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before

Before MHSA 2004
DBH was clinic-based.

Cultural competency was not emphasized.

Clients were not involved in their freatment plans.

We did not have input from consumers and
fgmily members.

DBH created and implemented programs without
any input from the community.

We did not ask questions about substance abuse.

Y

DBH and Law Enforcement did not partner.

There were 14 children in state hospitals on any given da

There were 35 state hospital beds and 160 IMD beds.

The DBH Budget was $112 million.

L= L -

16%. of ﬂ;e budget was spent on inpatient services.

after

SIiNcCe MHSA <2009

DBH is community-based.

Cultural competency is infegrated in all aspects of DBH
programs.

Clients are active participants in developing freatment
plans that will lead to recovery.

There are two Peer and Family Advocates at the
policy level to ensure policies support family and youth
involvement at the program, practice, and policy levels.

Diverse community stakeholders participate in decision
making around program design and implementation.

Today we ask questions about substance abuse to be
able to provide co-occurring services to those who
need them.

DBH-CCRT has done targeted outreach to law
enforcement agencies around the county. These efforts
have increased coordination between law enforcement
and CCRT to significantly reduce the number of
involuntary holds written by law enforcement officers
while providing a more consumer friendly intervention.

There has not been a child in a state hospital in 2 years.

We only need 14 state hospital beds and 30 IMD beds,
with only an 80-85% utilization rate.

The budget is $198 million.

Only 12% of the budget is spent on inpatients services.
More diverse clients are treated in appropriate levels of
care in the community.

Name
Comprehensive Child/Family Support System

Integrated New Family Opportunities (INFO)

One Stop Tay

Clubhouse

Forensics

ACT/MAPS

Crisis Walk-in Centers

Triage

CCRT

Homeless

Alliance for Behavioral and Emotional Treatment (ABET)

Circle of Care: SD

Circle of Care: Mobile Outreach

Program
Number
C-1

TAY

A-3
A-4

A-5

A-7

A-8

OA-1

OA-2

Component Type
Full Service Partnership

System Development
Outreach and Engagement
Full Service Partnership
System Development

Full Service Partnership
System Development
Outreach and Engagement
System Development
Outreach and Engagement
Full Service Partnership
System Development

Full Service Partnership
System Development
Outreach and Engagement
System Development
System Development
Outreach and Engagement
Full Service Partnership
System Development
Outreach and Engagement
Full Service Parrnership
System Development
Outreach and Engagement
Full Service Partnership
System Development

Outreach and Engagement

Totals
532

2524
5436
69

413
605
1489
1373
3883
400
174
271
7900
12117
7853
3855
7348
61
1105
948
12
632
10399
34
1034
1647

Total Served by MHSA 72,114



he Community Program Planning (CPP)

process was initiated in the County of San
Bernardino in January 2005. This first component of
the Mental Health Services Act (MHSA) was intended
to facilitate stakeholder inclusion in overall mental
health system transformation and integration. During
the earliest stages of the MHSA CPP, the Department
of Behavioral Health (DBH) MHSA Executive Planning
Committee was established. As a result, DBH reached
out to existing intferagency partners, tapped into
existing age-specific collaboratives and linked with
the county’s Mental Health Commission in order to
establish county-wide support and leadership for the
anticipated orientation, training. needs/resource
assessment, work plan development and ongoing
implementation activities.

The county’s CPP funding proposal was approved
in early 2005 and provided for MHSA coordination and
outreach staff, along with resources for the planning
process. The Community Policy Advisory Committee
(CPAC) was established in 2005 to provide a monthly
forum for MHSA updates, stakeholder inclusion,
implementation oversight and policy setting and is
comprised of over 35 member agencies, including peer
support network members, clients, family members and
their advocates.

From the beginning, the county’s implementation
of the CPP process has been committed to the “robust”
engagement of community stakeholders in the
planning of each MHSA component, while also viewing
ongoing stakeholder inclusion as an integral part of
the transforming system. Through a variety of activities
during 2005, the county established a CPP strategy with
the future capacity to include an expanding array of
stakeholders in the community conversation and in the
system’s tfransformation.

Community Program Planning Structure

Team-building and Training: The County of San
Bernardino is a geographically large and diverse area with
a culturally diverse population. This has created many
opportunities for resource and interagency partnerships
tfo develop around the unique qualities of our various
communities. In order to open the MHSA conversation to a
broad community of stakeholders, these existing networks
and partnerships served as an important gateway during
the CPP process.

A first step in the CPP process was the coordination
of orientation and fraining for our interagency partners,
community advocates, clients/consumers and their families
and DBH/contractor staff. In collaboration with the California
Institute for Mental Health (CIMH), a comprehensive training
series was offered to potential planning partners during
the spring of 2005. These events were designed o provide
information on the MHSA and county characteristics, to
recruit new stakeholders to the multi-faceted CPP process
and to publicize planned stakeholder input events. By
the end of the training series, the county’s MHSA planning
process assumed a position of “front and center”, receiving
broad support from agency partners and direct participation
by a wide variety of providers, consumers, family members,
advocates and potential clients.

Establishment of Age-Specific Work Groups: The
comprehensive MHSA orientation and training process
ensured that DBH’s active CPP participants could serve
as leaders in an informed discussion, needs assessment
and decision-making process. Because the Community
Services and Supports (CSS) component of the MHSA
required counties fo develop plans around the needs and
concerns of defined age groups, four Age Specific Work
Groups (Child, Transitional Age Youth (TAY), Adult & Older
Adult) were established. Each group included diverse
representatives of community agencies/organizations,
family members, and consumer advocates. These Age-
Specific Work Groups collaborated with the MHSA CPP
Coordination/Outreach Team to plan and facilitate
stakeholder engagement activities and subsequently
evaluate stakeholder input, county data and MHSA

Guidelines to develop a comprehensive CSS Work Plan/
Proposal. These Work Groups constitute an ongoing feature
of the county’s implementation and system transformation
process, providing leadership and maintaining stakeholder
partnerships over time.

Consumer and Stakeholder Involvement: Throughout
the CPP process for Community Services and Supports,
DBH’s coadlition of diverse stakeholders focused intently on
the “whatever it takes” philosophy that the Mental Health
Services Act introduced into the planning. service delivery
and system evaluation process. As consumers and their
families, community members, potential clients, and others
were welcomed to the conversation, DBH was especially
eager to find new ways to operationalize “stakeholder
inclusion”. With an eye toward MHSA transformation and true
system integration, including consumers, family members,
diverse cultural groups, and community advocates in every
aspect of MHSA implementation would actually help to
“drive” the system transformation.

As the county’s inifial “robust” Community Program
Planning process concluded with the completion of the
CSS Work Plan, the MHSA CPP staff, along with members
of the MHSA Executive Planning Committee, continued to
pursue options that would effectively support stakeholder
inclusion throughout the mental health system. Shiffing
into the “ongoing” CPP mode during 2006, members of
the county’s MHSA transformatfion coalition contfinued to
work on the important project of creating the new county
employee classification of Peer & Family Advocate.

The county’s CPP process contfinues to inform and
impact the planning, implementation and evaluation of
the county mental health system. Additionally the CPP
has been an important part of DBH planning and gaining
approval for all MHSA components. In the first 5 years since
MHSA passed, DBH has received approximately $240 million
and served over 72,000 consumers, a true testament to the
successful CPP process.
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C-1 Comprehensive Children & Family Support Services (CCFSS)

he Comprehensive Children and Family
Support Services (CCFSS) program
is a Full Service Partnership (FSP) providing
“Wraparound” services that include:
o “Whatever it takes” philosophy
e Full cooperation with children and their
families
e (Goals established & pursued together
e Focus on strengths
e Services based on needs

Mental Health Services provided include Case
Management, Individual and Family Therapy,
Crisis Intervention, Collateral Support including,
24-Hour Telephone Support Services, Stress & Anger
Management Training, Parent & Family Advocate,
Parenting Support, Teen Support Groups, and
Medication Support.

Non Mental Health Services provided include
Parent Partner supportive meetings and flexible
funds to pay for resources to meet life needs.

The CCEFSS program serves children and youth
with emotional disturbances and co-occurring
disorders who meet the following eligibility
criteria:

e Family income at 200% or less of the

Federal Poverty Level

e Unserved, underserved & inappropriately
served culturally-diverse communities
e As aresult of the mental disorder, the child
has substantial impairments in at least two
of the following:
— At risk of removal from home or has
dlready been removed from the home
— Mental disorder and impairments have
been present for more than 6 months or
are likely to continue for more than one
year without treatment
e Child and/or youth displays one of the
following: psychotic features, risk of suicide
or violence due to a mental disorder

Five major life domains in the behavior of children
and adolescents are considered when qualifying
children and youth for FSP’s, these are:

e At risk for out of home placement due to
family & peer problems

e School failure

¢ Involvement with the Child Welfare and
Juvenile Justice System
Acute psychiatric inpatient hospitalizations
Alcohol & Drug problems of youth with
mental illnesses

\ 12



he Integrated New Family Opportunity

(INFO) program provides services for
juvenile children/youth and their families that have
been un-served or underserved. INFO obtains
services for juvenile children/youth and their families
that have been un-served or underserved. The
program is currently serving the Central Valley area
from Yucaipa to Fontana.

The INFO Program works with the juvenile
population (ages 13-18) who are on probation,
including their siblings, parents and other significant
family members.

The INFO program provides services using two
Evidence Based Screening Instruments:MAYSI-2
(Maossachusetfts  Youth  Screening  Instrument-
version 2) and COMPAS (Correctional Offender
Management Program for Alternative Sentencing)
and two Evidence Based Services:

e Functional Family Therapy (FFT) in which the
goal is to:
— change the maladaptive behavior of
youth and families
— engage and motivate the family in the
change process
e Infensive Case Management
— Intensive Probation Supervision minimum
of three contacts per week
— 24/7 access to case management

Other program services include:

African-
American

Mental Health Assessment

Alcohol and Drug (AOD) Services

— AOD Assessment

— AOD services and referrals

— Work closely with Probation to address
results of drug testing

Community Resource Specialists

— Peer and Family Advocate

— Probation Correctional Officer

Multidisciplinary Treatment Team

— Weekly case conference meetings with
Probation and Behavioral Health staff to
discuss the progress of the minors

7~ Caucasian
7%

26%

Latino
67%
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he Department of Behavioral Health,

in partnership with the Departments
of Probation, Public Health, Children and Family
Services, Transitional Assistance Department,
Inland Regional Center and the San Bernardino
County Superintendent of Schools, are addressing
the needs of Transitional Age Youth (TAY) (ages
16-25) under 200% of the poverty level with
mental and behavioral disabilities, by providing
coordinated and comprehensive support and
direct services at One Stop TAY Cenfters.

Services for TAY address transition domains
of employment, educational opportunities, living
situations, community life, medication, mental
health, physical well being, drug and alcohol
use, trauma, domestic violence, and physical,
emotional and sexual abuse, hopefully resulting
in greater independence. Services are gender
specific, culturally and linguistically appropriate.
The TAY Centers provide programs, that allow TAY
Clients to selectively utilize services needed to
maximize individual potential (Recovery Model)
while already in the community and to use
interim services (Short-Term Residential Model) to
prepare TAY for entry into the community. With
mulfi-agency collaboration, services from each
agency are co-located in the centers for easy
access, and to eliminate barriers of maneuvering
separate systems. A real focus is placed on
providing services to TAY aging out of the foster
care system.

There are four TAY One Stop Centers in the
County of San Bernardino located in: San
Bernardino, Rancho Cucamonga, Victorville and
Yucca Valley.

TAY Center Services include:

e Therapy/Counseling

o Homeless Assistance

e Independent Living Skills classes

e GED/High School Diploma classes

e Extended Education Assistance

e Employment Assistance

e Transportation Assistance

e Community Involvement

e Variety of Group Settings

e Indoor/Outdoor Activities

e Recreation Activities
The centers assist TAY towards becoming independent,
staying out of the hospital and the criminal justice
system, and reducing homelessness.

Native American
2%

Asian/Pacific Islander
1%
African-American

23% ,— Caucasian

45%

Latino
29%
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A- ] : Clubhouse Expansion

Clubhouses provide Wellness, Recovery
and Resilience Model programs in clubhouse
environments that are stigma free for the
Seriously Mentally lll population to increase
their overall functfioning and community
infegration.

System Development: Clubhouses
are primarily consumer staff operated and
members have significant input in program
and activity choices. In the clubhouses,
there are various work units including clerical,
maintenance, food services, clothes closet,
and newsletter, from which members can
develop pre-vocational skills. Peer and Family
Advocates (PFAs) and other consumer leaders
provide a variety of groups in clubhouses
including basic education, spirituality, work
fraining, money management, activities of
daily living, relationships, crisis management,
advocacy, and health related issues that
increase members’ ability to integrate and
cope in the community. The clubhouses
sponsorregularlyscheduledsocial/recreational
activities, both in the community and on site,
that increase members” ability to interact and
develop skills that improve ability to function

in the community.
Members also have an

Caucasian iNCreased  opportunity
37% to celebrate holidays
and  cultural  events

which, are planned and

Latino
24%

implemented by the clubhouse community.
Clubhouses provide assistance to members
with clothing from the clothes closet, assistance
with fransportation by providing bus passes
and van fransportation to appointments,
meals prepared and served by the food
service units that include daily meals at the
larger clubhouse or distribution of food boxes
in collaboration with local food banks.

Outreach and Engagement: Outreach
and Engagement: PFAs provide a wide
variety of tfrainings and presentations both in
the community, at board and cares, clinics,
hospitals, agencies, and in the clubhouses on
Recovery Model, housing, benefits programs,
advocacy, accessing community resources,
working with police, voting, and health
related issues in an effort to recruit consumers
to visit and join the clubhouses. PFA’s also
work with members in the clubhouses on a
one to one basis fo assist consumers link to
housing, benefits, education and employment
resources and develop a support system to
better cope with with crisis, substance abuse,
economic and relationship difficulties.

Asian
4%

Native American
2%
Caucasian
- 42%
African-
American
pI

Latino
26%



Asian/Pacific Islander

4%

A-2: Forensic Integrated Mental
Health Services

The Forensic Integrated Mental Health Services consists
of three programs:
e Forensic Assertive Community Treatment
((FX®1))
e Supervised Treatment After Release (STAR)
e Crisis Infervention Training (CIT)

Forensic Assertive Community Treatment (FACT) is a full
service partnership. A multi-disciplinary team consisting
of mental health professionals, Probation, a Psychiatrist,
and the Courts collectively provide counseling, 24/7
infensive case management, Psychiatric services, and
housing. financial and educational assistance as well
as employment services.

The Supervised Treatment After Release Program
(STAR) is a full service partnership, with STAR clinical staff
and case managers, Superior Court of San Bernardino
County, Sheriff’s Department, San Bernardino County
Probation, Public Defender, District Attorney, Cedar
House Rehabilitation, and
various DBHHousing programs.
Services are delivered as
part of a voluntary Mental

Native American
4%

[— Other
2%

Caucasian

e NG /-Gy Health Court to assist clients

African-American —

28%

African-American =\

12%

19

in recovery through day
rehabilitation,  co-occurring
services, psychiatric services,
group and individual
therapy, and infensive case
management with financial
and housing support.

Crisis Intervention Training (CIT) is a partnership
between law enforcement and behavioral health.
Law enforcement staff attends a 32 hour CIT Academy

regarding behavioral
" Nath S Sser health issues and
%\ culturally competent

,— Caucasian

51 Interventions, the purpose
of which is to bridge the
gap between the culture
of Law Enforcement and
Mental Health.

Other —
20%

-~

A-3: High User Assertive

Community Treatment

The High User Assertive Community Treatment (ACT)
program provides community-based assertive case
management and wrap-around services. Services are
provided to consumers 24 hours a day, 7 days per week.
Services include mental health interventions, assertive
case management, and the full range of community-
based services consistent with the Recovery Model.
Services are provided in partnership with families,
Probation, private medical and psychiatric providers,

and providers of acute care.

Services include education and employment
preparation, training and support. There is also support
for sober living, safe havens, fransitional shelter,
single room occupancy and permanent housing,

as appropriate. Case
management  services
include substance
abuse interventions and
access to  substance
abuse services, including
detoxification.Psychiatric
services are provided by
program staff.

Asian/Pacific Islander Native American
4% 3%
Other .
N Caucasian
e £ 6
Latino
246 )

~— African-American

27%

A-4: Crisis Walk-In Centers

The Cirisis Walk-In Centers bring services to the
community that were not otherwise available prior to
MHSA. The CWICs allow the consumer to stay in their
community and provides the opportunity to involve
caregivers and families in the problem solving. Remote
areas such as Morongo Basin and the High Desert had
no local options for emergency mental health services

prior to the CWICs.

Crisis System of Care (SOC) - Crisis Walk-In Clinics
have been infegral fo the development of a Crisis System
of Care (SOC) serving San Bernardino County 24 hours a
day, 7 days a week. The Crisis SOC that has developed in
the county includes a partnership between CWIC, CCRT,
the Psychiatric Triage Diversion Program, local hospital
emergency departments, and local law enforcement
agencies. These programs, working in collaboration,
provide crisis interventions, risk assessments, linkage
to resources, and medication referrals. The Crisis SOC
ensures that consumers get the right service at the
right time in the right place. As a result, consumers

are maintained in the lowest level of care possible while
maintaining safety and dignity. The positive outcomes
of the Crisis SOC partnership benefit our consumers, the
public, and all of our community partners.

Law Enforcement Partnership — The partnership CWIC
has developed and maintained with law enforcement
agencies in the East Valley, High Desert, and Morongo
Basin is a critical component of the Crisis SOC. CWIC's
partnership with law enforcement agencies allows officers
to return to other duties more quickly while simultaneously
providing better access and services to the community as
a whole. The support that CWIC and CCRT provide to law
enforcement agencies across the county gives officers
a variety of options

1 Other
when responding fo ( 3%
critical mental health O =, /— Caucasian
0 q 0 0 29% 39%
incidents which, in

turn, helps consumers

to be maintained in : :

Native American
the lowest level of 1% Y
care possidle. Asian/Pacific

Islander
1% 27%

A-5: Psychiatric Triage Diversion

Program
The Triage Diversion Unit is located at Arrowhead Regional
Medical Center (ARMC). Services provided include:
Screening and assessment
Crisis intervention
Linkage and referral
Placement
Transportation
Advocacy
Mental health education
Collateral contacts
Discharge planning
Conflict resolution between clients and family/
caretakers
e Consultation with admitting treatment
team, including psychiatrists, nurses, and
administration

Other

9% Native American
Asian/Pacific 1%

Islander
1%

African-American
~4

17% Va Caucasian

46%

Latino —/

26%

>~— African-American

A-6: Community Crisis Response Teams

The Community Crisis Response Team (CCRT) utilizes
specially tfrained mobile crisis response teams to provide
crisis interventions, assessments, case management,
relapse prevention, medication referrals, and linkage to
resources through collaboration with law enforcement,
hospitals, Children and Family Services, Adult Protective
Services, schools, and other community organizations.
CCRT also provides follow-up services to Medi-cal eligible
children being discharged from psychiatric facilities,
including linking those children and their families to
on-going outpatient mental health services and other
community resources.

The goal is to provide the right service at the right
fime in the right place. Hospitalization is a traumatic
experience. Often consumers on an involuntary hold
do not need inpatient services. CCRT works using the
philosophy that freatment should be at the least restrictive
level. The CCRT should be an alternative to, or partner with
Law Enforcement.

Services are provided to Consumers experiencing
mental health crisis, including children, fransitional age
youth, adults and older adults, regardless of funding.
CCRT also provides disaster response services to localized
disasters and communities experiencing a fraumatic event
as well as response to large scale disasters.

CCRT's outreach and engagement efforts included
collaboration with law enforcement, hospitals, Children
and Family Services, Adult Protective Services, schools,
and other community organizations. The CCRT West Valley
team works closely with the DBH Integrated Health clinic.
Also, CCRT's Peer & Family Advocates have started family
support groups in the community to help build family and
community resiliency.

CCRT crisis services staff also participate in the Crisis
Intfervention Training (CIT) program by the DBH-Forensics
unit in conjunction with the San Bernardino County Sheriff’s
Department. The CIT program is a 32 hour mental health
course presented to law enforcement agencies to assist
their officers in making ) : .
appropriate choices in  NfeAmeren [ 5%
the field when responding
to critical mental health
|nC|deans. This frrommg is L;‘f";)" ~ — Caucasian
then reinforced in the field 43%
when working with CCRT
staff on crisis calls.

Asian/Pacific \_
Islander African-American

1% 16%
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A -7: Homeless Intensive Case
Management and Outreach Services

The Homeless Intensive Case Management
and Outreach Services Program provides case
management services which include linkage to
community and county resources, employment
preparation and support, a Drop-In Center which
provides Recovery Resource Center (RRC) services
including access to laundry facilities, snacks and
beverages, access to mail and postage, toiletries
and shower facilities, temporary housing in
emergency shelter beds and referrals o community
self-help and support groups The Homeless Program
staff works with homeless consumers on the streets
and in the clinics.

The program serves those who are homeless or
at imminent risk of incarceration or hospitalization,
have a qualifying mental disorder as established
by previous treatment within DBH or as assessed
by Homeless Program staff, have no source of
income, willing and able to participate in program
activities, willing to adhere to housing rules, willing
tfo remain free of drugs and alcohol while in the
program, able to manage one’s own medications,
not in need of any assistance to perform basic
activities of daily living, not at risk for violent behavior
and with no pattern of predatory or exploitative
behavior.

Native American Asian/Pacific Islander
1% 0%
Other
o -
Caucasian
’ 38%
African- —/
American
25%
Latino
21 27%

A-8: Alliance for Behavioral Health
and Emotional Treatment

The Alliance for Behavioral Health and Emotional
Treatment (ABET) is an allionce of mental health
service providers in the Big Bear Lake area that
provides mental health services to children and
adults. ABET began in May 2009 to help a traditionally
underserved area. The Big Bear Lake area has a
population of 2,000 which grows tfo 10,000 in peak
holiday fimes. Services include:

Crisis response personnel
Psychotherapy

Medication services

Certified Alcohol and Drug Counselor
Peer and Family Advocates

Resource directory

Latino Caucasian
18% 82%
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OA- ] : Circle of Care

Age Wise is a program for diverse, high end,
mentally ill adults 60 years of age and older. Services
include:

o Clients who are coming out of
conservatorship, psychiatric units and long
term care facilities

¢ |n home mental health counseling and
infensive case management services

o Assessments and 5150 evaluations

¢ Facilitated transportation for medical and
judicial appointments and other issues of
daily living matters

Other services Age Wise provides include
collaborating with the Crisis Intervention Training
(CIT) to train law enforcement on matters pertaining
to diverse older adults, assisting in the placement
of long term care for older adults who can no
longer care for themselves, providing seniors with
information, and increasing referrals to the Elder
and Family Care Clinic at the Arrowhead Regional
Medical Center (ARMC) outpatient department,
resulting in improved access to physical health
care for older adults. Additionally, a network of
senior peer counselors provide services to older
adults county-wide and deliver presentations to
senior centers, regional councils on aging and other
community agencies.

Asian Pacific/
Islander
4%

1%

Other . .
3% _\ Native American

African-
American
10%

Caucasian
r 44%

Latino
38%

OA-2: Circle of Care Mobile

The Age Wise mobile program serves
adults 60 years of age and older. Services
include in home mental health counseling and
Infensive case management, assessments and
5150 evaluations and mobile crisis response,
facilitated transportation for medical and judicial
appointments and other issues of daily living
matters. The program is located in the high
desert and provides crisis intervention and mobile
response services to prevent hospitalizations and
homelessness for older adults in that area.

Because of this program, Older Adult
consumers are not utilizing costly psychiatric
hospitalizations as their primary resource for
management of their mental illness or other issues
related to the aging process. There has been a
decreased number of calls to law enforcement
agencies relating to older adult and mental
health issues.

Program staff also deliver outreach and
engagement services, referrals and resources for
the senior population including food, placements,
shelters, clothing and other primary and basic
needs.

Asian Pacific/Islander

2% Native American

1%
African-American —
12%

Other Caucasian
T6% 8 51%
Latino

18%
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he Department of Behavioral Health

established a Five Agency MOU (San
Bernardino County Department of Behavioral
Health, San Bernardino County Office of Homeless
Services, San Bernardino County Community
Development and Housing, Redevelopment and
the Housing Authority) to work collaboratively to
implement the newly draffted DBH Housing Master
Plan. The goal is to develop 150 new permanent
supportive housing MHSA units for homeless or at risk
of homeless consumers.

We held a Cities Summit on March 2, 2009 to
collaborate withcitieswithinthe county on affordable
housing. The Guidelines for Application mandatory
developer’s conferences began with our first one
in Rancho Cucamonga on July 20, 2009 and was
attended by 44 housing developers. Subsequent
mandatory developer’s conferences have been
held in Rialto, San Bernardino and Victorville. Our
next mandatory developer’'s conference will be
held in the Morongo Basin. Applications will be
accepted on an ongoing basis.

DBH Housing with assistance from its consultants
developed MHSA Housing Program “Guidelines
for Applications”. The Guidelines for Applications
are instrumental for developers to apply for the
MHSA Housing Program funding in which we have
determined that 150 permanent affordable housing
units can be built with the $20 million we have
allocated for housing development. DBH Housing
formed the Technical Review Housing Committee
and the Executive Housing Group o provide expert
staff to review future MHSA Housing Program housing
applications. Currently, three developers have
submitted pre-applications for the MHSA Housing
Program, each in a different city within the county.

DBH Housing is a member of the County
Homeless Codlition and participates in assisting
the Office of Homeless Services to develop new
guidelines and policies for the development of the

County’s Homeless Partnership Provider Network
and Homeless Partnership Policy Network. DBH
Housing was a major contributor to providing housing
information and strategies about housing models to
the final draft of the County of San Bernardino’s 10
Year Plan to End Homelessness which was approved
by the Board of Supervisors in 2009.

In 2009, DBH Housing implemented the MHSA
one-time-only funds to establish the $2.8 million
Master Leasing Emergency Housing Program. This
program provides thirty-five 6-month emergency
housing vouchers for Full Service Partnership (FSP)
members. Later, these consumers can be transferred
intfo any of the three HUD Shelter + Care programs.
In both the Master Leasing Program and the Shelter-
Plus-Care programs, the DBH Housing Program
collaborated with the local Housing Authority to
implement the programs. Thirty-nine clients have
received emergency housing through this program
since the first client lease in March 2009.Thirty-two of
these clients have subsequently been transferred to
one of our three Shelter + Care programs.

In 2009, an MOU was developed with
Community Action Partnership to participate in the
HUD Homeless Management Information System
(HMIS) Program. The DBH Housing staff is the only
County Department to be a participant in HMIS. HMIS
allows for tracking services clients receive from any
participating HMIS agency, including non-profits.
The data input info HMIS will be used in conjunction
with E-Snaps to produce the HUD required Annual
Progress Reports (APR) for each HUD funded housing
program. The data is input for each client as they
enter a program and ongoing services are input as
well as their demographic data.
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he purpose of Prevention and Early

Intervention (PEl) services is to focus
programs and strategies at the early end of
the contfinuum of care. Prevention services
provide strategies and activities to deter the
onset of a behavioral health condition among
individuals and to change community conditions
that contribute to onset of behavioral health
problems. Early Intervention includes services
and activities directed toward individuals
who are exhibiting early signs of a behavioral
health condition and other problem behaviors
associated with mental illness and targets them
with special programs that provide assessment
and a relatively low-intensity, short-duration
(less than one year) intervention to measurably
improve the behavioral health problem or
concern very early in its manifestation.

In response to the MHSA PElI Guidelines, a
Plan for PEl services was created via an extensive
community planning process and in partnership
with community members, behavioral health
consumers, family members, and other County
partners. The plan was submitted to the Mental
Health Services Oversight and Accountability
Committee (OAC) in July 2008 and approved in
September 2008. An application for additional
Augmentation funding was submitted in April
2009 and later approved, as well as a request
for Training, Technical Assistance, and Capacity
Building funding. The approved Plan consists of
twelve projects that were developed based on
PElI key community mental health needs, priority

populations, and stakeholder priorities. The
twelve projects are divided into three initiatives,
including: School Based Initiative, Community
Based Initiative, and Systemn Enhancement
Initiative.

Inordertofasttrackservicestothe community
several of the projects were implemented
during the end of FY 08/09. In addition, PEl has
taken strides towards building the capacity of
the providers by coordinating three extensive
fraining and certification sessions for Student
Assistance Programs and one for NCTI Crossroads
Education. Additional tfechnical assistance and
networking opportunities are coordinated across
the system. To support interested community
and faith based organizations in the county,
Subject Matter Experts are contracted by the
DBH-Office of Prevention and Early Intervention
tfo serve as Community Licisons to DBH. Their
primary function is to continue to build the
capacity of county communities, provide
requisite specialized subject matter expertise to
agencies and advise and educate stakeholders,
department staff and consumer/family members.
Finally, three technical assistance sessions, in
collaboratfion with the Grants Coordination
Office, were provided to assist community
based organizations in understanding and
completing the DBH procurement process.
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School-Based Initiative

Preschool PElI Project: The Preschool
Services program provides mental health
services for diverse preschool children and
prevention training for their parents and
teachers. The program’s goal is to prevent
and reduce the occurrence of aggressive
and oppositional behavior in preschool
children, thus reducing the chance of
developing delinquent behaviors Iater in
life.

Student Assistance Program (SAP):
The SAPs are a school-based approach
to providing focused services to diverse
students needing preventive activities and
interventions for substance abuse, mental
health, academic, emotional, or social
issues. They are a process that connects
education, programs, and services within
and across school and community systems
to create a network of supports to help
students.

Resiience  Promotion in  African-
American Children: The Resilience Promotion
in African-American Children Program will
provide PEl services for African-American
children, youth, and their families by
incorporating African-Americanphilosophies
and traditions as a platform from which to
offer mental health educational programs.

Community-Based Initiative

Family Resource Center (FRC): The FRCs
offer various programs that are tfailored to
be culturally and linguistically competent

and meet the identified needs of the
communities they serve. Services offered
include prevention programs for children
and youth, community counseling, older
adult prevention services and parenting
support.

Native-American Resource Center:
These centers function as commmunity-based
organizations that provide an extensive
array of prevention and early intervention
resources including outreach and
education, family support, parenting, youth
empowerment, work force development
and education assistance utilizing strength
based igeleljjlelple] Native-American
programs.

Promotores de Salud (Community
Behavioral Health Workers): The objective
of this Prevenfion program is to deploy
Promotores de  Salud (Community
Behavioral Health Workers) into the Latino
community.  These individuals promote
mental health awareness, education, and
available resources for the members of
various communities throughout the county
in a culturally and linguistically appropriate
mannetr.

NCTI Crossroads Education: The NCTI
Crossroads Education curriculum-based
program is a prevention strategy delivered
according to unique methods that foster
positive, pro-social behavior in children
(10-15) and TAY (16-25), with emphasis on
prior offenders.

System Enhancement Initiative

Military Services and Family Sup-
port Program: This project provides in-home
screenings, mental health education, and
rehabilitative support for military service
members and their families.

The Nurse Family Partnership: This
program targets first-fime, low-income
mothers for home visitation services from
registered public health nurses to improve
their health, well being and self sufficiency.

Community Wholeness and Enrichment:
The focus of this project is Prevention
and Early Infervention services targeting
Transition Age Youth (TAY) and adults
experiencing early onset of a behavioral
health condition. Additional components
include educating families regarding their
role in the participant’s recovery and
community education.

Older Adults Community Services: This
program provides Prevention and Early
Intervention Services for older adults to assist
them in maintaining an appropriate level
of home and personal safety, and provide
prevention screenings and intervention.

Child and Youth Connection: This
program provides Prevention and Early
Intervention services to foster and juvenile
justice involved children and Transitional
Aged Youth (TAY) throughout the County
of San Bernardino via infensive case
management, linkages, and referrals.

PREVENTION WORKS!

The PEI team believes that
preventative efforts work. With
90% of the programs in full
operation, DBH continues to
move forward to systematically
build a comprehensive
prevention system. Ongoing
efforts include finalizing an
evaluation system, providing
capacity building activities for
the community and prevention
providers, monitoring

the quality and fidelity of
services and activities, and
strengthening partnerships
with communities and within
communities.
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(WET) component of the Mental Health
Services Act (MHSA) was created to address
identified shortages in mental health occupations,
skill sets, and individuals with unique cultural and
linguistic competence that provide services in the
public mental health system. Another focus is to
provide education and fraining for all individuals
who provide or support services in the public mental
health system, including fostering leadership skills.
DBH submitted its WET Plan to the Department
of Mental Health on July 31, 2008. The plan was
approved on October 27, 2008.

All actions proposed in WET Plans had to meet the
following criteria:
e Develop and maintain a culturally
competent workforce
e Include clients and family members, who
are capable of providing client and family-
driven services that promote Wellness,
Recovery, and Resilience
e |ead to measurable, values-driven
outcomes

DBH chose to create actions in all five categories
recommended for consideration of WET plan
actions:

o Workforce Staffing Support

e Training and Technical Assistance

o Mental Health Career Pathways Programs

e Residency, Internship Programs

e Financial Incentive Programs

WET Plan Activities

During the workforce needs assessment, DBH
discovered several findings from which the plan
was created. Findings included a disproportionate
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amount of prelicensed staff to licensed staff, a lack
of bilingual staff in direct service positions, a loss of
staff to state prison systems, a large number of hard
to fill positions, especially in the outlying areas of the
county, and a low number of staff close to retirement.
A stakeholder group, the Workforce Development
Committee, was created to address these issues and
overseeimplementation ofthe WET plan. The Workforce
Development Committee prioritized activities based
on the findings in the workforce needs assessment.
Priorities were to increase the number of licensed
staff, transition bilingual staff from paraprofessional
positions to direct service positions, develop a pipeline
of future mental health workers, continue to develop
the consumer workforce, and invest in training for staff
that are generally far from retirement age, tfo increase
competency and improve retention rates.

As a result of the priorities the following programs were
included in the WET Plan:
e Expand existing training program
e Training to support the fundamental
concepts of MHSA
e Develop core competencies
e Outreach to High School, Community
College, Adult Ed and Regional
Occupational Program (ROP) Students
o Create and implement a leadership
development program
e Continue to develop Peer and Family
Advocate (PFA) workforce support initiatives
Expand existing Internship Program
Develop a Psychiatric Residency Program
Create a Scholarship Program
Increase eligibility for federal workforce
funding
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Capital Facilities Component
Description

The California Department of Mental Health
(DMH) has provided a unique opportunity for the
County of San Bernardino Department of Behavioral
Health (DBH) to strengthen its mental health system
through the Mental Health Services Act (MHSA)
Capital Facilities component. This Component
adllows DBH to address its capital facilities needs
and increase its infrastructure to promote program
implementation and to support the continued
delivery of the county’s MHSA programs for diverse
adults and older adults with severe mental illness
and for children and youth with serious emotional
disturbances and their family members.

DBH may develop Capital Facilities projects that
support the goals of the MHSA and the provision of
MHSA services. The planned Capital Facilities projects
should produce long term impacts with lasting benefits
that move the mental health system towards the goals
of wellness, recovery, resiliency, cultural competence,
prevention/early intervention, and expand the
opportunities  for accessible community-based
services for clients and their families which promote
reduction in disparities to underserved groups.

On December 18, 2008, the County of San
Bernardino submitted its CFTN Component proposal
to DMH providing an overview of future Capital
Facilities and Technological Needs projects. The
DMH approved the County’s Capital Facilities and
Technological Needs Component proposal on
January 12, 2009. On June 17, 2009, the County of
San Bernardino submitted a Capital Facilities Project
Proposal to DMH, proposing to utilize its MHSA Capital
Facilities funds to renovate a vacant County-owned
facility located in San Bernardino for the One Stop
Center/Crisis Residential Program for Transition Age
Youth (TAY). The DMH approved the County’s Capital
Facilities Project Proposal for the One Stop Center/
Crisis Residential Program on July 28, 2009.

Project Description - One Stop TAY
Center/Crisis Residential Program

The County of San Bernardino Department of
Behavioral Health’s Capital Facilities project proposal
is fo renovate a vacant County-owned facility located
in San Bernardino, California. The facility will provide
mental health services, with the goal of increasing
client and family empowerment and improving
access and appropriateness of care. Renovations of
the property will allow DBH to relocate the existing
TAY Center services and staff to the newly renovated
facility and expand its existing MHSA programs by
providing greater accessibility and availability tfo
clients. The facility consists of approximately 20,000
square feet that will serve as the new location for the
San Bernardino One Stop TAY Center. The renovation
will also provide the DBH the opportunity to expand its
integrated services by including approximately 10,000
additional square feet within the Center to support a
14 bed Crisis Residential Program that will serve as an
alternative to hospitalization and emergency room
visits. The new services will allow diverse clients that are
experiencing serious mental illness the opportunity to
receive short-term intensive mental health services,
twenty four hours a day, seven days a week at a more
appropriate level of care, avoiding hospitalization
and reducing the stigma commonly associated with
the experience of hospitalization. Renovations of the
facility are expected to begin in 2010 and will require
two (2) phases:

1. Interior Abatement and Demolition - Expected to
be completed in approximately six (6) months.

2. Interior Building Improvements - Expected to be
completed in approximately 9-12 months.

It is estimated that renovations for the One Stop TAY
Center will be completed in 2011.

Future Projects:

The County of San Bernardino Department of
Behavioral Health intends to pursue future projects with
its remnaining MHSA Capital Facilities funds allocation in
2010.
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OVERVIEW

Consistent  with  the MHSA Technology
Component guidelinesto modernize and transform
information systems and increase consumer
and family empowerment, the Department of
Behavioral Health (DBH) has identified six projects
that will enable a collaborative decision-making
process with service providers, consumers and
families in all aspects of the mental health
system. The technology component will provide
technology solutions to significantly improve
quality of care by providing current and accurate
accounting of a consumers mental health history
to the service provider, the consumer and their
family, when appropriate.

The projects are designed to provide for
the development of a long-term integrated
infrastructure for mental health to facilitate
the highest quality, cost-effective services and
supports for consumer and family wellness, recover
and resiliency.

ACCOMPLISHMENTS

[] Appointment Scheduler (Completed)
] Charon-Vax completed)
[] Data Warehouse ©ongoing)

[] Geographic Information System ©ngoing)

—

PROJECTS

EMPOWERED COMMUNICATION / SHAREPOINT

Provide collaboration system for DBH internal staff
(SharePoint)

Increase the number of video conferencing units in
Behavioral Health

Upgrade current units involved in the Tele-Psych
program

The deployment of informational kiosks throughout
the Mental Health Plan’s service area in an effort to
broaden effective communications to the consumer,
family members and the general public

Creation of a communications website and blog
designed by and for consumers to share information

The establishment of computer lab facilities for
consumers and family members to access data
available through the county, consumer organizations,
and internet educational sites

VIRTUAL SERVER AND DESKTOP ENVIRONMENT

Provide high availability server environment for DBH
Utilize full system resources while increasing uptimes
Provide DBH will off site disaster recovery location

Provide high availability virtual desktop environment for
DBH

Secure mobile users and Protected Health Information
(PHI) by using Video Display Interface (VDI) to secure
PHI on County network

Provide easily managed desktop environment

Increase cost savings on deployment times,
administration, energy savings

DATA WAREHOUSE CONTINUATION

e Continue in the development and implementation of
the Data Warehouse project

e Increase infrastructure to support additional systems
and data sources

e Allow for the implementation of a storage area
network for production environment and disaster
recovery

CHARON VAX

e Migrate InSyst (SIMON) application from older VAX
based system to newer Intel based server

o Substantially higher data fransfer rates
o Maintenance of a single production environment

e An improved daily and month-end batfch processing
and reporting cycles

ELECTRONIC HEALTH RECORDS

e Electronic Health Records will provide immediate
recording of and access to important client service
information

o Will ensure that services are fully integrated across
departmental units and geographic regions

¢ Will overcome logistic obstacles in the sharing of
client service information and eliminate redundancy
in record keeping and reduce or prevent diagnostic
medication errors

SYSTEM REPLACEMENT

e Implement a new Behavioral Health Information
Management System to support the DBH’s MHSA
plan to meet best practices requirements in providing
services and support fo the client, family and
community partnerships

S [] Touchscreen ©ngoing)
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n the fall of 2008, DBH's Community Policy

Advisory Committee (CPAC) approved the
establishment of the Innovation Working Committee
(IWC). Beginning with a careful review of the Innovation
policy, principles and priorities the IWC dedicated itself
to building on prior stakeholder input received during the
Community Services and Supports and the Prevention
and Early Intervention components as well as to solicit
new input specifically for the Innovation component.

Innovation is a novel, creative, ingenious mental
health approach, expected to contribute to learning,
and developed within  communities through a
Community Program Planning process that is inclusive
and representative, especially of unserved, underserved
and inappropriately  served individuals. Innovation
projects have a learning time line attached and are
limited to projects that have not been tested in the
public behavioral health setting.

During 51 “targeted forums” with over 500 people
reached, each of the “target” communities were
acknowledged as experiencing access challenges
that can be addressed in innovative ways, shared
ideas regarding mental health system relevance and
are committed to codlition building around existing
resources and needs.

Emerging from this process, four (4) projects were
chosen for implementation under the initial Innovation
component plan.

[ Department of Be

On-Line Diverse Community
Experiences

This project will use popular Internet social networking
sites as a model for the distribution of mental health
information and resources. Consumers from diverse
cultures and communities will have the ability to access
this information and to establish their own “friends” and
“groups”. They will have the ability to share with others
experiencing the same issues and concerns. One of the
many things we hope to learn from this project is how
intferaction on the sites will fransform the understanding of
mental health challenges and promote wellness, recovery
and resilience.

Coalition Against Sexual Exploitation
(CASE)

CASE will strive to develop and test a collaborative
model of interventions and services for diverse children to
reduce the numbers drawninto prostitution and exploitation.
This model will address outreach, education, interventions,
outcome measures and ongoing planning. The long-term
learning goal is to make use of an innovative collaboration
to strengthen clinical practice for those who serve sexually
exploited children by developing creative clinical strategies
and combining existing best practices in trauma care with
local clinical expertise.

Community Resiliency Model (CRM)

Through the CRM project, the county will develop
a model for use by diverse ethnicities, communities and
unserved underserved populations to address personal
and community fraumatic events through the provision of
training to cultural brokers, who in turn will provide training in
their communities. The county hopes to strengthen linkages
and collaboration with diverse cultures and communities.

Holistic Campus

The Holistic Campus brings together all of the county’s
diverse cultures and communities in one location to provide
culture specific healing techniques as well as addressing
the myriad needs of those individuals who seek information
and help at the Holistic Campus. One thing we hope to
learn from the Holistic Campus is how people from diverse
communities and ethnicities can learn fromm each other and
how they work together.

The Innovation plan was posted for public comment
from December 1-31 2009. The plan was submitted to the
Oversight and Accountability Commission on January 11,
2010 and is scheduled for approval in February 2010.

PARTICIPANT REGIONS

West Valley:
Upland, Chino, Chino Hills, Montclair, Ontario, Rancho
Cucamonga.

Central Valley:
Fontana, Grand Terrace, Bloomington, Colton, Rialto.

East Valley:
San Bernardino, Redlands, Yucaipa, Highland, Loma
Linda

Eastern Desert:
Morongo Valley, Earp, Joshua Tree, Needles,
Pioneertown, Twenty-nine Palms, Yucca Valley

High Desert:

Adelanto, Apple Valley, Baker, Barstow, Hesperia,
Ridgecrest, Lucerne Valley, Trona, Victorville
Mountains: Big Bear City, Big Bear Lake, Angelus Oaks,
Skyforest, Sugarloaf, Running Springs, Lake Arrowhead,
Wrightwood

Community Planning
Process Participants

Asian P/I
4%
_~— Caucasian
34%

African American
1%

No answer
14%
Other
6% S

Two or more

4%
’ Latino

Native American 25%

2%

West Valley
20%

Mountains
10% |

Central Valley
18%

East Valley
23%

High Desert/

15% Eastern Desert

14%
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Total MHSA Funds Approved
FY 04/05 through FY 09/10

Component Approved Funds
Community Service and Supports $141,232,508
- Community Program Planning S 557,746
- MHSA Housing Program* $ 20,178,200
Prevention and Early Intervention § 36,065,000
Workforce Education and Training S 10,953,100
Capital Facilities S 8,921,642

Technology $ 13,128,060

Innovation § 7.475,800

Total Approved Funds $238,512,056

*The California Department of Mental Health, California Housing Finance Agency (CalHFA), and
County Mental Health Departments have partnered to make permanent supportive housing
available to individuals and their families affected by mental illness.

The County of San Bernardino has received approximately $240 million
since the implementation of MHSA for the six components. Over 72,000
people have been helped during the first five years of MHSA funding.
While this report outlines all of the success that the County of San
Bernardino Department of Behavioral Health has had in implementing
MHSA, funds are declining. Due to the economy, MHSA funds are
projected to decrease 19% in FY 2011/12 and another 15% in FY 2012/13.

The next five years will be very challenging given the current state of the
economy. DBH is consistently working on cost containment strategies

in order to sustain programs long term and to maximize this investrment
in our community. We know that MHSA works and with continued
stakeholder support, DBH will work to prioritize programs to continue to
provide the best possible services to the residents of the county.




Mental Health Services Act (MHSA) implementation could not have been possible without
partnerships with community agencies, community coalitions, community members, consumers,
family members, educational partners, and other county departments.

Almost 50% of the Community Services and Supports program services are provided by
community based organizations. Ten out of twelve Prevention and Early Intervention program
services are being provided by community organizations, including several new Department of
Behavioral Health (DBH) providers. Implementation planning inclusive of community feedback is a
major cornerstone of MHSA programming in the County of San Bernardino.

Consumers, family members and other community members, through stakeholder
feedback, provided input into the planning and implementation processes for all of the
components. This occurred through community forums, Community Policy Advisory Committee
meetings or public hearings, which were held in all districts of this vast county, inclusive of the

diverse county population.

The successful implementation of MHSA and all of the successes outlined in this 5 year
anniversary report would not have been possible without all of our partners. A big thank you to
all who participated in this exciting process — We look forward to continued collaboration in the
future!
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