6NSMPQS9NSQS9MQJZ[\MLOQTmQNPZdSOQ8WS9Q[TLMQS9NJQTJMQLM6TLSMPQK9NJlM 
WJQdWVWJlQOWSZNSWTJQ8WddQKTJSWJZMQWSOQLMPZKSWTJ;Q 
a;Qs:=Q8WddQKTJSWJZMQSTQ8TLkQ8WS9QKTZJSWMOQSTQW[6LTVMQPNSNQ(ZNdWS>; 
b;Qs:=Q8WddQNOOMOOQKTZJS>QLM6TLSWJlQ[MS9TPTdTl>QSTQMJOZLMQS9MQ(ZNdWS>QTm 
LM6TLSMPQPNSN;QkLNWJWJlQNJPQSMK9JWKNdQNOOWOSNJKMQ8WddQ\MQmZLS9MLQNOOMOOMPQNJP 
W[6LTVMPQZ6TJ; 
p;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FRPZdSQrQIJKLMNOMPQUTKWNdQUZ66TLSOqUTKWNdQ@TJJMKSMPJMOO 
XiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL o`;_p o`;pb o_ o_ 
YZ[MLNSTL ``nagg _hn`bg rr rr 
sMJT[WJNSTL abno^_ `hngpf rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 kTQ[NWJSNWJQTLQWJKLMNOMQNPZdSOQNJPQTdPMLQNPZdSOQ6MLKM6SWTJQTmQOTKWNdQOZ66TLSOQNJP 

OTKWNdQKTJJMKSMPJMOO; 
ERQ`\X]	 k9MQSNLlMSQWOQSTQ9TdPQOSMNP>QNSQo_0QTmQNPZdSOQNJPQTdPMLQNPZdSOQLM6TLSWJlQWJKLMNOMP 

OTKWNdQOZ66TLSOQNJPQOTKWNdQKTJJMKSMPJMOO; 
PVab_RXYVS]	 RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 

OS^YZRXVQ]	 k9MQ6MLKMJSQTmQWJPWVWPZNdOQS9NSQWJPWKNSMQWJKLMNOMPQOTKWNdQOZ66TLSOqOTKWNd 
mZJKSWTJWJlQ\NOMPQTJQOZ\OKNdMQOKTLMOQmLT[QS9MQ:U=IiQUZLVM>; 

c\RTbQ\]	 :=UIiQUZLVM>; 
JVbQZ\TFVU	 k9MQMOSW[NSMQmTLQS9MQJZ[MLNSTLQNJPQPMJT[WJNSTLQmTLQS9MQ6LWTLQmWOKNdQ>MNLQ8NO 
OSUVQWRXYVS]	 NLLWVMPQNSQ\>QPTZ\dWJlQS9MQJZ[\MLOQmLT[QS9MQYTVM[\MLQ_ffgQOZLVM>Q6MLWTPQNOQS9M 

:N>Q_ffhQOZLVM>QPNSNQWOQJTSQ>MSQNVNWdN\dM; 
Ja\ZYR_FOTTb\T]	 k9MOMQPNSNQ[N>Q\MQW[6NKSMPQ\>QmdZKSZNSWTJOQWJQmZJPWJlQ89WK9QLMOZdSQWJQ6LTlLN[ 

M%6NJOWTJOnQLMPZKSWTJOnQJM8QW[6dM[MJSNSWTJOQNJPQPWOKTJSWJZNSWTJO;Qk9WOQKTJOSNJS 
M\\QNJPQmdT8QWJQmZJPWJlQKNZOMOQOWlJWmWKNJSQVNLWNSWTJQWJQ6LTlLN[QNVNWdN\WdWS>QNJP 
OMLVWKMQKTJOWOSMJK>Q89WK9Q[NkMOQWSQPWmmWKZdSQSTQMOSN\dWO9Q[MNJWJlmZdQSNLlMSO;Qk9M 
SNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQS9MQUSNSMAOQKZLLMJS 
\ZPlMSQNJPQMKTJT[WKQPT8JSZLJ; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQNP[WJWOSMLQS9MQ:=UIiQOZLVM>QNJPQSLNKkQK9NJlMOQWJ 
WJPWKNSTLOQTVMLQSW[M; 
_;Qs:=Q8WddQM%6dTLMQNPPWSWTJNdQ[MNJOQmTLQLM6TLSWJlQNJPQZSWdW,WJlQPNSNQmTLQS9M 
:=UIi; 
`;Qs:=Q8WddQKTJSWJZMQSTQPMVMdT6QSNLlMSOQmTLQmZSZLMQmWOKNdQ>MNLOQ\NOMPQTJQS9M 
OZLVM>QWJPWKNSTLO; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQNP[WJWOSMLQNJPQ[TJWSTLQS9MQ:=UIiQOZLVM>QNJPQKTJSWJZMQST 
SLNKkQK9NJlMOQWJQWJPWKNSTLOQTVMLQSW[MQSTQmZLS9MLQMOSN\dWO9Q[MNJWJlmZdQSNLlMSO; 
_;Qs:=Q8WddQM%6dTLMQNPPWSWTJNdQ[MNJOQmTLQLM6TLSWJlQNJPQZSWdW,WJlQPNSNQmTLQS9M 
:=UIi;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQPMVMdT6QSNLlMSOQmTLQmZSZLMQmWOKNdQ>MNLOQ\NOMPQTJQS9M 
OZLVM>QWJPWKNSTLO; 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FRPZdSQrQI[6LTVMPQ2MVMdQTmQcZJKSWTJWJlQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL pg;gh ph;fo pg pg 
YZ[MLNSTL `_n_ab _gnfag rr rr 
sMJT[WJNSTL apngfh afnpfp rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] kTQWJKLMNOMPQS9MQJZ[\MLQTmQNPZdSOQNJPQTdPMLQNPZdSOQ89TQLM6TLSQW[6LTVMPQdMVMdOQTm 

mZJKSWTJWJl; 
ERQ`\X] k9MQSNLlMSQWOQSTQ9TdPQOSMNP>QS9MQN66LT%W[NSMQpg0QTmQNPZdSOQNJPQTdPMLQNPZdSOQS9NS 

LM6TLSMPQW[6LTVMPQmZJKSWTJWJl; 
PVab_RXYVS] RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
NQYX\QYVS] ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

`7@9WdPLMJAOQUMLVWKMO 
a7kNLlMSMPQUMLVWKMOQSTQ*ZLNdQNJPQ=T[MdMOOQiT6ZdNSWTJO 

OS^YZRXVQ] k9MQ6MLKMJSQTmQWJPWVWPZNdOQS9NSQWJPWKNSMQW[6LTVMPQmZJKSWTJWJlQ\NOMPQTJQOZ\OKNdM 
OKTLMOQmLT[QS9MQ:U=IiQUZLVM>; 

c\RTbQ\] :=UIiQUZLVM> 
JVbQZ\TFVU k9MQMOSW[NSMOQmTLQS9MQJZ[MLNSTLQNJPQPMJT[WJNSTLQmTLQ\TS9Q6LWTLQmWOKNdQ>MNLOQ8MLM 
OSUVQWRXYVS] NLLWVMPQNSQ\>QPTZ\dWJlQS9MQJZ[\MLOQmLT[QS9MQYTVM[\MLQ_ffgQOZLVM>Q6MLWTPQNOQS9M 

PNSNQmLT[Q:N>Q_ffhQOZLVM>Q6MLWTPQWOQJTSQ>MSQNVNWdN\dM; 
Ja\ZYR_FOTTb\T] k9MOMQPNSNQ[N>Q\MQW[6NKSMPQ\>QmdZKSZNSWTJOQWJQmZJPWJlQ89WK9QLMOZdSQWJQ6LTlLN[ 

M%6NJOWTJOnQLMPZKSWTJOnQJM8QW[6dM[MJSNSWTJOQNJPQPWOKTJSWJZNSWTJO;Qk9WOQKTJOSNJS 
M\\QNJPQmdT8QWJQmZJPWJlQKNZOMOQOWlJWmWKNJSQVNLWNSWTJQWJQ6LTlLN[QNVNWdN\WdWS>QNJP 
OMLVWKMQKTJOWOSMJK>Q89WK9Q[NkMOQWSQPWmmWKZdSQSTQMOSN\dWO9Q[MNJWJlmZdQSNLlMSO;Qk9M 
SNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQS9MQUSNSMAOQKZLLMJS 
\ZPlMSQNJPQMKTJT[WKQPT8JSZLJ; 

JY`SYUYZRSZ\] 
AZXYVSFP_RS] _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQNP[WJWOSMLQS9MQ:=UIiQOZLVM>QNJPQSLNKkQK9NJlMOQWJ 
WJPWKNSTLOQTVMLQSW[M; 
_;Qs:=Q8WddQM%6dTLMQNPPWSWTJNdQ[MNJOQmTLQLM6TLSWJlQNJPQZSWdW,WJlQPNSNQmTLQS9M 
:=UIi; 
`;Qs:=Q8WddQKTJSWJZMQSTQPMVMdT6QSNLlMSOQmTLQmZSZLMQmWOKNdQ>MNLOQ\NOMPQTJQS9M 
OZLVM>QWJPWKNSTLO; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQNP[WJWOSMLQNJPQ[TJWSTLQS9MQ:=UIiQOZLVM>QNJPQKTJSWJZMQST 
SLNKkQK9NJlMOQWJQWJPWKNSTLOQTVMLQSW[MQSTQmZLS9MLQMOSN\dWO9Q[MNJWJlmZdQSNLlMSO; 
_;Qs:=Q8WddQM%6dTLMQNPPWSWTJNdQ[MNJOQmTLQLM6TLSWJlQNJPQZSWdW,WJlQPNSNQmTLQS9M 
:=UIi;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQPMVMdT6QSNLlMSOQmTLQmZSZLMQmWOKNdQ>MNLOQ\NOMPQTJQS9M 
OZLVM>QWJPWKNSTLO; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ
 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]F@NdWmTLJWNQ=MNdS9QIJSMLVWM8QUZLVM>QX@=IU] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL YqR YqR YqR YqR 
YZ[MLNSTL YqR YqR rr rr 
sMJT[WJNSTL YqR YqR rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] kTQ6LTVWPMQPNSNQmTLQNJNd>OWOQNSQS9MQKTZJS>QdMVMdQLMlNLPWJlQS9MQ6LMVNdMJKMQTmQNPZdSO 

8WS9QU:IQNJPQTS9MLQKTr[TL\WPWS>QKTJPWSWTJO; 
ERQ`\X] ->Q1ZJMQ`fnQ_f^fnQS9MQs:=Q8WddQNJNd>,MQS9MQNPPWSWTJNdQ[MJSNdQ9MNdS9QPNSNQNPPMP 

STQS9MQ@NdWmTLJWNQ=MNdS9QIJSMLVWM8QUZLVM>QX@=IU]QmTLQNPZdSOQNJPQTdPMLQNPZdSO;Qs:= 
8WddQ[NkMQPNSNQNVNWdN\dMQTJQPM6NLS[MJSNdQ8M\OWSMOQNJPQ6LMOMJSQmWJPWJlOQST 
WJSMLMOSMPQOSNkM9TdPMLO; 

PVab_RXYVS] RPZdSOQNJPQ<dPMLQRPZdSO 
NQYX\QYVS] _7:MJSNdQ=MNdS9QU>OSM[QsNSNQ?6WPM[WTdTl> 

OS^YZRXVQ] RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
c\RTbQ\] @NdWmTLJWNQ=MNdS9QIJSMLVWM8QUZLVM>QX@=IU]; 
JVbQZ\TFVU @NdWmTLJWNQ=MNdS9QIJSMLVWM8QUZLVM>QX@=IU]; 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T] 
JY`SYUYZRSZ\] @=IUQWOQS9MQdNLlMOSQNJPQ[TOSQKT[6dMSMQOTZLKMQTmQ\M9NVWTLNdQ9MNdS9QPNSNQmTL 

@NdWmTLJWN;Qs:=AOQKTJSWJZMPQ6NLSWKW6NSWTJQNJPQmZJPWJlQX:=UR]Q9NOQ6LTVWPMPQS9M 
T66TLSZJWS>QSTQWJKdZPMQ[MJSNdQ9MNdS9Q(ZMOSWTJOQSTQS9WOQ\WNJJZNdQOSNSM8WPMQOZLVM> 
KTJPZKSMPQ\>Q+@2R; 

AZXYVSFP_RS] _f^f7 

^;Qs:=Q8WddQKTJSWJZMQSTQmZJPQ[MJSNdQ9MNdS9Q(ZMOSWTJOQTJQS9MQ@=IUQOZLVM>O; 
_;Qs:=Q8WddQdTTkQNSQT6SWTJOQmTLQ6LTVWPWJlQNJPQPWOOM[WJNSWJlQS9MOMQmWJPWJlOQST 
6LTlLN[QNJPQ6TdWK>Q[NkMLOQNOQ8MddQNOQ[MJSNdQ9MNdS9QKTJOZ[MLOQNJPQTS9ML 
WJSMLMOSMPQOSNkM9TdPMLO;Q 
`;Qs:=Q8WddQZOMQS9MOMQmWJPWJlOQSTQ6dNJQ6LTlLN[OQNJPQOMLVWKMO;Q 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQmZJPQNJPQ[TJWSTLQS9MQ[MJSNdQ9MNdS9Q(ZMOSWTJQTJQS9MQ@=IU 
OZLVM>O; 
_;Qs:=Q8WddQ6LTVWPMQNJPQPWOOM[WJNSMQWJmTL[NSWTJQSTQ[MJSNdQ9MNdS9QKTJOZ[MLO;Q 
`;Qs:=Q8WddQKTJSWJZMQSTQZOMQS9MOMQmWJPWJlOQSTQ6dNJQ6LTlLN[OQNJPQOMLVWKMO;Q 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FcUiQUMLVWKMOQmTLQ<dPMLQRPZdSOQWJQ*ZLNdQ@TZJSWMO 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ^fh ^og ^f ^f 
YZ[MLNSTL YqR YqR rr rr 
sMJT[WJNSTL YqR YqR rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 kTQKLMNSMQNQKT[6LM9MJOWVMQKT[[ZJWS>Q[MJSNdQ9MNdS9QO>OSM[QS9NSQ6LT[TSMO 

LMKTVML>QNJPQ8MddJMOOQmTLQTdPMLQNPZdSOQ8WS9QOMLWTZOQ[MJSNdQWddJMOOQXU:I]; 
ERQ`\X]	 ->Q1ZJMQ`fnQ_f^fnQS9MQ6MLKMJSNlMQTmQTdPMLQNPZdSOQWJQLZLNQKTZJSWMOQMJLTddMPQWJQcZdd 

UMLVWKMQiNLSJMLO9W6OQ8WddQ\MQ[NWJSNWJMPQNSQ^f0; 
PVab_RXYVS]	 <dPMLQNPZdSOQPWNlJTOMPQ8WS9QU:I; 
NQYX\QYVS]	 a7kNLlMSMPQUMLVWKMOQSTQ*ZLNdQNJPQ=T[MdMOOQiT6ZdNSWTJO 

OS^YZRXVQ]	 YZ[\MLQTmQNPZdSOQNJPQTdPMLQNPZdSOQWJQLZLNdQKTZJSWMOQMJLTddMPQWJQcZddQUMLVWKM 
iNLSJMLO9W6Q6LTlLN[O; 

c\RTbQ\]	 YZ[\MLQTmQNPZdSOQNJPQTdPMLQNPZdSOQMJLTddMPQWJQcZddQUMLVWKMQiNLSJMLO9W6Q6LTlLN[O; 
JVbQZ\TFVU	 cZddQUMLVWKMQiNLSJMLO9W6Q<ZSKT[MOQROOMOO[MJS; 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 k9MQSNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQS9MQUSNSMAOQKZLLMJS 

\ZPlMSQNJPQMKTJT[WKQPT8JSZLJ; 
JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7Q 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJQLMdNSWJlQSTQcUiQUMLVWKMOQmTLQ<dPML 
RPZdSOQWJQ*ZLNdQ@TZJSWMO; 
_;Q->Q1ZJMQ`fnQ_f^fnQS9MQ6MLKMJSNlMQTmQNPZdSOQNJPQTdPMLQNPZdSOQMJLTddMPQWJQcUi 
8WddQ\MQ[NWJSNWJMPQNSQ^f0;Q 
`;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 
b;Qs:=Q8WddQ[TJWSTLQNJPQMVNdZNSMQS9MQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9 
LMKTLPQX?=*]QO>OSM[; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQW[6dM[MJSNSWTJQTmQNPZdSQOMLVWKMOQSTQ[NWJSNWJQOMLVWKMOQST 
NPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:IQ89TQLMOWPMQWJQLZLNdQKT[[ZJWSWMO; 
_;Qs:=Q8WddQ[TJWSTLQMJLTdd[MJSQTmQNPZdSQNJPQTdPMLQNPZdSOQMJLTddMPQWJQcUiQST 
[NWJSNWJQS9MQ^f0QlTNd; 
`;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 
a;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQS9MQ6LTlLMOOQTm 
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KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9QLMKTLPQX?=*]QO>OSM[; 

Q 
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ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FcZddQUMLVWKMQiNLSJMLO9W6O 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL gng`p ^`nbof of of 
YZ[MLNSTL YqR YqR rr rr 
sMJT[WJNSTL YqR YqR rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_]	 kTQKLMNSMQNQKT[6LM9MJOWVMQKT[[ZJWS>Q[MJSNdQ9MNdS9QO>OSM[QS9NSQ6LT[TSMO 

LMKTVML>QNJPQ8MddJMOOQmTLQNPZdSOQNJPQTdPMLQNPZdSOQ8WS9QOMLWTZOQ[MJSNdQWddJMOO 
XU:I]; 

ERQ`\X]	 ->Q1ZJMQ`fnQ_f^fnQS9MQ6MLKMJSNlMQTmQNPZdSOQNJPQTdPMLQNPZdSOQMJLTddMPQWJQcZdd 
UMLVWKMQiNLSJMLO9W6OQ8WddQ\MQ[NWJSNWJMPQNSQof0; 

PVab_RXYVS]	 RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I; 
NQYX\QYVS]	 ^7@T[6LM9MJOWVMQ@T[[ZJWS>r-NOMPQ:MJSNdQ=MNdS9QUMLVWKMQU>OSM[O 

OS^YZRXVQ] kTSNdQJZ[\MLQTmQNPZdSOQNJPQTdPMLQNPZdSOQMJLTddMPQWJQcZddQUMLVWKMQiNLSJMLO9W6O; 
c\RTbQ\] kTSNdQJZ[\MLQTmQWJPWVWPZNdOQMJLTddMPQWJQcZddQUMLVWKMQiNLSJMLO9W6O; 
JVbQZ\TFVU cZddQUMLVWKMQiNLSJMLO9W6Q<ZSKT[MOQROOMOO[MJS; 
OSUVQWRXYVS] 
Ja\ZYR_FOTTb\T]	 k9MQSNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQS9MQUSNSMAOQKZLLMJS 

\ZPlMSQNJPQMKTJT[WKQPT8JSZLJ; 
JY`SYUYZRSZ\] 
AZXYVSFP_RS]	 _f^f7Q 

^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQS9MQNPZdSQOMLVWKMOQNJPQ6LTlLN[QPMOKLW\MPQWJ 
S9MQJNLLNSWVMQ6TLSWTJOQTmQS9MQKZLLMJSQN66dWKNSWTJQLMdNSWJlQSTQcUiQUMLVWKMOQmTL 
RPZdSOQNJPQ<dPMLQRPZdSOQ8WS9QU:I;Q 
_;Q->Q1ZJMQ`fnQ_f^fnQS9MQ6MLKMJSNlMQTmQNPZdSOQNJPQTdPMLQNPZdSOQMJLTddMPQWJQcUi 
8WddQ\MQ[NWJSNWJMPQNSQofQ0;Q 
`;Q)WVMJQS9MQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO6MKWNdQM[69NOWOQ8WddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ6LTlLN[QNLMNOQW[6NKSMPQ\>Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TS9MLQNPVMLOMQW[6NKSOQTmQS9MQOSNSMQTmQNmmNWLO; 
a;Qs:=Q8WddQ8TLkQKdTOMd>Q8WS9QPMVMdT6WJlQMVNdZNSWTJQMmmTLSOQS9NSQNLMQKZLLMJSd> 
ZJPML8N>QS9LTZl9QS9MQ:=UR; 
b;Qs:=Q8WddQ[TJWSTLQNJPQMVNdZNSMQS9MQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9 
LMKTLPQX?=*]QO>OSM[; 

_f^̂ 7 
^;Qs:=Q8WddQKTJSWJZMQSTQW[6dM[MJSQOMLVWKMOQSTQNPZdSOQNJPQTdPMLQNPZdSOQ8WS9QU:I;Q 
_;Qs:=Q8WddQ[TJWSTLQMJLTdd[MJSQTmQNPZdSQNJPQTdPMLQNPZdSOQMJLTddMPQWJQcUiQST 
[NWJSNWJQS9MQof0QlTNd; 
`;Qk9MQNPVMLOMQKTJOM(ZMJKMOQTmQS9MQMKTJT[WKQOWSZNSWTJQ8WddQ\MQmZLS9MLQMVNdZNSMP 
NJPQLM6NLNSWVMQNKSWTJQ8WddQ\MQSNkMJQSTQMJOZLMQW[6NKSMPQOMLVWKMOQNJPQ6LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQS9MQdMNOSQ6TOOW\dMQdMVMd; 
a;Qs:=Q8WddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQS9MQ6LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQ9MNdS9QLMKTLPQX?=*]QO>OSM[; 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 241 of 339Page 241 of 339Page 241 of 339 



                                                                              

Q
 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 242 of 339Page 242 of 339Page 242 of 339
 



                                                                              

ABCDEFGFHIADJFEAKHLEJFAMBFANEOIMFPDAMJ 

EQRSTUVQWRXYVSFAZXY[YXY\T]F 
MRW\FVUFP\QUVQWRSZ\FOS^YZRXVQ]FUSLNSMlWMOQmTLQIJKLMNOWJlQS9MQsWVMLOWS>QTmQS9MQoTLkmTLKM 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL YqR YqR YqR YqR 
YZ[MLNSTL YqR YqR rr rr 
sMJT[WJNSTL YqR YqR rr rr rr 

kN\dMQsMOKLW6STLO7 
HVR_] UZ66TLSQNKSWVWSWMOQTmQS9MQ@NdWmTLJWNQ:MJSNdQ=MNdS9QidNJJWJlQ@TZJKWdQX@:=i@]QST 

OMLVMQNOQNQOSNSM8WPMQKNSNd>OSQSTQNPPLMOOQS9MQO9TLSNlMQTmQ[MJSNdQ9MNdS9QOSNmm; 
ERQ`\X]	 ->Q1ZJMQ`fnQ_f^fnQKT[6dMSMQNQLM6TLSQS9NSQ8WddQPMOKLW\MQOZKKMOOmZdQOSLNSMlWMOQmTL 

MJlNlWJlQS9MQ\LTNPMLQKLTOOrPWON\WdWS>QKT[[ZJWS>QWJQ6Z\dWKQ[MJSNdQ9MNdS9 
MPZKNSWTJNdQNJPQ8TLkmTLKMQPMVMdT6[MJSQ6LTlLN[O;Q->Q1ZJMQ`fnQ_f^̂ nQKTJPZKSQN 
cN[Wd>Q:M[\MLqiNLMJSQiNLSJMLQsR@+:QXsMVMdT6WJlQNQ@WLLWKZdZ[] 

PVab_RXYVS] RPZdSOQNJPQTdPMLQNPZdSOQPWNlJTOMPQ8WS9QU:I 
NQYX\QYVS] b7:NJNlM[MJSQU>OSM[O 

OS^YZRXVQ]	 _f^f7QRQKT[6dMSMPQLM6TLSQOZ\[WSSMPQSTQS9MQsM6NLS[MJSQTmQ:MJSNdQ=MNdS9;Q_f^̂ 7QR 
KT[6dMSMPQsR@+:QOZ\[WSSMPQSTQS9MQsM6NLS[MJSQTmQ:MJSNdQ=MNdS9 

c\RTbQ\]	 _f^f7QRQKT[6dMSMPQLM6TLSQOZ\[WSSMPQSTQS9MQsM6NLS[MJSQTmQ:MJSNdQ=MNdS9;Q_f^̂ 7QR 
KT[6dMSMPQsR@+:QOZ\[WSSMPQSTQS9MQsM6NLS[MJSQTmQ:MJSNdQ=MNdS9 

JVbQZ\TFVU	 _f^f7QRQOZLVM>QTmQJNSWTJNdQNJPQOSNSM8WPMQOSLNSMlWMOQSTQKLMNSMQNJQWJKdZOWVMQNJP 
OSUVQWRXYVS]	 PWVMLOMQ8TLkmTLKM;Q@TJVMJWJlQNQOMLWMOQTmQLMlWTJNdQLTZJPSN\dMOQ8TLklLTZ6OQST 

LMVWM8QmWJPWJlOQNJPQ6LTVWPMQWJ6ZS;Q_f^̂ 7QoTLkQlLTZ6QKTJVMJMPQSTQ6MLmTL[QS9M 
sR@+:Q6LTKMOO; 

Ja\ZYR_FOTTb\T] 
JY`SYUYZRSZ\]	 @NdWmTLJWNQ:MJSNdQ=MNdS9QidNJJWJlQ@TZJKWdQX@:=i@]QWOQPMPWKNSMPQSTQ6LT[TSWJl 

OSLNSMlWMOQS9NSQMJlNlMQPWVMLOMQKT[[ZJWSWMOQWJQKTJSLW\ZSWJlQSTQS9MQ8TLkQTmQS9M 
@:=i@QNJPQPMVMdT6WJlQMPZKNSWTJQNJPQ8TLkmTLKMQ6W6MdWJMOQS9NSQdMNPQST 
WJKLMNOWJlQS9MQPWVMLOWS>QNJPQWJKdZOWVMJMOOQTmQS9MQ8TLkmTLKM;Qk9MQ@:=i@Q\MdWMVMO 
S9NSQNJQWJKdZOWVMQNJPQPWVMLOMQ8TLkmTLKMQWOQNQOWlJWmWKNJSQOSLNSMl>QmTLQMdW[WJNSWJl 
9MNdS9QNJPQ[MJSNdQ9MNdS9QPWO6NLWSWMO;Q@TJOM(ZMJSd>nQS9MQ@:=i@Q=Z[NJ 
*MOTZLKMOQ@T[[WSSMMQ9NOQPMVMdT6MPQNQsWVMLOWS>QiLTjMKSQST7 
rIPMJSWm>Q8TLkmTLKMQPMVMdT6[MJSQOSLNSMlWMOnQMO6MKWNdd>QS9TOMQOSLNSMlWMOQS9NSQLMNK9r 
TZSQSTQS9MQ\LTNPMLQKLTOOrPWON\WdWS>QKT[[ZJWS>;Qk9MQ\LTNPMLQKLTOOrPWON\WdWS> 
KT[[ZJWS>QWJKdZPMOQNddQWJPWVWPZNdOQ8WS9QNQ[MJSNdQTLQ69>OWKNdQKTJPWSWTJQS9NSQdW[WSO 
TJMQTLQ[TLMQ[NjTLQdWmMQNKSWVWSWMOnQOZK9QNOQdMNLJWJlnQ8NdkWJlnQOMMWJlnQS9WJkWJln 
8TLkWJlnQ\LMNS9WJlQMSK;Q 
r*MKMWVMQWJ6ZSQTJQS9MQKT[6TJMJSOQTmQS9MQcWVMreMNLQidNJQ 
k9MQ[MK9NJWO[QOMdMKSMPQmTLQT\SNWJWJlQWJ6ZSQNJPQKTJPZKSWJlQTZSLMNK9Q8NOQS9M 
PMVMdT6[MJSQTmQNSQdMNOSQS9LMMQLMlWTJNdQLTZJPSN\dMOQXmNLQJTLS9nQKMJSLNdnQNJPQmNL 
OTZS9];Q*TZJPSN\dMQ6NLSWKW6NJSOQ8WddQ\MQKT[6LWOMPQTmQWJPWVWPZNdOQNJP 
LM6LMOMJSNSWVMOQmLT[QTLlNJW,NSWTJOQS9NSQNLMQOMdMKSMPQ\>Q@:=i@;QiNLSWKW6NJSOQ8Wdd 
\MQNOkMPQSTQLMO6TJPQSTQS9MQ8TLkmTLKMQOSLNSMlWMOQTZSdWJMPQWJQS9MQs:=Q6dNJQmTL 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 243 of 339Page 243 of 339Page 243 of 339 



                                                                              

8TLkmTLKMQPMVMdT6[MJSQMJSWSdMPnQ:MJSNdQ=MNdS9QUMLVWKMOQRKSQcWVMreMNLQidNJ;QIJ 
NPPWSWTJnQ6NLSWKW6NJSOQ8WddQ\MQNOkMPQSTQ6LTVWPMQWJmTL[NSWTJQTJQWJJTVNSWVM 
N66LTNK9MOQSTQ8TLkmTLKMQPMVMdT6[MJSQNJPQPM6dT>[MJSQJTSQPMOKLW\MPQWJQS9MQs:= 
6dNJQS9NSQMJlNlMQS9MQ\LTNPMLQPWON\WdWS>QKT[[ZJWS>;Q 
RQLM6TLSQ8WddQ\MQ6Z\dWO9MPQPMSNWdWJlQS9MQmWJPWJlOQTmQS9MQLTZJPSN\dMQ6NLSWKW6NJSOQS9NS 
8WddQ\MQ6LTVWPMPQSTQS9MQsM6NLS[MJSQTmQ:MJSNdQ=MNdS9QNJPQO9NLMPQ8WS9Q6Z\dWK 
[MJSNdQ9MNdS9QTLlNJW,NSWTJOQS9LTZl9TZSQ@NdWmTLJWN;Q 

_f^̂ 7Q 
k9MQM[6dT>[MJSQTmQmN[Wd>Q[M[\MLOQNJPQ6NLMJSQ6NLSJMLOQWOQVWSNdQSTQS9M 
SLNJOmTL[NSWTJQTmQS9MQ6Z\dWKQ[MJSNdQ9MNdS9QO>OSM[;QIJQTLPMLQSTQWJKLMNOMQS9M 
KN6NKWS>QTmQmN[Wd>Q[M[\MLQNJPQ6NLMJSQ6NLSJMLQ6NLSWKW6NSWTJQWJQS9MQ6Z\dWKQ[MJSNd 
9MNdS9QO>OSM[nQKTZJS>Q[MJSNdQ9MNdS9QPM6NLS[MJSOQ9NVMQPMVMdT6MPQS9MQ6MML 
OZ66TLSQO6MKWNdWOSnQ6MMLQNPVTKNSMQ6TOWSWTJnQ6NLMJSQ6NLSJMLnQNJPQmN[Wd>QNPVTKNSM 
6TOWSWTJO;Q+JPMLOSNJPWJlQS9MQPZSWMOnQkJT8dMPlMnQOkWddOnQNJPQN\WdWSWMOQTmQS9WOQVWSNd 
TKKZ6NSWTJNdQJWK9MQWOQKLWSWKNdQSTQPMVMdT6WJlQNPPWSWTJNdQSLNWJWJlQ6LTlLN[OQNJPQ\MWJl 
N\dMQSTQM%6NJPQKNLMMLQ[T\WdWS>QT66TLSZJWSWMOQmTLQWJPWVWPZNdOQ89TQNLMQ8TLkWJlQ8WS9WJ 
S9MOMQ6TOWSWTJO;QRQmN[Wd>Q[M[\MLQNJPQ6NLMJSQ6NLSJMLQsR@+:Q8WddQNddT8QmTLQNQ[TLM 
OSNJPNLPW,MPQLMVWM8QTmQS9MQLTdMOQNJPQLMO6TJOW\WdWSWMOQTmQmN[Wd>Q[M[\MLOQNJP 
6NLSJMLQ6NLSJMLOQWJQS9MQ6Z\dWKQ[MJSNdQ9MNdS9QO>OSM[;QIJQNPPWSWTJnQNQsR@+:Q8Wdd 
MJN\dMQM[6dT>MLOQSTQPMSML[WJMQS9MQSLNWJWJlQS9NSQ8WddQ\MOSQMJ9NJKMQS9MQ8TLkQTm 
mN[Wd>Q[M[\MLOQNJPQ6NLMJSQ6NLSJMLOnQNddT8WJlQTLlNJW,NSWTJOQSTQPMVMdT6QKNLMML 
dNPPMLOQS9NSQdWJkQSTQTS9MLQ6LTmMOOWTJO;Q2NOSd>nQS9MQsR@+:Q8WddQNOOWOSQWJ 
PTKZ[MJSWJlQS9MQPWmmMLMJSWNSWTJQTmQPZSWMOnQLTdMOnQNJPQLMO6TJOW\WdWSWMOQTmQmN[Wd> 
[M[\MLQNPVTKNSMOQNJPQ6NLMJSQ6NLSJMLQNPVTKNSMOnQ89TQNLMQPMNdWJlQM%KdZOWVMd> 
8WS9QWOOZMOQTmQNWPWJlQ6NLMJSOQ89TQ9NVMQNQK9WdPQWJQJMMPQTmQTLQLMKMWVWJlQ6Z\dWK 
[MJSNdQ9MNdS9QOMLVWKMO;Q 

AZXYVSFP_RS]	 _f^f7 
^;Qs:=Q8WddQOZ66TLSQNKSWVWSWMOQTmQS9MQ@:=i@QSTQOMLVMQNOQNQOSNSM8WPMQKNSNd>OSQST 
NPPLMOOQS9MQO9TLSNlMQTmQ[MJSNdQ9MNdS9QOSNmm;Q 
_;Qs:=Q8WddQ8TLkQ8WS9Q@:=i@QSTQKT[6dMSMQNQLM6TLSQS9NSQPMOKLW\MOQOZKKMOOmZd 
OSLNSMlWMOQmTLQMJlNlWJlQS9MQ\LTNPMLQKLTOOQPWON\WdWS>QKT[[ZJWS>QWJQ6Z\dWKQ[MJSNd 
9MNdS9QMPZKNSWTJNdQNJPQ8TLkmTLKMQPMVMdT6[MJSQ6LTlLN[O; 

_f^̂ 7Q 
^;Qs:=Q8WddQKTJSWJZMQSTQOZ66TLSQNKSWVWSWMOQTmQS9MQ@:=i@QSTQOMLVMQNOQNQOSNSM8WPM 
KNSNd>OSQSTQNPPLMOOQS9MQO9TLSNlMQTmQ[MJSNdQ9MNdS9QOSNmm;Q 
_;Qs:=Q8WddQOZ66TLSQ@:=i@QNKSWVWSWMOQSTQKTJPZKMQNQcN[Wd>Q:MJ\MLqiNLMJS 
iNLSJMLQsR@+:QXsMVMdT6WJlQNQ@WLLWKZdZ[]Q 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 244 of 339Page 244 of 339Page 244 of 339 



                                                                              

CDEFGHIHJKLMEGNOHPLKHQDNHNOQRSFEODTNUQHRUGHETVFNTNUQRQELUHLP
RUHLKWRUEXNGHYLTTZUEQ[ISRONGHO[OQNTHLPHYRKNHPLKHEUGEMEGZRFOH\EQD
TNUQRFHEFFUNOO] 

OMB No. 0930-0168 Expires: 08/31/2011 Page 245 of 339OMB No. 0930-0168 Expires: 08/31/2011 Page 245 of 339OMB No. 0930-0168 Expires: 08/31/2011 Page 245 of 339 



                                                                              

  
 

  
 

 
 

 
 

 
 

   

 
 

 

CHILDREN'S ORGANIZED COMMUNITY-BASED SYSTEM OF CARE 

All 58 of California’s counties currently offer community-based care systems, providing 
services to the many different service populations that are dependent upon the public mental 
health system for care. Although the State categorical funds for the Children’s System of Care 
(CSOC) Initiative that had supported system enhancements for over 15 years were eliminated 
in SFY 2004-05 due to severe budgetary constraints, the context and values of children’s 
services remain at the local levels. Within California the CSOC Initiative has focused upon: 

•	 Target populations diagnosed as SED; 

•	 Services that are culturally competent, child-centered and family-focused; 

•	 Families as an integral part of service planning, delivery, evaluation and policy 

discussions; with age appropriate child and youth voice and choices; and, 


•	 The belief that children and youth should, whenever possible, be served at home or in 
the most home-like setting available. 

The many years of State-level funding for the CSOC model have provided counties with 
ongoing service practices and system expectations. To improve individual child and youth 
outcomes and agency resource management, services are most efficient when there is formal 
collaboration among such agencies. Typical partners at the local level include the following: 
child and family community based organizations, juvenile justice, education, social services, 
child welfare, mental health, and parent/family representatives. Through the use of Medi-Cal 
funding, in combination with local county funds and other agency resources earmarked for 
health services, California counties continue to provide an array of community-based services. 

The DMH will continue to fund seven counties with dedicated SAMHSA funding for the 
development and implementation of specific CSOC program components contained within 
existing State statutes that define the CSOC Initiative. These seven counties are Humboldt, Los 
Angeles, Merced, Monterey, Placer, Sacramento and San Luis Obispo. Approximately 1000 
children and youth with SED are proposed to be served in 2008-09 by these seven counties. 
Eligible participants are children/youth with SED who are involved with at least two systems and 
are placed or at risk of hospitalization, school failure, incarceration, and/or out of home 
placement. 

In November 2004, California voters passed the MHSA to transform the mental health services 
in California. The MHSA provides the first opportunity in many years for increased funding, 
personnel and other resources to support county mental health programs and monitor progress 
toward statewide goals for children, youth, TAY, adults, and older adults. The MHSA addresses 
a broad continuum of prevention, early intervention, treatment services, and the necessary 
infrastructure, technology and training elements required to effectively support this system. 

MHSA addresses many of the overarching goals for transforming mental health care in 
America, as stated in the NFC report. It acknowledges that mental illnesses are extremely 
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common and mental health is essential to overall health and that failure to provide timely 
treatment can irreparably harm individuals and families. The MHSA supports early diagnosis 
and treatment and elimination of disparities in mental health services and outcomes. There are 
five core values in MHSA that echoes the CSOC values and the NFC goals: 

•	 Community collaboration; 

•	 Cultural competence; 

•	 Client/family driven services; 

•	 Focus on wellness, recovery and resiliency; and 

•	 Integrated services. 

TRANSFORMATIONAL ACTIVITIES 

The MHSA represents a comprehensive approach to the development of community based 
mental health services and supports for the residents of California. The Act addresses a broad 
continuum of prevention, early intervention and service needs and the necessary infrastructure, 
technology and training elements that will effectively support this system. To provide for an 
orderly implementation of MHSA, DMH has planned for sequential phases of development for 
each of the components. Eventually all these components will be integrated into comprehensive 
plans with a continuum from PEI to comprehensive, intensive interventions for those in need. 

The first component that was implemented was CSS. This component targeted children, youth, 
adults and older adults with SED and/or SMI.  County proposals are evaluated for specific 
outcomes, such as the following: 

•	 Meaningful use of time and capabilities, including things such as employment, vocational 
training, education, and social and community activities; 

•	 Safe and adequate housing, including safe living environments with family for children 
and youth; reduction in homelessness; 

•	 A network of supportive relationships; 

•	 Timely access to needed help, including times of crisis; 

•	 Reduction in incarceration in jails and juvenile halls; and 

•	 Reduction in involuntary services, reduction in institutionalization, and reduction in out 
of-home placements. 
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Specific Populations by Age Consistent with MHSA and DMH Priorities: 

•	 Children and youth between the ages of 0 and 18, or Special Education Pupils up to age 
21, who have SED and their families, who are not currently being served. 

•	 TAY between the ages of 16 and 25, who are currently unserved or underserved who 
have SED and who are homeless or at imminent risk of being homeless, youth who are 
aging out of the child and youth mental health, child welfare and/or juvenile justice 
systems and youth involved in the criminal justice system or at risk of involuntary 
hospitalization or institutionalization. 

•	 Adults with SMI – including adults with a co-occurring substance abuse disorder and/or 
health condition who are either: 

o	 Older adults 60 years and older with SMI – including older adults with co­
occurring substance abuse disorders and/or other health conditions – who are not 
currently being served and have a reduction in personal or community 
functioning, are homeless, and/or at risk of homelessness, institutionalization, 
nursing home care, hospitalization and emergency room services. 

o	 Older adults who are so underserved that they are at risk of any of the above are 
also included. Transition age older adults (as described above) may be included 
under the older adult population when appropriate. 

Each individual identified as part of the initial full service population must be offered a 
partnership with the county mental health program to develop an individualized services and 
supports plan. The services and supports plans must operationalize the five fundamental 
concepts identified at the beginning of this document. They must reflect community 
collaboration, they must be culturally competent, they must be client/family driven with a 
wellness/recovery/resiliency focus and they must provide an integrated service experience for the 
client/family. 

MHSA FOR CHILDREN AND YOUTH 

MHSA provides an exciting opportunity to expand and establish new programs for children and 
youth with SED. The original submission of the CSS plans from 56 counties identified 182 new 
or expanded programs that include children and youth. These are FSP programs that will 
provide individualized and flexible ‘whatever it takes’ services with 24/7 coverage. It is 
estimated 4,571 children, youth and their families will be served by the 182 programs. All these 
programs reflect local collaboration among various partners, which may include child welfare, 
education, probation, public health, law enforcement, faith based organizations, tribal 
organizations, employment, alcohol and drugs, juvenile court, and housing. 

Of the 56 CSS plans submitted, 28 counties (50%) proposed to expand or establish youth or 
family-run programs for children and youth. These youth or family-run programs promote hope, 
empowerment and support for youth and families.  Such expansion reflects California’s effort to 
meet the NFC report goal that ‘mental health care is consumer and family driven.’ 
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STATE-LEVEL COORDINATION FOR EFFECTIVE CSOC 

The DMH continues to support inter-agency collaborations that are reflective of local county 
efforts to integrate services for children. Continued state-level activities include: 

•	 DMH provides funding through the MHSA for increased staffing at the DSS to provide 
training and technical assistance to support implementation and expansion of SB 163 
Wraparound programs which provides service alternatives to children in, or at risk of, group 
home care. MHSA requires that counties implement the SB 163 Wraparound Program, or 
provide substantial evidence that it is not feasible to establish one in the county. To date, 39 
of the 58 counties have implemented the SB 163 Wraparound Program in California and 
another 9 counties are in the process of implementing their programs. 

•	 DMH representatives have participated in several workgroups convened by the State 
Attorney General’s Office to address the multiple issues related to domestic violence. 

•	 Continued participation in the SIT Team. SIT is a state level multi-agency team established 
to lead and guide systems improvements that benefit communities and the common 
population of children, youth and families served by the member agencies which include 
mental health, social services, education, employment, alcohol and drugs, health services, 
developmental services, and justice etc. DMH staff also participate in various SIT 
workgroups to work on issues such as alcohol and drugs screening, increased utilization of 
mental health services, and provision of cultural competent services in member agencies. 

•	 Funded by MHSA, DMH is working closely with the State Department of Education (CDE) 
to increase statewide capacity and build local collaborations between education and mental 
health. Through an MOU with CDE, DMH contracted to successfully provide 11 regional 
training sessions for county offices of education and special education local plan areas during 
the past year. 

•	 DMH is participating in interagency meetings to discuss Indian Child Welfare Agency 
concerns, especially when mental health issues related to children, youth and TAY are 
discussed. The focus recently has been on foster care policies related to tribal customs and 
culture and federal legislation impacting these policies. 

•	 DMH is participating in the California Child Welfare Council (CWC). The CWC is a new 
State advisory body that considers recommendations to improve child and youth outcomes 
through increased collaboration and coordination among the programs, services and 
processes administered by the multiple agencies and courts that serve children and youth in 
California’s child welfare system. 

•	 DMH is participating in meetings regarding the DSS’ Child Welfare Reform Program 
Improvement Plan (PIP). The PIP incorporates significant actions to ensure that California 
moves in the direction of conformity with federal requirements for the child welfare system. 
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•	 In addition, DMH continues to participate in a High Rate Underage Users Workgroup which 
brings together personnel from several school districts and state representatives from 
education, mental health, alcohol and drugs, and the attorney general’s office. This 
workgroup addresses underage drinking and other barriers that affect academic performance. 

•	 Continued support of the CMHS-funded "System of Care" and “Circle of Care” sites, to the 
extent resources allow. This includes working with the existing counties of Glenn, San 
Francisco, and Monterey as well as the Circle of Care sites in Humboldt County (United 
Indian Health Services) and in Alameda County (Native American Health Center). 

SERVICE COORDINATION AND ACCOUNTABILITY TO THE CLIENT AND FAMILY 

DMH has made a commitment to ensure that consumer and family involvement is an overriding 
value in planning, implementation, and oversight of mental health services. DMH has developed 
an oversight system that involves on-site review of each MHP with teams that include county 
peer reviewers, direct consumers, family members, and DMH staff. These teams identify 
problems that are resolved through a Plan of Correction that is submitted by the MHP to DMH 
for approval. 

The MHSA also requires that clients and families have an active stakeholder role in planning, 
program implementation, service delivery and evaluations. Clients and family members are 
represented in the statewide and local stakeholder process for the various components of 
MHSA. To provide a voice for TAY, eight youth-friendly roundtables were held in five 
regions to solicit their input on MHSA. To support client and family involvement, DMH 
contracted with local parent and family groups to provide technical assistance to help families 
understand and become actively involved in the local MHSA planning process. In addition, the 
MHSA WET Component provides funding for technical assistance and training to increase 
capacity to promote consumer and family member employment in the public mental health 
system. These efforts relate to the NFC overarching goal that ‘mental health is consumer and 
family driven. 
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VNEQPXKHNKLSTNMKLHXSHKRPOFKHLTMDHERGEQEGTPFLHXSHYTRMXESRHSTXLEGK
SYHERVPXEKRXHSNHNKLEGKRXEPF 
ERLXEXTXESRLHXSHXDKHUPaEUTUHKaXKRXHSYHXDKENHMPVPOEFEXEKLHLDPFF 
ERMFTGKb 

cKPFXDZHUKRXPFHDKPFXDZHPRGHNKDPOEFEXPXESRHLKNQEMKLdH
eUVFSWUKRXHLKNQEMKLdH
cSTLER[
LKNQEMKLdH
eGTMPXESRPFHLKNQEMKLdH
`TOLXPRMK 
POTLKHLKNQEMKLdH
fKGEMPFHPRGHGKRXPFHLKNQEMKLdH
`TVVSNXHLKNQEMKLdH
`KNQEMKLHVNSQEGKGHOWHFSMPFHLMDSSF
LWLXKULHTRGKNHXDKHgRGEQEGTPFLH\EXDHJELPOEFEXEKLHeGTMPXESRHhMXdH
CPLKHUPRP[KUKRXHLKNQEMKLdH
`KNQEMKL
YSNHVKNLSRLH\EXDHMSISMMTNNER[HiLTOLXPRMKHPOTLKjUKRXPFHDKPFXDz
GELSNGKNLdHPRGH 
{XDKNHPMXEQEXEKL
FKPGER[HXSHNKGTMXESRHSYHDSLVEXPFE|PXESR] 
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CHILDREN'S SERVICES 

California’s 58 county departments of mental health, and the hundreds of community-based 
certified providers, continue to offer a wide range of service options. The menu of services 
includes the continuum of “rehabilitative” services, designed to engage children, youth and 
families in services and supports that return these consumers to positive developmental 
trajectories. California law requires that a minimum array of services be available for children 
with SED, to the extent resources are available. Included in the counties’ menu of services are: 
pre-crisis and crisis services; assessment; medication education and management; individual, 
family and group therapies; day treatment programs; service coordination; 24-hour treatment 
services; and support services designed to alleviate symptoms and foster the development of 
age-appropriate, cognitive, emotional and behavioral skills necessary for success. Within the 
last several years there has been an increasing demand for school based mental health services, 
either at a school health care center, or services provided by the county mental health program 
or a community service provider on site; and mental health services and supports that are 
offered within a “wraparound service approach.” 

County departments of mental health continue to participate in the county’s “court schools” or 
“juvenile justice programs” which provide combined educational and treatment services for 
adolescents with serious legal, educational and medical conditions such as drug/alcohol abuse 
with co-occurring mental/emotional disorders. County mental health staff provides services 
within juvenile halls, after school programs, and coordinated case management services through 
existing juvenile justice programs operating with state grant funds. 

EARLY AND PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) 

The EPSDT program is a federally mandated benefit under Medi-Cal (California’s Medicaid 
Program). EPSDT provides comprehensive health care for eligible persons under 21 years of 
age. This benefit includes screening services that provide initial, periodic or additional health 
assessments under the Child Health and Disability Prevention (CHDP) Program. EPSDT mental 
health services were expanded in 1995 by DHCS in accordance with federal regulations and 
statutes that require states to provide any medically necessary services, including mental health 
services, to correct or ameliorate the health or mental health condition of a full-scope Medi-Cal 
beneficiary under the age of 21. In SFY 2008-09, the counties, in their role as MHPs, provided 
SMHS to 192,825 clients. The projection for FY 2009-10 is 197,794 clients. 

California provides Therapeutic Behavioral Services (TBS) as a result of a class action lawsuit in 
federal court in Los Angeles, Emily Q. v. Bonta. TBS is a Medicaid SMHS that provides 
additional short-term support to children/youth with SED who meet certain criteria and who are 
experiencing a stressful transition or life crisis to prevent high-level placement (Rate 
Classification Level 12 or above) or to enable a transition to a lower level of residential care. On 
April 23, 2009, the Court approved the Emily Q. Settlement Exit Strategy Plan, also known as 
the Exit Plan. The exit criteria are based on Point Nine of the Emily Q. TBS Nine-Point Plan. 
The steps outlined in the Exit Plan must be: do-able; not let the perfect be the enemy of the 
good; be within the Law and Court Order; increase utilization; decrease disproportionality 
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between the MHPs; show evidence of improvement, both quantitative and qualitative; be aligned 
with parties’ interests; demonstrate simplicity; be sustainable; and result in faster service access. 

HEALTHY FAMILIES PROGRAM (HFP) 

The expansion and reauthorization of the State Children's Health Insurance Program (SCHIP) 
was signed into law by President Obama on February 4, 2009. In California, the SCHIP is 
known as Healthy Families (HFP). This law keeps nearly 900,000 California children in Healthy 
Families. It also gives thousands more children access to health care. It provides funds for 4 ½ 
years and gives financial stability for Healthy Families. Federal funds provide 2/3 of the funding 
needed for states to run their SCHIPs. 

This program experienced a $178 million reduction for FY 2009-10 and is expected to serve 
approximately 600,000 fewer children as a result of this reduction. The California First 5 
Commission (Proposition 10) has transferred part of its funds to the Managed Risk Medical 
Insurance Board (MRMIB) that implements the HFP. These funds will support and additional 
200,000 children (ages 0-5), producing a net loss of 400,000 children. 

In California, the HFP provides low-cost health insurance with federal matching funds 
reimbursed under the SCHIP, Title XXI of the Social Security Act for children under the age of 
nineteen whose families do not have insurance, do not qualify for zero share-of-cost Medi-Cal 
and whose income is at or below 250% of the federal poverty level. Services are provided by 
health, dental and vision plans under contract with MRMIB, the state agency that administers 
HFP. MRMIB is responsible for most budgeting related to HFP; however, DMH is responsible 
for the mental health benefit for children with SED. HFP health plans are responsible for 
providing basic mental health benefits to HFP enrollees who do not meet the SED criteria and for 
the first thirty days of psychiatric inpatient services. The costs associated with these benefits are 
not included in the DMH estimate. Medically necessary mental health services for HFP 
enrollees with SED are typically provided by the county mental health plans. 

On Feb. 4, 2009, the Children’s Health Insurance Program Reauthorization Act (CHIPRA) 
was signed into law by President Obama. CHIPRA allows states to subsidize premiums for 
employer-provided group health coverage for eligible children, but it also imposes certain 
requirements on plan sponsors: 

1. Plan sponsors must notify employees of a new special enrollment opportunity. 
2. Plan sponsors must provide disclosure to their employees. 
3. Plan sponsors must provide disclosure to state agencies. 

CHIPRA applies to both fully insured and self-insured group health plans. The most pressing of 
these three obligations is the special enrollment changes, which are effective April 1, 2009. 

HOUSING SERVICES 

Each year in California, over 4,000 youth exit the foster care system when they turn 18. These 
"emancipated foster youth" commonly leave the foster care system without a place to live, a job, 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 253 of 339Page 253 of 339Page 253 of 339 

http://www.shrm.org/LegalIssues/FederalResources/FederalStatutesRegulationsandGuidanc/Pages/ChildrensHealthInsuranceProgramReauthorizationActof2009.aspx


                                                                              

 
 

 

 

 

 

 

a high school diploma or the consistent support of a caring adult. It is even more challenging for 
emancipated foster youth with SED to attain self sufficiency after age 18.  Without assistance, 
former foster youth do not fare well, and experience rates of homelessness, unemployment and 
incarceration far above their peers. 

The Transitional Housing Placement Plus Program (THP-Plus) is a California housing program 
that targets former foster youth and is administered by DSS. THP-Plus provides affordable 
housing and comprehensive supportive services to help former foster care and probation youth 
ages 18 up to 24, to make transitioning from out-of-home placements to independent living 
successful. In June 2006, the THP-Plus Statewide Implementation Project was launched to 
reduce homelessness among California’s former foster youth by expanding access to the THP-
Plus program. It is a partnership between the John Burton Foundation, the Corporation for 
Supportive Housing and CDSS. A goal of this project is to expand housing opportunities for 
former foster youth and to improve the public system responsible for assisting youth as they 
make the transition from the foster-care. A final evaluation of this project reported that in the 
area of systems change, there was substantial growth in the number of counties implementing the 
THP-Plus Program, from five counties in 2005-2006 to 52 counties in FY 2010/2011. There was 
also a notable increase in the number of youth served by THP-Plus, from 200 to 2,442 
participants. In addition, California voters passed Proposition 1C in November 2006. Prop 1C 
would provide $2.9 billion in funds to provide a variety of housing supports for battered women, 
senior citizens, low income families etc. Included in the fund is $50 million for homeless youth. 

Finally, as stated in the MHSA Section, to transform the mental health system in California and 
address homelessness among individuals with mental illness, the MHSA Housing Program was 
established under the CSS Component. The MHSA Housing Program is jointly administered by 
DMH and the CalHFA. This program has been developed through an interagency collaboration 
between the CalHFA and DMH, in consultation with County Mental Health Departments with 
the goal of utilizing their combined resources to address homelessness for individuals and their 
families. The resulting program blends the mental health services expertise of DMH and the 
County Mental Health Departments with the fiscal and housing development expertise of 
CalHFA. The MHSA Housing Program provides funding for both capital costs and operating 
subsidies to develop permanent supportive housing for persons with SMI who are homeless, or at 
risk of homelessness, and who are eligible for services under the MHSA. The application for 
these program funds must include a commitment for service funding from the County Mental 
Health Department. A total of $400 million of MHSA funds has been set aside for initial 
funding of the program, and each County Mental Health Department in California received a 
portion of the funds that are available for both capital costs and capitalized operating subsidies. 
Local collaboration between County Mental Health Departments and housing developers and/or 
agencies is essential to the success of these projects and this program. 

DMH is working with CDSS to make these two programs work together to better meet the needs 
of emancipated foster care youth with serious emotional disturbance. THP-Plus is a time-limited 
program while MHSA Housing Program has no time limit. 
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EDUCATIONAL SERVICES FOR CHILDREN 

Individuals with Disabilities Education Act / Special Education Program 

The federal Individuals with Disabilities Education Act (IDEA) {PL 108-446} states that 
children with disabilities receive a free, appropriate public education in the least restrictive 
environment. Special education pupils in any of the 13 disability categories may receive mental 
health services from county mental health departments. To be eligible to receive services, they 
must have a current individualized education plan (IEP) on file. The services must align with the 
child’s needs as identified in the IEP and are designed so that children will benefit from their 
educational programs. They are free to all eligible students regardless of family income or 
resources. The mental health program within California serving special education pupils at the 
community level is known as the “AB 3632” program. 

The California Legislature passed AB 3632 in 1984 which combines education, social services, 
and mental health resources in an interagency delivery model to provide appropriate services to 
eligible students for special education. Prior to this legislation the Local Education Agency 
(LEA) provided these services. The interagency program requires local mental health programs 
to provide mental health services to special education pupils who have been determined to need 
mental health treatment to benefit from their education. County mental health agencies may not 
limit or deny services to eligible pupils, and may not, by law, bill the pupils' family for these 
services. Currently the program serves approximately 21,000 special education pupils annually. 

An IEP team determines the eligibility of the pupil and recommends appropriate services in the 
least restrictive environment. Current law requires that prior to referral to county mental health 
agencies, the LEA ensure that 1) appropriate educational assessments have determined that a 
child is special education eligible; 2) the school has provided or considered counseling and 
guidance services; and 3) such services are not adequate or appropriate to meet the pupils' needs. 
Once these requirements have been met, a referral may be made to the LMHD. In support of the 
Special Education Program, the CDE, along with DMH, conduct collaborative interagency 
compliance complaint investigations to determine if program implementation by the LEAs and 
LMHDs meets the requirements of State and federal law. 

The Governor and Legislature continue to examine the structure and functioning of mental health 
services delivered under AB 3632 and various options are being reviewed for the delivery of 
services. 

Reforms In Educational Rights For Foster Youth 

In 2008, California held its second annual state-wide Foster Youth Education Summit. More 
than three hundred child welfare, educational, judicial, and policy-making professionals joined 
with foster youth, families and caregivers to build upon the innovative, ground-breaking work 
of addressing the critical issues in foster youth education that began as a result of the 2007 
summit. This statewide summit is sponsored by the California Foster Youth Education Task 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 255 of 339Page 255 of 339Page 255 of 339 



                                                                              

 
 

 
 

 
 

 
 

 
 

 

 
 

  
 

 
  

Force, a coalition of more than 35 organizations dedicated to improving educational outcomes 
for foster youth. Some recent progress includes: 

•	 California Assembly Bill (AB) (Statute of 2003) became effective on January 1, 2004. 
This bill created new duties and rights related to the education of dependants and wards 
in foster care. Though not directly impacting county mental health departments, the bill 
should result in more stable placements, complete and timely transfers of educational 
records, and continuity of the educational placements. These changes allow county 
departments of mental health to deliver improved services through the avoidance or 
reduction in out-of-community placements that frequently have lead to significant 
service disruptions. 

•	 The 2007 expansion of the Foster Youth Services Program administered by the CDE 
provides grants to counties for educational and support services and increases service 
from approximately 14,000 to 35,000 children. DMH staff provides technical 
assistance to encourage and support Foster Youth Services Program to participate in 
local MHSA stakeholder process. 

•	 The 2008 “Building on our Successes” Summit highlighted innovative programs and 
practices that represent “pockets of excellence” for improved educational outcomes 
throughout the state. 49 counties and Canada were represented, each bringing a 
multidisciplinary team committed to learning about and adopting new approaches to 
support foster youth education success. 

EARLY MENTAL HEALTH INITIATIVE 

The EMHI has been part of DMH’s continuum of mental health services for children since 
1991, when it was signed into law through the California School-Based Early Mental Health 
Intervention and Prevention Services for Children Act. EMHI was established to fund 
programs that serve selected students in kindergarten through third grade who are experiencing 
mild to moderate school adjustment difficulties. Funding is distributed through grants to 
elementary school districts, which hire qualified personnel to provide PEI services that will 
enhance students’ social and emotional development and increase their likelihood of future 
school success. 

There are several key components of the EMHI: 

•	 Provide school-based and low cost services to students in kindergarten through third 
grade experiencing mild to moderate school adjustment difficulties; 

•	 Use a systematic selection process of students most likely to benefit from program 
participation; 

•	 Provide services in a culturally competent manner; 
•	 Provide services to appropriate students in the target population from low-income 

families; 
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•	 Provide services to appropriate students in the target population who are in out-of-home 
placement or are at-risk of out-of-home placement; 

•	 Encourage the involvement of parents and teaching staff to build alliances to promote 
student’s mental health and social and emotional development; 

•	 Provide services in collaboration with a cooperating mental health entity such as a county 
mental health department or a private non-profit agency; 

•	 Change the traditional roles of mental health professionals and use alternative personnel, 
such as child aides, to provide direct services to students; 

•	 Provide ongoing supervision and training of child aides by credentialed school 
psychologists, social workers, or school counselors in collaboration with professional 
staff of the cooperating mental health entities; 

•	 Provide ongoing monitoring and evaluation of program services; and 
•	 Ensure implementation of programs that are based on adoption or modification, or both, 

of existing program models that have been shown to be effective and which are based on 
sound research. 

During SFY 2008-09, EMHI provided $15 million for programs throughout the state and served 
approximately 16,043 of the state’s estimated 279,791 children in kindergarten through third 
grade at risk of school adjustment difficulties (out of a total of 1.9 million children in grades K-3 
statewide). Services were provided at 411 school sites located in 77 elementary school districts 
within 24 counties. The areas served range from sparsely populated, isolated rural districts to 
highly populated and diverse urban districts. 

Each year since 1988, data from pre- and post- instruments have been collected and analyzed 
from state-funded programs to determine program effectiveness. This data has consistently 
yielded statistically significant levels (.001) of improvement in school adjustment by the students 
who participated in the program. In addition, the DMH collects school district demographic 
information and qualitative data related to services twice a year. 

CHILD WELFARE SERVICES 

The DSS reexamination process of the entire child welfare system within California concluded 
in September of 2003 with the final “Redesign Plan”, and has been coordinated with the federal 
requirements (DHHS) for program improvements based upon the Child and Family Services 
Reviews (CFSR) and California’s own legislature’s proposal regarding program improvements. 
The principles of the federal review framework contain many of the same elements as previous 
mental health initiatives, including: 

• Family-centered practices; 
• Community-based services; 
• Individualized services for children and families; and 
• Strengthening the capacity of parents to provide for their children’s needs. 

As part of the “roll-out” of the child welfare redesign, DMH continues to work with the CIMH to 
assist the counties in adopting evidenced based practices targeting children and youth served by 
the child welfare system. These technical assistance efforts have been a valuable means for 
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counties to integrate the latest federal and State service and funding initiatives into their CSOC 
systems. 

In 2006, Governor Schwarzenegger signed into law AB 2216 (Chapter 384, Statutes of 2006), 
the “Child Welfare Leadership and Performance Accountability Act of 2006”, to establish, 
among other things, the California CWC. The CWC is a new State advisory body that will 
consider recommendations to improve child and youth outcomes through increased collaboration 
and coordination among the programs, services and processes administered by the multiple 
agencies and courts that serve children and youth in California’s child welfare system. DMH 
staff actively participates in the four CWC committees: Prevention/ Early Intervention 
Committee, Permanency Committee, Child Development/Successful Youth Transitions 
Committee, and Data Linkage and Information Sharing Committee. 

In addition, DMH is working with DSS, along with other public and private organizations, in the 
California Permanency for Youth Project (CPYP). Funded by the Stuart Foundation, CPYP aims 
at increasing awareness among the child welfare agencies and other stakeholders of the 
importance and urgency of permanency among older children and youth; and to assist 14 specific 
counties and private agencies to develop innovative practices to achieve permanency. 

DMH is also actively working with CDSS to expand the SB 163 Wraparound Program in 
California. MHSA requires that counties implement the SB 163 Wraparound Program or 
provide substantial evidence that it is not feasible to do so in the county. SB 163 allows counties 
to use the State foster care maintenance payment to provide wraparound services for children in, 
or at risk of, group home placement. Wraparound is a family-centered, strength-based, needs 
driven planning process for creating individualized services for children, youth and their 
families. The ‘whatever it takes’ approach promotes cross-system integration and incorporation 
of natural and informal, community resources.  The focus in child-centered, family-driven 
approach is consistent with the NCF goal that ‘mental health care is consumer and family 
driven’. Youth involved in juvenile justice system who have significant behavioral or mental 
health needs have been a particular focus of Wraparound. Recent studies found that Wraparound 
have resulted in positive outcomes for youth in juvenile halls, shelters and group homes. 
Currently, 40 counties have an active SB 163 Wraparound Program. 

CO-OCCURRING SUBSTANCE ABUSE AND MENTAL DISORDERS (DUAL 
DIAGNOSIS) 

The increasing awareness and acknowledgement of persons exhibiting co-occurring substance 
abuse and mental disorders, or dual diagnosis, is an issue of national concern. It is estimated that 
approximately 60 percent of persons with a SMI also have a substance abuse problem, and that 
up to 90 percent or more of the highest cost users of mental health services, including forensics 
consumers, also abuse substances. 

ADP and DMH have long recognized the critical need of working cooperatively to provide 
quality treatment services to individuals with CODs. Building on the efforts that have taken 
place since 1995, DMH and ADP, in collaboration with the County Alcohol and Drug Program 
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Administrators Association of California, the CMHDA, the Alcohol and Drug Program Institute, 
and the CIMH, convened the COJAC, which meets quarterly. 

The Council’s joint vision statement — “One Team with One Plan for One Person” — states that 
“Each individual receives a comprehensive assessment that results in the formation of an 
interdisciplinary and possibly interagency team that will develop one individualized treatment 
plan for that person within a reasonable period of time. This plan will specify all necessary 
services and supports to be delivered by the single interdisciplinary service team that has all the 
needed skill sets and the right members in place from each agency. The individual client will 
have a strong voice in shaping the plan in development and implementation. The plan is 
expected to evolve as needed as that person progresses.” 

The COJAC recognized that in order to achieve its objectives it was necessary to have additional 
staff support from the two state agencies sponsoring this effort. The passage of the MHSA 
provides the opportunity for DMH to make available increased funding, personnel and other 
resources to support county mental health programs, including COD services, and monitor 
progress toward statewide goals for children, TAY, adults, older adults and families. 

The COD office within the ADP continues to receive funds from the MHSA to provide for the 
functions and tasks listed below. Other functions and tasks may be added as determined by the 
COJAC, the DMH, and the ADP. 

•	 Collaborate with the COJAC, the DMH, and others in recommending policies, programs 
and projects addressing COD; 

•	 Provide assistance to policy makers who are providing leadership to the COD State 
Action Plan for California; 

•	 Assist counties and other providers who are addressing persons with COD or those at 
high risk of the disorder; 

•	 Recommend workforce development training for counties and other providers addressing 
COD issues; 

•	 Provide technical assistance by conducting COD related research, collecting and 

disseminating data; and 


•	 Assist the DMH and the ADP to blend their respective services into local programs that 
will effectively serve persons with COD. 

Additional efforts by the DMH in the area of CODs include the following: 

•	 The DMH has permanently setting aside $8,059,000 of its annual SAMHSA Block Grant 
for allocation to counties to support existing efforts in providing integrated treatment 
services for adults with CODs. Counties are required to submit to DMH expenditure 
plans describing their intended use of the additional funds for the DMH’s review and 
approval. 
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Resource-Building Treatment Strategies 

Youth with CODs need special resources to overcome each of their disorders. The following are 
resource-building treatment strategies developed by the CMHDA, CYSOC/ASOC, and TAY 
Subcommittee, published April 29, 2005: 

•	 There should be no wrong door as an entryway to treatment. Whatever agency the youth 
uses to request help must ensure that the youth has access to services from partner 
agencies. These services may include mental health and substance-related treatment as 
well as housing, training, rehabilitation resources, and therapeutic courts. This is critical 
because when the youth needs help, it must happen in the moment or the opportunity may 
be lost. With the youth’s permission, there should be collaboration and coordination of 
the youth’s treatment plan. Substance abuse programs, from the continuum of abstinence 
to harm reduction, recognize that recovery is incremental and the road to recovery has its 
ups and downs. Providers should strive to reduce barriers to the provision of appropriate, 
coordinated, and integrated services for TAY youth, which include different funding 
streams, philosophical differences, lack of cooperation and collaboration, and the lack of 
cross training. 

•	 Once the youth acknowledges the substance use problem, and agrees to receive support, 
all significant social supports of the TAY youth should be involved in the treatment 
planning process including the youth, his or her family, school, social services or 
probation, mental health, and AOD providers as well as other members of the youth’s 
support network. Providers must acknowledge that the youth is the holder of the 
privilege, and thus he or she must agree to how the treatment is organized. In the event 
the youth does not acknowledge the need for services, all providers and members of the 
support system should continue to encourage the individual until engagement and 
maintenance in treatment occurs. 

•	 Youth who are homeless or otherwise without stable living conditions will find it difficult 
to embrace recovery from substance use. Therefore, ensuring that basic needs are met is 
a critical step in providing care to these youth. This is especially true for TAY with a 
background in the foster care system whose priorities may be focused on obtaining the 
basic necessities of living. 

•	 Because of TAY’s age-appropriate need for independence, providers should work to 
balance client-driven treatment planning with a solid supportive structure to prevent the 
individual from becoming “lost” in the process of recovery. 

•	 Foster youth are most vulnerable to treatment failure because they may not have the 
financial and emotional resources to support them in recovery. The youth who suffered 
trauma from growing up in a domestically violent or an abusive or negligent home is 
especially vulnerable. If appropriate, family support services can strengthen the youth 
and the entire family system. By building on the strengths of the youth, his or her family, 
and his or her support system, counselors can draw on the resources that each 
participating party brings to the intervention. Using a strength-based approach, the 
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treatment team can develop and implement a realistic, attainable plan for recovery that 
improves the functioning of each participant. 

Treatment Strategies 

•	 Place a strong emphasis on family involvement. Youth need to feel secure and feel the 
support of his or her immediate family members and broader social network. No matter 
what the circumstances of the relationships within the family are, the youth and the 
family should be engaged in securing solutions to a better relationship. For a variety of 
reasons, some youth have disengaged from their families and/or support groups and will 
not have functioning social networks. In these situations, efforts should be made to help 
the youth build natural supports as part of the treatment process. 

•	 Develop an individualistic case plan. Each client has unique circumstances with 
individualized sets of goals and objectives. A “cookie cutter” or “one size fits all” 
approach will not be effective. As Dr. Pablo Stewart has noted, there are instances where 
the substance use is a manner of self-medicating for long standing untreated mental 
illnesses. It is for this reason that MH and AOD staff need to work closely together and 
use a universal chart where entries from both Departments are available to the other and 
to additional participants of the treatment team. 

•	 Explore the strengths of the youth. Recovery based goals will be founded upon the 
youth’s vision of his or her future. The treatment planning team will need to focus the 
discussion in a hopeful and supportive manner. 

•	 Providers need to consider that what is happening for the youth may in fact be a “system 
issue,” meaning that the youth may be acting out symptoms for other family members or 
for a significant other. By including the whole family group and/or the significant other, 
there is a greater likelihood that a true solution will be found. A youth’s crisis is an 
opportunity for the family constellation to enhance communication and improve 
functioning for the future. 

•	 Woman and girls with CODs often come from a background of family violence, and the 
sequelae of trauma endured may be what is driving the mental illness or substance 
involvement. 

JUVENILE JUSTICE AND MENTAL HEALTH 

According to national estimates, as many as 70 percent of adolescents in juvenile justice systems 
struggle with mental health or CODs, 20 percent have a serious mental disorder, and at least 10 
percent have a serious medical condition. Many have come through the foster care system, and 
as a population are among the most at-risk. Many young people in the juvenile justice system 
have serious mental health problems that need treatment; and many young people with such 
problems end up in juvenile justice facilities because they lack access to treatment in their 
communities. 
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California has consistently had the highest youth incarceration rate, more than double the 
national average rate of incarceration for youth confined in secure public facilities. In a 
reorganization of the California corrections agencies in 2005, the California Youth Authority 
became the DJJ within CDCR. CDCR is now under a court consent decree stemming from 
litigation over programs and conditions in these facilities. California faces many challenges in 
its role to improve and respond to the mental health needs of youth in the juvenile justice 
systems. 

With the passage of the MHSA in November 2004, DMH was provided the first opportunity in 
many years to provide increased funding, personnel and other resources to support county mental 
health programs and monitor progress toward statewide goals for children, TAY, adults, older 
adults and families. Many counties are using this opportunity to further develop innovative 
mental health programs for youth in the juvenile justice system. 

The CMHPC is organized into five standing committees. One of the committees is the SOC 
Committee which has four subcommittees, one being the CYSOC.  In 2009, the committee 
completed a report on the benefits of juvenile justice mental health courts in meeting the needs of 
children and youth. The purpose of the report is to raise awareness about juvenile justice mental 
health courts and assist in advocating for the expansion of these courts throughout California. 
The CYSOC also focuses on what constitutes adequate continuum of care for youth, and ways to 
maintain those components when the emphasis is on keeping children in their homes and 
communities. 

ACTIVITIES TO REDUCE HOSPITALIZATION FOR CHILDREN 

Children and youth with SED typically have needs in many areas, including the home, school, 
and community. Their needs cannot be met solely by the mental health system. Rather, what is 
required is the joint involvement of other agencies and systems, including special education, 
child welfare, health, and juvenile justice. In order to promote inter-agency and inter-system 
collaboration within local CSOC, California requires individual counties to form interagency 
case management councils. These local councils work toward coordinating resources for 
specific target population children who are concurrently using the services of more than one 
agency. 

The goal is to reduce long-term hospitalization and group home placement in favor of using the 
multi-disciplinary resources of the county, and to treat the child within the community, whenever 
possible. Members of local interagency case management councils include, but are not limited 
to, representatives from special education, juvenile probation, social services, and mental health 
agencies. Members have the requisite authority to commit resources from their agency toward 
an interagency service plan for the child and his/her family. More counties are recognizing the 
key role that mobile crisis units can play in stabilizing a child/youth within their communities, 
delaying or making unnecessary restrictive inpatient hospitalizations. 

The MHSA emphasizes community based rehabilitative services over treatment in hospitals and 
other institutional settings. This community-based emphasis is due to the past efforts in 
California to find the least restrictive setting appropriate for meeting the needs of the child or 
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youth. As part of the MHSA planning process, many stakeholders are brought together in the 
local community to assist in the identification of unserved and underserved children and youth. 
The MHSA specifically notes that education, social services, and law enforcement must be part 
of this stakeholder process. With the participation of these groups, California hopes to continue 
in its efforts to reduce hospitalization to those situations where it is the best clinical option for 
the needs of the child or youth. 

MHSA also requires that counties implement the SB 163 Wraparound Program that aims at 
reducing out of home placement by allowing counties to use the State foster care maintenance 
payment to provide wraparound services for children in, or at risk of, group home placement. 
Wraparound is a family-centered, strength-based, needs driven planning process for creating 
individualized services for children, youth and their families. The ‘whatever it takes’ approach 
promotes cross-system integration and incorporation of natural and informal, community 
resources. The focus in child-centered, family-driven approach is consistent with the NCF goal 
that ‘mental health care is consumer and family driven.’ Youth involved in juvenile justice 
system who have significant behavioral or mental health needs have been a particular focus of 
Wraparound. The recent MAJC paper as described in the ‘Juvenile Justice and Mental Health’ 
section above cited studies that wraparound has resulted in positive outcomes for youth in 
juvenile halls, shelters and group homes. Currently, 40 counties have an active SB 163 
Wraparound Program. 

In 08-09, DMH will complete a PIP that will study Medi-Cal eligible children with high level 
mental health needs. The PIP will be completed as part of the External Quality Review process 
with the assistance of the California EQRO contractor, APS Healthcare, Inc. 

REDUCED STATE HOSPITALIZATION 

A significant component of the 1991realignment legislation was its impact on the State 
Hospitals. Prior to realignment, the State allocated to each county a historically fixed number 
of civil commitment State Hospital beds. The State Hospitals serving persons who are civilly 
committed are Metropolitan and Napa. The counties had little financial stake in, or 
programmatic control over, these beds. Realignment shifted bed funding to counties along with 
the discretion over where to spend those funds to serve the needs of persons with SMI. The 
result has been dramatic in its impact on these two State Hospitals. 

Counties have developed community-based programs that provide alternative care to State 
Hospitalization. These programs are enriched by the continuum of services such as crisis 
intervention, outpatient services, day treatment and community outreach. This approach has 
reduced the number of children in State Hospitals. In FY 2008-09, 18 children and youth were 
in State Hospitals. Additionally, the Child and Adolescent Treatment Center at Metropolitan 
State Hospital has been closed. This contributes to the reduction of state hospitalization for this 
population. This gives California one of the lowest State Hospital utilization rates in the 
nation. 
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In an effort to increase efficiency of available resources, schools have been certified as clinics to 
provide school-based mental health services through local mental health programs. In addition, 
some group homes have also been approved by the DSS to serve children with SED who, in the 
absence of these services, may have required hospitalization. These group homes are required to 
have annual certification from the LMHD that their MHP meets the statewide criteria. California 
continues to develop new programs and quality assurance mechanisms to avoid unnecessary 
hospitalization. 

For all counties that have received CSOC allocations to develop and implement local systems of 
care for children with SED, service coordination is considered a key component. As such, 
service coordination protocols must be included for assessment, linkage, case planning, 
monitoring, and client advocacy to facilitate the provision of appropriate services for the child 
and family. 

COMMUNITY TREATMENT FACILITIES 

The CTF category of care has been under development since 1985 with the passage of SB 876. 
The intent of the CTFs was to create a complementary package of mental health treatment 
services delivered within a licensed community care facility serving children and youth with 
the program certified by the DMH.  The CTF model sought to integrate within a single setting 
the services and supports of the foster care and mental health systems. The CTF model features 
joint monitoring and oversight from the DSS and DMH. 
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In 1988, additional amendments to the statutes added mental health oversight on the use of 
restraint, seclusion, and psychotropic medications in CTFs. Further amendments to the category 
were added in 1992 when the facility definition was restructured to become a secure treatment 
setting. During the years of discussion regarding the appropriate level of mental health 
treatment, CTFs evolved into a richly staffed, secure treatment environment that replicates many 
medically licensed health facilities, yet retains its “community-based” feel. Later deliberations 
led to the current regulatory scheme and the statutory 400-bed limit on the number of CTF beds 
to be implemented statewide. Three CTFs are currently licensed and operating. They include: 
Seneca in the City of San Francisco, Vista Del Mar in the Los Angeles region, and Star View in 
Torrance. Seneca for 22 beds, Vista Del Mar for 24 beds and Star View for 40 beds. 

TRANSITIONAL SERVICES 

The incorporation of recent findings regarding “success” for youth and the relationship to their 
educational achievements will drive more work in the area of ensuring that youth diagnosed with 
SED have sound educational placements and transition plans. CDE funded a study that 
examined policies and practices that negatively impact the academic success of youth living in 
foster care placements. This study proved to be the impetus for Assembly Bill 490. Existing 
California special education law requires that appropriate TAY services be provided to pupils 
with their needs listed on their IEPs. AB 490 helps ensure that there is additional focus at the 
local level for youth served within the foster care system. 

DMH staff has been involved with ongoing workgroups at the State level that address the needs 
of youth transitioning between the child and adult systems. This has included DMH staff 
representation at the CMHDA TAY Subcommittee and involvement in the development of a 
TAY Resource Guide. The Resource Guide was published in April 2005 and widely distributed 
among county staff to assist youth in navigating the systems. 

Transitional services have become a focus with the passage of the MHSA; the MHSA designates 
that the needs of TAY ages 16 to 25 be addressed in the county’s plan for CSS. Of all the 
original county plans submitted, a total of 244 programs would benefit TAY of which 53 of 
those programs focused exclusively on TAY. It is estimated that 3585 TAY would be served in 
a wide variety of services. 

ELIMINATING MENTAL HEALTH DISPARITIES TO RACIAL, ETHNIC, AND 
CULTURAL POPULATIONS: MOVING TOWARD CULTURAL AND LINGUISITC 
COMPETENCE SOLUTIONS 

See Adult Section 

EXTERNAL QUALITY REVIEW ORGANIZATION 

See Adult Section 
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CHILD/YOUTH AND FAMILY PERFORMANCE OUTCOMES 

California continues to align itself with transformational agendas reflected in the President’s 
New Freedom Commission Report on mental illness, the Institute of Medicine’s Six Aims for 
Improvement and the MHSA. To ensure measurement systems are consistent with these 
recovery/wellness-based philosophies for children and youth, California’s participation in 
performance measurement designs at the national level is important in order to keep 
measurement strategies such as the Uniform Reporting System (supported in part through the 
DIG) and the NOMs, consistent with Federal reporting requirements. 

During SFY 2009-10, DMH continued to use the Web-Based Data Reporting System (WBDRS) 
to collect data using a point-in-time method to target family members of child/youth consumers, 
as well as youth consumers themselves, who are receiving face-to-face mental health services. 
The DMH elected to suspend its twice per year CPS in order to conduct a pilot survey based 
upon a stateside random sampling methodology. The purpose of the pilot is to test the validity of 
the method to include a detailed analysis of the costs and administrative barriers. The results of 
the pilot are scheduled for release in February 2011. 

In addition to the CPS, California’s MHSA continues to support the transformation of 
California’s mental health system by providing a more comprehensive approach to the 
development of community based mental health services and supports for the residents of 
California. With respect to performance outcomes, the Department has recently completed an 
initial analysis of FSP outcomes collected through the DCR System. This analysis indicates that 
the lives of individuals participating in FSP programs and services are improving in several key 
areas including increased housing stability and reduced criminal justice involvement. More 
information regarding this initial FSP Outcomes Analysis, the FSP assessment methodology and 
the DCR system is available on the DMH website.1 

The DMH CPS, which assesses perceptions of quality and outcomes of care, was conducted 
during a two-week period in November 2009 and May 2010. 

In addition to the CPS, California’s MHSA continues to support the transformation of 
California’s mental health system by providing a more comprehensive approach to the 
development of community based mental health services and supports for the residents of 
California. With respect to performance outcomes, the Department has recently completed an 
initial analysis of FSP outcomes collected through the DCR System. This analysis indicates that 
the lives of individuals participating in FSP programs and services are improving in several key 
areas including increased housing stability and reduced criminal justice involvement. More 
information regarding this initial FSP Outcomes Analysis, the FSP assessment methodology and 
the DCR system is available on the DMH website.1 
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INCIDENCE AND PREVALENCE OF SED 

Definitions of serious emotional disturbance utilized in California are from the California Welfare 
and Institutions Code and the federal definition as established and disseminated pursuant to the 
Federal Public Health Services Act. 

California Welfare and Institutions Code Definition 

California's Welfare and Institutions Code, Section 5600.3 (a), defines children or adolescents 
with SED as follows: 

“For the purposes of this part, ‘seriously emotionally disturbed children or 

adolescents’ means minors under the age of 18 years who have a mental 

disorder as identified in the most recent edition of the Diagnostic and 

Statistical Manual of Mental Disorders, other than a primary substance use 

disorder or developmental disorder, which results in behavior inappropriate 

to the child's age according to expected developmental norms. 


Members of this target population shall meet one or more of the following 

criteria: 


1.	 As a result of the mental disorder the child has substantial 
impairment in at least two of the following areas: self-care, 
school, functioning, family relationships, or ability to 
function in the community; and either of the following occur: 

a)	 The child is at risk of removal from home or has 
already been removed from the home. 

b)	 The mental disorder and impairments have been 
present for more than six months or are likely to 
continue for more than one year without treatment. 

2.	 The child displays one of the following: psychotic features, 
risk of suicide, or risk of violence due to a mental disorder. 

3.	 The child meets special education eligibility requirements 
according to Chapter 26.5 (commencing with Section 7570) 
of Division 7 of Title 1 of the Government Code.” 

Federal Definition of Target Population 

The federal definition states that children with a SED are persons: 

A. From birth to age 18. 

B. Who currently or at any time during the past year: 
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1.	 Have had a diagnosable mental, behavioral or emotional disorder of significant 
duration to meet the diagnostic criteria specified within DSM-III-R, that 

2.	 Resulted in functional impairment that substantially interferes with or limits the child’s 
role or functioning in the family, school or community activities. 

PREVALENCE METHODOLOGY 

A number of needs assessment methodologies have been used in the past by the DMH. In the 
late 1980s, the DMH contracted for a needs assessment study with Dr. Ken Meinhardt and his 
collaborators. They used rates from the Epidemiological Catchment Area (ECA) Study and 
applied them based on the demographics of California’s counties. This resulted in a rate for 
major mental disorders of 6.15 percent for adults. In 1993, the DMH again contracted with Dr. 
Meinhardt for a prevalence study based on the criteria for the target population that were 
specified in law. They were very restrictive and defined the target population based on 
diagnosis, functioning level, duration of disorder, and likelihood of being eligible for public 
assistance. This resulted in a rate of 1.6 percent, which was used for several years. However, 
since then, the DMH and county mental health programs have taken on increased responsibility 
to serve populations beyond the target population. For example, with the consolidation of Medi-
Cal mental health specialty services, clients who meet medical necessity must be served. Also, 
California’s welfare reform program (CalWORKs) has provided funding for mental health 
services needed to assist in employment. 

Currently, the DMH uses prevalence data developed by Dr. Charles Holzer an epidemiologist 
from the University of Texas, Medical Branch. These data are based on the Collaborative 
Psychiatric Epidemiology Surveys (CPES) and show the number of youth who have SED 
disturbances (SED) and the number of adults who have SMI. Dr. Holzer has worked at the 
national and state levels on issues relating to epidemiology of mental illnesses for over 30 years. 
His methodology uses information from the Epidemiological Catchment Area (ECA) studies, the 
National Co-Morbidity Study (NCS), and rates of SED for youth published in the Federal 
Register based on a compilation of prevalence studies for youth ages 9 through 17 years. He 
applied these rates to all youth. The prevalence rates of SMI and SED were applied to each 
county based on the demographic characteristics that correlate with differential rates. Further 
information is available at the following site: http://Charles.Holzer.com 

There are some limitations in using only the household population since some of the mental 
health client population is in skilled nursing facilities, residential treatment facilities, or board 
and care homes that are not considered households. However, the Census data are not available 
in sufficient detail to identify only those facilities. In addition, the Census data would not 
identify those persons who are placed out of county. There is a Census report that is available by 
county showing the total number or persons in “institutional and group quarters” by type of 
residence. This report can be referenced at the following website 
http://www.dof.ca.gov/search/demograpquery.htm. 

CMHS contracted for a study of the prevalence of mental disorders among children and youth. 
The results of this study were published in the 1999 Federal Register and indicated prevalence 
rates of 9 to 13 percent for youth with a SED and substantial functional impairment, and 5 to 9 
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percent for SED and extreme functional impairment. The study recommends using the higher 
end of the ranges for areas with higher poverty rates. Data reported later use the midpoints (7% 
and 11%) of the ranges and show both prevalence rates although the higher rate is more 
consistent with the broader population that county mental health programs serve. These rates 
apply only to persons aged 9 through 17 years old. There are not sufficient studies on the 
population from infancy through 8 years old to reliably provide prevalence rates for the youngest 
population. 

STATE POPULATION TO BE SERVED 

The DOF estimates that in 2010 the population of persons over 18 years of age in California will 
be 29,146,279. Based on this population data, it is estimated that there are 757,803 adults and 
older adults in the State with SPMI, and 1,573,899 adults and older adults with SMI. For the 
same period and population data estimates, California will have 9,989,397 youth under age 18. 
Of those an estimated 699,258 with SED will be in need of mental health services. California, 
primarily through contracts with its 58 counties and two city mental health programs, expects to 
serve 453,334 adults and older adults and 217,610 children in SFY 2008-09. The following table 
shows the total state population, number of clients, and prevalence using the prevalence 
measures published in the 1999 Federal Register by age group for SFY 2007-08 and estimated 
data for SFY 2008-09: 

CALIFORNIA POPULATION ESTIMATES, CLIENTS SERVED 
AND ESTIMATED PREVALENCE OF PERSONS WITH SPMI, SMI AND SED 

Total 0-8 9-17 18-64 65+ 
FISCAL YEAR 2007-08 

State Population 37,810,582 4,832,236 5,175,265 23,705,767 4,097,313 

Clients Served 670,944** 53,815 163,307 432,552 21,010 

Estimated Population with 
SPMI/SED 

7% SED and 2.6% SPMI 
Estimated Population with SMI/SED 
11% SED and 5.4% SMI 

1,088,945 

2,075,801 

NA 

NA 

362,269 

569,279 

616,350 

1,280,111 

106,530

221,255

**Total includes clients of unknown age, and therefore does not equal the total among the age categories. 
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FISCAL YEAR 2008-09 

State Population 38,246,598 4,881,060 5,122,836 24,044,666 4,198,036 

Estimated Clients to be Served 670,944 50,383 167,227 432,404 20,930 

Estimated Population with 
SPMI/SED 

7% SED and 2.6% SPMI 
Estimated Population with SMI/SED 
11% SED and 5.4% SMI 

1,092,909 

2,088,618 

NA 

NA 

358,599 

563,512 

625,161 

1,298,412 

109,149

226,694

It is estimated that the number of persons to be served in SFY 2009-10 is expected to remain 
approximately the same as the number of persons served in FY 2008-09 given normal county 
reporting. California is once again is facing a large budget deficit. The MHSA has been of help 
in past FYs. Its passage helped provide new and innovative mental health services in California 
counties. While it did not replace lost funds, it did augmented services that could be provided to 
mental health consumers. However with a severe statewide budget shortfall, the impact on 
county services is expected to be profound. Since MHSA funds cannot be used to offset 
reductions or supplant, we estimate that there will be no net gain over the next FY. 

STATE-LEVEL REFINEMENTS OF PREVALENCE RATES AND SMI/SED 
DEFINITIONS 

With the implementation of the MHSA there is increased pressure for California to refine the 
national prevalence rates. Counties have submitted a CSS plan which must be data-driven. It is 
fortunate that over the last year workgroups of county, provider, and client and family 
stakeholders have been meeting around issues that have emerged as the result of the need to 
redesign DMH’s data system to capture data elements to meet new federal requirements. The 
DIG has served to promote the State’s refinement of SMI/SED definitions and to develop State 
and county specific prevalence rates. 

For several years, California has provided estimates of the SMI/SED population according to the 
method described above. While useful for the State as a whole, DMH was not able to respond to 
requests to provide prevalence rates of race/ethnicity by county. In 2003, DMH contracted with 
Dr. Charles Holzer to develop California specific prevalence rates. Dr. Holzer had done studies 
for several of the western States using a synthetic estimate model that applied prevalence rates 
developed from surveys conducted in the 1990’s to the 2000 census data. He used this same 
model for California and provided prevalence rates by county and selected demographic 
characteristics. As updates are available, the data are posted on the DMH website. 
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The following table shows the California SMI/SED population using the Holzer method and 
updated with more recent Census data: 

COMPARISON OF STATE POPULATION, SMI/SED POPULATION, 


AND CLIENTS BASED ON HOLZER METHODOLOGY 


2000 CENSUS WITH 2007 UPDATE 


Total Youth Adult 18-64 65+ 

Census TOTAL POPULATION - 2000 

Total Population 37,810,180 9,697,088 28,113,092 23,938,299 4,174,793 

Household Population 36,889,731 9,632,453 27,257,279 23,264,418 3,992,860 

Household Population 

Below 200% of Poverty 12,498,882 4,216,179 8,282,702 7,120,314 1,162,388 

SMI/SED POPULATION 

Total Population 2,474,202 734,235 1,739,967 1,535,345 204,622 

Household Population 2,323,921 724,052 1,599,868 1,438,873 160,995 

Household Population 

Below 200% of Poverty 1,090,756 375,608 715,148 646,552 68,595 

PERCENT SMI/SED POPULATION 

Total Population 6.5% 7.6% 6.2% 6.4% 4.9% 

Household Population 6.3% 7.5% 5.9% 6.2% 4.0% 

Household Population 

Below 200% of Poverty 8.7% 8.9% 8.6% 9.1% 5.9% 

CLIENTS SERVED FY 2007-08 

Clients 670,944** 217,122 453,562 432,552 21,010 

SMI/SED is the estimated number of adults who have a serious mental illness or youth who have a serious emotional disturbance. 
**Total includes clients of unknown age, and therefore does not equal the total among the youth & adult age categories. 

The above table shows the population and estimated prevalence for the total population, the 
household population, and the household population below 200 percent of the poverty level. 

DMH’s Statewide QI Committee has adopted the policy to focus on the population below 200 
percent of the poverty level to be used in determining penetration rates. However, there are 
some limitations in using that population because it includes persons in households only. Many 
of the persons served by county mental health programs reside in board and care facilities, or 
residential programs that are not included as households. 

Another critical aspect of using the prevalence data to calculate penetration rate is the fact that 
the prevalence rates focus on the SMI/SED population. While the DMH uses diagnosis only to 
estimate the number of persons who are SMI/SED, it is not satisfied with using diagnosis as the 
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single factor for determining SMI/SED. Both diagnosis and level of functioning are usually 
considered when determining if a person is SMI/SED. However, the reporting of functioning 
level has been incomplete. The DIG utilized the workgroup process to address, among other 
things, the quality of reporting and the data elements it is using to estimate the SMI/SED client 
population. The DIG recommendations resulted in changes to the DMH’s CSI system which 
were implemented beginning July 2006. DMH has changed to a DSM IV TR five axis diagnosis. 
Since this includes Global Level of Functioning (GAF) scores, it is expected that this will give 
DMH a more accurate estimate of the number of clients who are SMI/SED. 

The data provided by Dr. Holzer is based on the 2000 census. Updates have not been done for 
more current years because the household population below 200 percent of poverty is not a sub­
group of the population that is updated annually. This is only collected on a sample basis at the 
time of the Census, which is every ten years. The population at lower income levels is growing 
at a higher rate than average, so the DMH is exploring alternative data sources or methodologies 
that could be used to update the prevalence data for persons below 200 percent of the poverty 
level annually. 

The DMH believes that the estimates provided by Dr. Holzer showing prevalence rates by 
demographic characteristics and county are an improvement over using national rates. However, 
more work needs to be done to update the data, to include parts of the non-household population 
that would receive mental health services from county mental health, and to refine the data 
elements that are used to estimate the number of clients who are SMI/SED. 

State-Level Performance Indicator Description 

In May of 2004, prior to the passage of the MHSA, DMH presented county level prevalence data 
to all California counties. Since that time the data has been used extensively by counties as they 
develop their Service Plans for how they will use their MHSA funds. 

Beginning in 2006, DMH, at the recommendation of CMHS, DMH began a partnership with 
CDPH to add to the mental health content of Centers for Disease Control’s (CDC) Behavioral 
Risk Factors Surveillance Survey (BRFSS). In an Interagency Agreement with CDC, CMHS 
was able to fund the addition of the Public Health Questionnaire 8 (PHQ-8), which measures 
anxiety and depression, to the BRFSS. CMHS also gave states that applied an administrative 
supplement to cover their costs. This initial work has fostered an on-going relationship between 
DMH and CDPH. We are now active partners with other California state departments in the 
yearly survey development. In 2007 the Kessler 6 (K-6), which measures psychological distress, 
was added and in 2008, the PHQ-8 was added again. This allowed DMH to combine samples for 
a more powerful analysis of mental health issues in California. 

In its continuing efforts to aid counties to refine estimates of their target service population, 
DMH also participates in an additional California specific survey, the California Health 
Interview Survey (CHIS). This survey is conducted by the University of California, Los Angeles 
Health Policy Institute. As a public health survey, the CHIS is done every two years and has 
always contained mental health content. However, beginning in 2005, DMH paid for the K-6 to 
be added. The sample size is over 50,000, which allows DMH to use it on a county level and 
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help refine previous prevalence estimates. In 2007, DMH modified the K-6 to include questions 
about the respondents’ worst month, about access and utilization of mental health services, 
stigma, and adolescent access and utilization of mental health services. DMH is in the planning 
stages for the 2010 survey and anticipates a continuing partnership with CHIS which provides a 
comprehensive look at the health and mental health of California’s population. DMH has 
received detailed data from the survey and plans to make it available to counties for their on­
going MHSA planning process. 
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OVERVIEW OF CALIFORNIA'S DATA SYSTEMS 

There are several automated systems at the State level that contain client, service and fiscal data 
from State Hospitals and county mental health programs. The data systems for State Hospitals 
have been developed around the ADT System, which is an on-line real time system for State 
Hospitals. The system includes basic demographic characteristics of all clients, dates in and out 
of the hospital, dates and types of legal class changes, and dates of ward changes. The function 
that tracks legal class and ward changes allows for billing and fiscal reporting since there is a 
daily rate established for each ward. Data from the ADT system are linked with the CRS to 
generate billing data. A number of other functions have been automated that tie to the ADT 
system, such as TACS, Pharmacy, Laboratory, and the POS. There are plans to continue data 
system development to support increased efficiency in State Hospital operations. 

Wellness and Recovery Model Support System (WaRMSS) 

WaRMSS is a comprehensive computer software program that records each patient’s assessed 
needs as derived during initial treatment team planning sessions; patient-generated life goals; 
goals for each treatment session or class; available types and providers of treatment; a schedule 
and rosters of patients assigned to treatment sessions; degree of patient achievement of each 
treatment goal; changes in goals; and measures of progress in treatment. WaRMSS is deployed 
system-wide allowing DMH to monitor and summarize data concerning amounts and types of 
treatments provided and the effectiveness of these treatments. The system is consistent with the 
wellness and recovery models of mental health that place special emphasis on client-driven 
treatment goals and services and in which services are often provided in treatment malls with a 
campus atmosphere and flexibility in tailoring available treatment to individual needs. 

Recovery-Model Outcome Reports (formerly “SHOES”) 

LTCS will combine data generated by the WaRMSS system with other centrally gathered data to 
write reports that were formerly conducted as part of the SHOES. The SHOES project was 
redesigned in the past year to be consistent with the Recovery Model of mental health treatment 
that DMH has adopted. LTCS will write monitoring and evaluation reports that expand upon the 
current “Questions and Answers About the Safety and Effectiveness of California State Hospital 
Services” report series begun in September 2004 to answer questions including: 

• What proportion of patients met their goals for mental health recovery? 
• What treatments were provided to patients who met and did not meet goals? 
• What system results are achieved (reductions to length of stay and return rates)? 

While the operational data systems for State Hospitals have been developed by and are 
maintained by DMH staff, county MHPs each develop their own systems and send extracts from 
their systems to DMH in specified formats. There are two primary data systems used for county 
mental health data. The CSI system is a statistical reporting and includes client and service 
information about all persons served in county MHPs. The Medi-Cal system is actually 
composed of several files that include all persons who are eligible for Medi-Cal, and the Medi-
Cal claims that have been paid for SMHS. 
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Both of these systems are used extensively by DMH staff to calculate indicators for the 
Statewide Quality Improvement Committee, for program planning, monitoring, and to respond to 
requests from the legislature, state and federal agencies, county programs, consumers, family 
members, and other interested stakeholders. 

In addition to client level data systems, there are two other systems that include county data. The 
CFRS is a year-end cost report of all costs expended by county mental health programs. Costs 
are reported in the same categories that are used for statistical reporting. The Provider and Legal 
Entity File identifies the actual provider site as well as the legal or corporate entity, or county, 
that “owns” the provider.  The CSI system is based on provider reporting while the CFRS is 
based on legal entity reporting. Through the Provider and Legal Entity file, costs reported to the 
CFRS by legal entity can be linked to services reported in the CSI by provider. Through this 
linkage process it is possible to estimate the cost of services provided to specific groups of 
individuals, such as youth, or people with certain diagnoses. Preliminary efforts to link the data 
sets for several projects have proven to be challenging. There are frequently minor differences in 
spelling of names or transpositions of dates that cause records not to match when they should. 
DMH staff will continue to work in this area to improve the matching process so that the benefit 
of linking the data systems can be realized. 

As the data systems are fully implemented and integrated, their use is increasing. With the 
increasing use of the data, the importance of complete and accurate data also increases. The 
DMH will be developing a data quality program focusing on CSI to ensure the accuracy of the 
data. 

DMH’S APPLICATIONS DEVELOPMENT (AD) SECTION 

DMH’s AD Section is divided into three units: Hospital Services, County Services and 
Headquarters Services. A brief description of the systems in each unit can be found under 
Criterion 2 for Adults and Older Adults. 

State Hospital Services 

This unit responds to the diverse business needs of the staff working in various capacities 
throughout the five State Hospitals. The systems they develop and maintain facilitate key 
hospital functions to assist in the care and treatment of approximately 5,000 patients. These 
systems are deemed mission critical by the DMH and interface with systems in other agencies. 
The following are Hospital Services systems that are either maintained or under development by 
the AD section: 

Admission Discharge and Transfers (ADT) - The ADT System performs State Hospital census 
functions. Statistical information from this system is used for management reporting and 
research purposes. The system provides transactions to the DDS for billing purposes. ADT 
contains the patient file, which is the foundation for all patient care-related hospital systems, and 
vital criminal and clinical history data. The system has over 500 screens and 400 standard 
reports. When a patient is transferred from one hospital to another, patient data is available to 
the new hospital. This is essential for both the patient and staff at the hospitals. 
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Master Billing Project (MBP) - Provides a mechanism to capture Fee-For-Service (FFS) billing 
information within existing and future DMH HAS applications. An automated Patient Progress 
Note (PPN) will help facilitate the doctors completing the documentation that is required for 
billing. After validation of billing this information will be passed to the DDS CRS for billing. 

Additionally, it will enhance the Master Formulary and create Drug Utilization Review tables for 
the PHO system and the POS (described below). This will allow for much needed order 
validation using the patient’s diagnosis, medical condition, and medication regimen for 
indications and contraindications, appropriate dosing levels and duration of therapies as well as 
other valuable special conditions and precautions. 

Pharmacy Hospital Operations (PHO) - The PHO system processes medication orders and 
recurring non-medication orders. It generates monthly Physician Orders for renewal and 
information that supports unit-dose order filling functions; this includes pick lists, Medication 
Administration Record forms and an electronic file for the Baxter automated unit-dose 
dispensing machine. All medication orders are checked for Drug-to-Drug Interactions, allergies, 
over maximum-dose, and approval for non-formulary items. When a patient is transferred, 
his/her medication orders are visible to the new hospital and can be utilized by the new physician 
as baseline current medications for the new episode. This greatly benefits the staff and 
minimizes patient risk. PHO also has over 500 screens. 

Physicians’ Orders System (POS) - POS automates physician order entry and transmission of 
physicians’ orders to the service provider. This reduces order turnaround time and errors, and 
promotes more timely and effective patient treatment. This system uses extremely complex 
client/server architecture to provide the user with the easiest, friendliest interface possible. 

Service Usage Report (SUR) - The SUR is used to collect data from the ADT system and 
maintain files of county usage of beds at the hospitals. The system runs twice a day and 
produces summaries of daily, monthly and fiscal YTD bed usage totals. This system supports 
the County Contract Monitoring (CCM) System, which reports over-contract use of State 
Hospital beds, and the Fiscal Automation System (FAS) reports, which the hospital accounting 
offices use to comply with certain CALSTARS cost reporting requirements. 

Treatment Outcome System (TOS) - The State Hospital TOS schedules patients into treatment 
activities, records patient and staff attendance at those activities and produces reports for 
managers at the hospitals. TOS reports have been used to support departmental testimony at the 
yearly legislative budget hearings. 

Trust Accounting Cashiering System (TACS) - The TACS accounts for patients' financial 
assets and associated transactions. The system records receipt from patients, their families, 
conservators, Social Security, etc., and disburses funds for patients' personal use and for 
reimbursing the cost of their care. 

The Canteen subsystem allows the canteen operators to scan bar coded patient identification 
cards, determine patient account balances, apply purchases and other transactions saving 
operators’ time. 
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County Services 

This unit supports, enhances and develops automated systems to facilitate oversight and 
program decisions for the 58 counties providing services to mental health consumers. The 
systems also perform billing, payment and report processing for Medi-Cal services and federal 
reporting requirements. The unit’s primary customers are the System of Care staff at DMH 
Headquarters and the county program and technical staff. In addition to DMH systems 
support, the units also develops county-level applications, file extractions, responds to 
technical questions, and fosters DMH and county program and technical relationships. 

To further the modernization of the county systems, the unit is also developing a decision 
support system that includes data from all related county and State systems to provide 
management reporting on access, cost and outcomes of mental health services across the entire 
continuum of mental health care. The unit is using the newest Internet technologies to securely 
provide confidential mental health information to all its business partners. 

The county technical staff is viewed as both customers and suppliers of these systems. All 
systems under construction are directed by the input of county technical staff, consumers and the 
county vendors. Although this is a more difficult approach than previously used, there is greater 
county buy-in and improved county reporting. 

Client and Services Information System (CSI) – The CSI system collects, edits, and reports on 
client demographic and service encounter information on the entire California public mental 
health population of approximately 500,000 people receiving 7.5 million services per year. This 
system works via a web browser to provide data entry and correction screens, processes batch 
files and returns errors with error identity, and passes data to and from the counties via the 
Information Technology Web Server (ITWS). The CSI data will be integrated with other data 
sources to facilitate decision support. 

Data Collection and Reporting System (DCR) – Currently, the DCR supports the collection of 
repeated-measures for the initial PMs for the MHSA FSP outcomes assessment. The DCR is 
aligned within the State’s vision for a comprehensive, interoperable electronic mental health 
record system. By leveraging Extensible Markup Language (XML) technology, DMH will be 
able to exchange, manage, and integrate data, as well as distribute information system changes. 
This solution offers both a centralized, web-based application and methods that ensure 
interoperability between disparate county/provider systems. 

Information Technology Web Server (ITWS) – Allows for the counties to pass data files for 
SD/MC, the Medi-Cal Eligibility Data System (MEDS), PODS, CSI, etc. electronically to DMH 
as well as receive them from DMH. This greatly decreases the time required for handling and 
errors in the initial processing steps. 

Inpatient Consolidation System (IPC) - Allows counties to view and report the inpatient 
claims data files provided by the fiscal intermediary (EDS) under Managed Care Phase I. 
Counties use this information to verify realignment offsets by DMH and reconcile paid claims 
with their associated TARs. DMH Managed Care and Accounting use this system to resolve 
county inpatient claim issues and calculate the realignment offset. 
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Medi-Cal Eligibility Data System (MEDS) – This file is provided to DMH monthly by the 
DHCS. The DMH in turn provides county mental health programs with these files to conduct 
analyses of their risk under capitation or block grant contracts; plan allocation of their resources; 
identify clients who are eligible for Medi-Cal; and identify their third party insurance coverage, 
if any. This system also provides counties with non-resident beneficiary information upon 
submission of a MEDS ID. Currently, staff are analyzing a county request to perform real-time 
queries of the MEDS information from their county-based integrated systems. 

New Institutions for Mental Disease (NIM) - The DHS is required to provide the federal CMS 
information on Medi-Cal beneficiaries in IMDs. This requirement is to ensure compliance with 
Medicaid requirements involving FFP and Fee-For-Service/Medi-Cal (FFS/MC) ancillary 
services. In order to facilitate this requirement, this system collects the IMD information from 
the counties. 

Omnibus Budget Reconciliation Act (OBRA) System – This system is federally mandated to 
refer, track and maintain the data to determine the placement and treatment for seriously 
mentally ill residents in SNFs (i.e. whether they require nursing care, mental treatment, both or 
neither). The PASRR Section receives Level I screening documents from the facilities and 
determines which ones warrant the more thorough Level II evaluation. Based on the evaluation, 
an appropriate letter is sent to the resident, facility, physician and field office informing them of 
the treatment recommendations. 

Provider System (PRV) – This is an on-line application for inquiry and update of provider and 
legal entity data, including Medi-Cal certification information; furnishing provider validation 
information to the CSI system; and generating reports and files required by external entities such 
as EDS, DHS and all county mental health plans. 

Short-Doyle/Medi-Cal System (SD/MC) - This system processes claims submitted by the 
counties, and initiates corrections and applicable approval processes. The volume of claims 
processed by SD/MC exceeds $1.5 billion annually. 

SD/MC Explanation of Balances (EOB) – This is an application to view the EOB files, which 
contain detailed adjudicated claims information. This application was developed and is widely 
used by numerous counties. 

Web-Based Data Reporting System (WBDRS) – The WBDRS is an integrated technology 
solution which was designed to improve data quality and ease the reporting of performance 
measurement data by counties to DMH. This system allows for direct, on-line data entry, 
scanning and local data verification, and batched data upload.  The submitted data are used to 
evaluate the quality and increase the effectiveness of mental health services for California’s 
clients and their families. 
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DMH Headquarters Services 

This unit supports multiple divisions at Headquarters through the development of stand alone 
and server-based applications to facilitate tracking efforts and increase efficiency of day-to-day 
operations. Below are a few of the systems supported by the AD section: 

Conditional Release Program (CONREP) - The CONREP system records patient data, 
provider contract information, and services received. This information is used to reimburse 
service providers, monitor service units and dollars, track patients and treatment compliance, and 
evaluate the effectiveness of the program that provides community-based services for the 
judicially committed. An interface with the Department of Justice (DOJ) provides access to 
criminal history data. Statistical reports are used to notify the Legislature of program status, as 
well as for program monitoring and fiscal planning. 

Jamison/Farabee Program - The Jamison/Farabee system was developed to track court-
ordered quarterly medication reviews of patients who have been diagnosed as “Gravely 
Disabled.” The database contains both patient and quarterly review data. The monthly statistics 
report summarizes the monthly review data by Review Type and Review Status. Monthly 
compliance checks, certified competent to consent and Rx Review counts are also included in the 
report. The Print Reviews report is a report of patient reviews that were completed within a date 
range. The report includes Reviewer Name, Review Date and Patient Name, Patient ID, Unit # 
and Patient’s Physician. The Non-Participant report is a list of all patients who have been 
terminated from the Jamison/Farabee review process. 

Mentally Disordered Offender System (MDO) - The law requires that a prisoner who meets 
six specific MDO criteria shall be ordered by the Board of Parole Hearings to be treated by the 
DMH as a condition of parole. The MDO system provides a comprehensive method of tracking 
MDO patients from CDCR referral to CONREP discharge. The automated evaluation 
scheduling facilitates prioritization of evaluations to be conducted and references to previous 
evaluation results. Aggregate data regarding referrals, clinician activity, evaluation results, State 
Hospital population, CONREP population, and CDCR facilities are also provided. 

Ombudsman’s Services Data System (OSD) – This system was developed to provide a means 
of tracking calls received from Medi-Cal beneficiaries and/or their representatives who have 
questions, concerns, or complaints about their coverage. The system tracks beneficiary and 
representative information, and categories of issues such as accessibility, benefits/coverage, and 
quality of care. The system gives the Ombudsman the ability to keep notes on the nature of the 
call and any follow-up calls, and to record when the case was resolved and what kind of 
conclusion/resolution was reached. 

Sexually Violent Predator (SVP) System – The SVP data system consists of several linked 
Microsoft Access databases containing information on potential SVP inmates referred from the 
CDCR and screened by DMH. The systems include inmate demographic/I.D. data, SVP record 
review and clinical evaluation data, DMH and "post-DMH" tracking information, research-
related data, SVP evaluation accounting information, and State Hospital SVP commitment data. 
Portions of this data are available to Atascadero State Hospital, Coalinga State Hospital, Board 
of Parole Hearings, and CDCR via DMH’s ITWS. 
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Treatment Authorization Request - Level II (TAR Level II) - The TAR Level II tracks the 
provider appeal process. The system contains the date the appeal is received, sends letters 
requesting documentation and substantiation from the providers, tracks when information is 
received, notes whether the decision was upheld or reversed, and generates the appropriate 
information letter regarding the appeal to the provider. 

Outcome Reporting 

The DMH is measuring performance with respect to the MHSA on multiple levels, including 
the individual client level, the mental health program/system accountability level, and the 
public/community-impact level. 

At the individual client level, data across several domains is measured over time using three 
types of assessment forms. Each set of forms is tailored based on age groups: Child/Youth 
(ages 0-15), TAY (ages 16-25), Adults (ages 26-59), and Older Adults (ages 60+). The forms 
include the Partnership Assessment Form which gathers historical and baseline information 
about each client while a Key Event Tracking and Quarterly Assessment forms gather follow-
up information within these same domains1. The domains include: residential setting 
(including hospitalizations and incarcerations), education, employment, sources of financial 
support, legal issues/designations, emergency interventions, health status and substance abuse. 

Almost 14,000 individuals were reported as having participated in Full Service Partnerships in 
Quarter 3 (January, February and March) of SFY 2007-08. This included approximately 2,282 
Child/Youth (ages 0-15), 2,946 TAY (ages 16-25), 6,984 Adults (ages 26-59), and 1,526 Older 
Adults (ages 60+). The baseline information collected on individuals at entry into the Full 
Service Partnership program reveal extremely high levels of unemployment (close to 99% for 
adults), frequent mental health and physical health-related emergency interventions, high levels 
of homelessness, higher than normal involvement with the criminal justice system and higher 
than normal levels of substance abuse co-occurring with serious mental illness and serious 
emotional disturbances. While it is still too early to determine the impacts participation in the 
FSP program will have for these individuals, services are geared towards addressing the needs 
of individuals across multiple domains including employment, education, housing, etc. The 
DMH will include ongoing analyses of the outcomes data starting with next year’s application. 

The data collected above is then linked with data collected during the bi-annual Consumer 
Perception Survey sampling periods to capture clients’ perceptions of the FSP services/care they 
receive using the nationally developed YSS-Y, YSS-F and MHSIP consumer surveys. Data 
reported to the CSI System is also linked provides demographic information, as well as service 
information (which includes evidence based practices and other service strategies that are more 
tailored toward a client’s individual needs). The ability to integrate these three sources of data 
will provide a more comprehensive view of the impact of these transformative services than was 
previously possible. 

1 
View the assessments at http://www.dmh.ca.gov/POQI/full_service_forms_POQI.asp 
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Full Service Partnerships Assessment data is reported using the Data Collection and Reporting 
System (DCR). This centralized, web-based application ensures interoperability between 
disparate county/provider systems that combines the traditional relational data model which 
maximizes performance and scalability with support for the XML data type to ensure system 
flexibility to changes in business/data needs.  By leveraging Extensible Markup Language 
(XML) technology, DMH is able to exchange, manage, and integrate data from counties using 
their own data collection platforms. The DCR system serves as an early prototype that moves 
the state forward towards an EHR for public mental health and is aligned with the State’s vision 
for a comprehensive, interoperable electronic mental health record system. Consistent with 
DMH’s vision for a comprehensive and fully interoperable information system, DMH also 
expects to incorporate future survey forms within the DCR to provide continued support for 
survey administration methods. 
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CHILDREN AND YOUTH WHO ARE HOMELESS AND HAVE BEEN DIAGNOSED 
WITH A MENTAL ILLNESS 

Impacts to county level services and funding for foster youth exiting the system and youth served 
by the juvenile justice systems have created challenges for this population. With many county 
and state level initiatives facing severe budgetary crisis or termination, county program 
administrators and DMH continue to work on maintaining safety networks for homeless youth. 

County programs, through the use of their interagency case management committees, maintain 
active supervision of youth known to the system, and in the process of exiting specific county 
services. To the extent that resources are available, and that the youth willing to participate, 
these case management teams make referrals to housing, employment and education institutions. 
There are many other youth in the larger counties that fall outside of the traditional case 
management committees’ scope of work and oftentimes the interests of these youth are 
represented by the public health officers, law enforcement and local youth hotlines. 

With the direct delivery of services coordinated at the county level in California, local 
communities are being stretched to maintain necessary services. The long standing practice of 
using mixed funding streams to maintain programs that address the needs of transitional youth is 
very essential this budget years as funding reductions in Medi-Cal, TANF, WIC, Food 
Stamps/GA, SSI, County Primary Care Health funds, Section 8 Housing, college financial aid 
and other county funds are expected. 

The MHSA is providing an exciting opportunity to allow counties to address the issues of 
homelessness in children and youth. Homeless individuals needing mental health services are a 
primary group focused upon in the development of the MHSA. Many youth become homeless 
due to the lack of adequate transition systems as they approach young adulthood; TAY, who are 
ages 16 to 25 are one of the discrete age groups addressed in the county’s MHSA plan for CSS. 

Of all the original CSS plans submitted by 56 counties, 39 counties are proposing housing support 
and assistance for TAY. Fifteen of these counties are rural counties and a total of 152 TAYs are 
proposed to be served statewide in the FSP. In SFY 2008-09 the TAY population accounted for 
20% (4,616) of the individuals served in FSPs. 

FSP reflects the ‘whatever it takes’ approach and counties have the funding flexibility to offer a 
wide variety of individualized, intensive, cultural-competent, and client-driven mental health 
services and supports to clients.  The menu of services being proposed by these counties for TAY 
include services such as housing, employment, training, transportation, integrated AOD and 
healthcare services, peer support, warm line, and peer support programs etc. Of all these 
programs, housing program is the number one focus in many counties and is included in 70% of 
all statewide programs exclusively for TAY. 

In addition, to transform the mental health system in California and address homelessness 
among individuals with mental illness, the MHSA Housing Program was established under the 
CSS Component. Seventy-five million dollars will be allocated each year to finance the capital 
costs associated with the development, acquisition, construction and/or rehabilitation of 
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permanent supportive housing for individuals with mental illness and their families. An 
additional $40 million per year is also available to provide operating subsidies to make the 
capital projects successful. In the first round of funding, $400 million will be available for 
counties which represents approximately three and half years of funding. TAY leaving foster 
care or juvenile hall would benefit from the MHSA Housing Program. 

The THP-Plus, administered by the DSS, also offers housing assistance for former foster youth. 
THP-Plus provides affordable housing and comprehensive supportive services to help former 
foster care and probation youth ages 18-24 transitioning from out-of-home placements to 
independent living. In June 2006, the THP-Plus Statewide Implementation Project was launched 
to reduce homelessness among California’s former foster youth by expanding access to the THP-
Plus program. It is a partnership between the John Burton Foundation, the Corporation for 
Supportive Housing and DSS. The goal of this project is to increase statewide capacity from 
serving 135 youth to 1000 youth by October 2008. This goal was met and for FY 2008-09, 1395 
youth will be served. At this service level, approximately 1 in 4 youth in need will be able to 
access the THP-Plus program. 

The SHIA, which is discussed under Criterion 1 for Adults, was passed into law in SFY 1998-99, 
and was subsequently allocated a total of $48.2 million in General Funds for the development of 
supportive housing projects for individuals with disabilities. Under the SHIA program, DMH 
sponsored the development for seven supportive housing projects that specifically focus on 
TAY/young adults with disabilities. 

These SHIA projects for TAY employ a range of models, from congregate living situations to 
young people having their own studio apartments. In spite of these differences, all of the 
projects offer permanent housing with a variety of supportive services on-site and in the 
community. Examples of two projects funded in San Francisco County are the Ellis Street 
Project and Gastinells’s Supportive Housing. The Ellis Street Project, which is managed by 
Larkin Street Youth Services, houses formerly homeless young adults. Some of the tenants are 
run-aways and have lived on the streets, and others have exited the foster care system. This 
project also has six units of housing for individuals with HIV/AIDS. Gastinell’s Supportive 
Housing targets young women with disabilities who have aged out of, or are emancipated from, 
foster care. This congregate living project is located in a large three-level home and each tenant 
has her own room. Clients may receive rental assistance and a range of supportive services, 
including strong linkages to culturally appropriate educational and health services in the 
community. 

All of these projects have added much to our understanding of both the service and housing 
needs of young adults with SED/SMI. 

Housing Challenges for TAY 

TAY moving into the world of independence have many challenges to endure, but none may be 
as great as securing adequate, affordable, stable and safe housing. The lack of affordable 
housing, coupled with extreme poverty, is the underlying cause of homelessness in the United 
States. Consider the following facts gathered by the Child Welfare League of America. 
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Homeless youth become homeless for a variety of reasons, as do homeless adults and families. 
But some of the common avenues into homelessness for youth include: 

•	 Separating from her or his already homeless family; 
•	 Leaving home to escape physical or sexual abuse; 
•	 Being thrown out of home by parents/guardians; 
•	 Emancipating from the foster care system; 
•	 Leaving an intolerable placement in an institution after having been placed there from her 

or his family; 
•	 Immigrating unaccompanied to the United States; 
•	 Unsuccessful experience in public school, which can lead to withdrawal from both home 

and academic life; 
•	 Difficulty coping with the symptoms of mental illness; 
•	 A TAY who has not developed sound financial skills, but lacks access to a payee, may be 

left homeless when impulsive decisions are made; and 
•	 Often a combination of above factors may develop. 

The reason that typical youth do not emancipate fully until 28 is that they are dependent on the 
relationships and support that families provide. Youth need to know that they can leave home, 
but that the emotional and financial support is still available in times of need. If a youth has been 
disappointed in relationships or if housing interruptions occur, and the youth needs to forge 
ahead in life alone, the chances for becoming homeless dramatically increase. When a youth is 
in a congregate living situation, negative events can happen when roommates transition too 
quickly, or when the youth finds him or herself bouncing from residence to residence without 
consolidating gains. Adults who want to assist a youth in securing a living situation may be wise 
to promote environments where youth can live together with a mature youth in a leadership role 
to provide oversight. In summary, the significant barriers to a youth finding a successful rental 
situation include: 

•	 There will be an economic barrier. The youth will not have the work history or the income to 
qualify for fair rate market housing stock. They will not pass the credit check; 

•	 They will not have the references from successful past rental experiences; 
•	 The youth will not have clear information about what “sheltered” or “subsidized” housing 

programs are available. Once they discover a resource, they will need assistance to comply 
with all requirements; 

•	 Once they are successfully housed, they will need assistance and support to stay in the house; 
•	 If the youth is accepted into a subsidized housing program, they will need intensive support 

so they do not become overly reliant on the resource and continue to work towards increasing 
independence; 

•	 Individuals or agencies supporting youth don’t always have knowledge about each other’s 
programs. They do not always collaborate; 

•	 The youth with a disability of mental illness will have all the above stated challenges with the 
additional burden of dealing with the disability that may have contributed to the condition of 
homelessness in the first place; 
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•	 There are few Board and Care Facilities that accept youth, and often the facility will also 
accept older adults who may not be compatible with the youth lifestyle and needs; 

•	 On an emotional and financial level, if the youth perceives that he or she has a severed 
relationship with the adults in his or her life; it will be far more difficult to feel secure in 
living in an independent setting; 

•	 Congregate living situations, though the most desirable housing setting for the youth, may 
not be available in the community where the youth actually wants to live; and 

•	 Youth without financial or emotional support of family will find entering into the 
independent world far more difficult than youth who have this safety net to fall back on. 
Youth transitioning out of the foster care system are most vulnerable to setbacks in finding a 
successful place to live. 

Recommendations for County Administrators Regarding TAY Housing Resources 

TAY who are homeless or at risk of homelessness need special resources to assist them in 
overcoming the above barriers to finding adequate housing. The following are resource-building 
treatment strategies developed by the CMHDA, CYSOC/ASOC, and TAY Subcommittee: 

•	 TAY with mental illnesses needs intensive case management beyond high school graduation. 
Since this is 90% reimbursable under EPSDT Medi-Cal, providing case management is a 
good investment that can make a tremendous difference. The County Administrator must 
realize that even if the diagnosis is less serious than for other adults, as long as medical 
necessity exists for Medi-Cal, it is advantageous to both the youth and the department to 
provide specific mental health supports for this population. By giving the TAY population 
support in the early years of emancipation, the youth is more likely to be successful in his or 
her living situation. 

•	 As county mental health departments identify housing resources for their clients, they must 
carve out stock that will be used for youth who will need subsidized assistance. Housing 
options must be thought of in the context of what is developmentally appropriate for this age. 
As discussed above, congregate supervised living arrangements that allow for sufficient 
privacy reflect most clearly the needs of the TAY population. The less a TAY congregate 
living situation looks like a residential treatment facility, the more likely the TAY will see it 
as a place they want to be. 

•	 Every county should have a housing collaboration that meets regularly to review the 
resources and attend to the needs of homeless youth, those aging out of foster care, and TAY 
with mental illness for referral into the “sheltered” or “subsidized” housing stock. 

•	 TAY should not be placed in board and care facilities with older adults. TAY needs to have 
an environment of hope and recovery and a home environment that is developmentally and 
culturally appropriate. If the home is licensed as a Board and Care, there should be a 
transitional theme that encourages youth to expand boundaries in a safe context. 

•	 In supported housing programs, the ideal TAY climate can be fostered. There should be 
social support from peers and the service coordination necessary to assist with life’s 
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important decisions. The youth needs to be simultaneously involved in an educational or 
vocational program that will promote further independence. In such a setting, the symptoms 
of mental illness can be stabilized and TAY have the opportunity to self-monitor symptoms 
and balance activities in the outer world using the valuable experience of learning to live 
with a disability successfully. 

•	 When TAY are still in a CSOC Program, it will take intensive collaboration with agencies 
involved as well as interested family members to create a service plan that will address the 
many needs that will develop after the “Freedom Birthday” of age 18. Only after a strengths-
based assessment is completed, will the client and a clinician have established a trusting 
relationship in order to actually generate a client-driven culturally competent service plan. 

•	 County Administrators need to be aware of family systems theory so that in the development 
and organization of programs, there is sensitivity to family members. Youth do not 
emotionally grow and thrive outside the context of the family system. The natural resources 
that the family and community can provide cannot be duplicated by an agency. 
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MENTAL HEALTH SERVICES FOR CHILDREN AND YOUTH RESIDING IN RURAL 
AREAS 

Definition of “Rural Area” 

The State of California offers a variety of mental health treatment options and services to 
children, youth and their families through its counties. All urban and rural counties utilize 
EPSDT, Realignment, and MHSA funding to provide mental health services to California 
children, youth and their families. DMH values, philosophy and goals are embedded in rural 
county service provision. To the extent resources allow, California rural counties provide mental 
health services to children, youth and families that are collaborative, culturally competent, 
youth/family driven, and focused on wellness, recovery and resiliency. 

Rural counties provide at least the minimum array of services for children and youth meeting the 
target population criteria. The following are modes of service provided: 

• Pre-crisis and crisis services; 

• Assessment; 

• Medication education and management; 

• Service coordination; 

• 24-hour treatment services; and 

• Rehabilitation and support services. 

Most California rural counties provide MHSA funded FSP programs that provide individualized 
and flexible ‘whatever it takes’ services with 24/7 coverage. These programs serve many rural 
county children, youth and families in programs that reflect local collaboration among various 
partners, including child welfare, education, juvenile probation, public health, law enforcement, 
faith based organizations, tribal organizations, employment, alcohol and drug programs, juvenile 
court, and housing. Rural counties have taken additional measures to ensure quality mental 
health service provision by incorporating methods like telepsychiatry and strategic facility 
locations to improve access to services. However, rural counties have had to face unique 
obstacles in the provision of mental health services. Challenges in hiring staff with cultural and 
linguistic characteristics that mirror their communities, and serving large geographical areas with 
poor public transportation services have been major barriers to access. 

DMH, in conjunction with the CMHDA and the CIMH, work with small and rural counties to 
implement fiscal and programmatic strategies consistent with challenges unique to these 
counties. Fiscal issues are a particular problem this year, and are projected to become a much 
larger issue in FY 2009-2010. As resources allow, CIMH continues with regional trainings in 
the areas of 1) evidence-based mental health treatment in the juvenile justice system; 2) 
multidimensional treatment foster care; and 3) evidence-based approaches to family therapy. 
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Evolving practice models in counties will help to assure quality services and cost effective 
approaches. 

Significant Barriers to Treatment in Rural Areas 

See Adult Section 

Current Efforts at Mitigating These Barriers 

See Adult Section 
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COMMUNITY RESOURCES FOR 
CHILDREN’S PROGRAMS 

FISCAL YEAR 2010-2011 

FY 2009-2010 FY 2010-2011 

DMH – State Hospitals $0 $0 
DMH – Local Assistance $1,500,000 $1,500,000 
DMH – Managed Care $28,319,000 $31,247,000 

DMH – CMHS Block Grant $14,761,000 $14,761,000 
DMH – EMHI (AB 1650 $0 $0 
DMH – Healthy Families $26,437,000 $33,053,000 

DMH – EPSDT/TBS $1,023,517,000 $1,189,983,000 

DMH – Short-Doyle/Medi-Cal Match $213,077,000 $159,545,000 

Total DMH $1,307,611,000 $1,430,089,000 

Realignment Funds Base $179,333,000 $181,095,000 

Total Community Programs $1,486,944,000 $1,611,184,000 

HUMAN RESOURCES DEVELOPMENT 

See Adult Section 

MHSA WORKFORCE EDUCATION AND TRAINING 

See Adult Section 

DEPARTMENT OF MENTAL HEALTH TRAINING 

See Adult Section 
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EXPENDITURE PLAN FOR FY 2011 

DMH will allocate the FY 2011 CMHS Block Grant to county mental health departments for the 
SFY 2011-12. These funds will be used to promote the implementation of integrated systems of 
care and to fulfill the mission of the California mental health system. In addition, the DMH will 
allocate a portion of the block grant to support the CMHPC. 

The DMH is the State's designated recipient of the Block Grant and allocation of funds to 
counties is based on either a legislated formula or on a competitive basis. The allocation affords 
counties the opportunity to develop innovative programs or augment existing programs within 
their systems of care for adults with SMI or children with SED. In order to receive the 
allocation, each county is required to submit an annual application or expenditure plan that 
includes a narrative detailing its intended use of the funds. 

Block grant funding may also be awarded through a competitive process. The process is 
structured to encourage counties to adopt proven practices and to promote innovation by 
encouraging counties to explore new approaches. 

The expenditure plan for FY 2011 Block Grant funds includes: 

•	 $45,088,922 funding base to 57 counties. This funding base includes an $8,059,000 
set-aside to support existing efforts to provide integrated treatment services for individuals 
with a dual diagnosis of SMI and a substance abuse disorder; 

•	 $3,987,515 to provide ongoing funding to support seven competitively awarded CSOC 
programs; 

•	 $2,000,000 to support two Integrated Services Agencies (ISAs); 

•	 $200,000 to support Human Resource Development (HRD); 

•	 $20,000 to support the efforts of COJAC; and 

•	 $2,699,812 for DMH Administrative and Support costs (includes funding for CMHPC). 

The following chart summarizes the Department’s proposed total CMHS Block Grant 
funds to be allocated for adult and children’s mental health services for SFY 2011-12. 
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CMHS BLOCK GRANT SFY 2011/2012 PROPOSED EXPENDITURES 


COUNTY FUNDING BASE 

DDX 

SET-ASIDE 

HRD 

PROJ. 

CHILDREN 

SOC 

ISA 

FUNDING 

CO-OCCURING 

DISORDERS 

ALLOCATION 

AMOUNT 
ALAMEDA $ 548,109 $ 152,415 $700,524 
ALPINE $ 11,008 $ $11,008 
AMADOR  $ 31,999 $ 8,477 $40,476 
BUTTE $ 247,366 $ 94,983 $342,349 
CALAVERAS $ 107,938 $ 11,903 $119,841 
COLUSA $ 51,462 $ 1,535 $52,997 

CONTRA COSTA $ 1,496,897 $ 76,984 $1,573,881 

DEL NORTE $ 110,372 $ 13,127 $123,499 

EL DORADO $ 99,162 $ 38,077 $137,239 
FRESNO $ 1,090,943 $ 418,899 $1,509,842 
GLENN $ 107,284 $ 8,700 $115,984 
HUMBOLDT $ 261,285 $ 45,532 $ 183,692 $490,509 
IMPERIAL $ 294,003 $ 64,292 $358,295 
INYO  $ 158,132 $ 985 $159,117 
KERN $ 887,622 $ 231,820 $1,119,442 
KINGS $ 124,692 $ 47,879 $172,571 
LAKE $ 167,271 $ 28,454 $195,725 
LASSEN $ 86,203 $ 13,429 $99,632 
LOS ANGELES $11,566,142  $ 1,162,873 $1,012,034 $1,000,000 $ 20,000 $14,761,049 
MADERA $ 164,970 $ 45,596 $210,566 
MARIN $ 256,736 $ 98,581 $200,000 $555,317 
MARIPOSA $ 90,094 $ 2,534 $92,628 
MENDOCINO  $ 32,287 $ 12,398 $44,685 
MERCED $ 402,470 $ 114,295 $ 351,535 $868,300 
MODOC $ 11,130 $ - $11,130 
MONO  $ 11,019 $ - $11,019 
MONTEREY  $ 407,205 $ 93,279 $ 740,475 $1,240,959 
NAPA $ 179,928 $ 69,089 $249,017 
NEVADA $ 59,637 $ 22,899 $82,536 
ORANGE $ 1,669,447 $ 559,023 $2,228,470 
PLACER $ 197,527 $ 46,365 $ 444,188 $688,080 
PLUMAS $ 208,900 $ 8,136 $217,036 
RIVERSIDE $ 2,086,711 $ 360,159 $2,446,870 

SACRAMENTO $ 1,473,368 $ 498,582 $1,971,950 
SAN BENITO  $ 31,901 $ 12,250 $44,151 
SAN BERNARDINO $ 2,528,246 $ 610,357 $3,138,603 
SAN DIEGO  $ 2,392,515 $ 878,852 $3,271,367 
SAN FRANCISCO $ 2,034,829 $ 685,821 $2,720,650 
SAN JOAQUIN $ 846,218 $ 282,744 $1,128,962 
SAN LUIS OBISPO $ 127,421 $ 57,159 $ 254,061 $438,641 

SAN MATEO  $ 689,902 $ 164,338 $854,240 
SANTA BARBARA $ 167,202 $ 33,828 $201,030 
SANTA CLARA $ 543,363 $ 172,184 $715,547 
SANTA CRUZ $ 96,068 $ 22,376 $118,444 
SHASTA $ 195,919 $ 75,228 $271,147 
SIERRA $ 48,289 $ 317 $48,606 
SISKIYOU $ 97,274 $ 22,840 $120,114 

SOLANO  $ 120,364 $ 46,217 $166,581 
SONOMA $ 204,638 $ 42,804 $247,442 
STANISLAUS $ 542,357 $ 185,018 $1,001,530 $1,000,000 $2,728,905 
SUTTER/YUBA $ 269,468 $ 69,385 $338,853 
TEHAMA $ 170,234 $ 21,397 $191,631 
TRINITY  $ 83,541 $ 2,042 $85,583 
TULARE $ 667,105 $ 201,143 $868,248 
TUOLUMNE $ 53,192 $ 16,616 $69,808 
VENTURA $ 224,953 $ 86,376 $311,329 
YOLO  $ 195,604 $ 18,408 $214,012 
COUNTY TOTAL $37,029,922  $ 8,059,000 $200,000 $3,987,515 $2,000,000 $ 20,000 $51,296,437 
DMH 
ADMIN/SUPPORT $ 2,699,812 $2,699,812 
GRAND TOTAL $53,996,249 
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STQ„LTVWPMQOMLVWKMOQyxMJQmZJPOQmLT[QTSxMLQOTZLKMOQNLMQPMKLMNOWJl�Q|}URQmZJPO 
KNJQOZ„„dM[MJSnQ\ZSQJTSQOZ„„dNJSQM�WSWJlQOMLVWKMO�QISQWOQNJSWKW„NSMPQSxNSQTVMLQSW[M 
SxMQOMLVWKMOQNJPQOZ„„TLSOQmLT[QSxMQ|}URQyWddQW[„NKSQSxMQMJSWLMQ„Z\dWKQ[MJSNd 
xMNdSxQO~OSM[� 
_f^f‟ 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQX�z�MKZSWVMQUZ[[NL~�QNJPQ�USNSM 
„LWTLWSWMOQNJPQ„dNJQSTQNPPLMOOQZJ[MSQJMMPO�]�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQKTZJS~QLM„TLSWJlQNJPQ„LTVWPMQSLNWJWJlQNJP 
SMKxJWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM„TLSWJlQNJPQW[„LTVMQPNSNQ�ZNdWS~�Q 
`�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
a�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 
b�Q”|}QyWddQ[TJWSTLQNJPQMVNdZNSMQSxMQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSx 
LMKTLPQXz}�]QO~OSM[� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQX�z�MKZSWVMQUZ[[NL~�QNJPQ�USNSM 
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„LWTLWSWMOQNJPQ„dNJQSTQNPPLMOOQZJ[MSQJMMPO�]�Q
 
_�Q”|}QyWddQKTJSWJZMQW[„dM[MJSNSWTJQTmQKxWdPLMJQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
NPZdSOQNJPQTdPMLQNPZdSOQyWSxQU|I� 
`�Q”|}QyWddQNOOMOOQKTZJS~QLM„TLSWJlQ[MSxTPTdTl~QSTQMJOZLMQSxMQ�ZNdWS~QTm 
LM„TLSMPQPNSN�QkLNWJWJlQNJPQSMKxJWKNdQNOOWOSNJKMQyWddQ\MQmZLSxMLQNOOMOOMPQNJP 
W[„LTVMPQZ„TJ� 
a�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
b�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQ„LTlLMOOQTmQSxM 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H�MPZKMPQ�SWdW�NSWTJQTmQiO~KxWNSLWKQIJ„NSWMJSQ�MPOQ“Q`fQPN~O 
XiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL f f ^b ^b 
YZ[MLNSTL f f ““ ““ 
”MJT[WJNSTL ^g _f ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kxMQ”M„NLS[MJSQyWddQOSLWVMQSTQPMKLMNOMQSxMQLMNP[WOOWTJQLNSMO� 
NTSb^Z_	 kxMLMQxNPQ\MMJQNQSNLlMSQSTQ�MM„QSxMQLMNP[WOOWTJQLNSMQ\MdTyQ^bQ„MLKMJS� 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_	 kxMQ„MLmTL[NJKMQWJPWKNSTLQWOQOSNSMPQNOQSxMQ„MLKMJSQTmQ„MLOTJOQPWOKxNLlMPQyxT 
NLMQLMNP[WSSMP�QkxMQPMJT[WJNSTLQ\MWJlQSxMQJZ[\MLQTmQKxWdPLMJQWJQSxMQUSNSM 
}TO„WSNdQNJPQSxMQJZ[MLNSTLQ\MWJlQSxMQJZ[\MLQTmQKxWdPLMJQLMNP[WSSMP�QROQSxM 
JZ[\MLQTmQKWVWdQKT[[WS[MJSOQWJQ{NdWmTLJWN�OQOSNSMQxTO„WSNdQKTJSWJZMOQSTQPMKdWJMnQSxM 
JZ[\MLQTmQPWOKxNLlMOQNJPQLMNP[WOOWTJQNdOTQPMKdWJMO�Q�WSxQOZKxQO[NddQJZ[\MLO 
PWmmMLMJKMOQTmQTJMQTLQSyTQ„MT„dMQKNJQKxNJlMQSxMQLNSMQOZ\OSNJSWNdd~� 

e^TVdS^_	 YZ[\MLQTmQLMNP[WOOWTJQSTQOSNSMQxTO„WSNdQyWSxWJQ`fQPN~O� 
MXdS\^VHXW	 {NdWmTLJWNQ”M„NLS[MJSQTmQ|MJSNdQ}MNdSxQR”kQ}TO„WSNdQPNSNQO~OSM[ 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 {RQxNOQ\MMJQLMdZKSNJSQSTQOMSQO„MKWmWKQlTNdOQSTQPNSMQ\MKNZOMQSxMQN\OTdZSMQNJP 

LMdNSWVMQJZ[\MLQTmQ„MLOTJOQOMLVMPQWJQUSNSMQ}TO„WSNdOQWOQVML~QdTy�QRQLMKMJS 
YRU|}i”QLM„TLSQOxTyOQSxNSQ{NdWmTLJWN�OQUSNSMQ}TO„WSNdQZSWdW�NSWTJQmTLQVTdZJSNL~ 
NJPQKWVWdQKT[[WS[MJSOQWOQN[TJlQSxMQdTyMOSQWJQSxMQKTZJSL~�QkxMQJZ[\MLQTmQxTO„WSNd 
PN~OQ„MLQ^ffnfffQKxWdPLMJQNJPQ~TZSxQWOQaaaQyxWdMQSxMQJNSWTJNdQNVMLNlMQWOQ^nbhf� 
kxWOQWOQSxMQOMKTJPQdTyMLOQLNSMQN[TJlQ`fQOSNSMOQLM„TLSWJl�Q|MSLT„TdWSNJQ}TO„WSNdn
WJQYTLyNd�nQ{NdWmTLJWNnQyxWKxQxNPQ\MMJQSxMQTJd~QLM[NWJWJlQ{RQUSNSMQ}TO„WSNd 
„LTVWPWJlQdTJlQSML[Q[MJSNdQxMNdSxQOMLVWKMOQmTLQKxWdPLMJQyWSxQUz”QKdTOMPQWSOQ{xWdP 
NJPQRPTdMOKMJSQkLMNS[MJSQKMJSMLQWJQ”MKM[\MLQ_ff’�QIJQLMKMJSQ~MNLOn 
|MSLT„TdWSNJQ}TO„WSNdOQxNPQ\MMJQSLMNSWJlQNQPMKLMNOWJlQ„T„ZdNSWTJQTm 
WJOSWSZSWTJNdW�MPQKxWdPLMJQNJPQ~TZSxQ\MSyMMJQSxMQNlMOQTmQ^̂ QNJPQ^’�QkxM 
LM[NWJWJlQKxWdPLMJQNJPQ~TZSxQxNVMQNddQ\MMJQ„dNKMPQWJQOMKZLMQNJPQONmMQOMSSWJlOQmTL 
SLMNS[MJSQyWSxWJQSxMQKT[[ZJWS~� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MP 
WJQSxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJ� 
_�Q�WSxQSxMQ|}URnQ{T[[ZJWS~QUMLVWKMOQNJPQUZ„„TLSQ{T[„TJMJSnQSxMQ{TZJS~ 
|MJSNdQ}MNdSxQ”M„NLS[MJSOQyWddQKTJSWJZMQSTQW[„dM[MJSQmZddQOMLVWKMQ„NLSJMLOxW„O 
yxWKxQyWddQlLMNSd~QNOOWOSQWJQSxMQWJPWVWPZNdQyWSxQU|IQSTQOSN~QWJQKTZJS~QOMSSWJlO�QSxWO 
LMPZKWJlQSxMQZSWdW�NSWTJQTmQiO~KxWNSLWKQIJ„NSWMJSQ�MPO� 

_f^̂ ‟ 
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^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ
 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJ� 
_�Q�WSxQSxMQ|}URnQ{T[[ZJWS~QUMLVWKMOQNJPQUZ„„TLSQ{T[„TJMJSnQSxMQ{TZJS~ 
|MJSNdQ}MNdSxQ”M„NLS[MJSOQyWddQKTJSWJZMQSTQW[„dM[MJSQmZddQOMLVWKMQ„NLSJMLOxW„O 
yxWKxQyWddQlLMNSd~QNOOWOSQWJQSxMQWJPWVWPZNdQyWSxQU|IQSTQOSN~QWJQKTZJS~QOMSSWJlO�QSxWO 
LMPZKWJlQSxMQZSWdW�NSWTJQTmQiO~KxWNSLWKQIJ„NSWMJSQ�MPO� 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM
 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H�MPZKMPQ�SWdW�NSWTJQTmQiO~KxWNSLWKQIJ„NSWMJSQ�MPOQ“Q^gfQPN~O 
XiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ‚�ab ‚�ab ^b ^b 
YZ[MLNSTL _ _ ““ ““ 
”MJT[WJNSTL `^ `^ ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kxMQ”M„NLS[MJSQyWddQOSLWVMQSTQPMKLMNOMQSxMQLMNP[WOOWTJQLNSMO� 
NTSb^Z_	 kxMLMQxNPQ\MMJQNQSNLlMSQSTQ�MM„QSxMQLMNP[WOOWTJQLNSMQ\MdTyQ^bQ„MLKMJS� 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz”� 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_	 kxMQ„MLmTL[NJKMQWJPWKNSTLQWOQOSNSMPQNOQSxMQ„MLKMJSQTmQ„MLOTJOQPWOKxNLlMPQyxT 
NLMQLMNP[WSSMP�QkxMQPMJT[WJNSTLQ\MWJlQSxMQJZ[\MLQTmQKxWdPLMJQWJQSxMQUSNSM 
}TO„WSNdQNJPQSxMQJZ[MLNSTLQ\MWJlQSxMQJZ[\MLQTmQKxWdPLMJQLMNP[WSSMP�QROQSxM 
JZ[\MLQTmQKWVWdQKT[[WS[MJSOQWJQ{NdWmTLJWN�OQOSNSMQxTO„WSNdQKTJSWJZMOQSTQPMKdWJMnQSxM 
JZ[\MLQTmQPWOKxNLlMOQNJPQLMNP[WOOWTJOQNdOTQPMKdWJMO�Q�WSxQOZKxQO[NddQJZ[\MLO 
PWmmMLMJKMOQTmQTJMQTLQSyTQ„MT„dMQKNJQKxNJlMQSxMQLNSMQOZ\OSNJSWNdd~� 

e^TVdS^_	 YZ[\MLQTmQLMNP[WOOWTJQSTQOSNSMQxTO„WSNdQyWSxWJQ^gfQPN~O� 
MXdS\^VHXW	 {RQ”M„NLS[MJSQTmQ|MJSNdQ}MNdSxQR”kQ}TO„WSNdQPNSNQO~OSM[� 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 {RQxNOQ\MMJQLMdZKSNJSQSTQOMSQO„MKWmWKQlTNdOQSTQPNSMQ\MKNZOMQSxMQN\OTdZSMQNJP 

LMdNSWVMQJZ[\MLQTmQ„MLOTJOQOMLVMPQWJQUSNSMQ}TO„WSNdOQWOQVML~QdTy�QRQLMKMJS 
YRU|}i”QLM„TLSQOxTyOQSxNSQ{NdWmTLJWN�OQUSNSMQ}TO„WSNdQZSWdW�NSWTJQmTLQVTdZJSNL~ 
NJPQKWVWdQKT[[WS[MJSOQWOQN[TJlQSxMQdTyMOSQWJQSxMQKTZJSL~�QkxMQJZ[\MLQTmQxTO„WSNd 
PN~OQ„MLQ^ffnfffQKxWdPLMJQNJPQ~TZSxQWOQaaaQyxWdMQSxMQJNSWTJNdQNVMLNlMQWOQ^nbhf� 
kxWOQWOQSxMQOMKTJPQdTyMLOQLNSMQN[TJlQ`fQOSNSMOQLM„TLSWJl�Q|MSLT„TdWSNJQ}TO„WSNdOn
WJQYTLyNd�nQ{NdWmTLJWNnQyxWKxQxNPQ\MMJQSxMQTJd~QLM[NWJWJlQ{RQUSNSMQ}TO„WSNd 
„LTVWPWJlQdTJlQSML[Q[MJSNdQxMNdSxQOMLVWKMOQmTLQKxWdPLMJQyWSxQUz”QKdTOMPQWSOQ{xWdP 
NJPQRPTdMOKMJSQkLMNS[MJSQKMJSMLQWJQ”MKM[\MLQ_ff’�QIJQLMKMJSQ~MNLOn 
|MSLT„TdWSNJQ}TO„WSNdOQxNPQ\MMJQSLMNSWJlQNQPMKLMNOWJlQ„T„ZdNSWTJQTm 
WJOSWSZSWTJNdW�MPQKxWdPLMJQNJPQ~TZSxQ\MSyMMJQSxMQNlMOQTmQ^̂ QNJPQ^’�QkxM 
LM[NWJWJlQKxWdPLMJQNJPQ~TZSxQxNVMQNddQ\MMJQ„dNKMPQWJQOMKZLMQNJPQONmMQOMSSWJlOQmTL 
SLMNS[MJSQyWSxWJQSxMQKT[[ZJWS~�Q 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MP 
WJQSxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJ� 
_�Q�WSxQSxMQ|}URnQ{T[[ZJWS~QUMLVWKMOQNJPQUZ„„TLSQ{T[„TJMJSnQSxMQ{TZJS~ 
|MJSNdQ}MNdSxQ”M„NLS[MJSOQyWddQKTJSWJZMQSTQW[„dM[MJSQmZddQOMLVWKMQ„NLSJMLOxW„O 
yxWKxQyWddQlLMNSd~QNOOWOSQWJQSxMQWJPWVWPZNdQyWSxQU|IQSTQOSN~QWJQKTZJS~QOMSSWJlO�QSxWO 
LMPZKWJlQSxMQZSWdW�NSWTJQTmQiO~KxWNSLWKQIJ„NSWMJSQ�MPO� 

OMB No. 0930-0168OMB No. 0930-0168OMB No. 0930-0168 Expires: 08/31/2011Expires: 08/31/2011Expires: 08/31/2011 Page 308 of 339Page 308 of 339Page 308 of 339 



                                                                              

_f^̂ ‟
 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MP 
WJQSxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJ� 
_�Q�WSxQSxMQ|}URnQ{T[[ZJWS~QUMLVWKMOQNJPQUZ„„TLSQ{T[„TJMJSnQSxMQ{TZJS~ 
|MJSNdQ}MNdSxQ”M„NLS[MJSOQyWddQKTJSWJZMQSTQW[„dM[MJSQmZddQOMLVWKMQ„NLSJMLOxW„O 
yxWKxQyWddQlLMNSd~QNOOWOSQWJQSxMQWJPWVWPZNdQyWSxQU|IQSTQOSN~QWJQKTZJS~QOMSSWJlO�QSxWO 
LMPZKWJlQSxMQZSWdW�NSWTJQTmQiO~KxWNSLWKQIJ„NSWMJSQ�MPO� 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_HzVWPMJKMQ�NOMPQ“QYZ[\MLQTmQiLNKSWKMOQXYZ[\ML] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL Y‛R Y‛R Y‛R Y‛R 
YZ[MLNSTL Y‛R Y‛R ““ ““ 
”MJT[WJNSTL Y‛R Y‛R ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_ 
NTSb^Z_ 
RXcdaTZ[XU_ {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_ ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_ 
e^TVdS^_ 
MXdS\^VHXW 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_ {T[\WJWJlQSxMQLMOTZLKMOQmLT[QSxMQ”NSNQIJmLNOSLZKSZLMQ�LNJSQX”I�]QNJPQSxMQ|MJSNd 

}MNdSxQUMLVWKMOQRKSQX|}UR]nQSxMQ”M„NLS[MJSQxNOQ[TPWmWMPQWSOQPNSNQO~OSM[OQST
MJN\dMQSxMQLM„TLSWJlQTmQzVWPMJKM��NOMPQiLNKSWKMOQXz�i]�QkxMOMQKxNJlMOQyMLM 
KT[\WJMPQyWSxQTSxMLQKxNJlMOQSxNSQyMLMQJMMPMPQSTQSxMQPNSNQO~OSM[�QkxM~QyMLM 
W[„dM[MJSMPQmTLQUceQ_ff‚“_ff’�QUWJKMQbgQKTZJS~QO~OSM[OQxNVMQ\MMJQ[TPWmWMPQST 
LM„TLSQSxMOMQJMyQPNSNQMdM[MJSOnQyMQxNVMQxNPQNQdNlQWJQLM„TLSWJl�QYTSQNddQKTZJSWMO 
xNVMQLMSZLJMPQSTQLMlZdNLQLM„TLSWJl� 

M[bU[W[\TU\^_ kxMQ”M„NLS[MJS�OQLM„TLSWJlQlZWPMdWJMOQNJPQOSNJPNLPOQyMLMQPWOOM[WJNSMPQPZLWJl 
UceQ_ffb“_ff‚�Q”|}QxNOQ\MMJQNllLMOOWVMd~QSLNWJWJlQKTZJSWMOQ\~Q�M\ 
KTJmMLMJKMQNJPQLMlWTJNdQWJ“„MLOTJQSLNWJWJlO�QIJQNPPWSWTJnQNddQSLNWJWJlOQyMLM 
LMKTLPMPQNJPQ„TOSMPQTJQSxMQIJSMLJMSQNJPQKTZdPQ\MQLMVWMyMPQNSQNJ~QSW[M�QkxMOM
SLNWJWJlOQyMLMQWJSMJPMPQSTQlZWPMQNJPQPWLMKSQKTZJSWMOQTJQ[N�WJlQO~OSM[ 
[TPWmWKNSWTJO�Q�xWdMQTJ“lTWJlQSMKxJWKNdQNOOWOSNJKMQxNOQ\MMJQNVNWdN\dMnQNQJZ[\ML 
TmQKTZJSWMOQNLMQKxNJlWJlQJTSQTJd~QyxNSQSxM~QKTddMKSnQ\ZSQSxMQO~OSM[QSxM~QZOMQST 
KTddMKSQWS�QROQNQLMOZdSnQSxMLMQKTJSWJZMOQSTQ\MQNQOWlJWmWKNJSQdNlQWJQSxMQLM�ZWLMPQKTZJS~ 
LM„TLSWJl�Q 

L\Z[XUHRaTU_ 

kLNWJWJlQNJPQSMKxJWKNdQNOOWOSNJKMQxNOQ\MMJQNQOWlJWmWKNJSQKT[„TJMJSQTmQSxM 
OMKTJPQ”I�QlLNJSQNJPQyWddQ\MQmTLQSxMQSxWLPQ”I�QlLNJS�QkTQMJOZLMQNKKZLNSMQPNSN 
KTddMKSWTJQNJPQLM„TLSWJlnQmTLQUceQ_ff’“fgnQSxMQ”M„NLS[MJSQxNOQNJPQyWddQKTJSWJZM 
STQ„LTVWPMQSMKxJWKNdQNOOWOSNJKMQSTQKTZJSWMOQNOQSxM~QW[„dM[MJSQSxMQKxNJlMOQNJP 
[TJWSTLQLM„TLSWJlQSTQWPMJSWm~QNJ~QLM„TLSWJlQ„LT\dM[O�QkxMQ”M„NLS[MJSQM�„MKSOQST 
LM„TLSQz�iQPNSNQmTLQUceQ_ff’“fg�Q 
_f^f‟ 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MP 
WJQSxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQSTQzVWPMJKMQ�NOMP 
iLNKSWKMO�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQKTZJS~QLM„TLSWJlQNJPQ„LTVWPMQSLNWJWJlQNJP 
SMKxJWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM„TLSWJlQNJPQW[„LTVMQPNSNQ�ZNdWS~�Q 
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`�Q”|}QyWddQKTJSWJZMQSTQM�„dTLMQSxMQPMVMdT„[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL~ 
SxMQVNLWTZOQ„LTlLN[O‛[TPMdOQXWJKdZPWJlQzVWPMJKMQ�NOMPQiLNKSWKMO]Q\MWJl 
W[„dM[MJSMPQ\~QSxMQKTZJSWMOQWJQT„MLNSWJlQSxMQ|}UR�Q 

_f^̂ ‟Q 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQNJPQ[TJWSTLQSxMQKxWdPLMJQOMLVWKMOQNJP 
„LTlLN[OQPMOKLW\MPQWJQSxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQST 
zVWPMJKMQ�NOMPQiLNKSWKMO�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQKTZJS~QLM„TLSWJlQNJPQ„LTVWPMQSLNWJWJlQNJP 
SMKxJWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM„TLSWJlQNJPQW[„LTVMQPNSNQ�ZNdWS~�Q 
`�Q”|}QyWddQKTJSWJZMQSTQM�„dTLMQSxMQPMVMdT„[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL~ 
SxMQVNLWTZOQ„LTlLN[O‛[TPMdOQXWJKdZPWJlQzVWPMJKMQ�NOMPQiLNKSWKMO]Q\MWJl 
W[„dM[MJSMPQ\~QSxMQKTZJSWMOQWJQT„MLNSWJlQSxMQ|}UR�Q 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_HzVWPMJKMQ�NOMPQ“Q{xWdPLMJQyWSxQUz”Q�MKMWVWJlQkxMLN„MZSWK 
cTOSMLQ{NLMQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL _h�‚g _h�‚g _g _g 
YZ[MLNSTL ^nf^f ^nf^f ““ ““ 
”MJT[WJNSTL `naf` `naf` ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kTQ[NWJSNWJQSxMQJZ[\MLQTmQKxWdPLMJQyWSxQUz”QLMKMWVWJlQkxMLN„MZSWKQcTOSMLQ{NLM� 
NTSb^Z_ 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_	 {xWdPLMJQyWSxQUz”QLMKMWVWJlQkxMLN„MZSWKQcTOSMLQ{NLM� 
e^TVdS^_	 {UIQU~OSM[ 
MXdS\^VHXW 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 �xWdMQNddQbgQKTZJSWMOQxNVMQ[TPWmWMPQSxMWLQO~OSM[OQSTQLM„TLSQSxMOMQPNSNQMdM[MJSOn 

MdMVMJQKTZJSWMOnQWJKdZPWJlQ�TOQRJlMdMOnQxNVMQJTSQKT[„dMSMPQLM„TLSWJlQmTLQUce 
_ff’“fgnQNJPQ�TOQRJlMdMOQxNOQJTSQKT[„dMSMPQLM„TLSWJlQmTLQUceQ_ff‚“f’�QkxM 
WJKT[„dMSMQLM„TLSWJlQxN[„MLOQSxMQPM„NLS[MJS�OQN\WdWS~QSTQOMSQN„„LT„LWNSMQSNLlMSO� 
kxWOQWOQdW�Md~QPZMQSTQKTZJSWMOQKxNJlWJlQJTSQTJd~QyxNSQSxM~QKTddMKSnQ\ZSQSxMQO~OSM[O 
SxM~QZOMQSTQKTddMKSQSxMQPNSN� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟Q 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQSTQkxMLN„MZSWKQcTOSML 
{NLM�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQKTZJS~QLM„TLSWJlQNJPQ„LTVWPMQSLNWJWJlQNJP 
SMKxJWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM„TLSWJlQNJPQW[„LTVMQPNSNQ�ZNdWS~�Q 
`�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
a�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 
b�QkxMQ|}URQxNOQ[NPMQmZJPOQNVNWdN\dMQSTQKTJSWJZMQSTQ„ZLKxNOMQJMyQO~OSM[OQWJ
TLPMLQSTQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[�QISQWOQdW�Md~QSxNSQSxM 
[TVM[MJSQSTyNLPOQz}�OQyWddQW[„LTVMQPNSNQ�ZNdWS~QNJPQPMKLMNOMQSxMQTJlTWJl 
KxNddMJlMOQTmQLM„TLSWJlQdNl� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQW[„dM[MJSNSWTJQTmQKxWdPLMJQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
{xWdPLMJQyWSxQU|IQyxTQNLMQLMKMWVWJlQkxMLN„MZSWKQcTOSMLQ{NLM�Q 
_�Q”|}QyWddQNOOMOOQKTZJS~QLM„TLSWJlQ[MSxTPTdTl~QSTQMJOZLMQSxMQ�ZNdWS~QTm 
LM„TLSMPQPNSN�QkLNWJWJlQNJPQSMKxJWKNdQNOOWOSNJKMQyWddQ\MQmZLSxMLQNOOMOOMPQNJP 
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W[„LTVMPQZ„TJ�
 
`�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
a�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQ„LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_HzVWPMJKMQ�NOMPQ“Q{xWdPLMJQyWSxQUz”Q�MKMWVWJlQ|ZdSW“U~OSM[WK 
kxMLN„~QXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ag�bb ag�bb af af 
YZ[MLNSTL ^n‚b_ ^n‚b_ ““ ““ 
”MJT[WJNSTL `naf` `naf` ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kTQ[NWJSNWJQSxMQJZ[\MLQTmQKxWdPLMJQyWSxQUz”QLMKMWVWJlQ|ZdSW“O~OSM[WKQkxMLN„~� 
NTSb^Z_ 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_	 {xWdPLMJQyWSxQUz”QLMKMWVWJlQ|ZdSW“O~OSM[WKQkxMLN„~ 
e^TVdS^_	 YZ[\MLQTmQKxWdPLMJQyWSxQUz”QLMKMWVWJlQ|ZdSW“O~OSM[WKQkxMLN„~ 
MXdS\^VHXW	 {dWMJSQNJPQUMLVWKMQIJmTL[NSWTJQX{UI]QO~OSM[� 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 �xWdMQNddQbgQKTZJSWMOQxNVMQ[TPWmWMPQSxMWLQO~OSM[OQSTQLM„TLSQSxMOMQPNSNQMdM[MJSOn 

MdMVMdQKTZJSWMOnQWJKdZPWJlQ�TOQRJlMdMOnQxNVMQJTSQKT[„dMSMPQLM„TLSWJlQmTL 
Uce_ff’“fgnQNJPQ�TOQRJlMdMOQxNOQJTSQKT[„dMSMPQLM„TLSWJlQmTLQUceQ_ff‚“f’� 
kxMQWJKT[„dMSMQLM„TLSWJlQxN[„MLOQSxMQPM„NLS[MJS�OQN\WdWS~QSTQOMSQN„„LT„LWNSM 
SNLlMSO�QkxWOQWOQdW�Md~QPZMQSTQKTZJSWMOQKxNJlWJlQJTSQTJd~QyxNSQSxM~QKTddMKSnQ\ZSQSxM 
O~OSM[OQSxM~QZOMQSTQKTddMKSQSxMQPNSN� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟Q 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQSTQ|ZdSW“U~OSM[WK 
kxMLN„~�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQKTZJS~QLM„TLSWJlQNJPQ„LTVWPMQSLNWJWJlQNJP 
SMKxJWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM„TLSWJlQNJPQW[„LTVMQPNSNQ�ZNdWS~�Q 
`�Q”|}QyWddQKTJSWJZMQSTQM�„dTLMQSxMQPMVMdT„[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL~ 
SxMQVNLWTZOQ„LTlLN[O‛[TPMdOQXWJKdZPWJlQzVWPMJKMQ�NOMPQiLNKSWKMO]Q\MWJl 
W[„dM[MJSMPQ\~QSxMQKTZJSWMOQWJQT„MLNSWJlQSxMQ|}UR�Q 
a�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
b�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQW[„dM[MJSNSWTJQTmQKxWdPLMJQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
{xWdPLMJQyWSxQU|IQyxTQNLMQLMKMWVWJlQ|ZdSW“U~OSM[WKQkxMLN„~� 
_�Q”|}QyWddQNOOMOOQKTZJS~QLM„TLSWJlQ[MSxTPTdTl~QSTQMJOZLMQSxMQ�ZNdWS~QTm 
LM„TLSMPQPNSN�QkLNWJWJlQNJPQSMKxJWKNdQNOOWOSNJKMQyWddQ\MQmZLSxMLQNOOMOOMPQNJP 
W[„LTVMPQZ„TJ� 
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`�Q”|}QyWddQKTJSWJZMQSTQM�„dTLMQSxMQPMVMdT„[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL~ 
SxMQVNLWTZOQ„LTlLN[O‛[TPMdOQXWJKdZPWJlQzVWPMJKMQ�NOMPQiLNKSWKMO]Q\MWJl 
W[„dM[MJSMPQ\~QSxMQKTZJSWMOQWJQT„MLNSWJlQSxMQ|}UR�Q 
a�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_HzVWPMJKMQ�NOMPQ“Q{xWdPLMJQyWSxQUz”Q�MKMWVWJlQcN[Wd~QcZJKSWTJNd 
kxMLN„~QXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL _^�’’ _^�’’ `f `f 
YZ[MLNSTL ’a^ ’a^ ““ ““ 
”MJT[WJNSTL `naf` `naf` ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 cZJKSWTJNdQcN[Wd~QkxMLN„~QmTLQ{xWdPLMJQyWSxQUz” 
NTSb^Z_ 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_	 {xWdPLMJQyWSxQUz”QLMKMWVWJlQcZJKSWTJNdQcN[Wd~QkxMLN„~ 
e^TVdS^_	 JZ[\MLQTmQKxWdPLMJQyWSxQUz”QLMKMWVWJlQcZJKSWTJNdQcN[Wd~QkxMLN„~ 
MXdS\^VHXW	 {dWMJSQNJPQUMLVWKMQIJmTL[NSWTJQX{UI]QU~OSM[ 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 �xWdMQNddQbgQKTZJSWMOQxNVMQ[TPWmWMPQSxMWLQO~OSM[OQSTQLM„TLSQSxMOMQPNSNQMdM[MJSOn 

MdMVMJQKTZJSWMOnQWJKdZPWJlQ�TOQRJlMdMOnQxNVMQJTSQKT[„dMSMPQLM„TLSWJlQmTLQUce 
_ff’“fgnQNJPQ�TOQRJlMdMOQxNOQJTSQKT[„dMSMPQLM„TLSWJlQmTLQUceQ_ff‚“f’�QkxM 
WJKT[„dMSMQLM„TLSWJlQxN[„MLOQSxMQPM„NLS[MJS�OQN\WdWS~QSTQOMSQN„„LT„LWNSMQSNLlMSO� 
kxWOQWOQdW�Md~QPZMQSTQKTZJSWMOQKxNJlWJlQJTSQTJd~QyxNSQSxM~QKTddMKSnQ\ZSQSxMQO~OSM[O 
SxM~QZOMQSTQKTddMKSQSxMQPNSN� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟Q 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MP 
WJQSxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQSTQmN[Wd~QmZJKSWTJNd 
SxMLN„~�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQKTZJS~QLM„TLSWJlQNJPQ„LTVWPMQSLNWJWJlQNJP 
SMKxJWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM„TLSWJlQ„ZJKSZNdWS~QNJPQW[„LTVMQPNSNQ�ZNdWS~�Q 
`�Q”|}QyWddQKTJSWJZMQSTQM�„dTLMQSxMQPMVMdT„[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL~ 
SxMQVNLWTZOQ„LTlLN[O‛[TPMdOQXWJKdZPWJlQzVWPMJKMQ�NOMPQiLNKSWKMO]Q\MWJl 
W[„dM[MJSMPQ\~QSxMQKTZJSWMOQWJQT„MLNSWJlQSxMQ|}UR�Q 
a�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
b�Q”|}QyWddQyTL�QKdTOMd~QyWSxQKTZJSWMOQNJPQNOOWOSQyWSxQSxMWLQMmmTLSOQSTQLM„TLS 
LMdNSMPQPNSNQMdM[MJSOQWJQNQSW[Md~Q[NJJMLQSTQMJOZLMQSxMQPM„NLS[MJS�OQN\WdWS~QSTQOMS 
N„„LT„LWNSMnQ[MNOZLN\dMQSNLlMSO�Q 
‚�Q”|}QyWddQ[TJWSTLQNJPQMVNdZNSMQSxMQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSx 
LMKTLPQXz}�]QO~OSM[� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQW[„dM[MJSNSWTJQTmQKxWdPLMJQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
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NPZdSOQNJPQTdPMLQNPZdSOQyWSxQU|IQyxTQNLMQLMKMWVWJlQmN[Wd~QmZJKSWTJNdQSxMLN„~� 
_�Q”|}QyWddQNOOMOOQKTZJS~QLM„TLSWJlQ[MSxTPTdTl~QSTQMJOZLMQSxMQ�ZNdWS~QNJP 
SW[MdWJMOOQTmQLM„TLSMPQPNSN�QkLNWJWJlQNJPQSMKxJWKNdQNOOWOSNJKMQyWddQ\MQmZLSxML 
NOOMOOMPQNJPQW[„LTVMPQZ„TJ� 
`�Q”|}QyWddQKTJSWJZMQSTQM�„dTLMQSxMQPMVMdT„[MJSQTmQNQPNSN\NOMQSTQ\MSSMLQWJVMJSTL~ 
SxMQVNLWTZOQ„LTlLN[O‛[TPMdOQXWJKdZPWJlQzVWPMJKMQ�NOMPQiLNKSWKMO]Q\MWJl 
W[„dM[MJSMPQ\~QSxMQKTZJSWMOQWJQT„MLNSWJlQSxMQ|}UR�Q 
a�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
b�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQ„LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM
 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H{dWMJSQiMLKM„SWTJQTmQ{NLMQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ‚a�^b ‚h�’f gh gh 
YZ[MLNSTL ^’n’’b _^nhb` ““ ““ 
”MJT[WJNSTL _’n’f’ `^nahb ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kTQ[NWJSNWJQTLQW[„LTVMQKdWMJS�OQ„MLKM„SWTJQTmQKNLM� 
NTSb^Z_	 kxMQSNLlMSQWOQSTQ[NWJSNWJQSxMQN„„LT�W[NSMQgh�Q„TOWSWVMQLMO„TJOMQLNSM� 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_	 iMLKMJSNlMQTmQmN[Wd~Q[M[\MLOQTmQKxWdPLMJQWJPWKNSWJlQONSWOmNKSWTJQyWSxQ„Z\dWK 
[MJSNdQxMNdSxQOMLVWKMO� 

e^TVdS^_	 eTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMO 
MXdS\^VHXW	 kxMQMOSW[NSMOQmTLQSxMQJZ[MLNSTLQNJPQPMJT[WJNSTLQmTLQSxMQKZLLMJSQ~MNLQNLM 
EUWXSYTZ[XU_	 T\SNWJMPQ\~QPTZ\dWJlQSxMQJZ[\MLOQmLT[QSxMQYTVM[\MLQ_ffgQPNSNQKTddMKSWTJ 

„MLWTP�QkxMQJZ[\MLOQPTQJTSQWJKdZPMQPNSNQmLT[QSxMQ|N~Q_ffhQPNSNQKTddMKSWTJ 
„MLWTP� 

Mc^\[TaHEVVd^V_	 kxMQeUU“cQUZSKT[MOQOZ\OKNdMQyNOQ„LMVWTZOd~QZOMPQmTLQKNdKZdNSWJlQKdWMJSO� 
„MLKMWVMPQONSWOmNKSWTJQyWSxQOMLVWKMO�QISQxNOQ\MMJQPMSML[WJMPQSxNSQSxMQeUU“c 
UNSWOmNKSWTJQOZ\OKNdMQWOQNQ[TLMQNKKZLNSMQ[MNOZLMQTmQ{dWMJSQiMLKM„SWTJQTmQ{NLM� 
SxZOnQWSQyWddQJTSQ\MQ„TOOW\dMQSTQKT[„NLMQSxMQ„LMVWTZOQ~MNLO�QOKTLMOQSTQSxMQ[TOS 
KZLLMJSQOKTLMOQNOQSxMQOZ\OKNdMOQNLMQJTSQKT[„NLN\dM�QkxMQSNLlMSOQmTLQceQ_f^fQNJP 
_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJSQ\ZPlMSQNJPQMKTJT[WK 
PTyJSZLJ� 

M[bU[W[\TU\^_	 kxMOMQPNSNQNLMQZOMPQSTQLM„TLSQTJQKdWMJS�OQ„MLKM„SWTJQTmQKNLM�QkxMQ”|} 
MJKTZLNlMOQKTZJSWMOQSTQZOMQSxWOQPNSNQdTKNdd~QSTQW[„LTVMQ„LTlLN[OQSTQ\MJMmWS 
KdWMJSOQNJPQmN[Wd~Q[M[\MLO� 

L\Z[XUHRaTU_	 _f^f‟Q 
^�Q”|}QyWddQKTJSWJZMQSTQyTL�QyWSxQKTZJSWMOQSTQ[NWJSNWJQTLQW[„LTVMQKdWMJS�O 
„MLKM„SWTJQTmQKNLM�Q 
_�QkxMQeTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMOQyWddQKTJSWJZMQSTQ\MQNP[WJWOSMLMPQST 
WPMJSWm~QPWO„NLWSWMOQ\MSyMMJQyxNSQOSNmmQWJSMJPMPQNJPQyxNSQKdWMJSOQ„MLKMWVMPQyNO 
xN„„MJWJlQSTQSxM[� 
`�QROOWOSQKdWMJSOQWJQZJPMLOSNJPWJlQyxNSQ\LTZlxSQSxM[QWJSTQSxMQxTO„WSNdnQSxMQlTNdOQTm 
KZLLMJSQSLMNS[MJSnQNJPQSxMQW[„TLSNJKMQTmQNmSMLKNLM�Q 
a�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
b�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 
‚�Q”|}QyWddQ[TJWSTLQNJPQMVNdZNSMQSxMQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSx 
LMKTLPQXz}�]QO~OSM[� 
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_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQyTL�QyWSxQNJPQ[TJWSTLQKTZJSWMOQSTQ[NWJSNWJQTLQW[„LTVM 
KdWMJS�OQ„MLKM„SWTJQTmQKNLM�Q 
_�QkxMQLMOZdSOQTmQkxMQeTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMOQyWddQ\MQMVNdZNSMPQST 
PMSML[WJMQyxNSQW[„LTVM[MJSOnQWmQNJ~nQJMMPQSTQ\MQW[„dM[MJSMP�Q 
`�Q”|}QyWddQNOOMOOQKTZJS~QLM„TLSWJlQ[MSxTPTdTl~QSTQMJOZLMQSxMQ�ZNdWS~QTm 
LM„TLSMPQPNSN�QkLNWJWJlQNJPQSMKxJWKNdQNOOWOSNJKMQyWddQ\MQmZLSxMLQNOOMOOMPQNJP 
W[„LTVMPQZ„TJ� 
a�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
b�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQ„LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H{xWdPQ“Q�MSZLJQST‛USN~QWJQUKxTTdQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL h^�f_ Y‛R hf hf 
YZ[MLNSTL `n`ga Y‛R ““ ““ 
”MJT[WJNSTL `n’^g Y‛R ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_ kTQ[NWJSNWJQTLQW[„LTVMQSxMQKdWMJSO�Q„MLKM„SWTJQTmQW[„LTVMPQOKxTTdQNSSMJPNJKM� 
NTSb^Z_ kxMQSNLlMSQWOQSTQ[NWJSNWJQSxMQN„„LT�W[NSMQhf�Q„TOWSWVMQLMO„TJOMQLNSM� 
RXcdaTZ[XU_ {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_ ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_ YZ[\MLQTmQmN[WdWMOQTmQKxWdPLMJQWJPWKNSWJlQ[NWJSNWJMPQTLQWJKLMNOMPQOKxTTd 
NSSMJPNJKM� 

e^TVdS^_ eTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMOQXeUU“c] 
MXdS\^VHXW 
EUWXSYTZ[XU_ 

kxMQMOSW[NSMQmTLQceQ_ffhQyNOQNLLWVMPQNSQ\~QPTZ\dWJlQSxMQLMOZdSOQmLT[QSxM 
YTVM[\MLQ_ffgQOZLVM~Q„MLWTPQNOQSxMQPNSNQmTLQSxMQ|N~Q_ffhQOZLVM~Q„MLWTPQWOQJTS 
~MSQNVNWdN\dM� 

Mc^\[TaHEVVd^V_ kxMQOKxTTdQNSSMJPNJKMQ�ZMOSWTJQyNOQJTSQWJSLTPZKMPQZJSWdQ[N~Q_ff’nQOTQceQ_ff’ 
yNOQMOSW[NSMPQ\~QPTZ\dWJlQSxMQLMOZdSOQmLT[QSxMQ|N~Q_ff’QOZLVM~�QkxMQSNLlMSOQmTL 
ceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJSQ\ZPlMSQNJP 
MKTJT[WKQPTyJSZLJ� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_ _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQNP[WJWOSMLQSxMQeTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMO� 
_�Q{TJSWJZMQSTQ[TJWSTLQOKxTTdQNSSMJPNJKMQmTLQSxWOQOZLVM~� 
`�Q”|}QSNLlMSQWOQSTQ[NWJSNWJQSxMQN„„LT�W[NSMQhf�Q„TOWSWVMQLMO„TJOMQLNSM� 
a�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO� 

_f^̂ ‟Q 
^�Q”|}QyWddQKTJSWJZMQSTQNP[WJWOSMLQNJPQ[TJWSTLQSxMQeTZSxQUMLVWKMOQUZLVM~QmTL 
cN[WdWMO� 
_�Q”|}QyWddQKTJSWJZMQWSOQKTJOMLVNSWVMQ\NOMPQSNLlMSQSTQ[NWJSNWJQSxMQN„„LT�W[NSM 
hf�Q„TOWSWVMQLMO„TJOMQLNSM� 
`�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H{xWdPQ“Q”MKLMNOMPQ{LW[WJNdQVZOSWKMQIJVTdVM[MJSQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL f bb�h_ gb gb 
YZ[MLNSTL Y‛R a_b ““ ““ 
”MJT[WJNSTL Y‛R ’‚f ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kTQLMPZKMQSxMQ„MLKMJSNlMQTmQKxWdPLMJQyxTQxNVMQMJKTZJSMLOQyWSxQ„TdWKM� 
NTSb^Z_	 kxMQSNLlMSQWOQSTQxTdPQNSQSxMQKZLLMJSQLNSMQTmQPMKLMNOMPQMJKTZJSMLOQyWSxQ„TdWKM� 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_	 ”MKLMNOMPQ„MLKMJSNlMQTmQKxWdPLMJQLM„TLSWJlQMJKTZJSMLOQyWSxQSxMQ„TdWKM� 
e^TVdS^_	 eTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMO 
MXdS\^VHXW	 kxMQMOSW[NSMQmTLQceQ_ffg‛fhQWOQNLLWVMPQNSQ\~QPTZ\dWJlQSxMQJZ[\MLOQmLT[QSxM 
EUWXSYTZ[XU_	 YTVM[\MLQ_ffgQOZLVM~Q„MLWTPQNOQSxMQPNSNQmTLQSxMQ|N~Q_ffhQWOQJTSQ~MSQNVNWdN\dM� 
Mc^\[TaHEVVd^V_	 ”ZMQSTQSxMQOZ\jMKSWVMQJNSZLMQTmQSxMQ�ZMOSWTJnQWSQWOQ„TOOW\dMQSxNSQSxMQJZ[\MLQTm 

WJPWVWPZNdOQLM„TLSWJlQLMPZKMPQMJKTZJSMLOQyWSxQSxMQ„TdWKMQNLSWmWKWNdd~QxWlx�QkxM 
SNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJS 
\ZPlMSQNJPQMKTJT[WKQPTyJSZLJ� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJ�Q 
_�QkxMQ\NOMdWJMQxNOQ\MMJQMOSN\dWOxMPQ\NOMPQTJQPNSNQKTddMKSMPQmLT[QceQ_ff’“fg� 
kxWOQ\NOMdWJMQPNSNQyWddQ\MQZOMPQSTQ[TJWSTLQWJKLMNOMOQWJQOKxTTdQNSSMJPNJKMQWJQSxM 
Z„KT[WJlQceQ_ffg“fhQNJPQceQ_ffh“^f� 
`�QkxMQeTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMOQyWddQKTJSWJZMQSTQ\MQNP[WJWOSMLMPQST 
WPMJSWm~QKxWdPLMJQyWSxQUz”QyxTQLM„TLSQKLW[WJNdQjZOSWKMQWJVTdVM[MJS�Q 
a�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO� 
b�QkxLTZlxQSxMQ|}URQiLMVMJSWTJQNJPQzNLd~QIJSMLVMJSWTJQiLTlLN[nQ[NJ~Q|MJSNd
}MNdSxQ”M„NLS[MJSOQNLMQyTL�WJlQ[TLMQPWLMKSd~QyWSxQSxMQjZVMJWdMQjZOSWKMQO~OSM[O�Q 
‚�Q|}URQmZJPOQOZ„„TLSQNQ„LTlLN[QSxLTZlxQSxMQUSNSMQRP[WJWOSLNSWVMQUmmWKMQTmQSxM 
{TZLSOQSTQWJKLMNOMQSxMQJZ[\MLQTmQ|MJSNdQ}MNdSxQ{TZLSO�Q
’�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJ� 
_�QkxMQeTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMOQyWddQKTJSWJZMQSTQ\MQNP[WJWOSMLMPQST 
WPMJSWm~QKxWdPLMJQyWSxQUz”QyxTQLM„TLSQKLW[WJNdQjZOSWKMQWJVTdVM[MJS�Q 
`�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP 
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NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[
 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
a�QkxLTZlxQSxMQ|}URQiLMVMJSWTJQNJPQzNLd~QIJSMLVMJSWTJQiLTlLN[nQ[NJ~Q|MJSNd
}MNdSxQ”M„NLS[MJSOQNLMQyTL�WJlQ[TLMQPWLMKSd~QyWSxQSxMQjZVMJWdMQjZOSWKMQO~OSM[O�Q 
b�Q|}URQmZJPOQOZ„„TLSQNQ„LTlLN[QSxLTZlxQSxMQUSNSMQRP[WJWOSLNSWVMQUmmWKMQTmQSxM 
{TZLSOQSTQWJKLMNOMQSxMQJZ[\MLQTmQ|MJSNdQ}MNdSxQ{TZLSO�Q 

Q 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H{xWdPQ“QIJKLMNOMPQUSN\WdWS~QWJQ}TZOWJlQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL Y‛R Y‛R Y‛R Y‛R 
YZ[MLNSTL Y‛R Y‛R ““ ““ 
”MJT[WJNSTL Y‛R Y‛R ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kTQWJKLMNOMQSxMQ„MLKMJSNlMQTmQKxWdPLMJQLMKMWVWJlQ„Z\dWKQ[MJSNdQxMNdSxQOMLVWKMO 

yxTQLM„TLSQOSN\dMQxTZOWJl� 
NTSb^Z_	 YTQSNLlMSQOMS 
RXcdaTZ[XU_	 {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_ 
e^TVdS^_ YTSQR„„dWKN\dM 
MXdS\^VHXW 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 {NdWmTLJWNQPTMOQJTSQLTZSWJMd~QKTddMKSQWJmTL[NSWTJQN\TZSQxTZOWJlQOSN\WdWS~�QkxWOQWO 

WJKdZPMPQNOQNQOSNSWKQ[MNOZLMQLM„TLSMPQNOQWdWVWJlQNLLNJlM[MJS�QKTddMKSMPQNS 
NP[WOOWTJnQNJPQPWOKxNLlMQmLT[Q„Z\dWKQ[MJSNdQxMNdSxQOMLVWKMOnQNJPQWOQZ„PNSMP 
NJJZNdd~QmTLQKTJOZ[MLOQyxTQKTJSWJZMQSTQLMKMWVMQOMLVWKMOQ\M~TJPQNQ~MNL�
}TyMVMLnQWSQWOQJTSQyMddQLM„TLSMPQyxWKxQ[N�MOQSW[MO“OMLWMOQKT[„NLWOTJOQPWmmWKZdS� 
”|}QKNJQ„LTVWPMQ[TLMQPMSNWdMPQWJmTL[NSWTJQmTLQWJPWVWPZNdOQMJLTddMPQWJQ|MJSNd 
}MNdSxQUMLVWKMOQRKSQmZJPMPnQcZddQUMLVWKMQiNLSJMLOxW„QXcUi]Q„LTlLN[O�QIJ 
M�N[WJWJlQSxMOMQPNSNnQTmQSxMQ_n’_bQKxWdPLMJQZJPMLQNlMQ^gQyxTQyMLMQMJLTddMPQWJ 
NJQcUiQmTLQNSQdMNOSQTJMQ~MNLnQh’bQX`b�g�]QLM„TLSMPQ[TLMQSxNJQTJMQKxNJlMQWJ 
dWVWJlQOWSZNSWTJQWJQSxMQ^_Q[TJSxOQ„LWTLQSTQMJLTdd[MJS�QRSQ^_Q[TJSxOQ„TOSQMJLTdd[MJSn 
_fbQX’�b�]QKxWdPLMJQLM„TLSMPQ[TLMQSxNJQTJMQKxNJlMQWJQdWVWJlQOWSZNSWTJ�QkxWO 
LM„LMOMJSOQNJQ’h�QLMPZKSWTJQWJQSxMQJZ[\MLQTmQKxWdPLMJQyWSxQ[TLMQSxNJQTJM 
LM„TLSMPQKxNJlMQWJQdWVWJlQOWSZNSWTJQPZLWJlQSxMQ^_Q[TJSxOQNmSMLQMJLTdd[MJSQWJSTQNJ 
cUi�QISQWOQW[„TLSNJSQSTQJTSMQSxNSQSxWOQON[„dMQWOQJTSQKTJOWPMLMPQKT[„NLN\dMQSTQSxM 
dNLlMLQ„T„ZdNSWTJQTmQWJPWVWPZNdQLMKMWVWJlQ„Z\dWKQ[MJSNdQxMNdSxQOMLVWKMOQPZMQSTQSxM 
WJSMJOWVMQJNSZLMQTmQSxMQOMLVWKMOQ„LTVWPMP�Q}TyMVMLnQ”|}QyWddQ„LTVWPMQKT[„NLWOTJ
PNSNQmTLQSxMQceQ_f^f“^̂ Q�dTK�Q�LNJSQR„„dWKNSWTJQSTQPM[TJOSLNSMQNJ~QKxNJlMOQWJ 
xTZOWJlQOSN\WdWS~QmTLQSxWOQKTxTLS� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MP 
WJQSxMQJNLLNSWVMQ„TLSWTJOQTmQ{T[[ZJWS~QUMLVWKMOQUZ„„TLSQNJPQ|}URQ}TZOWJl 
OMKSWTJOQTmQSxMQN„„dWKNSWTJ�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ„LTVWPMQPMSNWdMPQWJmTL[NSWTJQTJQWJPWVWPZNdOQMJLTddMPQWJ 
|}URQmZJPMPnQcZddQiNLSJMLOxW„Q„LTlLN[O�Q 
`�Q”|}QyWddQKTJSWJZMQSTQ„LTVWPMQPMSNWdMPQWJmTL[NSWTJQTJQWJPWVWPZNdOQMJLTddMPQWJ 
|}URQmZJPMPnQcZddQUMLVWKMQiNLSJMLOxW„Q„LTlLN[O�Q 
a�QISQWOQNJSWKW„NSMPQSxNSQSxMQJZ[\MLQTmQKxWdPLMJQyWSxQ[TLMQSxNJQTJMQLM„TLSMP 
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KxNJlMQWJQdWVWJlQOWSZNSWTJQyWddQKTJSWJZMQSTQLMPZKMQPZLWJlQSxMQ^_Q[TJSxOQNmSML 
MJLTdd[MJSQWJSTQNJQcUi� 
b�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQKTZJS~QLM„TLSWJlQNJPQ„LTVWPMQSLNWJWJlQNJP 
SMKxJWKNdQNOOWOSNJKMQSTQWJKLMNOMQLM„TLSWJlQNJPQW[„LTVMQPNSNQ�ZNdWS~�Q 
‚�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
’�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MP 
WJQSxMQJNLLNSWVMQ„TLSWTJOQTmQ{T[[ZJWS~QUMLVWKMOQUZ„„TLSQNJPQ|}URQ}TZOWJl 
OMKSWTJOQTmQSxMQN„„dWKNSWTJ�Q 
_�Q”|}QyWddQKTJSWJZMQSTQ„LTVWPMQNJPQ[TJWSTLQPMSNWdMPQWJmTL[NSWTJQTJQWJPWVWPZNdO 
MJLTddMPQWJQ|}URQmZJPMPQcZddQiNLSJMLOxW„Q„LTlLN[O�Q 
`�Q”|}QyWddQNOOMOOQKTZJS~QLM„TLSWJlQ[MSxTPTdTl~QSTQMJOZLMQSxMQ�ZNdWS~QTm 
LM„TLSMPQPNSN�QkLNWJWJlQNJPQSMKxJWKNdQNOOWOSNJKMQyWddQ\MQmZLSxMLQNOOMOOMPQNJP 
W[„LTVMPQZ„TJ� 
a�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
b�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQTmQSxMQKTZJSWMO 
SLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 

Q 
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NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H{xWdPQ“QIJKLMNOMPQUTKWNdQUZ„„TLSO‛UTKWNdQ{TJJMKSMPJMOO 
XiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL g’�__ gh�^’ g’ g’ 
YZ[MLNSTL _‚nhbg _’ng_‚ ““ ““ 
”MJT[WJNSTL `fnhf’ `^n_fa ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_ kTQ[NWJSNWJQTLQWJKLMNOMQKxWdPLMJ�OQ„MLKM„SWTJQTmQOTKWNdQOZ„„TLSOQNJPQOTKWNd 

KTJJMKSMPJMOO� 
NTSb^Z_ kxMQSNLlMSQWOQSTQxTdPQOSMNP~QNSQg’�QTmQmN[Wd~Q[M[\MLOQTmQKxWdPLMJQLM„TLSWJl 

WJKLMNOMPQOTKWNdQOZ„„TLSOQNJPQOTKWNdQKTJJMKSMPJMOO� 
RXcdaTZ[XU_ {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_ ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_ kxMQ„MLKMJSQTmQWJPWVWPZNdOQSxNSQWJPWKNSMQWJKLMNOMPQOTKWNdQOZ„„TLSO‛OTKWNd 
mZJKSWTJWJlQ\NOMPQTJQOZ\OKNdMQOKTLMOQmLT[QSxMQ|U}IiQUZLVM~� 

e^TVdS^_ eTZSxQUMLVWKMQUZLVM~QmTLQcN[WdWMO 
MXdS\^VHXW 
EUWXSYTZ[XU_ 

kxMQMOSW[NSMQmTLQSxMQJZ[MLNSTLQNJPQPMJT[WJNSTLQmTLQSxMQceQfg‛fhQyNOQNLLWVMPQNS 
\~QPTZ\dWJlQSxMQJZ[\MLOQmLT[QSxMQYTVM[\MLQ_ffgQOZLVM~Q„MLWTPnQNOQSxMQPNSNQmTL 
SxMQ|N~Q_ffhQOZLVM~Q„MLWTPQWOQJTSQ~MSQNVNWdN\dM� 

Mc^\[TaHEVVd^V_ kxMQSNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJS 
\ZPlMSQNJPQMKTJT[WKQPTyJSZLJ� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_ _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQNP[WJWOSMLQSxMQeTZSxQUMLVWKMQUZLVM~QmTLQcN[WdWMOQNJP
SLNK�QKxNJlMOQWJQWJPWKNSTLOQTVMLQSW[M� 
_�Q”|}QyWddQM�„dTLMQNPPWSWTJNdQ[MNJOQmTLQLM„TLSWJlQNJPQZSWdW�WJlQPNSNQmTLQSxM 
|}UIi� 
`�Q”|}QyWddQKTJSWJZMQSTQPMVMdT„QSNLlMSOQmTLQmZSZLMQmWOKNdQ~MNLOQ\NOMPQTJQSxM 
OZLVM~QWJPWKNSTLO� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQNP[WJWOSMLQNJPQ[TJWSTLQSxMQeTZSxQUMLVWKMQUZLVM~QmTL
cN[WdWMOQNJPQKTJSWJZMQSTQSLNK�QKxNJlMOQWJQWJPWKNSTLOQTVMLQSW[MQSTQmZLSxMLQMOSN\dWOx 
[MNJWJlmZdQSNLlMSO� 
_�Q”|}QyWddQM�„dTLMQNPPWSWTJNdQ[MNJOQmTLQLM„TLSWJlQNJPQZSWdW�WJlQPNSNQmTLQSxM 
|}UIi�Q 
`�Q”|}QyWddQKTJSWJZMQSTQPMVMdT„QSNLlMSOQmTLQmZSZLMQmWOKNdQ~MNLOQ\NOMPQTJQSxM 
OZLVM~QWJPWKNSTLO� 

Q 
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NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H{xWdPQ“QI[„LTVMPQ�MVMdQTmQcZJKSWTJWJlQXiMLKMJSNlM] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL ‚‚�’^ ’_�gf ‚g ‚g 
YZ[MLNSTL _fnbba __nh‚_ ““ ““ 
”MJT[WJNSTL `fng^f `^nba_ ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_ kTQWJKLMNOMPQSxMQJZ[\MLQTmQKxWdPLMJQyxTQNLMQLM„TLSMPQNOQxNVWJlQW[„LTVMPQdMVMdO 

TmQmZJKSWTJWJl� 
NTSb^Z_ kxMQSNLlMSQWOQSTQxTdPQOSMNP~QNSQ‚g�QTmQmN[WdWMOQTmQKxWdPLMJQLM„TLSWJlQW[„LTVMP 

dMVMdQTmQmZJKSWTJWJl� 
RXcdaTZ[XU_ {xWdPLMJQyWSxQUz” 
CS[Z^S[XU_ ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

`‟{xWdPLMJ�OQUMLVWKMO 
a‟kNLlMSMPQUMLVWKMOQSTQ�ZLNdQNJPQ}T[MdMOOQiT„ZdNSWTJO 

EU`[\TZXS_ kxMQ„MLKMJSQTmQWJPWVWPZNdOQSxNSQWJPWKNSMQWJKLMNOMPQOTKWNdQOZ„„TLSO‛OTKWNd 
mZJKSWTJWJlQ\NOMPQTJQOZ\OKNdMQOKTLMOQmLT[QSxMQ|U}IiQUZLVM~� 

e^TVdS^_ eTZSxQUMLVWKMOQUZLVM~QmTLQcN[WdWMOQUZLVM~ 
MXdS\^VHXW 
EUWXSYTZ[XU_ 

kxMQMOSW[NSMOQmTLQSxMQJZ[MLNSTLQNJPQPMJT[WJNSTLQmTLQ\TSxQ„LWTLQmWOKNdQ~MNLOQyMLM 
NLLWVMPQNSQ\~QPTZ\dWJlQSxMQJZ[\MLOQmLT[QSxMQ„LWTLQOZLVM~Q„MLWTP� 

Mc^\[TaHEVVd^V_ kxMQSNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJS 
\ZPlMSQNJPQMKTJT[WKQPTyJSZLJ� 

M[bU[W[\TU\^_ 
L\Z[XUHRaTU_ _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQNP[WJWOSMLQSxMQeTZSxQUMLVWKMQUZLVM~QNJPQSLNK�QKxNJlMOQWJ 
WJPWKNSTLOQTVMLQSW[M� 
_�Q”|}QyWddQM�„dTLMQNPPWSWTJNdQ[MNJOQmTLQLM„TLSWJlQNJPQZSWdW�WJlQPNSNQmTLQSxM 
|}UIi� 
`�Q”|}QyWddQKTJSWJZMQSTQPMVMdT„QSNLlMSOQmTLQmZSZLMQmWOKNdQ~MNLOQ\NOMPQTJQSxM 
OZLVM~QWJPWKNSTLO� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQNP[WJWOSMLQNJPQ[TJWSTLQSxMQeTZSxQUMLVWKMQUZLVM~QmTL
cN[WdWMOQNJPQKTJSWJZMQSTQSLNK�QKxNJlMOQWJQWJPWKNSTLOQTVMLQSW[MQSTQmZLSxMLQMOSN\dWOx 
[MNJWJlmZdQSNLlMSO� 
_�Q”|}QyWddQM�„dTLMQNPPWSWTJNdQ[MNJOQmTLQLM„TLSWJlQNJPQZSWdW�WJlQPNSNQmTLQSxM 
|}UIi�Q 
`�Q”|}QyWddQKTJSWJZMQSTQPMVMdT„QSNLlMSOQmTLQmZSZLMQmWOKNdQ~MNLOQ\NOMPQTJQSxM 
OZLVM~QWJPWKNSTLO� 

Q 
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NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_H{NdWmTLJWNQ}MNdSxQIJSMLVWMyQUZLVM~QX{}IU] 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL Y‛R Y‛R Y‛R Y‛R 
YZ[MLNSTL Y‛R Y‛R ““ ““ 
”MJT[WJNSTL Y‛R Y‛R ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_ 

NTSb^Z_ 

RXcdaTZ[XU_ 
CS[Z^S[XU_ 

RSQSxMQKTZJS~QdMVMdnQSTQ„LTVWPMQPNSNQTJQKxWdPLMJQyxTQNLMQUz”QNJPQNJNd~�MQKT“ 
[TL\WPQKTJPWSWTJO� 
�~QVZJMQ`fnQ_f^fnQSxMQ”|}QyWddQNJNd~�MQSxMQNPPWSWTJNdQ[MJSNdQxMNdSxQPNSNQNPPMP 
STQSxMQ{NdWmTLJWNQ}MNdSxQIJSMLVWMyQUZLVM~QX{}I{]QmTLQ{xWdPLMJQNJPQkLNJOWSWTJNdQRlM
eTZSxQXkRe]�QkxMQ”|}QyWddQ[N�MQPNSNQNVNWdN\dMQTJQPM„NLS[MJSNdQyM\OWSMOQNJP
„LMOMJSQmWJPWJlOQSTQWJSMLMOSMPQOSN�MxTdPMLO� 
{xWdPLMJQNJPQkLNJOWSWTJQNlMQ~TZSx 
_‟|MJSNdQ}MNdSxQU~OSM[Q”NSNQz„WPM[WTdTl~ 

EU`[\TZXS_ {xWdPLMJQNJPQ~TZSxQyWSxQUz”Q 

e^TVdS^_ 
MXdS\^VHXW 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_ 
M[bU[W[\TU\^_ 

L\Z[XUHRaTU_ 

{NdWmTLJWNQ}MNdSxQIJSMLVWMyQUZLVM~QX{}IU]� 
{NdWmTLJWNQ}MNdSxQIJSMLVWMyQUZLVM~QX{}IU]� 

{}IUQWOQSxMQdNLlMOSQNJPQ[TOSQKT[„dMSMQOTZLKMQTmQ\MxNVWTLNdQxMNdSxQPNSNQmTL 
{NdWmTLJWN�Q”|}�OQKTJSWJZMPQ„NLSWKW„NSWTJQxNOQ„LTVWPMPQSxMQT„„TLSZJWS~� 
_f^f‟ 
^�Q”|}QyWddQKTJSWJZMQSTQmZJPQSxMQ{}IUQOZLVM~O�
_�Q”|}QyWddQdTT�QNSQT„SWTJOQmTLQ„LTVWPWJlQNJPQPWOOM[WJNSWJlQSxMOMQmWJPWJlOQST
„LTlLN[QNJPQ„TdWK~Q[N�MLOQNOQyMddQNOQ[MJSNdQxMNdSxQKTJOZ[MLOQNJPQTSxML
WJSMLMOSMPQOSN�MxTdPMLO�Q 
`�Q”|}QyWddQZOMQSxMOMQmWJPWJlOQSTQ„dNJQ„LTlLN[OQNJPQOMLVWKMO�Q 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQmZJPQNJPQ[TJWSTLQSxMQ{}IUQOZLVM~O� 
_�Q”|}QyWddQ„LTVWPMQNJPQPWOOM[WJNSMQWJmTL[NSWTJQSTQ[MJSNdQxMNdSxQKTJOZ[MLO�Q 
`�Q”|}QyWddQKTJSWJZMQSTQZOMQSxMOMQmWJPWJlOQSTQ„dNJQ„LTlLN[OQNJPQOMLVWKMO�Q 

Q 
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eTZSxQXkRe]QyWSxQUz” 

X^] X_] X`] Xa] Xb] 
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SLNJOWSWTJQNlMQ~TZSxQyWSxQUz”‛U|InQNJPQSxMWLQmN[WdWMO� 
NTSb^Z_	 kxMQSNLlMSQWOQSTQ[NWJSNWJQSxMQ„MLKMJSNlMQTmQSLNJOWSWTJQNlMQ~TZSxQyWSxQU|I‛Uz” 

OMLVMPQWJQcZddQUMLVWKMQiNLSJMLOxW„QNSQN„„LT�W[NSdM~Q_`�� 
RXcdaTZ[XU_	 kLNJOWSWTJNdQRlMQeTZSxQ\MSyMMJQSxMQNlMOQTmQ^‚QNJPQ_bQyWSxQUz”‛U|I� 

CS[Z^S[XU_	 `‟{xWdPLMJ�OQUMLVWKMO 

EU`[\TZXS_ cZddQUMLVWKMQiNLSJMLOxW„QzJLTdd[MJS 
e^TVdS^_ YZ[\MLQTmQkReQMJLTddMPQWJQcZddQUMLVWKMQiNLSJMLOxW„QiLTlLN[O� 
MXdS\^VHXW z�xW\WSQ‚QXZNLSMLd~Q�M„TLSWJl 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 kxMQSNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJS 

\ZPlMSQNJPQMKTJT[WKQPTyJSZLJ� 
M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟ 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQOMLVWKMOQNJPQ„LTlLN[OQSTQKLMNSMQN 
KT[„LMxMJOWVMQ[MJSNdQxMNdSxQO~OSM[QSxNSQ„LT[TSMOQLMOWdWMJK~QmTLQKxWdPLMJnQ~TZL 
NJPQkReQyWSxQUz”�Q
_�Q”|}QyWddQyTL�QSTQ[NWJSNWJQSxMQ„MLKMJSNlMQTmQKxWdPLMJnQ~TZSxQNJPQkReQMJLTddMP 
WJQcUiOQNSQ_`��Q 
`�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
a�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQNJPQ[TJWSTLQOMLVWKMOQNJPQ„LTlLN[OQSTQKLMNSMQN 
KT[„LMxMJOWVMQ[MJSNdQxMNdSxQO~OSM[QSxNSQ„LT[TSMOQLMOWdWMJK~QmTLQKxWdPLMJnQ~TZSx 
NJPQkReQyWSxQUz”�Q
_�Q”|}QyWddQKTJSWJZMQSTQyTL�QNJPQ[TJWSTLQSxMQ„MLKMJSNlMQTmQKxWdPLMJnQ~TZSxQNJP 
kReQyWSxQUz”QyxTQNLMQOMLVMPQWJQcUiOQNSQ_`��Q 
`�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_HcZddQUMLVWKMQiNLSJMLOxW„QXcUiO]QiLTlLN[OQmTLQKxWdPLMJQyWSxQUz”� 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL _`n_’b `bn`a^ _` _` 
YZ[MLNSTL Y‛R Y‛R ““ ““ 
”MJT[WJNSTL Y‛R Y‛R ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kTQKLMNSMQNQKT[„LMxMJOWVMQ[MJSNdQxMNdSxQO~OSM[QSxNSQ„LT[TSMOQLMOWdWMJK~QmTL 

KxWdPLMJnQ~TZSxQNJPQSLNJOWSWTJ“NlMQ~TZSxQXkRe]QyWSxQOMLWTZOQM[TSWTJNdQPWOSZL\NJKM 
XUz”]QNJPQSxMWLQmN[WdWMO� 

NTSb^Z_	 kxMQSNLlMSQWOQSTQ[NWJSNWJQSxMQ„MLKMJSNlMQTmQSLNJOWSWTJQNlMQ~TZSxQyWSxQU|I‛Uz” 
OMLVMPQWJQcZddQUMLVWKMQiNLSJMLOxW„OQNSQN„„LT�W[NSMd~Q_`�� 

RXcdaTZ[XU_	 {xWdPLMJ‛eTZSxQXRlMOQf“^b]QyWSxQUz”� 
CS[Z^S[XU_	 ^‟{T[„LMxMJOWVMQ{T[[ZJWS~“�NOMPQ|MJSNdQ}MNdSxQUMLVWKMQU~OSM[O 

EU`[\TZXS_ cZddQUMLVWKMQiNLSJMLOxW„QXcUi]QzJLTdd[MJS 
e^TVdS^_ YZ[\MLQTmQKxWdPLMJQMJLTddMPQWJQcUiQ„LTlLN[O 
MXdS\^VHXW z�xW\WSQ‚QXZNLSMLd~Q�M„TLSWJl 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 kxMQSNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJS 

\ZPlMSQNJPQMKTJT[WKQPTyJSZLJ� 
M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟Q 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[OQPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQSTQcUiQUMLVWKMOQmTLQUdPML 
RPZdSOQWJQ�ZLNdQ{TZJSWMO� 
_�Q�~QVZJMQ`fnQ_f^fnQSxMQ„MLKMJSNlMQTmQ{xWdPLMJQMJLTddMPQWJQcUiQyWddQ\M 
[NWJSNWJMPQNSQ_`Q��Q 
`�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
a�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 
b�Q”|}QyWddQ[TJWSTLQNJPQMVNdZNSMQSxMQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSx 
LMKTLPQXz}�]QO~OSM[� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQW[„dM[MJSNSWTJQTmQ{xWdPLMJQOMLVWKMOQSTQWJKLMNOMQOMLVWKMOQST 
{xWdPLMJQyWSxQUz”QyxTQNLMQLMKMWVWJlQNOOMLSWVMQKT[[ZJWS~QSLMNS[MJS� 
_�Q”|}QyWddQ[TJWSTLQMJLTdd[MJSQTmQKxWdPLMJQMJLTddMPQWJQcUiQSTQ[NWJSNWJQSxMQ_`� 
lTNd� 
`�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
a�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQ„LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_HcZddQUMLVWKMQiNLSJMLOxW„QXcUiO]QiLTlLN[OQmTLQxT[MdMOOQKxWdPLMJn 
~TZSxQNJPQkReQyWSxQUz”QWJQLZLNdQKTZJSWMO� 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL _a `^ h h 
YZ[MLNSTL Y‛R Y‛R ““ ““ 
”MJT[WJNSTL Y‛R Y‛R ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_	 kTQKLMNSMQNQKT[„LMxMJOWVMQKT[[ZJWS~Q[MJSNdQxMNdSxQO~OSM[QSxNSQ„LT[TSMO 

LMOWdWMJK~QmTLQKxWdPLMJnQ~TZSxQNJPQSLNJOWSWTJ“NlMQ~TZSxQXkRe]QyWSxQUz”‛U|InQNJP 
SxMWLQmN[WdWMO� 

NTSb^Z_	 kxMQSNLlMSQWOQSTQ[NWJSNWJQSxMQ„MLKMJSNlMQTmQKxWdPLMJnQ~TZSxQNJPQkReQdWVWJlQWJQLZLNd 
KTZJSWMOQMJLTddMPQWJQcZddQUMLVWKMQiNLSJMLOxW„OQNSQh�� 

RXcdaTZ[XU_	 kReQXRlMOQ^‚“_b]QyWSxQUz”‛U|I� 
CS[Z^S[XU_	 a‟kNLlMSMPQUMLVWKMOQSTQ�ZLNdQNJPQ}T[MdMOOQiT„ZdNSWTJO 

EU`[\TZXS_	 IJKLMNOMPQMJLTdd[MJSQTmQKxWdPLMJQNJPQkReQWJQLZLNdQKTZJSWMOQMJLTddMPQWJQcZddQUMLVWKM 
iNLSJMLxW„QzJLTdd[MJS� 

e^TVdS^_	 YZ[\MLQTmQKxWdPLMnQ~TZSxQNJPQkReQMJLTddMPQWJQcZddQUMLVWKMQiNLSJMLOxW„O� 
MXdS\^VHXW	 cZddQUMLVWKMQiNLSJMLOxW„QUZSKT[MO� 
EUWXSYTZ[XU_ 
Mc^\[TaHEVVd^V_	 kxMQSNLlMSOQmTLQceQ_f^fQNJPQ_f^̂ QNLMQKTJOMLVNSWVMQ\NOMPQTJQSxMQUSNSM�OQKZLLMJS 

\ZPlMSQNJPQMKTJT[WKQPTyJSZLJ� 
M[bU[W[\TU\^_ 
L\Z[XUHRaTU_	 _f^f‟Q 

^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[QPMOKLW\MPQWJ 
SxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQSTQcUiQUMLVWKMOQmTL 
{xWdPLMJQWJQ�ZLNdQ{TZJSWMO� 
_�Q�~QVZJMQ`fnQ_f^fnQSxMQ„MLKMJSNlMQTmQKxWdPLMJQWJQLZLNdQKTZJSWMOQMJLTddMPQWJQcUi 
yWddQ\MQ[NWJSNWJMPQNSQhQ��Q 
`�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
a�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 
b�Q”|}QyWddQ[TJWSTLQNJPQMVNdZNSMQSxMQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSx 
LMKTLPQXz}�]QO~OSM[� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQSTQW[„dM[MJSQNJPQ[TJWSTLQSxMQKxWdPLMJQOMLVWKMOQNJPQ„LTlLN[ 
PMOKLW\MPQWJQSxMQJNLLNSWVMQ„TLSWTJOQTmQSxMQKZLLMJSQN„„dWKNSWTJQLMdNSWJlQSTQcUi 
UMLVWKMOQmTLQ{xWdPLMJQWJQ�ZLNdQ{TZJSWMO� 
_�Q”|}QyWddQ[TJWSTLQMJLTdd[MJSQTmQ{xWdPLMJQyWSxQUz”QdWVWJlQWJQLZLNdQNLMNOQWJQcUi 
„LTlLN[O�Q 
`�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
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NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd�
 
a�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQ„LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 
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CDEFGHIHJKLFMHNLOJPNMHLQGHLCNEKQHRFLQM 

NSTUVWXSYTZ[XUHL\Z[][Z[^V_H 
QTY^HXWHR^SWXSYTU\^HEU`[\TZXS_HUSLNSMlWMOQmTLQIJKLMNOWJlQSxMQ”WVMLOWS~QTmQSxMQ�TL�mTLKM 

X^] X_] X`] Xa] Xb] 
cWOKNdQeMNL ceQ_ffgQRKSZNd ceQ_ffhQRKSZNd ceQ_f^fQiLTjMKSMP ceQ_f^̂ QkNLlMS 

iMLmTL[NJKMQIJPWKNSTL Y‛R Y‛R Y‛R Y‛R 
YZ[MLNSTL Y‛R Y‛R ““ ““ 
”MJT[WJNSTL Y‛R Y‛R ““ ““ ““ 

kN\dMQ”MOKLW„STLO‟ 
JXTa_ UZ„„TLSQNKSWVWSWMOQTmQSxMQ{NdWmTLJWNQ|MJSNdQ}MNdSxQidNJJWJlQ{TZJKWdQX{|}i{]QST 

OMLVMQNOQNQOSNSMyWPMQKNSNd~OSQSTQNPPLMOOQSxMQOxTLSNlMQTmQ[MJSNdQxMNdSxQOSNmm� 
NTSb^Z_ �~QVZJMQ`fnQ_f^fnQKT[„dMSMQNQLM„TLSQSxNSQyWddQPMOKLW\MQOZKKMOOmZdQOSLNSMlWMOQmTL 

MJlNlWJlQSxMQ\LTNPMLQKLTOO“PWON\WdWS~QKT[[ZJWS~QWJQ„Z\dWKQ[MJSNdQxMNdSx
MPZKNSWTJNdQNJPQyTL�mTLKMQPMVMdT„[MJSQ„LTlLN[O�Q�~QVZJMQ`fnQ_f^̂ nQKTJPZKSQN
cN[Wd~Q|M[\ML‛QiNLMJSQiNLSJMLQ”R{�|QX”MVMdT„WJlQNQ{ZLLWKZdZ[]Q� 

RXcdaTZ[XU_ {xWdPLMJQPWNlJTOMPQyWSxQUz” 
CS[Z^S[XU_ b‟|NJNlM[MJSQU~OSM[O 

EU`[\TZXS_ _f^f‟QRQKT[„dMSMPQLM„TLSQOZ\[WSSMPQSTQSxMQ”M„NLS[MJSQTmQ|MJSNdQ}MNdSxQ_f^̂ ‟QR
KT[„dMSMPQ”R{�|QOZ\[WSSMPQSTQSxMQ”M„NLS[MJSQTmQ|MJSNdQ}MNdSxQ 

e^TVdS^_ _f^f‟QRQKT[„dMSMPQLM„TLSQOZ\[WSSMPQSTQSxMQ”M„NLS[MJSQTmQ|MJSNdQ}MNdSxQ_f^̂ ‟QR
KT[„dMSMPQ”R{�|QOZ\[WSSMPQSTQSxMQ”M„NLS[MJSQTmQ|MJSNdQ}MNdSxQ 

MXdS\^VHXW 
EUWXSYTZ[XU_ 

_f^f‟QRQOZLVM~QTmQJNSWTJNdQNJPQOSNSMyWPMQOSLNSMlWMOQSTQWJKLMNOMQyTL�mTLKM 
PWVMLOWS~�Q{TJVMJWJlQNQOMLWMOQTmQLMlWTJNdQLTZJPSN\dMOQyTL�lLTZ„OQSTQLMVWMy
mWJPWJlOQNJPQ„LTVWPMQWJ„ZS�Q_f^̂ ‟Q�TL�QlLTZ„QKTJVMJMPQSTQ„MLmTL[QSxMQ”R{�| 
„LTKMOO 

Mc^\[TaHEVVd^V_ 
M[bU[W[\TU\^_ _f^f‟Q{NdWmTLJWNQ|MJSNdQ}MNdSxQidNJJWJlQ{TZJKWdQX{|}i{]QWOQPMPWKNSMPQST

„LT[TSWJlQOSLNSMlWMOQSxNSQMJlNlMQPWVMLOMQKT[[ZJWSWMOQWJQKTJSLW\ZSWJlQSTQSxMQyTL�
TmQSxMQ{|}i{QNJPQPMVMdT„WJlQMPZKNSWTJQNJPQyTL�mTLKMQ„W„MdWJMOQSxNSQdMNPQST
WJKLMNOWJlQSxMQPWVMLOWS~QNJPQWJKdZOWVMJMOOQTmQSxMQyTL�mTLKM�QkxMQ{|}i{Q\MdWMVMO
SxNSQNJQWJKdZOWVMQNJPQPWVMLOMQyTL�mTLKMQWOQNQOWlJWmWKNJSQOSLNSMl~QmTLQMdW[WJNSWJl 
xMNdSxQNJPQ[MJSNdQxMNdSxQPWO„NLWSWMO�Q{TJOM�ZMJSd~nQSxMQ{|}i{Q}Z[NJ 
�MOTZLKMOQ{T[[WSSMMQxNOQPMVMdT„MPQNQ”WVMLOWS~QiLTjMKSQST‟
IPMJSWm~QyTL�mTLKMQPMVMdT„[MJSQOSLNSMlWMOnQMO„MKWNdd~QSxTOMQOSLNSMlWMOQSxNSQLMNKx“ 
TZSQSTQSxMQ\LTNPMLQKLTOO“PWON\WdWS~QKT[[ZJWS~�QkxMQ\LTNPMLQPWON\WdWS~QKT[[ZJWS~ 
WJKdZPMOQNddQWJPWVWPZNdOQyWSxQNQ[MJSNdQTLQ„x~OWKNdQKTJPWSWTJQSxNSQdW[WSOQTJMQTLQ[TLM
[NjTLQdWmMQNKSWVWSWMOnQOZKxQNOQdMNLJWJlnQyNd�WJlnQOMMWJlnQSxWJ�WJlnQyTL�WJln 
\LMNSxWJlQMSK�Q 
�MKMWVMQWJ„ZSQTJQSxMQKT[„TJMJSOQTmQSxMQcWVM“eMNLQidNJQ 
kxMQ[MKxNJWO[QOMdMKSMPQmTLQT\SNWJWJlQWJ„ZSQNJPQKTJPZKSWJlQTZSLMNKxQyNOQSxM 
PMVMdT„[MJSQTmQNSQdMNOSQSxLMMQLMlWTJNdQLTZJPSN\dMOQXmNLQJTLSxnQKMJSLNdnQNJPQmNL 
OTZSx]�Q�TZJPSN\dMQ„NLSWKW„NJSOQyWddQ\MQKT[„LWOMPQTmQWJPWVWPZNdOQNJP 
LM„LMOMJSNSWVMOQmLT[QTLlNJW�NSWTJOQSxNSQNLMQOMdMKSMPQ\~Q{|}i{�QiNLSWKW„NJSOQyWdd
\MQNO�MPQSTQLMO„TJPQSTQSxMQyTL�mTLKMQOSLNSMlWMOQTZSdWJMPQWJQSxMQ”|}Q„dNJQmTL
yTL�mTLKMQPMVMdT„[MJSQMJSWSdMPnQ|MJSNdQ}MNdSxQUMLVWKMOQRKSQcWVM“eMNLQidNJ�QIJ 
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NPPWSWTJnQ„NLSWKW„NJSOQyWddQ\MQNO�MPQSTQ„LTVWPMQWJmTL[NSWTJQTJQWJJTVNSWVM
N„„LTNKxMOQSTQyTL�mTLKMQPMVMdT„[MJSQNJPQPM„dT~[MJSQJTSQPMOKLW\MPQWJQSxMQ”|} 
„dNJQSxNSQMJlNlMQSxMQ\LTNPMLQPWON\WdWS~QKT[[ZJWS~�Q 
RQLM„TLSQyWddQ\MQ„Z\dWOxMPQPMSNWdWJlQSxMQmWJPWJlOQTmQSxMQLTZJPSN\dMQ„NLSWKW„NJSOQSxNS 
yWddQ\MQ„LTVWPMPQSTQSxMQ”M„NLS[MJSQTmQ|MJSNdQ}MNdSxQNJPQOxNLMPQyWSxQ„Z\dWK 
[MJSNdQxMNdSxQTLlNJW�NSWTJOQSxLTZlxTZSQ{NdWmTLJWN�Q 

_f^̂ ‟QkxMQM[„dT~[MJSQTmQmN[Wd~Q[M[\MLOQNJPQ„NLMJSQ„NLSJMLOQWOQVWSNdQSTQSxM 
SLNJOmTL[NSWTJQTmQSxMQ„Z\dWKQ[MJSNdQxMNdSxQO~OSM[�QIJQTLPMLQSTQWJKLMNOMQSxM 
KN„NKWS~QTmQmN[Wd~Q[M[\MLQNJPQ„NLMJSQ„NLSJMLQ„NLSWKW„NSWTJQWJQSxMQ„Z\dWKQ[MJSNd 
xMNdSxQO~OSM[nQKTZJS~Q[MJSNdQxMNdSxQPM„NLS[MJSOQxNVMQPMVMdT„MPQSxMQ„MML 
OZ„„TLSQO„MKWNdWOSnQ„MMLQNPVTKNSMQ„TOWSWTJnQ„NLMJSQ„NLSJMLnQNJPQmN[Wd~QNPVTKNSM
„TOWSWTJO�Q�JPMLOSNJPWJlQSxMQPZSWMOnQ�JTydMPlMnQO�WddOnQNJPQN\WdWSWMOQTmQSxWOQVWSNd 
TKKZ„NSWTJNdQJWKxMQWOQKLWSWKNdQSTQPMVMdT„WJlQNPPWSWTJNdQSLNWJWJlQ„LTlLN[OQNJPQ\MWJl
N\dMQSTQM�„NJPQKNLMMLQ[T\WdWS~QT„„TLSZJWSWMOQmTLQWJPWVWPZNdOQyxTQNLMQyTL�WJlQyWSxWJ
SxMOMQ„TOWSWTJO�QRQmN[Wd~Q[M[\MLQNJPQ„NLMJSQ„NLSJMLQ”R{�|QyWddQNddTyQmTLQNQ[TLM 
OSNJPNLPW�MPQLMVWMyQTmQSxMQLTdMOQNJPQLMO„TJOW\WdWSWMOQTmQmN[Wd~Q[M[\MLOQNJP
„NLSJMLQ„NLSJMLOQWJQSxMQ„Z\dWKQ[MJSNdQxMNdSxQO~OSM[�QIJQNPPWSWTJnQNQ”R{�|QyWdd
MJN\dMQM[„dT~MLOQSTQPMSML[WJMQSxMQSLNWJWJlQSxNSQyWddQ\MOSQMJxNJKMQSxMQyTL�QTm 
mN[Wd~Q[M[\MLOQNJPQ„NLMJSQ„NLSJMLOnQNddTyWJlQTLlNJW�NSWTJOQSTQPMVMdT„QKNLMML
dNPPMLOQSxNSQdWJ�QSTQTSxMLQ„LTmMOOWTJO�Q�NOSd~nQSxMQ”R{�|QyWddQNOOWOSQWJ 
PTKZ[MJSWJlQSxMQPWmmMLMJSWNSWTJQTmQPZSWMOnQLTdMOnQNJPQLMO„TJOW\WdWSWMOQTmQmN[Wd~ 
[M[\MLQNPVTKNSMOQNJPQ„NLMJSQ„NLSJMLQNPVTKNSMOnQyxTQNLMQPMNdWJlQM�KdZOWVMd~ 
yWSxQWOOZMOQTmQNWPWJlQ„NLMJSOQyxTQxNVMQNQKxWdPQWJQJMMPQTmQTLQLMKMWVWJlQ„Z\dWK 
[MJSNdQxMNdSxQOMLVWKMO� 

L\Z[XUHRaTU_	 _f^f‟ 
^�Q”|}QyWddQKTJSWJZMQSTQyTL�QyWSxQSxMQ{|}i{QSTQ„LT[TSMQOSLNSMlWMOQSxNS 
MJKTZLNlMQSxMQKTJSLW\ZSWTJQTmQPWVMLOMQKT[[ZJWSWMOQmTLQWJKLMNOWJlQSxMQPWVMLOWS~QTm
SxMQyTL�mTLKM� 
_�Q{T[„dMSMQNQLM„TLSQ\~QVZJMQ`fnQ_f^fQSxNSQPMOKLW\MOQOZKKMOOmZdQOSLNSMlWMOQmTL
SxMQWJKLMNOMQTmQPWVMLOWS~QWJQSxMQ„Z\dWKQ[MJSNdQxMNdSxQyTL�mTLKM�Q 
`�Q�WVMJQSxMQKZLLMJSQMKTJT[WKQOWSZNSWTJnQO„MKWNdQM[„xNOWOQyWddQ\MQmTKZOMPQTJ 
OMLVWKMOQNJPQ„LTlLN[QNLMNOQW[„NKSMPQ\~Q\ZPlMSQKZSOnQOSNmmWJlQLMPZKSWTJOQNJP 
TSxMLQNPVMLOMQW[„NKSOQTmQSxMQOSNSMQTmQNmmNWLO�
a�Q”|}QyWddQyTL�QKdTOMd~QyWSxQPMVMdT„WJlQMVNdZNSWTJQMmmTLSOQSxNSQNLMQKZLLMJSd~ 
ZJPMLyN~QSxLTZlxQSxMQ|}UR� 
b�Q”|}QyWddQ[TJWSTLQNJPQMVNdZNSMQSxMQKTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSx 
LMKTLPQXz}�]QO~OSM[� 

_f^̂ ‟ 
^�Q”|}QyWddQKTJSWJZMQyTL�WJlQyWSxQSxMQ{|}i{QSTQPMVMdT„QNJPQW[„dM[MJS 
OSLNSMlWMOQSxNSQMJKTZLNlMQSxMQKTJSLW\ZSWTJQTmQPWVMLOMQKT[[ZJWSWMOQmTLQWJKLMNOWJl
SxMQPWVMLOWS~QTmQSxMQyTL�mTLKM�Q
_�Q�~QVZJMQ`fnQ_f^̂ nQKTJPZKSQNQcN[Wd~Q|M[\ML‛QiNLMJSQiNLSJMLQ”R{�| 
X”MVMdT„WJlQNQ{ZLLWKZdZ[ 
`�QkxMQNPVMLOMQKTJOM�ZMJKMOQTmQSxMQMKTJT[WKQOWSZNSWTJQyWddQ\MQmZLSxMLQMVNdZNSMP
NJPQLM„NLNSWVMQNKSWTJQyWddQ\MQSN�MJQSTQMJOZLMQW[„NKSMPQOMLVWKMOQNJPQ„LTlLN[ 
NLMNOQNLMQNmmMKSMPQSTQSxMQdMNOSQ„TOOW\dMQdMVMd� 
a�Q”|}QyWddQKTJSWJZMQSTQ[TJWSTLQNJPQMVNdZNSMQNJPQNOOMOOQSxMQ„LTlLMOOQTm 
KTZJSWMOQSLNJOWSWTJQSTQNJQMdMKSLTJWKQxMNdSxQLMKTLPQXz}�]QO~OSM[� 
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