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Introduction

The Fresno County Behavioral Health Board (BHB} can report ta you that the
dedicated staff of Department of Behavioral Health (DBH] provide good quality

- behavioral health services for Fresno County; however, they are handicapped by the
lack of employees at alf levels. The Department is unable to hire enough treatment
providers to serve their many clients, Hiring and retaining medical staff has been a
long-term problem, so DBH has contracted with Central Califernia Faculty Medical
Group to provide psychiatric and medical support services. Licensed clinicians
often are not available, and when they are, applicants are looking for more favorable
working conditions that may not be possible for county employees; perhaps more
flexible schedules might make for more successful recruitment. Many programs are
contracted out to private agencies, but writing Requests For Proposals (RFP) and
managing existing contracts is time-consuming for the limited staff who also have
other responsibilities. The Mental Health Services Act (MHSA}, which provides
funding for many behavioral health programs, requires extensive 3-Year Plans with
annual updates to those plans; also required is community input, necessitating
meetings and surveys, the results of which must be compiled, distributed, and
included in the updates. All the while, the community and BHB are requesting more

and more services.
Duties of the Behavioral Health Board

The Fresno County Behavioral Health Board strives to meet its obligations as
defined in the California Welfare and Institution Code 5604.2:

» Review and evaluate the community’s mental health needs, services,
facilities, and special problems
Review any county agresments entered into pursuant to Section 5650

s Advise the governing body and the local mental health director as to any
aspect of the local mental health program

s Review and approve the procedures used to ensure citizen and professional
involvement at all stages of the planning process ‘

¢ Submit an annual report to the governing body on the need and performance
of the county’s mental health system.

e Review and make recomimendations on applicants for the appointment of a
local director of mental health services. The board shall be included in the
selection process prior to the vote of the governing body.

o Review and comment on the county’s performance outcome data and
communicate its findings to the California Mental Health Planning Council.

e Nothing in this part shall be construed to limit it ability of the governing body
to transter additional duties or authority to a mental health board.
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One of those additionat duties in Fresno County is to consider all behavioral health
programs, including those services for individuals living with substance use

disorders.

Work of the Behavioral Health Board

Our BHB has struggled this year with the resignation of several board members. Woe
appreciate those Supervisors who have appointed new members to join us in our
work. [tis difficult to accomplish those tasks that ave deemed important without a
robust board. This year we have made efforts to strengthen our board, BHB
members gathered for a workshep in March for building trust, respect, and
friendship among board members, while deciding on cur 2018 Recommendation to
your Board of Supervisers. (You previcusly have received those recommendations,
but they are included in this report) In June our beard had a workshop led by a
member of the Califernia Behavioral Health Planning Council who trains hehavioral
health boards throughout the state. Her report also is attached to this Annual
Report. The Board is beginning to address some of her concerps and
recommendations; we have revised cur meeting regulations and bylaws, which
were sent to your board for approval. With her help, we also have developed a
board evaluation for both self-evaluation and for the community’s evaluation. The
Board chair attended a meeting of the California Association of Locat Behavioral
Health Beards and Commissions to glean information about the work of other
boards within the state, and to encourage the Association to bring meetings and
trainings to the Central Valiey, su that all Board members might attend.

TFo accomplish our tasks, the Board gathers and shares information in various ways.
Each month we receive reports from the Director of the Department of Behavioral
Health so that we are updated on recent plans, changes, programs, and activities.
Included in these reports are Qutcome Reports on selected programs. The Beard
attempts to sciect programs throughout the spectrum of behaviorat health services
provided to clients by DBH and its contracted providers; board members usually
make site visits to the programs prior to receiving the Outcome Reporis. The board
has adopted a Site Visit Review form that is cormpleted hy one member during each
visit, and is filed with both the board secretary and the DBH staff secretary; those
reports are attached for your review. The BHB completes an annual Data Notebook
provided by the California Mental Health Planning Council that delves into a specific
service area; the recent notebook dealt with services for Qlder Adults, and also is
attached to this report. Board members volunteer to sit on review panels for the
selection of contractors who provide services to the clients of DBH. The BHB holds a
Public Hearing on the Mental Health Services Act (MHSA} 3-Year Plans and Annual
Updates. The board holds Community Forums in both the metropolitan area and
rural areas to fearn of community concerns; we feel that we are your liaisons with
those citizens who are interested in behaviaral health services. Of course, Board
members attend meetings and activities throughout the community that involve
behavioral health issues: stakeholder meetings related to MHSA planning, meetings
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involving Veterans' Affairs, volunteer positions at behavioral health programs,
National Alliance on Mental Health (NAMI) meetings and support groups, Cultural
Competency councils and committees, meetings for families dealing with substance
use disorders, church groups providing support for living with behavioral health

issues, and groups for parents of young children,

Subcommittees

Our hoard learns significantly about the needs, servives, facilities, and special
problems, through the work of our subcommittees. These committees {dentify
barriers to services and attemnpt to find ways in which concerns may be addressed.
Attendees include board members, service providers, family and community
members, and clients. Often when providers from different agencies and/or
departments attend, they have opportunities to work together on methods to
improve their services to clients.

The Executive Committer meets to plan the agenda for the monthly board meetings
and other possible activities to be recommended to the full board. This committee

also deals with issues of membership.

The Adult Services Committee meets @ times per year, excepting Monday holidays.
The Commitlee began 2018 with follow-up from the nieeting ending in 2017, when
we received a disappointing report from a representative of the Department of
Rehabilitation [DOR} about their Jack of suppertive service to provide employment
opportunities for individuals with serious mental and behavioral health disorders.
The committee invited the Deputy Director of DBH to tell about the employment
opportunities provided by the Department and its contracted providers. The
Supportive Education and Employment Program {SEES} was established by the
Department to assists clients by linking them to colleges and by preparing them for
competitive employment; unfortunately, mest clients of DBH need more support
than is available te achieve and succced in competitive employment. DBH is
planning to put out @ Request for Proposals (RFP) for a program to provide job
development, job placement, and job coaching; our committee, and the full board, is
anxious to see the results.

The committee turned to the Social Security Administration {SSA) that has a Ticket-
To-Work Program for recipients of disability income, and was dismayed to learn
that this program is contracted to DOR, which we already had learned does nnt have
the resources availabie to serve those with Serious Mental {llnesses (SMI). During
the SSA presentation the committee learned more about Supplemental Security
Income (SS1) and Social Security Disability lnsurance (SSDI}, which are financial
safety nets for individuals with behavioral health diserders. A participant from the
Department of Social Services {DSS) provided information about their Weitare-to-
Work program for individuals with children; those with behavioral health
disabiiities are referred to Pathways to Recovery, where they are provided services
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te help them ablain employment. The commitiee would like ta see a similar
program for clients without children.

The committee invited representatives from Central California Legal Services to
speak about thebr services, Attorneys are available to assist low-income people with
non-criminal legal issues; not surprisingly, 70% of their cases are related to housing.
Clinica Sierra Vista representatives spoke about their new Behavioral Specialty
Mental Heaith Clinics, where clients may receive integrated care for medical and
mental health concerns, and even dental care—one-stop shops for all health needs.

Committee participants are concerned about clients with co-occurring mental health
and intellectual disabilities receiving the services that they need. The Director of
Central Valley Regional Center {CVRC) attended a meeting to explain what services
CVRC is able to provide and how te access those services. CVRC does not provide
direct services but links clients to appropriate services and pays for those services,
To be eligible for services from CVRC, individuals must have been diagnosed with a
developmental or intellectual disability prior to age 18. It often is difficult to locate
documentation proving an carly diagnosis, buat with school and medical records and
personal interviews, individuals may be found eligible for services. DBH staff meset
repularly with CVRC staff to overcome barriers to services for clients with
intellectual disabilities and mental iilnesses.

While this committee has many interests, this year providing employment
opportunities for clients has been a high priority, which reflects one of the Board's
2038 Recomamendations: Establish an employment program with job
development, job placement, and job coaching to assist individuals with
behavioral health disorders find and keep jobs.

The Children’s Services Cormmittee is a joint committee with the Foster Care
Standards and Qversight Commission Behavioral Health Committee. This
committee meets bimonthly and focuses on all children, including foster children,
with behavioral health disorders. At each meeting the committee receives a report
from the DBH Division Manager of Children's Services; the committee also invites

speakers on particular tepics of concern.

The committee extends its reach to the Transitional Age Youth {TAY} population,
which includes young people, ages 16-24 years. There are 2 teams that work with
TAY clients—a DBH team that sees young people with less severe conditions and the
Fuli Service Partnership (FSP) program that works with individuals with more
harriers to recovery. Most clients of DBH TAY live with their families and have some
support; those in the FSP, many of whom are former foster children, do not have as
much support and are in desperate need of housing=~just {ike the adult population,
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The Child Welfare Mental Health Prograin was the result of the Katie A, lawsuit and
requires that all children who enter the child weltare system be assessed for mental
health disorders. The Children’s Committee receives periodic reports on the
progress of this program, which is a joint DSS and DBH effort. There have been
concerns about the length of time it takes {or children te receive services. The
committee invited staff members from Social Services to provide juformation about
their work, because there seems to be a ghitch causing defays and incomplete
referrals. There was agreement between DSS and DBH staff to work together to
solve issues that were leading to these delays, so that children could receive services

more qguickly.

As the committee learned more about the Continuum of Care Reform Act {CCR) and
its requirements to place foster children in permanent family homes, rather than in
group homes, it invited a representative from the non-profit organization City
Without Orphans to attend a meeting to tell about its mission to equip and partner
with churches, families and service providers to help all children to be placed ina
{oving homes. This organization supports adoptive and foster families by providing
educational classes, support proups, and even accasional respite care. Another area
of concern, that transcends children’s services to include adult services, as well, is
care for individuals with co-occurring intellectual and/or developmental disabilities
and hehavioral health disorders. The Children’s Committee invited the Director of
Central Yalley Regional Center (CVRC) to educate members about the services that it
provides. Case managers at CVRC help families and clients navigate the system of
cave so that clients receive the services that they need. Committee members
especially were concerned about the barriers to services for children in the Foster
Care System. 1t was agrecd at this meeting that DBH staff would meet with CVRC
staff to overcome these barriers, so that all qualifying children wiil be served.

I response to an annual External Quality Review, in 2016, DBH began a
Performance Improvement Project [PIP) to reduce the readinission rate of children
released from inpatient psychiatric hospitals. The Committee received a report on
this two-vear study. Through some trial-and-error, a plan with improved care
coordination, through better comrmunication, with a 7-day follow-up assessment,
and short-term therapy until transitioned to ongoing outpatient treatiment services,
the readmission rate declined for children not already linked to vutpatient services.
The children in the study had been patients in Star Behavioral Health Psychiatric
Heaith Facility {PHF) that serves youth 12-17 years of age. Given the Boards
concern about services for younger children, Department staff were asked if
younger children released from hospitalization were eligible for services under this
project, and replied in the affirmative. This project was so successful that the
Department was asked to present the project study to the full Board.

The Justice Committee meets bimonthiy and studies different issues related to the
care of individuals with behavioral health disorders who are invelved in the legal
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system. Conservatorship and the client’s lega! rights were discussed with a Patjents’
Rights Advocate (PRA}, who has vesponsibility to investigate and resolve complaints
from individualis regarding rights violations, and to moniter facilities for compliance
with patients’ rights laws, regulations and polices. He explained about involuntary
psychiatric holds and review hearings, and the Advocate’s duty to represent the
ciient’s "expressed interest,” which may not necessarily be their "best interest”—a
frustration to families and service providers.

The Committee learned about the process for those referred by the court to the
Misdemeanor Incompetent to Stand Trial {(MIST) Program; the county is responsible
for restoring these individuals to competency. Currently, Crestwood Healing Center
in Kingsburg is certified for a treatment program to serve these clients. It might be
noted that restoring the competency of those accused of felonies is not the
responsibility of the county, and individuals usualily are sent to state facilities until
they are deemned competent to stand trial. The Probation Division Director attend a
meeting to talk about the work of his department reiated to AB109/Public Safety
Realignment Act, swhich released lower level offenders from prison to serve their
time with supervision in the community. For those individuals with behavioral
health disorders The First Street Center was created by Probation Department and
DBH to assess and to serve their needs for treatment; for those assessed with
Seripus Mental Inesses (SMI) a Full Service Partnership was develop (o offer more
intense services. The participants in the Justice Committee and members of the
Board are pleased that California Forensic Medical Group [CFMG) recently was
contracted to provide health services in the Fresno county jail and at the Juveniie
Justice Campus. There always has been concern about the quality of care provided
to our community members who are incarcerated, especially for those with SMIs.
The leadership of CFMG attended a committee meeting so that participants could
meet them and learn a bit about their philosophy for the care of inmates. The Board
is hopeful that their services will be an improvement over what inmates have
experienced in the past. The BHB will invite representatives to attend and report to
the full board after they have had more time on the job.

Committee participants learned about the new Friday Court, a specialty court for
juveniles who are victinis, or at-risk for becoming victims, of human trafficking. At
this point the court is focusing on sex trafficking, but might be willing accept victins
oflabor trafficking. Like other specialty courts, there is collaboration between the
judge, District Atlorney, Public Defenders, Probation officers, and DBH therapists. It
was noted that there needs to be education in the community and training for
service providers so that they understand and can work more effectively with these
youth. At this meeting DBH staff agreed to plan with court staff the necessary
training for staff working with juveniles involved in human trafficking.
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Unfortunately, our Substance Use Disorders Seryices Comimnittee has been

suspended due to the lack of leadership to chair that committee. Hopefuily, with
new additions to the Board, this committee can be revived.

Site Visits

One of the most informative means used to review and evaluate behavioral health
services in our county is by conducting site vigits to programs. Being on-gite often is
maore telling than oral or written outcome reports. The board generally conducts a
site visit each month, and recejves the written cutcome reports at its monthly

meetings.
Crisis Services

Since crisis services always are a top priority of the Community, the BHBE began its
site vigits for the year 2018 at the location where many clients of DBH first obtain
behavioral health services—the Exodus (risis Stahilization Center {contracted with
Exodus Recovery, Inc.). The Crisis Center serves both adults and chiklren; of course,
the centers are separate to insure safety for all. Most tndividuals ave brought in on
invaluntary holds {(W&I Code 5150). Goals are to stabilize clients through
psychological evaluations, medication clinics, and discharge planning for return to
the community. Clients are released when they are deemed “stable” and no longer a
threat to themselves or others. fdeally, clients have been linked to community
services that will help them live successfully in the community without readnission.
Maost children return home to families, again with linkages to treatment and support
systems that assure a successful transition. However, when necessary, clients are
referred to inpatient psychiatric bealth facilities.

After many years Fresno County now has an acute inpatient psychiatric health
facility (FHF) for adolescents; the Youth PHF (contracted with Central Stars
Belravioral Health Group) is adjacent to the Children's Crisis Stabilization Center on
the Kings Canyon Campus. The Board visited this facility in February. The board
was impressed with the staff and the program that they provide for children ages
12-17 years, It might be noted that the Central Stars PHF has only 16 beds, is often
full, so children of all ages may be sent out of the area for further treatment. Our
county still is lacking an inpatient facility for younger children, who, if necessary,
must be sent to hospitals elsewhere in the state. This missing piece in our system of
care led to the BHB recommendation to your board: Establish specific services for
families with young children (under age 12} who need inpatient services or
folHlow-up to inpatient services.

The Adult PFH (contracted with Exodus Recovery, Inc.) provides inpatient
treatment to individuals who, after mental health crises, peed additional care and
cannot be released safely into the community. In August your BHE conducted a site
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visit at this program; we found that staff there are dedicated to the recovery of their
clients and provide the best treaiment possible, with education about iHnesses and
medications, life skills, and community resources. The recidivism rates have
declined significantly in the past year indicating a successful program. This facility
also has only 16 beds, and often is unable to accommaodate the demand for services,
s0 manty adults, too, must be sent out of county for treatment. The board learned
that during the prior menth 161 individuals had been denied admittance due to the
lack of capacity. The expansion of the Crestwood Healing Center, a Mental Health
Recovery Center (MHRC) in Kingsburg, has provided some relief, 2s will the new
Residential Crisis Unit; however, there still is a need for more inpatient psychiatric

beds in Fresno County.

It might be pointed out that these three programs all are located on the Kings
Canyon Campus, at Kings Canyon Road and Cedar Avenue, in an antigeated building
that needs renovation and repair. Outpatient services also are located on this
campus in similar buildings. If these essential behavioral health programs are to
remain at this tocation, there needs to be a financial investment in improving these

facilities.

Qutpatient Services

Once discharged from inpatient services, adults may be referred to DBH Qutpatient
Services, which provides psychiatric care, medication, therapy, case management,
and peer suppurt. Many adult services are at the Kings Canyon {Metro) location.
Recently the Transitional Age Youth [TAY) and the First Onset Teams have moved to
the Heritage Center, located at Millbrook and Shields Aveaues. The Older Adult
Team is located ak the Senior Resource Center, adjacent to other services for senior
citizens at 2025 E. Dakota. Clients who have greater needs are referved to Full
Service Partnerships (FSP) for intense, 24/7 wrap around services. FSPs, including
those for individuals with co-accurring substance use disorders, are contracted out
to service providers in the community. Contracted providers also provide
outpatient behavioral health services in the rural areas of Fresno County.

The California Behavioral Health Planning Council asks behavioral/mental health
boards throughout the state to study particular aspects of local behavioral health
vare, to answer questions, and te complete a Data Notebook. The Board received
the 2017 Data Notebook in early 2018 and began to study the year’s topic—Older
Adult Systemn of Care. The board, with the help of Deparument staff and a site visit to
the Qlder AduiL Team, completed the Data Notebook, which is attached to this
report. During our site visit we determined that our older adults are receiving good
behavioral health care, including access to a geriatric psychiatrist, via telemedicine.
The goals for the program are to prevent hospitalization and incarceration, to
reduce {solation by connection to family and to community programes, to link to
primary care physicians for medicai issnes, and to build self-sufficiency. However,
the prograin is limited by lack of staff and space; at the time of the board’s visit, the
program was at capacity. Of particular concern was the safety issue of heing located
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on the second floor of the building; in case of an emergency, it would be difficult to
move all clients down the stairwell. The BHR has recommended that the Glder

Adult Team be relocatett to first floor space.

Housing

Housing for individuals with behavioral health disorders is a major concern, not
only in Fresno County, but also throughout California and the entire county. The
BHRB has focused on permanent supportive housing as one of its priorities, as
indicated by its 2018 Recommendation to your board: Move forward with a
permanent supportive housing project avaifable to alf clients of Department of
Behavioral Health. However, recognizing that all housing is important, the Board
has requested quarterly reports from the Department on the progress towards
improving the supply of all types of housing, When community mernbers think of
housing, they may think only of homeless individuals, but families and clients of
behiavioral health services think of housing to meet their particular needs, too. No
type ofhousing meets the needs of all, so DB organized a Housing Workgroup to
focus on both the quantity and quality of housing for their clients at all levels of
need. A BHBE member attends these quarterly meetings.

There are plans and programs for emergency and temporary housing for those
vulnerable individuals and for those awaiting housing availability. Board and Care

[(B&C) Homes provide the highest level of housing for individuals living io the
community. While these homes are licensed, many do not provide the level of care
that their residents need and deserve. DBH is meeting with B&C providers to
support the expansion of services and to increase the number of available, high-
quality homes. Many clients who are more independent live in Room and Board
{R&B) Homes, where generally management provides meals and some support for
their residents. R&B Homes are not licensed, which allows poor-quality homes to
exist. DBH has coutract with Independent Living Association {ILA) to work with
R&B providers, un a voluntary basis, to improve the guality of their homes,
Providers that agree to participate in the program must adhere to quality standards
and best practices. Homes that are members of [LA will be given priority for
placement of DBH clients,

Permanent Supportive Housing is the goal for many individuals with behavioral
health disorders who are able to live independently. Having a permanent home

with support staff available when needed is a dieam for clients and their lamilies.
There are few units designated for DBH clients, thus the push for additional
inventory. Years ago MISA, along with the Housing Authority, funded the
Renaissance developments at Trinity, Alta Monte, and Santa Clara, but those provide
only 69 homes to homeless individuals, or those at-risk of homelessness. To expand
the numbers, MHSA funds a contracted master-leasing program recently increased
to 75 units. These programs ineet only a small fraction of the need. DBH has
received a grant for technical assistance o plan, design, and strategize for the
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development of permanent supportive housing under the No Place Like Home
Initiative (NPLH). Homes developed and funded under this initiative will use a
"housing first” approach for individuals, both homeless and at-risk of homelessness,

living with mental illnesses.

DBH contracted with Corporation for Supportive Housing (CS5H) to assess and
evaluate the existing supportive housing projects in Fresno County. While CSH only
visited two sites, they did talk with staff and residents at other properties. They
found that well-meaning staff did not understand the concept of the “housing first”
mode) and were unsure of their responsibitities, Training on service delivery for on-
site staff was highly recommended. Additionally, a breakdown in communication
between the Housing Team and Clinical Team has resulted in the lack of timely
referrals, and therefore, lost opportunities for housing for DEH clients; the Housing
Team and the Clinical Team must work together to clarify the procedures Lo secure
housing for as many clients as pussible. The MHSA Annual Update creates the
Housing Access and Resource Team (HART) that should solve some of the
difficultics in communication.

The Renaissance at Santa Clara housing program was of major concern to CSH, as it
has heen to BHR since its inception. Santa Clara has the challenge of beingina
neighborhood inundated with homeless individuals with multipie health and social
issues, located directly across the street from Poverello House. (It might be pointed
out that the Menal Health Board (MHR] recommended against building in this
jocation.) The MHB aud, more recently, the BRB have visited and expressed
concerns about the safety of residents. Currently, on-site DB staff are avaiiable five
days per week, 8:00 am-5:00 pm, with a Housing Authority manager avajlahle 40
hours per week. Security staff is on-site {rom 4:00 pm-8:00 am, and all day on
Friday. CSH recommended 24 hour/day staffing to protect residents from drug
trafficking and violence, stating: “Overnight and evening staff wonld serve to
mitigate inter-personal conflicts, limit unwanted visitors to the building, provide
crisis intervention and general milieu management, and offer infurmal counseling to
tenants.” In respouse to this report, in September the BHB conducted a site visit to
this location. Renaissance at Santa Clara is an oasis surrounded by a myriad of
social problems that often spill over into the apartment complex. The biggest
obstacle to the program, identified by staff, is substance use disorders of residents
and the resulting behaviors; it is hard for many to avoid using substances when
their use and availability surround their home. Prior to living at Santa Clara, most
residents were homeless or at-risk of homelessness. The goal of the supportive
housing staff is to help residents maintain their housing, offering whatever services
and support are needed to achieve that goal. Though on-site staff say that many
former problems at the site have been resolved, the BHB supports the
recommendation of CSH for 24/7 support staff, as well as security, to assure the
safety and success of the residents.
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Substance Use Disorder {SUD) Services

Since the creation of the new board that united the Mental Health Board and Alcohol
and Drug Advisory Board [ADAB], the BHB's responsibilities have include those
services for individuals living with substance use disorders. DBH lras overseen SUD
services for many years. Most SUD services ave contracted out to community
providers. DBuring the last two years the Department has been in the process of
planning a reorganization of SUD services under a new Brug Medi-Cal-Organized
Delivery System (PMC-0DS). The California Department of Healthcare Services has
approved Fresno County’s plan, but bas not finalized its own system, so
implementation plans already developed have been delayed. Once operational the
redesigned plan will expand services, providing more support to both clients and
service providers. Programs will be developed for individuals with co-accurring
mental health and SUD. The Board is excited by the expanded services that will be

available to DBH clients.

To learn move about existing SUD services, the Board made a site visit to West Care
Substance Use Digsorders Residential Treatment Program. DBH contracts with West
Care California to provide residential treatment for men and women with substance
use disorders. Stays vary from 30 days up to a year. The program allows both
women and men with children to be in residence. Goals are to develop abstention
skiils, get health care under control, become medication compiiant, and develop
vocational skills. Clients must be able to care for themselves and to participate in
the program, so seme individuals with $M{ are not accepted inte the program.
There is a waiting list for DBH clients, but individuals may participate in the
outpatient program until a spot is available. The completion rate is approximately
45%, which is high for SUD treatmoent programs.

The BHB also visited Pathways to Recovery, which is the one SUD program operated
by DBH. The program is lacated on the Kings Canyon Campus. In the past this
program served Cal-Works clients from the Department of Social Services (DSS)
who had mental health and substance use disorders. Clients were required to
complete a 6-month program in order to qualify for General Relief. With the Drug
MediCal redesign, DBH plans to transition this program into a co-cccurring program
for its own SMI clients with SUDs, The Memorandum of Understanding (MOU} with
DSS has ended; DSS is contracting elsewhere for services for clients with mild to
moderate mental health disorders, and the Pathways program is accepting only
clients with S$Mls, most of whom are clients of BBH. An interesting aspect of the
program {s the Family Development Center, which includes a nursery and pre-
school. This Center not only provides childcare while parents are in programing,
but also serves as an early intervention program for children and teaches parenting
skills to mothers and fathers. It will be interesting to see how the new program
develops to serve the needs of those individuals with co-occurring conditions.
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Children's Guitpatient Bebavioral Health Services

Much information regarding Children’s behavioral health services is gleaned from
presentations and from regular updates by the Division Manager of Children's
Services at the Children's Services Committee. [n addition, the Director of DBH gives
periodic updates on children’s services at BHB meetings, Most DBB outpatient
services are provided to children at the Heritage Center. Many contracted programs
provide services to children in the community—at schools, in homes, or at other
locations. Contracted programs also provide behavioral heaith services to children
in rural areas of Fresno County. The Board conducted a site visit to Children's
Qutpatient Behavigral Health Services at the Heritage Center during this calendar
yeal. This program is housed in the old Valley Children’s Hospital, along with DEH
offices and administrative staff, and other county programs. It is a maze of hallways
and offices; however, stafl is making it work for their clients.

The Board learned that DBH offers a variety of cutpatient mental health services for
children ages 0-18 years. The Youth Wellness Center is a walk-in service for
children to be assessed and seen, as quickly as possible, depending on need, by
clinicians and psychiatrists; no one is turned away. The Child Welfare Team (Katie
A} works with those involved with Child Protective Services (CPS), the foster care
system, probation, and other court referred children. Expansive day treatment for
youth ages 12-18 years offers intensive mental health services in a structured
setting. Childcare for ages 0-12 years is avatlable for families who need this service
during appointments. DBH provides outpatient infant mental health for ages 0-5
years. Some school-based services for local and rural students also work out of this
site. The higgest challenge for Children’s Services is the lack of qualified staff, which

is a problem throughout the Department.

The Perinatal Wellness Center helps mothers and fathers who are experiencing
symptoms of Perinatal Meod and Anxiety Disorders or Post-Partum Depression.
The Board had a site visit to the Center, located at the West Fresno Regional Center,
The dedicated staff provide services in the office, in the home, or at any other
location in the community. The goalis to reduce symptorns and shorten the
recovery period, by teaching coping skills and self-management for weliness and
recovery. Obstacles to treatment and recovery include, substance use,
transportation, and stigma, in addition to lack of commitment by clients. Staff was
happy to report that there have been no suicides by parents or harm to infants by

those clients active in this progeam.,

Community Collaboration

The Board is concerned about housing for all residents with behavicral health
disorders, but the homeless population is a critical concern for the citizens of Fresno
County. To address this concern The Multi-Agency Access Program (MAP) was
formed. MAP is a juint venture, including several community agencies; DBH has
been a leader in this project. MAP serves individuals with mental illnesses,
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substance use disorders, or physical illnesses who need help in meeting their needs.
Most clients are homeless or at-risk of homelessness, and lack the services that they
need to live successfully in the community. Individuals may go to a MAP point for
assessment and meet with a navigator who puides and links them to the services
that they need and offers support, including accompanying clients to appointments
and helping with necessary paperwork. Once linked, a case manager from the
appropriate agency continues to assist until the individuals obtain the services to

meet their needs.

Housing is often a major need, so the program works en a “housing first” model,
while connecting individuals to other health and social services that are needed;
many are referred to DBH. Of course, there is not enough housing to meet the need,
so agencies work with a vulnerability scale to determine which individuals to house
first. This is where temperary housing, including motel vouchers, is useful. The
MAP project bas been extremely successful, and has expanded from its original
location at Poverello House, to consist of ten "points,” including a mobile food truck
that travels through parts of the rural areas in Fresno County.

Recently a coalition was formed between the City and County of Fresno to address
hemelessness systematically in our county. Street2Home is an attempt to share
icadership for the solution of the complex issue of homelessness. DBH wili be a
partner in this new collective to share experience and knowledge, and to work
towards addressing the housing needs of its clients.

Another colfaborative effort by DBH is its partnership with Frespo County
Superintendent of Schools (FCSS). Juint leadership is through DBH-FCSS
Partnership Steeving Cominittee. This integrated plan will expand behavioral health
services for youth apes 0-22 years. It is based ona Hub and Spokes mode! with
clinical staff, who serve a region, {ocated at the Hub; the Spokes are the satellite sites
surrounding the Hub. Services can take place in schools, in bomes, or in the
community. The first two Hubs will be in downtown Fresne and in Firebaugh. This
innovative partnership has been approved and s in the organizational and hiring
stages. Service delivery is expected to begin in early 2019,

After o number of teen suicides shocked the community, DBH was instrumental in
organizing the Fresno County Suicide Provention Collaborative. This dedicated
group of individuals representing law enforcement, schools, hospitals, and public,
private, and non-profit agencies came together to draft an action plan o reduce and
prevent suicides in our county. The plan includes public outreach, understanding,
education, training, early intervention, treatment, and stigma reduction throughout

the community.
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Cultural Diversity

Though your BHB is lacking in cultural diversity, it strives to represent all residents
of Fresno County. Board menibers serve on the DBH Cultural Competency
Committee and the Advisory Council for the Bolistic Cultural and Edugational
Wellness Cepter {Holistic Center}. Members often attend cultural events, such as
the Hmong New Year, the Lao New Year, and Sikh festivals. In April the Board did a
site visit to the Holistic Center. Members were impressed by the wide-range of
services that it provides to culturally diverse residents in our county. When this
program began, as an MHSA Innovations project, there were concerns that it would
e unable to incorporate mental health education into @ program for diverse
populations who were reluctant to accept traditional services. The Holistic Center
aids in participants’ recovery by complementing traditional niental health care with
cultural practices that support the whole person-—mind, body, and spirit. Caltural
Brokers are individuals with diverse backgrounds who represent traditionally
unserved and underserved cultural groups. Every class or program has an
intentional theme related to mental health; brokers explain and discuss the
importance of mental health care. When needed, brokers refer clients.to outside
agencies for help with day-to-day issues, as well as to traditional physical and
mental health services. This program that struggled in the begianing, has come into
its own and is recognized for its effective means of sharing behavioral health care
with the community that it serves.

Euach year BHB receives a report from DBH on Cultural and Linguistically
Appropriate Services (CLAS,) When the Board received the report in October, DEH
reported that staff are working on the Cultural Competence Plan encompassing the
entire system of care—SUD and mental health, in both county operated and
cantracted programs. DBH is working to ensure access to services in the threshold
languages of Spanish and Hmeong, and to recruit and certify additional bilingual staff.
BHB will continue to support the efforts to provide behavioral health services for all

clients.

Mental Health Service Act (MHSA)

As noted earlier many behavioral health services are funded by MHSA funds. The
Board reviews these programs, as well. The boatd hears periodic sustainability and
reversion reports regarding MHSA funds. Each year board members participate in
the stakeholder process that collects information from the public about services
provided, nceds, and gaps in the system of care. After the annual update has been
posted for 30 days for public comrment, the BHB conducts a Public Hearing where
members of the public may express their interests, concerns, and requests for
changes and additions to the plan. Following the Public Hearing, at its regularly
scheduled meeting, the Board comments, makes suggestions, and makes
recommendations ko your Board of Supervisors. This year the Public Hearing was
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held on Qctober 17, 2018, with the recommendation by the BHB that the Board of
Supervisors approve the MHSA Annual Update 17-18.

Community Forums and Community Concerns

During the vear the BHB hosted two Community Forums to hear directly from the
public about thetr concerns. The first was held in central Fresno and was well
attended by family members, interested community residents, and service
providers. Their concerns are enumerated below.

The second forum was held in Selma. Residents and providers spoke about the lack
of services in the rural areas. The number one concern was the lack of housing—all
types: emergency, permanent suppaortive housing, housing vouchers, Room and
Board homes, and Board and Care homes. Individuals often must move to Fresno to
find housing, which separates them frowm their support systems, including familiar
service providers, families, and friends. SUD services are lacking in the rurai areas,
forcing residents to look elsewhere for the help that they need. Homeiessness also
is an issue in the rural areas. Selma is fortunate to have a MAP Paint located there,
which has helped to reduce the homeless population significantly; this year the
Peint-in-Time Count indicated a 50% reduction in homelessness in Selma. The
Rural Triage Team {contracted with Kings View Behavioral Health) serves Setma
with clinicians to assist law enforcement officers with behavioral health related
calls; the Selma Chief of Police, in attendance, was very grateful for these services.
Additionally, a behavioral health clinic (contracted with Turning Point of Central
California) is located in Selma to provide treatment for those who need services.
Though still lacking services, Selma may be the best served rural area in Fresno
County. The Board would like ko see an expansion of services in Seima, and into
othet rural communities.

At these community forums, at other community meetings, and by personal contact,
Board members repeatedly hear from the community about the lack of information
concerning behavioral health services in our county. As a vesult of this community
concern, the BHB made it the number one priority in its 2018 Recornmendations to
your Board: Create a system to educate and inform families of behavioral
health services that are available and how to access those services. Whether to
begin services before a crisis develops or to obtain treatment after a crisis,
individuals, their families and friends, need help in finding the appropriate services
and in navigating the system of care. Though the BHB has advocated for a methed
to disperse information to the community, efforts have heen piece-meal, with no
solid plan for providing information or roadmaps for navigating the system of care,
There was a family advocate on stalf for a number of years, but that pesition now is
vacant, leaving community members without that important resource. DBH is
making eflorts to improve the situation; a new public information project described
in the MHSA Annual Update is very promising. DBH also is planning once again to
coniract for one or more family advocates to assist families with obtaining care for
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loved ones. Once linked to services, case managers are able to assist clients with
their needs.

Another major concern of our community is the response of law enforcement
officers during behavioral health crises. Citizens of our county are worried about
their own safety and that of their loved ones who are in crisis. Law enforcement
spends much of its time responding to crisis calls related to individuals with brain
disorders. As a result, law enforcement agencies throughont the county have
become committed to training to develop the skills to cope with behavioral health
situations. We applaud their efforts. DBH established a pilot program to pair
Fresno police officers with mental health clinicians to respond to calls relating to
behavioral health. Soon they will be expanding this program by securing a
contracted provider te suppiy clinicians to work with a team of police officers and
sheriff deputies throughout the metropolitan area. Already there are is a similar
program working in the rural areas of Fresno County, While no one wants to call
law enforcement to respond to these crises, families often have no alternative in
order to obtain services for their loved ones who are experiencing mental health
episodes. Laws that were put in place to protect fndividual rights now often prevent
the care and treatiment that people need and deserve, so it is necessary to involve
faw enforcement in crisis situations.

Due to their mental illnesses, some individuals become involved in the crimipai
justice systemy; families and care providers are concerned about their care while in
jait. When incarcerated in the Fresno County jail, individuals often receive
inadequate care. The BHB is hopeful that the new provider (CFMG) of medical care
in the jaif will be more successful in providing appropriate care for those with
behaviaral heaith disorders, especially those inmates with Serious Mental lllnesses
{SMI). A new Intensive Transition Team is being created to work with those
individuals prior to and after ralease from jail to connect them to appropriate
services in arder to avoid recidivism. Additicnally, a new MHSA Innovation plan
will create a MAP Point specifically for the justice population to address the barriers
to accessing behavioral health services for individuals involved in the justice system,
DBH also participates in Collaborative Treatment Courts, including Adult Behaviorai
Health Court, Veterans Court, Family Behavioral Health Court (for juveniles invoived
in the criminai justice system), Adult Drug Court, Family Dependency Treatment
Court (for those at risk of losing parental rights), and the new Iriday Court that
deals with juveniles involved in human trafficking.

There continues to be interest in the community for the implementation of Assisted
Qutpatient Treatmnent (AQT), otherwise kinown as Laura’s Law. To qualify for AOT,
an individual must have a serious meatal illness, plus a history of psychiatric
hospitalizations and an unwillingness to accept mental health treatment; in such
case, a judge could require the individual te comply with cutpatient treatment or
risk being hospitalized. State law requires that cach county Board of Supervisors
authorize local implementation of AOT. Fresno County DBH has not made that
request; however, there is a placeholder in the curtent MHSA plan for possible

implementation at a fater date.
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Advocacy

Though “advocacy” is not listed among the responsibilities of the BHB, it is one of
the mostimportant services that the Board performs. Through our work on the
board, members engage in advocacy at the local level and in the wider community.
Our board has sent letters to Fresno City Council and to your Beard of Supervisors,
discouraging the approval of liguor licenses in areas already exceeding the
recommendations of Alcohol Beverage Control Board. Letters have gone to
pharmacies encouraging theit support of the Lock-It-Up project that provides
information on storage, including lockboxes, for prescription medication, and for the
proper disposal of those medications. Qur board has sent letters to state legislators
in support of 8B 806, and made support of its passage one of our 2018
Recommendations to your board: Support SB 906 regarding certification for
peer providers of mentat health and substance use disorder services; when
this legislation is passed, establish Certified Peer Support Specialist positions.
Unfortunately, the governor vetoed this legislation, so counties will need to
establish some sort of tratning program for their Peer Support Specialists (PSS]) until
the state develops a certification program. Recently DBH provided an 80-hour
training program for twenty-one PSS to hone their skills in working with clients.
However, without a certification process, providers will not be able to bill MediCal
for services that P85S provide. Through various activities outside of board meetings,
members advocate for better services, and fight against stigma by participating in
comrmunity activities, such as the NAMI Walk and SoberStock.

Conclusion

The Behavioral Health Board is an active group of individuals who vepresent the
residents of Fresno County and help to ensure that they receive the best possible
behavioral health services. Each year we make a few specific recommendations
directed to your BOS and te DBH; these recommendations have been highlighted in
this report. In conclusion, it should be noted that work has begun on each of the
board’s recommendations, but none have heen completed at this time. The BHB will
be anxious to see the progress on these particular items:

1. Create a systen: to educate and inform families of behavioral health
services that are available and how to access thase services.

The MHSA Annual Update 17-18 includes a new communication division to improve
the dispersion of information about services and access to services to the

community.




2. Establish specific services for families with young children {prior to age 12)
who need inpatient services or follow-up to inpatient services.

Locally there is no inpatient hospital for young children. Parents still have few
resources for their young children with serious mental illnesses.

3. Mave forward with a permanent supportive housing project avaitable to all
clients of Department of Behavioral Health.

DBH continues to struggle with logistics for development of permanent supportive
housing projects. Current supportive housing projects have been evaluated, and
soon a Supportive Housing Institute wilt be formed to help develop, plan, and
budget a supportive housing project. Regrettably this is a slow process when
housing is needed now.

4. Establish an employment program with job development, job placement,
and job coaching to assist individuals with behavioral health disorders find
and keep jobs.

The current MHSA Annual Update includes a plan for an RFP seeking a contractor to
provide employment opportunities for DREH clients. Stil] little has been
accomplished in this area during the calendar year.

5. Support SB 906 regarding certification for peer providers of mental health
and substance use disorder services. When this legistation is passed, establish
Certified Peer Support Specialist positions.

As mentioned earlier, the Governor vetoed this bill, However, there is some hope
that a new governor might be more willing (¢ recognize and support the expertise of
thase with lived experience, and approve a bill for a certification process, as have 40
other states. The Board will continue to advocate for the approval of a certification

process for Peer Support Speciatists.

Your Behaviora) Health Board supports and appreciates the work done by the
Department of Behavioral Health, and though our priorities may differ slightly, our
goals are the same in meeting the behavioral health needs of those living in Fresno

County.
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Susan Morris Wilson

424 Rosewood Drive

Redding CA 86003
530.243.7760
susanmorriswilson@gmail.com

tne 3, 2018

Carolyn Evans, Chair, Fresna Behaviaral Health Board

By email

AND

Dawan Utecht, Director/Public Guardian, Fresno County Behavioral Health Department
By email to Christina Young, Executive Assistant

Carolyn and Dawan:

Attached is a report from our iraining of the Fresno Behavioral Health Board.

The Behaviaral Health Board met on 6/2/2018 for a 4 to 5-hour training. The Board requested training
in five specific areas:

» Duties of a local mental health board as defined in WIC Section 5604.2

+ Development of an Action Plan

» Agdvoracy methods for delivering a message to a group or the public

» Board evaluation: infroduction to a possible methodotogy for self-evaluation
« Recruitment of new board members.

In addition, | received a reguest via Christina Young from the Department of Behaviorai Health
Executive Team for a summary of the training to include an analysis of the Behavioral Health Board
{BHB) response to the content areas, my overall assessment of their integration of the knowledge in
each of the key content areas, and a summary/analysis of the efiectivenass of the BHB.

My trainings are hased on the foundation of effective partnership between the Board of Supervisors,
the Department/Director, and the Board. Very early in our training Board members began to discuss
issues in working with the Behavioval Health Department and asking for assistance in addressing those
issues to form a productive partnership. The tone of the group was positive, the discussion was
thoughtful and robust, and I think the training was effective and every person learned new information
and participated fully, At the end, one person indicated that {5)he had not wanted to attend the
training doubting the value of it and invited me back anytime for training because the training/time had
heen so effective and provided lots of opportunity for participation and discussion. Overall, you have a
very hardworking baard that really wants to do their job well. They feel very responsible for mental
health services to the community. They worry that, as volunteers, they are not valued for the work that

they do.
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| have provided training to about 15-20 individual mental/behavioral health beards/ commissions in
Catifornia over the past few years. | have reached many more in group trainings that | do every three

menths

{northern CA, Bay Area, Los Angeles, southern CA). As a result | have seen and Jearned a lot

about the Boards in CA. The report | attached is directed to the Board, | aiso have some thoughts for
the Department:

The Board needs more support from the Department staff, | know that is difficult in these
times. The Board members should have assistance in developing agendas and in taking minutes
for thelr standing committees, at a minimum. They indicated that they had told the
Department that they would do those things because the Department does not have the
manpower. The Board members are volunteers, and some have skills, athers do not, A few
people are carrying the load. They nead support. | hope that you can work out a way to provide
that support, This is the only 8oard | have seen that tries {o do their own work.

The Board needs support in their membership recruitment effort; they are down 7 members. i
understand that the Board of Supervisors is the appointing body. Many Boards throughout CA
have a partnership with the Board of Supervisors: the Behavioral Health Board recruits,
interviews and makes recommendations to the Board of Supervisors. The Board of Supervisars
appoints. | think the Department could be instrumental in helping that process develop
effectively.

The Board also needs support in “orienting” new members. They have developed an extensive
manual full of necessary infarmation. It would be great if the Departrment would cogy shout 10
of those manuals {7 for the members-to-be, and 3 far current members wha do not have the
manual},

| feet that the Director needs t¢ participate in the Executive Commitiee meetings even though |
understand that you have been told by the Board Chair that you don't have to attend. Your
guidance is crucial In agenda develapment and providing direction because the Directar is a
partner. In addition, | understand that minutes are not kept of the Executive Committes
meetings and as a standing committee they must have minutes,

Thank you. tam avaeilable for further discussion by phone, email, text if you want to taik further or

have qu

estions.

Susan kMorris Wilson
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REPORT:

Every boart member was present for the training although 2 members were not able to stay for the
whole period: one individual was recording a program for Univision, and the other individual had a very
brief appointment to attend. One board applicant was present and one person who is a client was
present,

Every board member participated in the training and there was consensus on most of the issues. The
group was in session from 5:00 a.m. to 1:30 p.m. and worked right through lunch. The discussion was
positive, constructive, interested, and anxious to address what is perceived as a very strained
relationship with the Director and Oepartment, Some of the issues were several years ald {some
members have been on the Baard for years} and some were based on the expectations/decisions made

by the Board Chair last year and this year.

t have framed the goals developed by the Board earlier this year in terms of their reles and
responsibiiities pursuant to WIC Section 5604.2 to help focus on those roles and responsibilities. | also
developed an Action Plan with the group to help them limit their attempt “ta be all things to ail people
all the time”, pointing out that currently there are 8 volunteers ta accomplish 3l the tasks they have set

CUt.

During the reflection period following the training and discussion, the following items were mentioned:

» The rafationship with the Department of Behavioral Health is strained: most indicated that the
relaticnship is not what it should be, and they want to do what it takes to make it better and to
work closely with the Dept. to meet the needs of the clients of the Dept. and the community, Some
indicated that they are volunteers and do not feel appreciated by the Dept.

= The action planning was good and realy focused their attention on issues that need to be
addressed, and about limiting the number of items to deal with each year. The Board has 3 page of
goals that are important o them and need to be considered as well,

» It was great to hear different opinians front people and to learn mere about other board members

during the discussion.
» Need to explore using Rosenberg's Rules {League of Cities} as an alternative to Robert’s Rules {too

formal?).
¢ we need help from a staff person to support the Board and to take minutes for the standing
committers. it is possible that some people resigned from the Board because of the workload?

i sugeested to the Board that they establish a position of Haison to the California Assaciation of Local

Behavioral Health Boards and Cammissions {also known as CALBHBC) and obtain funding for additional
training {at no cost, includes hotel, food, travel, etc.) for one person quarterly through the CA Institute
far Behavioral Mealth Solutions {also known as CIBHS). That training includes much of what | presented
to them. |t would provide Board members & chance to get to know uther Board members from all over

CA,
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FRESNO BEHAVIORAL HEALTH BOARD GOALS (2017/2818 prepared in 2/2018)%:

WHC Section 5604.2 defines the rofe and responsibilities of the mental health board. The Bpard had a
current list of goals they want to meet, and we discussed them in terms of their roles and

responsibilities as one way of checking their current direction.

{a} The local mental heaith board shall do all of the following:

{1} Review and evaluate the community’s mentof heolth needs, services, facilities, and speciol

problems.

v Evaluate, review, and receive input on services within the county Behavioral Health syster.
a Receive brief ar written reports at Behaviorat Health Board (BHB) meeting on Behavioral

Health Department {BHD) programs from the Director.

o Participate in the development of Mental Health Services Act {MHSA) Annual Plan and

Update.

o Receive semi-annual reports on the MHSA sustainability/reversion
o Visit programs and services in hoth rural and urban communities
e Develop and implement a plan for interactive exchanges with clients, family members and

ather interested community rmembers:

o Hold at lzast three commiunity forums: {1) forum prior to BHB meeting; (2} forum
at 2 metropolitan community location (TBA); and (3] forum at a ruraf community
tocation (TBA}. Further discussion included the possibility of the forurn being topic
oriented ond/or providing education on some pertinent jssue ¥o forum participants

o Act as a condutt of resources for clients, family members, caretakers and
community member. Further discussion included matking the restart of the fomily
advocacy program on urgent priotity and ussuring that the program is not difuted

by having other activities assigned to it.

« Encourage BHB representation on other community committees which deal with behavioral

health issues,

*  Support community events related to meantal health and substance use disorders
» Encourage collaboration with comimunity providers through BHB committeas

{2j Review any county ogreements entered into pursugnt to Section 5650,

{3) Advise the governing body and the focal mentol health director as to amy aspect of the local

mental heatth progrom.

» Contact the Board of Supervisors [BOS) annuaily via small groups and personal contacts

o Submit an annual Report to the BOS
o Attend BOS meetings on a regular basis

o Recruit and recommend rew members for the BHB to the BOS for appointment,
emphasizing diverse representation, including clients and family members.

CONSIDER:

» Increase the visibility of the Behaviara| Health Board by presenting the Annual Report in person

as a presentation {versus a consent agenda item}.

¢ [ncrease the visibility of the Behavioral Health Board by presemting the results of the Data

Notebook in person as a presentation.
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{4} Review and approve the procedures used to ensure citizen and professional involvement ot afl
stages of the planning process.

{5} Submit an annuai report to the governing body on the needs and performance of the county’s

mertfal heolth system.
s [see 3 above} Contact the Board of Supervisors {BOS] annually via small groups and personal
contacls

o Submit an annual Report to the BOS

o Attend BOS meetings on a regular basis

o Recrait and recommend new members for the BHB to the BOS for appointment,
emphasizing diverse representation, including clients and family members (see Action Plan
that foffows).

{6) Review ond make recommendations on applicants for the appointment of o local director of
mental health services, The board shall be included in the selection pracess prior to the vote of
the govarning hody.

{7} Review and comment on the county’s performance outcome data and communicate its
findings te the Californio Behaviorol Health Planning Council.

CONSIDER:

s Cooperate with the appropriate staff of the Behavioral Health Department to complete the

Data Notehook in an ad hot cammittee of the Board. Present the final draft to the Behavioral
Health Board for scceptance. Use the document for outreach to the Board of Supervisors and
to ather organizations/service providers in the community, for example the Data Notebook
2016/Youth and Transition Aged Youth could be presented to the Fresno County Board of
Education.

(8} Nothing in this port sholl be construed to limit the obifity of the governing bedy to tronsfer
odditional duties or authority to o mentol heofth boord.

{b) i is the intent of the Legisiature that, s part of jts duties pursuant to subdivision {a), the board
shall ossess the impact of the realignment of services from the state fo the county, on services
delivered to clients and on the loca) cammunity,

OTHER GOALS:

+  Conduct an annual BHB retrest annually for team building, setting goals etc.

+ Provide an orientation and mentoring process for new hoard members

e Adopt a standing agenda for the coming year

CONSIDER:

s Identify one meeting of the Board annuslly as the Annual Meeting, Use that meeting to confirm
the goals of the organization, review the bylaws of the crganization and amend as appropriate,
confirm the action plan for the Board for the coming year, evaluate the Board's performance
during the past year and make recommendations for any appropriate changes, and set the Board's
meeting schedule and locations, etc. The Board indicated that they are interested jn evaluating if
the current time of the board meeting is best for members, staff, community.

Pape b af? -
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« Develop an orientation process for new board members that includes mentorship. The Boerd has
a manual with good information in it but not everyone has the manual. Every member should have
the updated manual.

»  REVISE the Fresho County Behavioral Health Board Meeting Regulations (effective 5/20/2018).
Nowhere on the document does it indicate that the Behavioral Health Board must meet all the
requirements of the Brown Act. That is the basic document that they need to refer to. One specific
area that requires clarification is the first paragraph that indicates that a meeting will be heid
without a quorum. Arguably, the Brown Act would indicate you must have a quorum to hold a
meeting.

»  REVISE the Byiaws {undated].

v Specifically Articte V Section 2 {a] needs to include the language of 5604 (d}{2} to reflect the
axception for consumers, The reference is not adeqguate.

o Specifically Article V Section 2 (b} might include what “recuse™ means, i.e. that the member
leaves the room during the discussion and vote as required by the Brown Act.

o Specifically Article Vill Section 3 should be corrected to comply with the Brown Act. The
Chair/Executive Committes cannat appoint members to the ad hoc committee. The board may
wish to include a descrigtion/definition of the reguirements of standing committees and the
requirements of ad hoc committees. Many bylaws list their standing committees.

o It common practice for Bylaws to indicate the date they were ratified/amended by the Board
and the signature of the Secretary.

ACTION PLAN FOR 2018:

1. in cooperation with the Board of Supervisors, fllf vacant positions an the Fresno Behavioral
Heszlth Baard as saon as possible.
Currently there are 8 of 15 positions on the Behovioral Health Board filled. The method for
filiing vacancies is for each of 5 Supervisors to appoint 2 members and the whole boord to
gppoint to appoint 5 mermbers at Iorge.
a. Meet with the Director of the Department of Behavioral Health to strategize ahout
filling vacant board positions
b. Meet with Sal Quintero to strategize about filling vacant board positions
c. Meet with County Jean Roussezu to strategize about filfing vacant board positions
d. Develop a propasal 1o the Baard of Supervisors for Behavioral Health Board
intvalvement in the selection of members for the Board including the possibility of
recruiting, interviewing and making recommendations to the Board of Supervisors on

mambership.

2. Incopperation with the Department of Behaviaral Health and the Director, schedule
aresentations hy community-based service providers at feast 4 times annually at the manthiy

Behaviorat Heaith Board meetings,
Currently the Director of the Department of Behavioraf Health makes afl the reports on both
services provided by her department and services provided in the community, The Board
indicoted that this reporting methodology was developed after an antagonistic interaction
between the Board und a staff member reporting to the Board at o meeting. The Board would
like to build their relationship with community providers by inviting them to present,

a. Develop guidelines for community-based service provider presentations..

fage Bol 7 " A SN
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b. Develop an annual list of community-based service providers to make presentations
hased an the current interests of the Board.
¢. Coordinate these agenda iterns with the Director and/or staff as necessary

3. Develop strategies to work more closely with the Director of the Department of Behavioral
Health and the Department,
Currently the Director does not attend the Executive Committee Meeting of the Behaviorol
Heaith Boord bosed on a request from the Chuir. The Director provides aff reports to the
Behavipral Heafth Board due to an incident that occurred several yeors ogo. The Chair of the
Behavioral Heolth Board meets with the Divector for about one hour monthly. The relationshic
between the Department and the Board is described by the Board os very strained. in addition,
sorme Boord Committees compiete alf their own work including developing aoendos, writing
minutes, etc. with minimal support from the Department as the Board has heard that the
Department is not able to support them.
a. Consider including the Director In the Executive Committee meetings that set the
agenda for the Board meetings. .
b. Consider requesting reporis from Behavioral Health Department staff on their specific
responsibilities rather than receiving alf the reports from the Girector.
c. Consider requesting assistance from the Director for staff for standing committees
{currently the Executive Committee, the Adult Committee, the Children’s Committee,
the Justice Committee {has some support},
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Fresno County Behavioral Health Board Facility/Program Report

By: Brandy Dickey

Date: January 11, 2018

Facility: Exodus Crisis Stabilization Center
Address: 4141 £. Kings Canyon Ave. Fresno, CA
Program Supervisor: Ana Monraat

1 The staff: Nurses, Administration, Psychiatrists, Mental Health Workers take vitals, do
assessments for crises, administer medication. Providers see patients for medicine

2 The individual Grievance Procedures are posted in the hallway along with the Patient’s
Rights Advocate numbaer.

3 The typical treatment goal is to stabilize clients through psychoioglcal evaluations,
taedication clinics, group discharge planning for the return home or to an inpatient facillty, The
average length of stay is 18 hours.

4 The obstacles faced by this facitity that make it difficult to achieve these goals are not
enough chairs, treatment not given to patients, and communication between programs.

5 The agencies Board of Directors does include consumer members, and Brodus CEO isin
recovery himself. They do not discriminate between MH or 5UD.

6 They know when a consumer no longer needs services when the provider assessment clears
them to leave. Consumers should have a support system in place either family or social workers
or case managers. Consumers are released with 3 plan of care for future.

7 It has been undefined how many people were turned away because of lack of capacity
{diverston). The exclusion criteria {doesn’t meet criteria) is 1.978% a month. It has increased 3%
in 2017,

8 The Medication Clinic allows staff to fill medications based on treatment and medical
histary. They can give 1-2 week up to 1 month of prescriptions based on need.

They do not fike to place people on 51/50 hold because they fike for consumers to walk in for
halp. The staff seems committed to “doing whatever it takes,” to help a patient find their

wellness.

1. My overall impression was that the staff at Exodus are conterned with the wellare and
safety of the consumer, family members, and staff. | enjoved the newly painted green walls that
added color, Appreciated staff attention to safety and wellness, Impressed that the CEOQ was in
recovery himself and has a personal connection to the facility and clients. This is a stabilization
center, not a treatment center.

2. The following recommendations were made by the BHB:

A) Brandy Dickey- Consider enlarging this facility or moving it to accommodate the needs of
our poputation. Further the use of information sharing, accountability, and responsibility
betweern departments and providers. Consider using MHSA money to extand these services
also.

B} Renee Stiltson- Liked the “whatever it takes attitude,” suggested landscaping
improvements.

FRESNG COUNTY
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Fresno County Behavioral Heaith Board Facility/Program Repaort 2

C)  Katie Rice- Appreciates the incorporation of family members. Asks that there would be

more activities for younger youth,

D) Curt Thornton- Likes that staff adjusts to needs and not stuck in “that’s the way it's always
been done,” concerned the youth side is inadequate and needs a bettor faciity.

E) David Weber- Thank Y¥ou 1o staff of the crisis center for their hard work and the respect
they show to everyone ncluding consumers and family.

F} Francine Farber- Recommended landscaping by local nurseries who can helg,

G) Den Vanderheyden- Really well managed, complimented the security, and assessmonte

done,

FRESNO COUNTY BEHAVIORAL HEALTH BOARD
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FRESNG COTNTY BEHAVIORAL BEALTE BOARD
FACEITY/PROGRAM ORSERVATION REPORT

&% Don U amdanfasdam

Board Membor Name

This Heport Is Based On A Personal Vish T From One Or More Members
O The Fresne County Bebaviora? Health Board

BATE OF 3128 VISIT: 242/19 10100 am,

PROSRAM/FACIITY MAME: T %dnuns PH O
Cominal Sdan,, Wi Auniap Cotmeen Ry 2l 319

Locaricen:
STREET ADDRESS:

PROGRAM SUPERVISOR/CONTACT %@*M Golrymemd, L5RE T
(INAME & PHCNE #): Seorvon Qeomumignats Larvifiall S,
589 BH.0-145 37 c.e.i“{) Uoneed §nge § Sk 10
Tenme,CA - -84

VERVATRONE (STIRIED 1% JIZR MY NOT APPLY 710 PROGRAME, (3 g

L. * HOW DOES THE STAFF INTERACT WITH CLIENTS? TITS 1447 WO 81 5Newiy
G20 WLaafin .. C—M‘ﬂ&*»‘w W%m.g«,{é.ﬁ_, sgm%m‘%-?cm@ﬁmmwm

Py Y PAD\ wP\ Sl Cone, Sdly el T hra ek

Z. ARE INDIVIDUAYL GRIEVANCE PROCEDURES PROMENBNTLY POSTED? ARE GRIEVANCE FORMS REANIY AVAILABLE
TO THE INDIVIDUAL? ¥/ IeTun CURRENT PATTENTS RIGHTS ADVGCATE’S CONTACT INFORMATION POSTEDT? Y/

N mmmwm% elag, vaglageid opam L 00wt Crece, %@%&Jﬁ& M%M’

| WHAT ARE THE TYPICAL TREATMENT GDAL‘! For AI\EDI' EALSQ*J THIS PROGRAM?

oo HDES, ¢ elene irohlans s
w&%ﬁ%“ql é‘ St SHM;%W_%MMGM? Syi}mvgj{.‘ 3!5-’;“@51%‘&:&6

NI OR TV i
WHAT ngmTWD Or 'i‘z-mss (RE OR %f OBSTACLES YOUR PROGRAM, S“%@ AND mangggﬁrﬁ ACE gfi %,@ oo
4AY MAKE I¥ DIFFICULT T ACHIEVE THESE Gam;s‘? 8 me%wm
C.cm\-&.a&uxm Rtcaned i pasn ot s Ba i)} wwmm-gwww
i DOFS YOUR AC—EM:Y 5 BOARD OF DIRECTORS LNCLUDE Amc BEHAVIORAL HEALTH CONSUMIR Mmmas? Yes/

. How Do ‘&qu;mow WHEN AN INDIVIDUAL NO LONGER NEEDS THE SERVICES YOU PROVIDE?
W M@*ﬂ?\%ﬁ*z m%g%w}lmﬁﬁkm & LaMA%MLm virtde ;&.&M

Uammes edas wWilldogaleien of g
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5. HOw MANY PEOPLE SEEKING SERVICES DD YOuR ORGANIZATION TURN AWAY BECAUSE THE PERSGN DID NoT
QUALIFY FOR THE PROGRAM OR BECAUSE OF LACK OF CAPACITY? Faundy cfiondupile Whcaod Somoaml Lo H of docls
CLuW-om%“L. %{M#&Wmﬂmm&m%mw
— wgraldnas

8. IS THERE ANY OTHER ASPECT OF THE PROGRAM YOUPD LIZE T SHARE Wit 18 TonAY?
Hocnoallidmal Ouloada mwmﬂm;w:Wm&quw
“adae Cmm%&wﬂhmmum WW)%M&\%M\Q%WE NS L anm%m !
Ci)u,.ni‘ﬁ’mu- el Ly, anmade by Wmi‘gqa W%MMW Geoed DICpmapardBono Brgavnsits
" yers v

BEHAVIORIAL HEALTH BOARD MEMBERS TO COMPLETE THESE QUESTIONS AFTER VISITING THE PROGRAM
b umerndwnn prsmnh . Tty oypiilens aptod by FeABB Tumbus sboct szwa.%m

. WHAT Is YOUR DVERALL MRESSION OF THE FACILITY/PROGRAM, INCLUDING STRENGTHS f_ND LIMITATIONS?

"m»-atmgo_,,:tu& WWWW%&WCM i
W“SWW MWWM%‘&%W Chteiemon VAR P hionds é?%m
Cectant Formadtey om0 Gy ol G ity st Contuts o Somparclih

-

ANY RECCMMENDATIONS FOR THIS FACKITY OR PROGRAM FOR THE BEHAVIORIAL HEALTH BOARD TO CONSIDER?
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FRESNG COUNTY BEHAVIORAL HEALTH BOARD
FACILITY/PROGRAM OBSERVATION REPORT

o~ Carolyn Evans
Board Member Name

This Report 15 Based On 4 Fersonal Visit From One Or Mors Members
Of The Fresao County Behavioral Heatth Board

Diate OF SITe VisiT: BMARCH 16, 2618

PROGRAM/E A CILITY NABE: OLDER ARDULT PROGRAM, BEPARTMENT OF BEHAVIORIAL HE ALY

E.OCATION:
STREET ADDRESS: 2025 H DAKOTA AvENTE, FrESRO, CA 93726

PROGRAM SUPERVISOR/CONTACT
{Nanp & PHONE#): TREVOR BIRKMOL, CLINEC AL SUPERVISOR
559-600-5755

" SERVATIONS {STARRED {*} JFEMS 814 ¥ NOY APPLY T SOME PROGRAMS)

i. *How DoEs THE STAFF INTERACT WiTH CLIENTS? N0 GBSERVATION

2. ART INDIVIDUAL GRIZVANCE PROCEDURES PROMINENTLY POSTED? ARE GRIEVANCE FORMS BTADILY
AVARABLE TO THE INDIVIDUALT Y/ IS THE CURRENT PATIENTS® RIGHTS ADVOCATE'S CONTACT
INFORMATION POSTELT Y/

YES. BOTHR ARY POSTED AND PORMS ANY AVAILASLE,

WHAT ARE THE TvPICAL TREATMENT GOaLs FOR INDIVIDUALS IN THIS PROGRAM?
GOALS INCLUBE STARILIZATION AND INDEPENDENCE BY CONECTING TGO COMMURITY RESOURCES,
CREATING SOCIAL NETWORKS, AND IMPROVING FAMILY RELATIONSHIPS; ALL OF WHICH REDUCE ISOLATION.

b

4. WHAT ARE Two OR THRZE OBSTACLES YOUR PROGRAM, STAFF, AND INDIVIDUALS FACE WHICH Bfav MaKE
Y DUFicOLT TO ACKIEVE THESE GOALS? STAPYING INADEQUATE. SEXIots MENTAL JLLNESSES AND
BOMELESSNESS. FHQUSING SPECIALIST TO CONNRCT TO APPROPRIATE HO#ES, FACILITIEDS TO TREAT THOSE
WITHE COOCCURRING MEDICAL ISSUES.
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5

RGES VOoUR AGENOY’S BoarDn O DIRECTORS INCLUDE ANY BEFAVIORAL I FaLTH CONSUMER MEMBLRS?
Yas{Wo PEER SUPPCRT SPECIALIST ON STAFE.

How Do You KNow WHEN AN INpIviDaaL No LoNGer NesDs THE STRVICES YoU PROVIDE? WHEN CLIENTS
HAVE MET THEIR INDIVIDUALIZED GOALS, HAVE HAD NO HOSPITALIZATIONS OR INCARCERATIONS, HAVE
BECOME STIM-SUFFICIENT, AND EAVE BUILE & SOCIAL NETWORI 1N T4 COMMUNIDY, THEY GENERALLY Ny
LONGER NEED TEE SERVICES PROYIDED BY THE OLDER ABULT PRO GRAM,

How Manry PLoPLE SETKING SERVICKES Dip Your ORGANIZATION TURN AWAY BECAUSE TEE PERSON DND
NOT QUALIFY FOR THE PROGRAM OR BECAUSE OF LACK OF CAPACTTY? CURRENTLY T91E PROGRAM 1S CAPPED,
ACCEPTING NO NEW CLISNTS BUE TS LACK OF 8TAFF. SINCE THE YROGRAM IS FOR THOSE 60+ YEARS, SOME
INDIVIDUALS ARE THRNED AWAY BRCAUSE OF THEIR AGE; {A FEW 55+ ARE ACCEPTED.} SOME INDEVIDIALS ARE
EXCLUED FROM SERVICE DUS TO THEM INSTRANCE COVERAGLE.

i3 THERE ANY DTHER ASPECT OF Tan PROGRAM YOU D LIKE To SHARE Witk Us TonavY? BTAPR BOSS
COMMUNITY OUTREACH 10 IDUCATYE AGENCIES AND SERVICE PROVIDERS ABQUT THE NSEDS OF GLDER ARULTE.
Tl TRAINING FOR LAW ENFORCEMENT INCLUDES PRESENTATIONS ON DEALING WITH OLDER ADULTE,

SITE VISIT BUMMARY

BEHAVIORIAL HEALTH BOARE MEMRBERS TO COMPLIEYE THESE QUBSTIGNS ATTYER VISITING THE PROGRAM

WHAT IS YOUR OVERALL IMPRESSION O THE FACILITY/TROGRAM, INCLUDING STRENGTRS £ND
LIMITATIONS? THE OLDIR ASULT PROCRAM SEERS TO DG A GROD JOB FROVIDING FOR THE EEHAVIORAL
HEALTH MAEDS OF SENTORS. STRENGTHS (NCLUDES 1} LINKAGT OF CLIENTS TO COMMUNITY PROGRAMS TO
BUILD RELATIONSHIPS AND REDUCE ISOLATION, 2} ACCESS TO A GIRIATRIC PSYCHIATRIST VIA TELEMED. 3
LIVKAGE TO PRIMARY C4ARE PHYSICIANS TO CARE FOR THER MEDICAL ISSUES, INCLUDING QOGNITIVE DECLIN
THE S8PACE IS SMALL TO SIRVE 380+ CLIENTS.

ANY RECOMMEND ATIONS FOR THIs FACLLITY OR PROGRAM FOR THE BEHAVIORIAL HEALTH BOARD TO
CONSIBER? 1} THE PROGRAM NEEDS TC BE FULLY STAFFED; NOT ONLY ARZ SLOTS VACANT, BUT SEVIRAL
IN2IVIDUALS AR ON MIDICAL LEAVE. 2) THE PROGRAM NEEDS MORE SPACE, AND NEEDS TO BE MOVED TO
FIRST FLOOR SPACE, AR 4 SATETY ISSUE, 3} TREATMENT FACILITIES AND HOUSING NEED TC BEVELOPED T0 CARE

FOR INDIVIDUALS WITH BOTH MENTAL ILLNESS AND OTHER MEMNCAL ISSUES,

N PR T TR T AT A

';i: At LD A S YN S
B ‘ FRESNGO COUNTY BEHAVIORAL HEALTH BOARD

2018 ANNUAL REPCORT - page 35 of 88




FRESNO COUNTY BEHAVIORALU HEALTH BOARD
FACILITY/PROGRAM OBSERVATION REPORT

BY: Carobyn FEvans
Boord Member Name

This Repoit Is Based On A Personal Visit From Oue Or More Members
Of The Fresno County Behavioral Health Board

PaTE OF Si7r VisrT: Arny. 11,2018

PrROGRAM/FACILITY Manms: HoLISTIC CULTURAL & EDUCATION WELLNESS CENTER

LOCATION:
STREET AbDRESs: 4867 E. Kinus CanyON RDAD, FrEsNG, CA 93727

PROGRAM SUPERVISOR/CONTACT
(NAME & PHONE #): CHRISTINA ALEID; 559-255-83535

OBSERVATIONS (STARRED (%) JTEMS MAY NO¥ APPLY TO SOME PROGRAMS)

piecfiatentcleict -yt &

1. *How DoES THE 8TAFF EINTERACT Wit CLIENTS? CULTURAL BROKERS WORK WELL WITH THEIR IDENFIFILD
CULTURAL GROUP ANE ARE WILLING TO INCLUDRE AND SERVE OTHERS.

2. ARE INDIVIDUAL GRIEVANCE PROCEDURES PROMINENTLY POSTED? ARE GRIEVANCE FORMS READILY
AVAILAELE TOTHE INDIVIDUAL? ¥/ 1S THE CURRENT PATIENTS® REGHTS ADVOCATE’S CONTACT

ENFORMATION posTaED? YVIN
N/A

3. WHAT ARE THE TYPICAL TREATMENT GoALs FOr IN0IvIDUALS IN Tts PROGRAM? NOT A TREATMENT
PROGRAM.

4. WHAT ARE TWO OR THRER OBSTACLES YOUR PROGRAM, STAFF, AND INDIVERUALS FACE WinCH May MaxE
IT DRFFICULT TO ACHEEVE THESE GOALST EVEN WiTH RECENT EXPANSION FHE PROGRAM HAS LIMITED SPACE.
TRANSPORTATION FOR CLIENTS )5 A CHALLENGE. CHILE CARE NEEDED FOR ClAENTS 10 PARTICIPATE TN FROGRAM.

5. DoES YOUR AGENCY’s BOARD (3F DIRECTORS INCLUDE ANY BEHAVIORAL HEALTH CONSUMER MEMBERS?
Y5 . THE ADVISORY COUNCH. DOES INCLUDE CLIENTS WHO LUSE SERVICES.

6. How DO You KNow WHEN AN INDIVIDUAL NG LONGER NEEDS Teg SERVICES YoU PROVIDET CLIENTS ARE
[NVITED TO CONTINUE SO LONG AS INTERESTED AND FEEL THAT PROGRAM 8 HEILPFUL.

LTI ek, 2T A AT TV BTN AT 1 A ST AT T A TN TR LN K R, B R A R e s
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1. How ManNv PEOPLE SEEKING SZRVICES D ¥ouR ORGANIZATION TURN AWAY BECAUSE THE PrrsonN Die

AN T TAT T e e

NOT QUALIFY FOR THE PROGRAM OR BECAUSE OF LACK OF CAPACITY? NONE ARE TURNGD AWAY, THOUGH SOME
PROGRAMS AND CLASSES MAY BE FULL ON SOME DAYS.

IS THERE ANY QTHER ASPECT OF THE PROGRAM YOU’D LIKE T0 SHARE WiTH Us ToDAY? PROGRAM HAS BEEN
EXPANDED WITH SATELLITE LOCATIONS IN FRESNO AND PARLIER. HCEWC BROKERS AFIEND CULTURAL EVENTS IN
THE COMMUNTTY. CLIENTS ARE EMPOWERED TO WORK WITH THE COMMUNITY AND ON SITE; SEVERAL HAVE BEEN
HIRED ¥y THE HCEWC,

SITE VISIT SUMMARY.

BEHAVIORIAL HEALTH BOARD MEMBERS TO COMPLETE THESE QUESTHONS AFTRR VISITING TRE PROGRAM

WHAT Is Your OvERALL IMPRESSION OF THE FA COSTY/PROGRAM, INCLUDING STRENGTHS AND
RIMITATRONST HCEWC 1S WORKING TO EXPAND ITS REACH TO OTHERS IN THE COMMUNITY, INCLUDING
VETERANS-—BOTH US AND SE ASIAN. FEW PROGRAMS FOR MEN BUT MAKING EFFORTS 70O ENGAGE.  ALL PROGRAMS
HAVE AN INTENTIONAL MENTAL HEALTH COMPONENT THAT IS EXPLAINED AND CLARIFIED FOR CLIENTS. WHEN
NEEDED REFERRALS ARE MADE TO SERVICE PROVIDRS. CONGRATULATIONS T0 & ONCE-MARGINAL PROGRAM THAT
HAS BLCOME STRONG AND EFFECTIVE IN SUPPORTING INDIVIDUALS WEO ARE RELUCTANT TO SEEK QUT AND ACCEPT

TRADITIONAL SERVICLES.

ANY RECOMMRNDATIONS FOR THis FACILITY OR PROGR&M FOR THE BEHAVIORIAL HEALTH ROARD T
CONSIDER? HCEWC NEGDS MORE SPACE FOR ITS PROGRAMS. OTHER CULTURAL GROUPS COULD BE INCLUDED.
PROGRAMS FOR MEN NEEDED. SPRECIFIC PROGRAMS FOR NEW MOMS LACKING. TRANSPORTATION SERVICES COULD
HELP MORE INDIVIDUALS ATTEND PROCIRAMS,
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FRESNQ COUNTY BEHAVIORAL HEALTH BOARD
FACILITY/FPROGRAM GBSERVATION REPORT:

By Francine Farber

Date of Site Visit: May 14, 2018 -1 p.ra. -- 245 p.m.

PROGRAM NAME: West Care Substance Use Bisorders

Location 2772 8. Martin Luther King Blvd., Fresno, Phone 265-4800

Program Supervisor. Lynu Pimental {not present) Gary Enepper, Res, Director { not present}

Rob Evans, Program Coordinaior, Giovanna, clinician

OBSERVATIONS

&

o

4.

How does the staff interact with clicnts:

We did not see much interaction in this setting. There were a few casual contacts in the
hatlways which were unremarkable. During discussion they verbalized awareness of

differences and respect/concern,

Are individual grievance procedures posted? Yes Are Grievance forms readily

available? DK Is the current patient advocate’s contact information posted DK

What are the typicai treatment goals for individunals in this program?

= There are three programs but only two types of programs

@  The first is the Residential Multiservice program for individuals on parole. Their

uitimate goal is to prepare for employment.

e The second is men’s aud women's programs for individuals with substance use
disorders. Their goals are to develop abstention skills, get heslth carc under
control, become medication compliant and develop some vocational skills.

Chbstactes which program, séalf and individwals face

»  Some mdividoals in RMS have outside unsupervised visits. It takes them away
fromn in-house training groups; make give them an opportunity o leave; or be in

contact with others who may undermine thelr recovery.

o There are some recruitment problems because staff have to be registered/centified.
New  Medical waiver may increase salaries which should help recruiting.

Doe the agency’s board of dircetors inclyde behavioral heafth constmers?

Not known. The board of directors Is at corporate headquarters in Las Vegas. Previous
client ¢an returm as unpaid interns afler ore year out, or may be employed afier two

successful years out.
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6. How do you knew when an individual no longer needs the services you provide?
When the goals are met — see 43

7. How many people did vour grganization tum away for not qualifying for the
program ov tack of copacity?
e Prospective chents with psychosis or highly delusional or other severe mental
health problems may not be accepted. Have to be able to selfcage, attend groups,
don’t accept peple with history of arson

¢ There is a smali waiting list from time to time mostly because some clients accept
and then decide not to come, They may be referred to another facility.

& 1s thers any other aspect of the program vou'd Hke to share with us?

+  The program includes men with their children, which is untque. They don't know
of another program which incudes {athers/children. Since 2002 there have been
290 births, including one last week.

¢ The program holds graduation ceremtonies twice yearly; usually there are about 60
people who have compleied the Inpatient program, completed outpatient work,
andt may have been in another program as well,

o The Living Room program has monthly alumni dinners featuring movie night and
other events which act s continual support.

OTEER INFORMATION

o Residential Multi Services has capacity for 70; cusrently 56 men with 3 children, 9

women
s Parole officer visits 2x per week. -
o Women's prograin has 60 women, 14 children, 80 capacity
= Men’s program has 56 men, 3 children, 68 capacity
@  Stays vary from 60 1o 90 days to 6 months or up 10 4 year.
o Generally rate of completion of programs is aboul 45%

e {linician ams 4 groups for co-accurring disorders, also individual sessions and folfow-up
linkages

= Medical Director Psychiairist, oversee meds and emergencies

» (hildren mostly infanis and toddlers; child care worker, not preschool teacher

« Families can visit in quidoor courtyard on Sat and Sur, family groups {no children) Tues

and Thurs night
¢ Everyone inmen’s and women’s programs has inside job like dishwasher, cook, etc.
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FRESNO COUNTY BEHAVIORAL HEALTH BOARD
PACILITY/PROGRAM OBSERVATION REPORT

BY: _ Katie Rice

Boaed dember Name

This Report Is Based On A Personal Visit From Ome Or More Members
Of The Fresne County Behavioval Health Board

DATE OF Srre VisIT: 06/08/2018

PROGRAMIRACILITY NAME:
DBH OUTPATIENT CHILDREN"S MiNTAL HEALTR SERVICES

LOCATION!:
SYREET ADDRESS: 3133 N, MILLBROOK AviENer FRESMO

PROGRAM SUPERVISOR/CONTACT

(NAME & PHONE #): LESsY CASTRO-FLORES {CLINICAL SUPERVISOR/DIVISION ManaGER), BECKY ROBRIQUEZ
{ADMINISERATIVE ASSISTANT}

OBSERVATIONS (STARRED (%) JTEMS MAY NOT APPLY TO SOMI PROGRAMS)

1. * How DOES THE STAFF INTERACT Wit CLIENTS? WE DI NOT SEE ANY STAFFCLIENT INFERACTION AS
CLEENTS WERE IN SESSION. WE 1D SIT IN THE WAITING StO0M AREA AND SAW CLIENTS WAITING FOR THEIR

SESSION.

4. ARE INDIVIDUAL GRIEVANCE PROCEDURES PROMINENTLY PosTED? ARE GRIEVANCE FORMS READILY
AVAILABLE To THE INpIVIDUALY? ¥/N IS ¥0% CURRENY PATIENTS® RIGHTS ADVOCATE’S CONTACT INFORMATHIN
POSTEDR? ¥/N
VES 8OTH WERE FOSTED I PLAIN VIEW. GLASS CASE CONTAINING INFORMATION WAS DIRECTLY 1IN THE
ENTRANCE AND THE OTHER NEXT TO CHECK IN DESK.

3, WHAT ARE THE Tyrteal TREATMENT GOALS FOR InNDivEBUALS IN 'THIS PROGRAM?
OUPPATIENT SERVICES ARE BASED OM GOAELS THAT ARE DETURMINEL BA SERON AREA OF NEBD. (1NPU'!‘ FROM CLIENT, FAMILY, SC HQOL..
OTHUR PEALTH CARE PROFESSIONALS. ARE ALL TAKEN INTO CONSIDERATION WHEN BECIDING G(JALS.)

SeHO0L BASED SERVICES- TREATMENT GOALS ARE INIIVIDULALL ED AND CAN INCLAUDE GEALS TITAT WILL HELP REDUCE ADSENCES,
PECREASE IN BEHAVIORS AN SEEF HARM, DEVLOPING COVING SKILLS, ADDRESSIMG ANY TRAUMA ORSUCIDE RISKS.

4. WHAT ARE Two Or THREE OBSTACLES YOUR PROGRAN, STAFF, AND INDIVIDUALS FACE WHICH MAY MAKEIT
DiesicuLy To AcHicve Turse Goaus?

QUTPATIENT SERVICES: REPORTEDR NOT HAVING ENOUGH STAFT &5 THEIR BIGGEST OBSTACLE.

SeHMoo, BASED SERVICES: REPORTED NOT HAVING ENOUGH STAFF & LACK QF SCHODL QEFICE SPACE AS THEIR MGGEST OBSTACLES,

% Bors YOUR AGENCY's BOaRD OF DIRECTORS INCLUDE ANY BEnAvioRaL HEALTH CONSUMER MEVMBERS? YES
{No
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IT WAS REPORTED THAT N THE PAST, YES. CURENTLY THERE IS A VACANCY FOR A PARENT PARTNER. CURRENTLY
INTERVIEWING.

6. How Do You Know WHER AN INnmvipuat No LONGER NEEDS THE SERVICES You ProvIDE?
OUTPAIENT BERVICES: COMMUNICATION WITH CLIENT AND FAMILY ON PROGRESS AND REDUCTION IN AREAS OF NEED.
SCHOOL BASED SERVICES: GOALS ARE MET AT HOMI, SCHOOL AND N THE COMMUNITY.

7. How MANY PEGPLE SEEKING SERVICES DIp YOUR GRGANIZATION TURN AWAY BECAUSE Thg PERSON DD
NoT QuUaLIry FOR THE PROGRAM OR BECAUSE OF LACK OF CAPACYIY?
OUTPATIENT SERVICES: NO BODY IS TURNED AWAY.
SCHOOL BASED SERVICES: IF CLINICIAN{S) ARE AT MAXED CASELOADS UPON THE TIME OF RIEFERRAL, THEY WILL
SEND CLIENT TO OUTPATIENT SERVICES AND MAKE SURE LINKAGES TO ADDITIONAL SARVICES ARE PROVIDED.

& ISTHERE ANy OTHER ASPECT OF THE PROGRAM YOU'™P LikE 'TO SHARE WiTH Us Tovay?
TrAUMA INFORMED Y0OGA WILL BE OFFERED IN THE NEAR FUTURE. STAFF WAS VERY EXCITED ABOUT THIS.

SITRE VISIT SUMMARY

BEHAVIORIAL HEALTH BOARD MEMBERS TO COMPLETE THESE QUESTIONS AFTER VISITING THE PROGRAM

1. WeATIs YOUR OVERALL IMPRESSION OF THE FACILITY/FROGRAM, INCLUDING STRENGTHS AND
LIMITATIONS? THE FACILITY IS VERY CLEAN AND HAS BEAUTIFUL ARTWORK THROUGHOUT. INITIAL AND ONGOING
TRAINING FOR STAFT 1S PROVIDED IN A DEBICATED TRAINING ROOM. (WORKFORCE EDUCATION TRAINING, AVATAR
TRANING/BILLING FOR STAFF} IT WAS NICE TO SEE 80 MANY STAFF WORKING ON A FRIDAY AFTER 3PM. WHITE BOARDS
ON DOORS AND IN INTAKE AREA INDICATING WHO 1S IN/OUT.(GOOD COMMUNICATION} 2 FULLY PADDED ROOMS FOR
CLIENTS THAT MAY BE ESCALATED ORNEED & QUIET AREA TO GO

WALK-IN CRISIS STTUATIONS CAN BE ASSUSED IMMEDIATELY. THERE ARE 3 ADMITTING INTERVIEWS AVANABLE. FRONT
DESK STAFF IS TRAINED 10 PRE SCREEN APLICATIONS FOR URGENCY. IF ADMITFING INTERVIEWRS ARE NGT AVATLABLE, A
SUPERVISOR I8 ALWAYS AVAIALABLE TO CONDUCT AN ASSESSMENT. STAFF 18 TRAINED IN NCI INON-VIOLENT CRISIS
INPERVENTIONY LJPON ASSESSMENT, I¥ NEEDED, CLIENT CAN B8 REFERRED TO EX0DUs Or ER. DOORS CLOSE AT 5P

FACIRITY OFFERS:OQUTPATIENT MENTAL HEALTH SERVICES FOR AGHES D-18

ExpanNsivie DAY TREATMENT FOR AGES 12-18

GUITPATIENT INFANT MENTAL UEALTH AGES D-5

DAYCARE FOR AGES 0-12 FOR INDIVIDUALS THAT DON'T HAVE CHILCARE,

SCHOOL BASED SERVICES IN RURAL AREAS: COLINGA, SELMA, FOOTHILLS, SANGER, ORGANGE COVE

FWORKING ON PARINERSHIP WiTH FUSS 10 EXPAND SERVICES IN THE SCHOOL, SETTING,

CHILD WELFARE WORKER AVAILABLE FOR THOSE INVOLVED WiTH CPS, ProBaTION, DCSS, COURT.
*SAME DAY GOAL FOR REFERRALS
CURRENTLY HAVE 3 PSYCHIATRISTS {2 OM STARF AT ALL TIMES) Hlirkp A 4™ WHO WILL WORK ABOUT

16 HOURS A WK, ViTaLs Room/ WLELNESS EMBLEODED INTO PROGRAMS
T NURSE PRACTIONER THERAPY ROOMS (INDIVIDUAL/GROUP)
LVNARN MEDICATION/DR, APp SCHEDULING ROOM

7 TeLEMED ROOMS CLINICANS CLINICAN SUPPORT STAFF
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2. ANY RECOMMENDATIONS FUR THIS FACILITY OR PROGRAM FOR THE BEUAVIORIAL HEALTH BOARD TO

CONSIDER?

THEY CURRENTLY M) NOT OFFER PCIT,
THEY CURRENTLY D) NOT HAVE AN INFANT MENTAL HEALTH DEVELOPMENTAL PEDIATRICIAN.

THUY ONLY HAVE PERSON CURRENTLY THAT HANDLES A LL THE MEMCATION REFERRAES,
EINGOING IS30ES wITH CVRC LINKAGES, Way?™?
ADDUTONAL STAFF NEEDED TO ENSURE ALL CLIENTS NEEDS ARE MET
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FRESNO COUNTY BEHAVIORAL HEALTH BOARD
FACILITY/PROGRAM OBSERVATION REPORT

BY: Carolyn Bvans
Board Member Name

This Repart Is Based On A Persenst Visit From Coe Or More Members
Gf The Fresna County Bebavioral Heaith Board
DATE OF 81TE VisiT: AUGUST 2] L2018
PROGRAM/IFACILITY Napiz: EXODUS ADULT PSVeHIATRIC HEALTH Facry
Locarion: 441] B. KINGs CANYON Roab, FrREsND

PROGRAM SUPERVISORICONTACE 1 214V, XIoNG, CLINICAL DIRECTOR, 559-600-7180

OBSERVATIONS (STARRED (%) TTEMS 124 YNOTAPPLY TG SOME PROGRAMS)

i. *How Doss THE BTAFF ENTERACT Wit TLIENTS? STAEF SEEMS COMFORTABLE AND FRIENDLY WiTH CLIENTS.
THEY SEEM TO RELATE WELL.

Z. ARE INDIVIDUAL GRIEVANCE FPROCEDURSES PROMINENTLY POSTED? ARE GRIBVANCE Forps BRIy
AVAILABLE T Tye INBIvIDUAL? YES Is THE CURRENT PATIENTS® RIGHTS ABYOCATE'S CONTACT
INFORMATION POSTED? VES

3. WHAT ARE THE TvrICAaL TREAT fENT GOALS FOR ENpivIBUALS IM THIS PROGRAM? MENTALLY AND PHYSICALLY
STABLE. WILLINGNESS TG PARTICIPATE I WELLNESS ACTIVIT) £S, MCLUDENG GROUDS. PARTICIPATION 1IN EDUCATION AND UNDERSTANDING
OF MERICATION, KN()WLEDGE QF COMMUNITY RESQURCES. ACCEPTANCE OF DISCHARGE PLAN. DEVELOPMENT OF SAFETY PLAN.

4. WHAT ARE Two OR ThHRES GBSTACLES VOUR PROGRAM, STAFF, AND INDIVIDUALS Facs WisicH May Maka
7 PISECULT To ACHIEVE TRESE Gonis? LACK OF COMMUNITY RESOURCES. FULL SERVICE PARTNERSHIP
PROGRAMS AT CAPACITY. LONG WAITS FOR STATE HOSPITAL PLACEMENT. LACK OF HOUSING.

5. DOES YOUR AGENCY®S BOARD OF DMRECTORS INCLUDE ANY BERAVIORAL HEALTH ConNsumER MEMBERST
Ex0Dus BOARD 0f DIRECTORS DOES INCLUDE CONSUMER MEMBERS.

. How Do You Know WWaEN AN INDIVIDUAL No Loncer NEgps THE SERvVICES You ProvioE? MENTALLY
STARLE. ACCEPTIVE OF COMMUNITY SERVICES. COOPERATIVE. RECEPTIVE TO MEDICATION EDUCATION. ASLE TO
CREATE A WELLNESS PLAN.

AVIORAL HE
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7. How MANY PROPLE SERKING SERVICES IND YOUR ORCANIZATION TURN AWAY BECausE Tug Peasox Dip
NOT QUALIFY For Tt PROGRAM OR BRECAUSE OF LACK OF CAPACITY TBECAUSE THEY HAVE ONLY 16 BEDS,
MANY ARE TURNED AWAY. DURMNG THE MONTH OF JULY ALONE 161 INDIVIDUALS WERE TURNED AWAY DUE 70 LACK
OF CAPACITY. PRIOWITY LIST ARE FOR THOSE NEEDING CONSERVATORSHIP AND THOSE COMING FROM EXOBUS CRISIS

STABILIZATION UNIT.

8. Is TrERE ANY OTHER ASPECT OF THE PrOGRAM YoU™D Likn TO SHARE WITE Us TOBAY? Exopus
ENCOURAGES FAMILY ENGAGEMENT; HOLDS FAMILY POTLUCKS AND HOLIDAY DINNERS; WILLING TO ADJUST OR
EXTEND VISITATION HOURS. PSYCHIATRIST ON-SITE, FULL-TIME (40 NRS). SOCIAL SERVICES TEAM LINKS TO
COMMUNITY SERYICES, INCLUDING HOUSING.

SITE VISIT SUMMARY
BERIAVIORIAL HEALTH BOARD MEMBERS TO COMPLETE THESE QUESTIONS AFTER VISITING THE PROGRAM

1. Waat Is Your OVERALL IMPRESSION OF THE FACILITY/PROGRAM, INCLUBING STRENGTHS AND
LAMITATIONS? THE STAFF AT EXODUS ADULT PHF ARE COMMITTED TO [HRE BEST CARE POSSIBLE FOR THEIR CLIENTS.
STAFF ADAPTS TO THE OLD, QUTDATED FACILITIES; THEY ARE £LOOKING FORWARD TO MUCH NEEDED RENNOVA TIONS,
THEY HAVE A STRONG RECOVERY~FOCUSED PROGRAM, ANIY ADEQUATE STAFE TO CARRY 1T OUT. QUTSIDE AREA IS 4
NICE SIZE FOR LEISURE AND RECREATION. INCLUDING FAMILIES N THE WELILNESS PROGRAM [$ A POSITIVE. S{NCE
THEY HAVE ONLY 16 BEDS, THEY MUST TURN AWAY MANY INDIVIDUALS. LONG WAIT TIMES FOR OTHER PLACEMENTS
FURTHER IMPACTS THEIR CAPACITY TO SERVE. READMISSIONS HAVE DECLINED WHICH INDJCATES SUCCESS,

2. ANY RECOMMENDATIONS FOR THIS FACILITY R PROGRAM FOR THE BEHAVIORIAL HEALTH BOARD TO
CONSIDER? MAJOR RENNOVATIONS ARE NEEDED. THE FACILITY IS STERILE AND INSTITUTIONAL, RATHER THAN 'THE
FRIENDLY, HOME~Y ENVIRONMENT THAT ONE WOULD LIKE TO SEE. FURNITURE ARRANGEMENT COULD REDUCE SOME
OF THE INSTITUTONAL FEEL. QUTSIDE AREAS ALSO NEED FRESH PAINT. THE UNIFORMED SECURITY GUARD
PATROLLING INSIDE THE FACILITY IS ¥OT FRIENDLY OR COMFORTING FOR CLIENTS. I IT1S NECESSARY FOR SECURITY
TO BE INBIDE THE LIVING AND TREATMENT AREA, THEY SHOULD BE IN LESS INTIMIDATING CLOTHING.
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FRESNG COUNTY BEHAVIORAL HEALTH BOARD
FACILITY/PROGRAM OBSERVATION REPORY

BY:__ Carolyn Evans

Bogrd Member Mawme

N eV b —

This Repert is Based On 4 Personal Visit From Oue Or More Members
Of The Fresne County Behavioral Bealth Beard

DATE OF SITE VISIT: SEPTEMBER 14, 2018
PROCRAM/FACIIITY MAME: RENAISSANCE AT SANTA CLARA

LOCATION: 15535 SANTA CLARA STREET, FRESNO
NTREET ADDRESS:

PROCEAM SUPERVESORICONTACT : SONIA SAHAI-BAINS, 559-233-2054
(NaME & PRONE #):

OBSERYATIONS (STARRED () ITEMS YA ¥ NO¥ ABPLY TO SOME PROGRAMS)

1. *How DOES THE STAFF INTERACT WITH TLIENTS? NO RESIDENTS PRESENT,

2, AREINDIVIDUAL GRIEVANCE PROCEDURES PROMINENTLY POSTED? ARY GRIEVANCE FORMS READILY
AVAILABLE T0 THE IWDIVIDUAL? Y/ 15 THE CURRENT PATIENTS” RIGHTS ADVOCATE'S CONTACT

INFORMATION POSTEDR? W/ N/A

WHAT ARE THE TYPICAL TREATMENT GOALS FOR INPIVIDUALS IN THIS PROCRAM? NOT A TIEATMENT
PROGRAM. THE GOAL 1S FOR RESIDENTS TO MAINTAIN THEER HOUSING. QUARFERLY INSPECTIONS PROVIDE AN
QBPORTUNITY TO ERUCATE ABQUT EXPRCTATIONS AND TEACH LIFE SKILLS AS NEEDED.

s

4. WHAT ARE TWO OR THREE OBSTACLES YOUR PROGRAM, STAFF, AND INDIVIDUALS FACE Winc May MAakE
I DIFFICULY TO ACHIEVE THESE GOALS? LOCATION, WITH LARGE HOMELESS POPULATION OUTSIE THE FENCE.
SUBSTANCE USE DESORDERS OF RESIIENTS AND RESULTING BEHAVIORS, TRANSPORT ATION FOR RESIIENTS,
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POES YOUR AGENCY’S BUARD OF DIRECTORS INCLUDE ANY BEEAVIORAL HEALTH CONSUMER MEMBERS?
PEER SUPPORT SPECIALIST WORKS ON SITE, TENINT COUNCIL NO LONGER ACTIVE.

How Do You KNow WHEN AN INDIVIDUAE o LoNGER NEEDS THE SERVICES YOU PROVIDE® MOYT
RESIDENTS MOVE WHEN THRY JUECELVE A HOUSING VOUCHR FOR ANOTHER APARTMENT OR MOVE IN WITH FAMILY.
SOME RESIDINTS ARE UNABLE TO LEVE INDEPENDENTLY AND MOVE TO A MORL: SUPPORTIVE ENVIRONMENT. VERY
FEW ARE EVICTED.

How MaNv PrOPLE SEEKING SERVICES BID YOUR ORGANIZATION TURN AwaY Because THE PERSON Din
NoT QuarisY ForR THE PROGRAM OR BECAUSE OF LACK OF CAPACITY? SANTA CLARA HAS ONLY 69
APARTMENTS, WITTE 25 FUNDED BY MHSA AND DESIGNATRD FOR DBH CLIENTS. WHEN APARTMENTS BECOME
AVAILABLE, THE DBH HOUSING TEAM USES THE COORDINATIL ENTRY SYSTERM T DETERMINE WO 1$ NEXT ON Tk

WALTING 1.JST.

{5 THERE ANY OTHER ASPECT OF THE PROGRAM YOU'B LIKE TO SHARE WITH s TODAY? STAFE MAY
ACCOMPANY RESIDENTS TO TREATMENT PROGRAMS AND/OR TRAIN THEM TC USE THE BUS SYSTEM. GROUPS ARE HELD
ON SITE MOST DAYS. OCCASIONALLY THERE ARE OUTINGS OR JOINT EVENFS WITIF RESIDENTS IN THE OTHER
RENAISSANNCE HOUSING PROJECTS—TRINITY AND ALTA MONTE, RESIDENTS HAYE FORMED A COMMUNITY AND
ENIOY EACH OTHERS’ COMPANY, SECURITY 18 ON DIFTY FROM 4 PM-8 AM EVERY MIGHT, AND ALL DAY ON FRIDAY
WREN SOMY STAFF OFTEN TS AWAY. A FEW RUESIDENTS ARE EMPLOYED: 4 PROVIDIY IN HOME SUPPORT SERVICES FOR
TUEIR NEIGHBORS. 10% OF RESIDENTS HAVE CARS.

SITE VISIT SUMMARY

BEHAVIORIAL HEALTH BOARD MEMBERS 10 COMPLETE THESE QUESTIONS AFTER VISITING THE PROGRA

WHAT IS Y OUR OVERALL IMPRESSION (3F THE FACILIEV/PROGRAM, SNCLUDING STRENGTHS AND
LIMITATIONS? THERE IS A LOT OF STAFF ON SFIE, INCLUDING THOSE FROM THE HOUSING AUTHORITY AND DBH.
RECENTLY TIERE HAVE BEEN TRAININGS ON THE HOUSING FIRST MODEL, SO TFHAT STAFF WILL UNDERSTAND WHAT I8
EXPECTED OF THEM-~-ACTIVE ENGAGEMENT WITH RESIDENTS AND SUPPORT T0O HELP RESIDENTS MAINTAIN THEIR
HOUSING. MEETINGS WITH SEAFF FROM OTHER HOUSING PROJECT HAS BEEN BENEFICIAL 1O THOSE AT SANTA
CLARA. STAFF INRICAYED THAT SOME PROBLEMS FROM THE PAST, SUCH AS UNWELCOME GUESTS FOM THE
NEIGHBOREOOD AND LOITERING HAVE DECREASED, NG RESIDENTS WERE A VAILABLE TO LXPRESS TSR TAOUGHTS
ABOUT THESR HOUSING AN THE SUPFORTIVI! SERVIQ)S PROVIDED. HAVING SECURITY STAFF ON SITE WHEN STAFF I8
NOT PRESENT £8 ESSENTIAL FOR THIS ROUSING SITE. PRONIMITY TO MAP POINT AND POVERELLO HOUSH PROVIDE
SOME SERVICES FOR RESIDENTS.

ANY RECOMMENDATIONS FGR THIS FACILITY R PROGRAM FOR THE BEHAVIORIAL HEALTHE BOARD 1O
CONSIDER? THERE $HOULD BE A TENENT COUNG. Of REGULAR SCUEDULED METETINGS WHERE RESIDENTS COULD
COMLE TOGETHER TO DISCUSS CONCERNS AND SOLUTTONS. TRAINING AND SUPPORT FOR STAFF SHOULD CONTINUE,
ESPECIALLY SINCE TIIEY ARE TSQLATED FROM OTHER DBH STAFF. THE DEAD GRASS SHOULD BE WATERED AND A
LAWN MAINTAINED FOR A RETTER APPEARANCE AND TO PROVIDE AN ATTRACTIVE OUTBOORS ARFA FOR RESIDENTS
BECAUSE THERE 18 NGT MUCH THAT IS AESTHETICALLY PLEASING GUTSIDE THE FENCE.  TRANSPORTATION SERVICHS
WOULD BE HELPFUL QR TNDEVIDUALS GOING TC TREATMENT PROGIAMS,

oo
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FRESNG COUNTY BEHAVIORAL HFALTH BOARD
FACILITY/PROGRAM OBSERVATION REPORT

BY:__CarolypEvans

Hoard Memher Neme

This Repert Is Based On A Personal Visit From One Or Moye Members
UF The Fresao County Bebaviora! Health Board

BATE O SITE VisiT: OCTOBEK 2, 2018

PROGRAM/RACILITY NAME: PATHWAYS TO RECOVERY

LOCATION:
STREET ANDRESS: S15 8. CEDAR AVENUE

PROGRAM SUPERVISOR/CONTACT
{NAME & PrONE #): JULI: APPERSON, 559-600-6075

UBSERVATIONS (STARRED (%) ITEMS MAY NOT APPLY 70 SOME PROGRAMS)

1. > How DOz THE STARY INTERACT WITH CLIENTS? NO CLIEN|S WERE PRESENT; HOWEVER FRONT OFFICE STAFF
DEALT WELL WD INDI VDU ALS WITO CAMIT IN, AND ALSO SPENT TIME LISTENING AND OFFERING REFERRALS TO THOSE

WO CALLED

2. ARE INDIVIDGAL GRIEVANCE PROCEGURES PR OMINENTLY FOSTED? ARE GRIEVANCE FORMS READILY
AVAIWLABLE To THE INDIVidDCAL? Y/N Isiug CYRRENT PATIENTS” RIGHTS ADVOCATE'S CONTACT
INFORMATION POSTED? ¥ /N YHESY8

3. WHAT ARE THE TYPICAL TREATMENT GOALS FOR INDIVIDUALS IN THiS PROGRAM? TUIS 18 A PROGRAM [N
TRANSITION. TN THE PAST CAL-WORKS CLIENTS WERE REFERRED BY DEPARTMENT OF SOCIAL SERVICES {D85);
CLIENTS WITH BRITAVIORAL HEAL (1L DISORDIRS WERE REQUIRED 1O COMPLETL A G-MPONTH PROGRAM IN ORDER TG
QUALIEY FOR GENERAL RELIFF. A NEW CO-OCCURRING PROGRAM WilL HAVE INEIVEDUALIZED TREATMENT PLANS
DEVELOPED WITl] ANDBY DEPARTMENT OF BEHAVIORAL HEALTH CLIENTS. HARM REDUCTION AND DRCREASED USE
OF SUBSTANCIS WILL BE AN IMPORTANT KLEMENT IN A)L TREATMENT PLANS, ALONG WITTE MENTAL BEALTEH
TREATMENT AND CARE. THE AMERICAN SOCIETY OF ADDICTION MEDICESE (ASAM) ASSLSSMENT TOOL WILL RE
LISED ANIY CASE MANAGERS WILL EVALUATE CLIENT’S PROGRESS. THE N DRUG MFDI-CAL REDFESIGN WILL MAKE
THIS TRANSITION AND THE NIW SERVICES POSSIBLE.

4. WHAT ARE TWo OR THREE ORSTACLIS YOUR PROGRAM;, STAFF, AND INDIVIDUALS FACE WHICH May Maks
1T BUretcuLT To ACHIEVE THESE GOALS? FINANUCIAL INTEGRATION OF SERVICES AND FUNDING SoURCES, LACK
OF STAFF. STIGMA ASSOCIATED WITH SUBSTANCE USE DISORDERS AND MENTAL HLINESSES.
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5. DOES YOUR AGENCY’S BOARD 0§ BIRECTORS INCLUDE ANY BEHAVIORAL HEALTH CONSUMER &TEMBERS?
CURRENTLY THERE ART NO PEER SUPPORY SPECIALISTS ON §TAFF. CLIENTS DO SERVI AS MENTORS TO NEw
PARTICIPANTS, PEER SUPPORT SPECIALISTS WILL, 31 EMPLOYED IN TH): NEW COOCCURRENG PROGRAM.

6. How Do ¥ou ¥now WHEN AN INDIVIDUAL Mo LONGER NEEDS THE SERVICES YOU PROVIDE? CURRENFLY,
CAL-~WORKS CLIBNTS MUST COMPLLTE A Gn MONTFE PROGRAM, WITH THE NEW CO-0CCURRING PROGRAM, PROGRIISS
IN MEETING TREATMENT GOALS WILL BE MEASURED BY ASSLSSMENTS ANFY EVALUATIONS OF 8TAFF., WHEN CLIGNT NG
LONGER MEETS MEDICAL NECESSE'Y, THE C)ILNT WILL BE SFEPPED DOWR TO A 1ESS INTENSIVE QUTPATIENT
PROGRAM. AFFTERCARE AND REAPSE PREVENTION ART: AVALLABLL

7. HOw BANY PEGPLE SEEKING SERVICES p ¥ OUR ORGANIZATION TURN AWaY BECAUSE THE PERSON Bip
NOT QUailsy FOR THE PROGRAN OR BECAUSE OF LACK GF CAPACITY? D83 CLIENTS WITH MILD TO MOIERATE
MENTAL HEALTH DISORDERS ARIZ NO LONGER ACCEPFED INTO THE PROGRAM. NO CLIENTS WI'TIT SERIOUS MENTAL
ILENESSES ARE TURNED AWAY; [F FIIEY DO NOT MERT THE CRITERIA TOR THE PROGRAM , STAFF WIL), HELP CLIENTS
FIND APPROPRIATE SERVICES.

8. IS THERE ANY OTHER ASPECT OF THE PROGRAM YOU'B LE To SHARE Wite Us ToBav? THE FAMILY

DEVELOPMENT CENTER 18 ON-SIVE 10 SRRV CLIEN T3 AND TREIR CHILDREN, A NURSERY AND A PRE-SCHOOL PROGRAM
ARE AVAILARLE, OFFERING EARLY INTERVENTION FOR CHILDREN AND TRACHING PARBNTING SKILLS TO PARENTS.

SIFE VISIT SUMMARY

BEHAVIORIAL HTALTH BOARD MEMBERS TO COMPLEYE THESE QULSTIONS AFTER VISITING THE PROGRAM

. WHATIS YOUR QVERALL IMPRESSION OF Ty FACILITY/PROGRAM, INCLUDING STRENGTHS AND
LiMITATIONS? SINCE THE PROGRAM 1S IN THE MIDST OF CITANGE, IT I3 DEFFICULT FO GAGE 1'T8 STRIENGTHS AND
LIMITATIONS. WHILE THE PROGRAM WAS SUCCESSFUL WORKING WiT] eSS CLIENTS, ITS RESOURCES WILL 138 BETTER
FSEL IN PROVIDING SERVICHS VOR CO-OCCURRING INTHVEIALS WITH SMI AND SUDS. TiE FAMILY DEVELOPMENT
CENTER T8 A BIG PLUS, AND WILL CONTINUE TO GIVE CHILDREN AND PARENTS OPPOR T UNITIES POR DEVELOPMENT AND
GROWTH IN A POSITIVE ENVIRONMENT.

2. ANY RECORMMENBATIONS FoR THIE FACILITY UR PROGRAM ¥OR THE BEHAVIORIAL HEaLTH BOARD TS
CONSIDER? BHR SHOULD REVISIT THE PROGRAM AFTER THE TRANSITION 1§ COMPLETE FQ LEARN ARG T4
PROGRESS,
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FRESNG COUNTY BEHAVIORAL HEALTH BOARD
FACTLITY/PROGRAM OBSERVATION REPORT

BY:_ __Curt Thomton

Da

Bogrd Mumber Nane

This Report Is Based On A Personal Visit From One Cr More Members
Of The Fresno County Bebavioral Health Board

T&QF S17E Visey: OCrOBER 30, 2018

PROGRAM/FACILITY KAME: PERINATAL WeLLvess CENTER

LocaTION;
WEST FRESNG REGIONAL CENTER,
142. E. CALIPORNIA AVENUE, Frisno, CA 93706

PROGRAM SUPERVISOR/CONTACT
Lori Jamis, 559-600-1033

1.

3
TR

*“How DoEs THE 87arr INTERACT WITH CLIENTS? WE DBID NOT OBSERVE THE CENTER STAFF INTERACTING
WITH CLIENTS, BUT WE HEARD A LOT ABGUT THRIR PHILOPSGPHY WRICH IS MEANT T6 BUILD RELA TIONSHIPS
WITH CLIENTS, THEY CHANGED THEIR NAME TO “PERINATAL WELLNESS CENTER” TO EMPIIASIZE THEIR FOCUS
ON WELLNESS. FHEV TRY TO DO TTHS WEFH AN INMTIAL PRONE CALL OR VISIT 7O THE OFTICE. THRY WORK
BARD TO HAVE CLIENTS SEE THEIR CENTER AS A SAFE PLACE. THEY FEEL THEY HAVE A STAFF THAT IS
PASSIONATE ABOUT THEIR WORK. THEY TAKE A LOT OF SATISFACTION KNOWING THEY HAVE NOT LOST A SINGLE
MOTHER CLIENT TO SUICIDE SINCE THE INCEPTION,

ARE INDIVIDUAL GRIEVANCE PROCEDURSES PROMINENTLY POSTED? ARE GRIEVANCE FORMS READILY
AVANLABLE To THE InDIvinuan? Y/N IsTHE CURRENT PA'TIENTS® RIGHTS ADVOCATE'S CONTACT
INFORMATION POSTERT Y/N

YES AND YES.

WHAT ARE ThE TyeicaL TREAYMENT GoALs FOR IN EHYVIBUALS IN THIS PROGRAMN?
EATMENT GOALS VARY DEPENDING ON THE BIAGNOSIS OF THE INDIVIDUAL, THEY ENCOURAGE MEBICATION

WHERE IT SEEMS APPROPRIATE, BUT THEY TRY TO AVOID BEING SEEN AS FORCING 1. THEY TRY TO TEACH THEIR
CLIENTS TO “MANAGE" THEIR SYMPTOMS., WRAP - THE WELLNESS RECOVERY ACTION PLAN IS UTILIZED.

4,

R

WHAT ARE Two OR THREE OBSTACLES YOUX PROGRAM, STAFF, AND INDIVEDUALS FACE WEICH MAYy MAKE
IT BtrricuT TO ACKIEVE THESE GOALS?

THE CENTER HAS ACHIEVED A SIGNIFICANT INCREASE N PATINENTS BAVING A SUBSTANCE ABUSE PROBLEM
SINCE THE LEGALIZATION OF MARIIUNA N CALFORNIA.
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TRANSPORTATION IS A PROBLEM FOR MANY CLIENTS, BESPITE EFFORTS THAT ARE MADE TO ASSIST CLEENTS
WITH THEIR TRANSPORTATION NEEDS, HEIR SEEMS TO BE A LACK OF COMMITMENTY FOR THE POPULATION BEING
SERVED, AS EXHIBITED BY THE WORST PERCENTAGE OF CANCELLED APPOINTMENTS wirHIN PR,

STIGMA IS A SIGNIFICANT PROBLEM IN GETTING INBIVIDUALS INTO TREATMENT ANB CONTINUING. WHEN ASKED
IR TRERE IS A PARTICULAR POPULATION SEGMENT THAT IS MORE DIFFECULT EN THAT REGARD, WE WERE TOLD IT
1S SIGNIFICANT FOR ALL SEGMENTS. HOWEVER, IT WAS NOTED THAT THE AFRICAN-AMERECAN POPULATION IS
ESPECIALLY RELUCTANT TO SERK TREATMENT.

5. Dors Your AGENCY’S BOARD OF DIRECTORS INCLUBE ANY BERAVIORAL HEALTH CONSUMER MEMBRRSY
¥es/No
NOT APPLICABLE.

6. How Do You IKNow WHEN An INDIVIDUAL NG LoNGER NEEDS THE SERVICES YOU PROVIDE?

TYPICALLY THIS 18 ASSESSED WHEN TIIE BARY FURNS E2 MONTHS CLD, BUT THAT IS5 NOT AUTOMATIC. THEY WANT T SEE THE CLIENT
HAVING MET TILH TREA TMENT GOALS AND BEING STABLE.

7. How YNy PEOPLE SKEKING SERVICES B1p ¥oUuR ORGCAMZATION TURN AWaY BRCAUSE THE PEisoN Din
NOT QUALIFY FOR FHE PROGRAM GR BECAUSE OF LACK OF CAPACITY?

AT THIS TOINT THEY HAVE ROT HAD 10 TURY PEOPLE AWaY. BUF IT WAS CURIOUS THAT THEY FEEL THEY COULL DO MTORE WITH THE
ADDITION GF A COUPLE OF §TAFF MEMEBRRS

8. Is THERE ANY OTHER ASPECT OF THE PROGRAM Yaou'n LIKE TO SHARE WiTH (s Topav?

THEY DO U3LIZE A PEER SUPFORY SPECIALISY WO CONTRIBUTES WELL TO THE CENTER. MOST OF THEIR REFERRALS COME FROM OB
OFFICES, AND FROM GRUVP BOMES. 1HEY UFILIZE 4 TELE-FSYCHEATRIST AND NUKSE PRACT 1ONER, AND THEY HAYE THEIR OWN NURSE
PRACTIONER ON STAFF. THEY ARE WORKING ON SCHEDUGLING THINGS BETTER TO HAVE AVARLIBILITY ON MORE DA YS/TIMES.

SEHAVIORIAL HEALTH BOARD MEMEBERS TQ COMPLETE THESE QEESTIONS AFTER VISITING THE PROGRAM

E WHATIS YOUR OVERALL [MPRESSION OF TaE FACIITY/PROGRAM, INCLUDING STRENGTHS AND
LIMITATIONS?

THE OVERALL IMPRESSION Was VERY GO WE DID NOF GET TO INTERACT WAITH CLIENTS WERCEL WORLD HAVE OFER HELPFUL, OLR

QUESTIONS WERE ANSWERED VERY WEEL.

2. ARy RECOMMENDATIONS FOR THIS FACILITY OR PROGRAM tOR THE BEHAVIORIAL HEALTI BOARD TO
CONSIBER?

TIE RESIRE 10 HAVE AN BILINGUAL CLINICESN WAS MENTIONED SEVERAS TIMES, AS WAS A NEED FOR A SUBSTANCE ABUSE SMECTALIST.
WHEN ASKED IF THE PROPLEM GETTING THESE SFOTS FILLED WAS A BUBGETARY PROBLEM QR A FTROBLERM FENDING QUALIFIED
INPIVIDUALS, WE WERE TOLD IT WAS THE ABILITY TO HIRE THE RIGIHT INDIVIDGALS, TREY HAVE SOME INTERVIEWS CUMING UP AND ARE
HOPEFUL. T SEEMS TIRAT [T IS ALMOST UNIY LRSAL, WBETHER CAUSED BY THE COUNTY NOT BEING ATTRACTIVE ENGLUGE WITH WAGES GH
WHATEVER, OR TRE CURRENT LOW UNEMPLOYMENT RATE. 118 HARD TO STAFF QLR VETAL I'ROCILAMS.
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FRESNO COUNTY: DATA NOTEROOK 2017
FOR CALIFORNIA
BEHAVIORAL HEALTH BOARDS AND COMMISSIONS

County Population {(2017}: 998,902
Website for County Department of Mental Health {MH} or Behavioral Health:

htto v co fresno.ca. us/Departments. aspx 2id=120

Website far Local Gounty MH Data and Reporis:

Website for local MH Board/Commission Meeting Announcements and Reports:

htto . co.fresno.ca. us/DepantmentPage. aspx?id=384

Specialty Mental Health Data? from calendar vear (CY) 2014: Tabie 1. Racefethnicity
detail for total Medi-Cal beneficiaries who received Specialty Mental Health services.

Table I—Fresrm MHP Medt~Cal Ertmilees and Beneftcmnes Semed in CY 14 b\y

Race/Ethnicity _

S T Avezage&?kanthw Undupl:wt nduplicated. )

Rade/Eibvicity - 1 Medi-Cal Erollees® . L |7 I Bdneficiaries Served
Whtte 50 543 3,590
...H‘spamc. 223 139 o 5,153
Mncan%meman. S R 24599 R S 1541 ISR
‘,qs[anjpacgﬁc |5;ander wpe e 41 73? . 1020 |
\.Na‘fweAmer[can Y I 2175 e b 121 D e
.'o:her T e v 2?598 1,5523 e

Total 368,898 14,161
*The total is not a direct sum of the averages above jt. The avernges are calculuted separately.

: Gee county Mental Heaith Plan Reports et bitpfiwvew caleqro.com. If you have more racent data
available for either calendar year or fiscal year, please fee! free to update s seclion within current

HIPAA compliant guidelines.




Supplemental County Data Page
Fresno County: 2008-2012 American Community Survey 5-year esfimates??
Population {2010): 930,517
Adult population over 18; 652,637
Civillan veterans: 44,149 (6.8% of the adult population)
Total civilian noninstitutionalized population: 918,579
With a disability, all ages: 108,447 (11.6%)
Under 18 years with disability: 8,509 {3.4% of those within this age group}
Age 18-84 years with a disability: 58,499 (10.6% of those in this age group)
Total population age 65 years and ofder: 82,029 (8.9 % of total population).
Age 65 and older with a disability: 38,439 (41.8% of those in this age group)
Total househoids: 287,082 {100%) Population in households: 911,941 (98.5%])
Househalds with a member 65 years or over: 66,939 (23.3%)
Householder kiving alone, age 65 years and over: 23,381
Grandparents living with own grandchildren under 18 years: 28,060
Responsible for grandchiidren: 8,659 (26.8% of those living with grandchildren)
Grandparents who are female: 5,412 (62.5%)
Grandparents who are married: 6,318 (73.0%)
Percentage of all families whose prior year income was below poverty levei: 20.0%
Percentage of all persons living under the federal poverty level: 24.8%
Percentage of aged 65 and over with prior year income under poverty level: 11.4%

Statewide: of those age 65 and over, 10 % live below the federal poverty level.

2 At aumbers are based on the civilian popuiation pot reskding in institutions. Assumptions and statistical modeis

are hased on the popalatien of 830,517 in the year of the Jast LS. census, 2010,
3 fep:ffwww.labarmarketinfo, ca pov/Flafeensus 201 2/fresadp201 2.paf, see pages 2 and 7 for detalls about

racefethnicity, cultural origin, languages spoken at home, ete,
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INTRODUCTION: PURPOSE, GOALS, AND DATA RESQURCES
What is the "Data Notebook?”

Ths Data Notebook is & structured format for reviewing information and reporting on
specific mental heaith services in each county. The topic for our 2017 Data Notebook
reviews behavioral health services and needs in the system of care for oider adults.
This topic follows our yearly practice of focusing on a different part of the behavioral

health system.

The Data Notebook is developed each year in a work group pracess with input from:

« CA Mental Health Planning Council members and staff,

e CA Association of Local Behavioral Health Boards and Commissions
(CALBHB/C),

» County Behavioral Health Directors Association of California (CBHDA) through
both sfaff and individuat county directors,

« Subject matter experts on the topic of the Data Notebook and stakehalders with

lived experience.

Local mental heslth boards/commissions are reguired annually to review parformance
data for mental health services in their county and to report their findings ta the
California Mental Health Planning Council {CMHPC). To provide structure for the report
and to make the reporting easier, sach year the CMHFC creates a Data Notebook for

local mental health hoards/commissions to complete.

The Data Notehook structure and questions are designed to meet important goais:

= To assist local boards to meet their legal mandates® to review parformance data
far thelr county mental health services and report on perforrnance every year,

» To serve as an aducational resource on behavioral heaith data for local boards,

« To obtain opinion and thoughts of focal mental health boards on specific topics,

«  To identify unmet needs and make recommendations.

We encourage the members of ait local mental health boards to participate in reviewing
and developing the respeonses for this Data Notebook. This is an opportunity for the
local boards and their public mentai health departments te work together on critical
issues, This process may help identify what is most important to your local
hoard/commission and stakeholders and inform county leadership planning for

behavioral health needs.

W, 1.C. 56082, regarding mandated reporting roles of MH Boards and Commissions in California.
7
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After the Data Notebook repoerts are submitted to the CMHPC, stgff comipile the
responses from the local boards/commissions go that the infermation can be arialyzed
to create a yearly report to inform policy makers, stakeholdérs and the general public,
These Statewide Overview regorts are posted at:

http:f!ww.dhcs.cgqovfsewic&sx‘MHiF‘aﬂesIGM HPC-PlanningCouncilWelcome, aspx.

Qur goal is to promote a cuiture of data-~driven quality improvement in California’s
behavioral health services and thereby to improve client culcomes and function. Data
reporting helps provide evidence to support advocacy and good pubiic policy.

This year, we present data and discussion for review of behavioral health services for
alder adults, which is organized in these four main sections:

1) An integrative view of "whole person care” for older adults in the overall system
of care for behavioral health.

2) Discussion of demaographics and challenges presented by expected increases in
total number of older adults and increased needs for behavioral health services;
we also want to know about different groups of older adults in order to promote
appropriate outreach and engagement with services.

3) Conditions that can create bartiers to accessing services (language, geographic
or other social isolation, and disabilities, etc.) and therefore call for specialized

attention and effort.

4} Data and information about the cantinuum of care for oider adults with mental
hegalth andfor substance use treatment needs, including those providing care to
dependent foved ones, those facing crises andfor significant changes in their
abifity fo care for themselves.

How Do the Data Sources Define Older Adults?

It is common to refer broadly to adults age 6C and over as “older adults.” However,
discussions of data require precise definitions which differ depending on the information
source and its purpose. Researchers may define age subcategories to describe
psycholegical or biological® stages of development and aging, for example: the "young
old" {60-735), the “medium old” (75-85}, and the “older old” {86 and older). These
categories are used widely in the memntal heaith and medical literature, because the
iikelihood of frailty, chronic disease and disability increases across these age spans.

i Biclogical development ioosely refers 1o the stages of physical, sognitive and ermoliona! growth and aging.

8
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Therefore, we keep these age groups in mind even though many state and federai data
sourcas reduce the number of categories to simplify the statistical analysis.

Also, there are relatively few older aduits receiving specialty mental health or substance
use treatment services, so only broad categories of age are reported in some datasets
to avoid the small numbers problem. Thus, we cannot always get data for all the
categories desired, which affects not only age but race/ethnicity or other items.

Ideally, we might like to have all data broken down by the same age groups to simpiify
discussion. Unfortunately, that is not possible because wa do not have aceess to the
raw data sets (nor the resources) for such a major re-analysis. Here, we use the age
breakdowns provided by the public data sources that are available to us. That means
data reports on different topics use different age criteria to define older adults.

Resources: Where do We Get the Data?

We customize each repornt by placing data for your county within the Data Notebaok,
followed by discussion guestions related fo each topic. Statewide data are provided for
comparison for some items. Other issues are highlighted by information frem resgarch
reports. County data are taken from public sources including state agencies. Special
care is taken to protect patient privacy for small popuiation counties by "masking”
{redaction) of data cells containing small numbers. Ancther strategy is to combine
several small counties’ dafa {8.g., counties under 50,000 population}.

Many questions in the Data Notebook request input based on the experience and
perspectives of local board members. Board members will need to address related
questions about local programs and policies in their discussion. That information may
be obtained from local county depariments of behavioral health or mental health.

This year we present data from California Departments of Aging, Health Care Services
{DHCS), the Callfornia External Quality Review Organization, the American Community
Survey and other sources listed in Table 2. We also constuited the recent reports on the
Older Adult System of Care by Drs. Janet Frank and Kathryn Keitzman at UCLA for
their contract with the Mental Heaith Oversight and Accountability Commission.®

€ Frank IC, Kiatzman KG, Damron-Rodriguez ), Dupuy O. Cfifornia Mental Health Oider Adult System of Care
Froject: Froposed Dutcomes vad indlcators for Older Adwit Sublic Mentat Health Services, UCLA Center for Health
Policy Research, 2016, June 30, California Mentat Hesith Older Adult System of Care Project: Proposed

Qutcomesand indicators for Older Adukbt Public Mental ealth Servicas,

ntpi//healthpolisy.ucla.edufpublcations/search/papes/detall.aspxPublo=1559
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Tahie 2. Who Produces the Data and What is Contained in these Resources?

| CA DHCS: Mental Health
Analytics Seivices and
Performance Outcomes
Systerns,”
http:AAwww.dhes.ca.gov

Data for Specialty Mental Health Services provided for
adults and youth with Serious Emotional Disorders
(SED) or Serious Mental liiness {SM) funded by the
Medi-Cal system. One unit analyzes the data for aduits
of all ages. A separate group analyzes data for

| services provided {o Medi-Cal covered childrenfyouth
through age 20 (federally defined EPSDT® benefits). |

Research and Analysis
(QARA)

CA DHCS: Office of Applied

Substance Use Disorders Treatment and Prevention
Services for youth and adults, Anpual reports contain
statewide data, some of which iz derived from data
entered into the "Cal-OMB” data system.

CA Department of Aging

Administers programs and services for clder adults in
partnership with the federal government and federal
funding. See www.aging.ca.gov for information.

External Quality Review
Crganization (EQRO), at

www CALEQRO com

Annual evaluation of the data for services offered by
each caunty's Mental Heaith Plan (MHF). An
independent review discusses program strengths and
challenges; highly informative for locai stakeholders.

“American Community
Survey S-year Estimates

The 2008-2012 ACS repori is a detailed survey of
communities hased on the 2010 U8, Census.

Substance Abuse and
Mental Health Services
Administration (SAMHSA)

wvW. Samhsa.qov

independent data reports and iinks fa other federai
agencies (NIMH, NIDA). Example: National Survey on
Drug Use and Heaith (NSDUH]), which covers menta
health, alcohol and drug use in adults and youth with
analysis of needs and how many receive services.

County Behavioral Health
Directors Association of
California (CBHDA}; see
vyrw. chhda orgf

An electronic system (eBHR) to collect behaviorai
health data from CA counties for reporting in the
‘Measures Outcomes and Quality Assegsment”
(MOQA)} database. Also used by ¢ounties to report

some data for MHSA programs and gutcomes.

"See: wynw, dhos.ca.cowiprovgovpar/pas/Pages/Performance-Outcomes-Sysiem- Repots-and-Measyras-

Catalpo.sspx, and htte:www. ghes ca gowsenvicesiiH/DocumentsPOS_StatavldeAaoRen Sept2016 pdf,
3 EPSDY refers o Early, Periodic Scregning, Dlagnosis and Trealment. These federally-defined services are

aveilabie to Medl-Cal covered children ang vouth from birth through age 290.

10
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HEALTHY AGING AND THE OLDER ADU LT SYSTEM GF CAF{E
Social Supports and Community Engagement ﬁ:;r Mentai Hea!th

These services are vifal 1o mental heaith and sustaining recavery as WEIF as physical
neaith and maintaining the functions of dally living. A number of services 3re available

to support healthy aging in the community.
Examples of services for older adults include:

» Senior centers (social, exercise, special interest groups)

> Shuttle vans/Paratransit {transportation is a critical barrier for many across all
age groups, but most especially for older adults with limited mobility).

3 “Meals on Wheels® (programs and volunteers provide more than nutrition: brief

socialization and a check on the person’s welfare or weliness, etc.}.

"HICAP:" counseling and information about insurance issues, often conducted by

voluriteers who are alder aduits trained to assist their peers in navigating

confusing problems with insurance (including Medicare;.

» Medicare Supplement information and support: may cover gym memberships,

where available.

In-Home Supportive Services (IMS8), which are services provided to aliow one to

remain in the community and live safely in their own home.

Grieffl.oss Support Groups (maybe supported by county M or MHSA funds).

Care Coordination {may also be provided by county MH and inciude informaticn

or heip Iinking to specific services, financial supports, or insurance issues).

\11

\/-.’

A o

The above services are part of the social safety net and a foundatfion to promote the
weil-heing and mental health of older adults living in the community. Because of the
acoumulated effect of personal losses, it is helpful to provide support for those
experiencing grief, trauma, or depression in regponse to such losses.

County agencies also provide a variety of mental health and social supports to promote
continued engagement of older adults with the larger community. The goals for older
adults' mental health are to prevent profound isolation, depression, anxiety and to avoid
re-triggering of trauma or serious mental health issues from one's earlier life.

California strives to provide coordinated care for behavioral heaith and physical heaith
care. This objective can be more challenging to achieve for the older adults, dueto
complex heaith care needs and changes in the individual's life and family
circumstances. Some have suggested a need for more collaboration between Aging
program service providers and county behavioral health and social service programs as
orie way to help support an Older Adult Syster of Care (OASQC).

11
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Integrated Health Care for Older Adults: Treating the Whole Person

The CA Department of Health Care Services has implemented the Whole Person Care
(WPC) Pilot Program. WPC is a five-year program authorized under the Medi-Cal 2020
waiver. It coordinates physical health, behavioral health, and social services in a
patient-centered manner, with the goals of improved member health and weli-being
through more efficient and effective use of rescurces. It is anticipated that the WPC
Pilot Program will result in better health outcomes threugh enhanced comprehensive
coordinated care provided at the local level. In late 2018, 18 counties were approved to

participate and in March, 2017 more counties have applied.

1. Has your county applied or been approved to participate in the Whole Person

Care Pilot Program?
Yes  No__X_

If so, will older adults be served in your county's program? Yes __ No_

Z. in a prior Data Notebook (2014), counties provided examples of efforts to ensure
integrated physical health care with behavioral health care. Please check which
services or activities your county provides for older adults.

__X___Procedures for referral to primary care

__X__ Procedures for scregning and referral for substance use treatment
__X__ Program or unit focused on the Oldar Adult System of Care (AOSQC}
__X__ Linkage fo Federaily Qualified Healthcare Center (FQHC} or similar
__X__Links to Tribal Health

__X__Case management/care coordination to other social services e.9.,
housing, CalFRESH, Meals on Wheels, In-Home Supportive Services {IHSS}
__X__Health screenings, vital signs, routine lab work at Behavioral Health site
_____Health educator or RN on staff o teach or lead wellness classes
__X__Treaining primary care providers on linking medical with behavioral health
__X__ Use of health navigators, promofores,® or peer mentors to fink to services

Other, please specify.

% 1n the Hisgaric/Lating comraunity, these sre health ‘promoters and representatives, who may aiso assist ia
navigating the camplexities of the health care system.
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DEMOGRAPHIC TRENDS : CHALLENGES FOR SERVICE ACCESS
Who are California’s Older Adults?

"Older Adults comprise a substantial portion of the people in Califoria.  {n 20186,
approximately 5.5 million Californians, or 14% of the population, were age 85 or

older.1®

Of those, "approximately 1.6 millien {30 per cent of California's total older adult
population) was foreign-born.”

it's well-known that there are disparities in access to health services, especially
behavioral health care. To help us plan cutreach and services, we want to know the
cultural and racefethnicity backgrounds of California’s oider adults, among other
characteristics. The table below provides some of this information. !

Table 3. Race/Ethnicity of Otder Adults in CA age 65 and over, 2011

Race/ Eti:tnicity Age 65 tc 74 I;gge 75 ang Older Total # of Al Percent of All
Adults > 65 Adults = 65

White, Not 1,393,928 1,295,788 2,694,718 613%
Hispanic
Asian, Not 333,386 261,954 595,350 135 %
Hispanic
Black, Not 135,329 47,018 232,347 53 %
Hispanic ek
Alf Others', Not . 51,323 30,844 82,167 1.8%
Hispanic
Hispanic 462,706 330,420 793,126 i80%
{any race) S

Totals 2,381,682 2,016,124 4,397,806 ~100.0 %

““California’s older adulis will continue to grow more racially, ethnically, and
culturally diverse. While 82 percent of older adults were White/Non-Hispanic in
2010, by 2050 the majority will be from groups formerly considered to be

minarities,” 17

 Cglifernia Department of Finance, Demographic Reports and Projections, 2017, www.dof.ca.poy,

*1 California State Plan on Aging — 2013-2017, California Department of AgIng. www.BgINg.ca.guv,

32 Dye to statistical reasons regarding sampling, this report combined tatals inte “All Gthers, Non-tHispanic” for the
following categorias: Americar Indian/Alaska Native, Native Hawalian/Pacific [slander, Seme Other Race, and Two

or More Races. Oue to rounding, percentages may not sum ta 200 %.
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How do We Plan for Future Needs in the Older Adu!fSystem Qf Care?

Most counties obtain data that forecasts population numbers for groups By aifé and race-
ethricity in order to plan for future needs. It fs predicied that the himber$ of cider adults
will surge, sometimes referred to as the “silver tsunami.” Interdisciplinary and cross-
agency collaboration at focal, state, and federal levels will be essential.

18 1
18 4
14 A
12 1
10 4

1850 1960 1370 I88C 188

. e X 3

0 2000 2010 2020 2030 040 2050 2060

B Californis Populstion Age 60 and Older in Millions

-

Figure 1. Projected Increases in Population Age 80 and over in California. 3

Compare the predicted numbers for your county with those for the state:

2010 Population | 2030 Population | Per Cent Ghange |
age 60+ age 60+ over 20 years
Fresno County 134,523 243,111 81 %
California 6,016,871 10,879,098 81 %

3. Is your county doing any advanced planning to meet the mental health and
substance use service needs of your changing older adult pepuiation in the
coming years? Yes___ No_X__

if yes, please describe briefly.

¥ California State Plan on Aging 2013-2017, Californtz Departrnent of Aglng, wwi.ogina.ca.30Y.

14
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Barriers to Services for Older Aduits

Disabilities in Older Aduits Can Present Barriers to Service Access

Statawide, ahout 40% of adutts age 65 or over have a physical or cognitive disability.

Tabie 4. Disability Status by Age and Sex in Califernia, 2011

Male Female Totsl
: ‘With a | Peicentof | ~ Witha | Porcentof With & | Percent of
Age Group " - Oianbliity RAge Dizability Age Cisablilty Age |
Under 5 9,478 0.7% 9077 0.8% 19,4583 0.8%
547 167 058 4.8% 07,471 3.0% 264 529 16%
18-34 . 220,823 4.5% 169,127 3.7% 389,850 4 J5%
3564 723401 10.2% 770,865 10.4% 1,484 766 10,3%
BB-74 266 215 24.3% 306.784 24.2% 272,909 24.3%
76+ 3308394 40 (% 523,835 54.3% 1.012.24% 52 14
Total 1,776,367 9. 7% 1,878,079 10.6% 3,753,446 10.1%
® Ladger hge 3° ¥ hpges 5.175> - Azes 1884 B Age65and [ider
25% o
0N - -
:
G 3
5 15% 7
& ]
§ .
S 10% 4-
o l
& )
B3
05 o MEEEE: IR k ‘& P ik 3 NI i oy -
Heorng Difficulty  Visioq Difficu Cognithe Ambuimory Self-core Indapendent
Difleulty Gifikruity Difficulyy Living Cifflculty
Type of Disabiftty

*Far childien wader 5 years old, oy ouestions segarding hearing and vislon difficultine wera uckad.,

*epor children batwaen the ages of S and 24, anly questions reganling heading, vision cogakive. ambidatary, azc sell-care dlfficulties wereadked,

Figure 2. Type of Disability in Different Age Groups in California (2011), above,
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The data shown above only shows specific types of disability and does pot account for
co-gceurring chronic Hinesses such as heart disease, diabetes, hypertension, or
canditions associated with chronic pain such as arthritls or other musculoskeleta!
disorders. Gur mental health and well-being interfwine inseparably with the experience

of physical disability and disease.

in your county, the data show:

Fresno County {2011): There were 92,0292 persons age 65 years and oider, Of I

those, the number of individuals age 65 and ofder with a disability: 38,438, :
That number represents 42 % of this age group. J

A e

Geographic Isclation and Socioeconomic Factors can Present Barriers to
Accessing Services

Next, we consider some data about the older adults that describe some challenges for
mental health and well-being that also can present cbstacles to accessing mental health
services. These challenges include: living alone, in geographical isolation, in poverty ar
near poverty, disability status {SSHSSP support indicater), whether the individual is from
a historically underserved minority or culfural group, or communicates primarily in a
language other than English.

The California Department of Aging prepared the following demographic projections’™ for
2016 for your county:

Fresno County {2016}): T
Age 60+ 164,643 Age 76+:
Nonminority:** 88,019 Minority'® 76,624
Low income; 24,000 Non-English proficient: 10,920
Medi-Cal: 40,877 SSIISSP (85+): 16,007
Lives alone (60+); 30,030 Geo-isolation (80+); 18,288

¥ ¢ alifurnis Department of Aging, 2015, www.aging.ca.gav.
B ysing federal data guidelines, the Department on Aging defines “nonménerity” as nen-Hispanic whites,
* The federal dats guidelines vsed by the Department on Aging define “mincrity” as everyone else, that is, alf

racefethnicities that are not Caucasian and are not Hispanic.
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Limited English Proficiency is a Barrier for Behév Gra heafth mce‘ss

One major barrier for older adulis' access to behaworai hﬁstth care is the !a‘hguage
spokan at home and whether the individual speaks English “less than well.” Due to the
state's historical origins and the large inflow of immigrants, California "is one of the most
language-diverse in the nation,™ with more than 100 languages spoken.

One-third of older adults age 65 and over speak a language other than English at home,
but about half of those {or one-sixth of elders) speak English “less than well” Many
counties have difficully finding behavioral health staff who speak Spanish, the language
spoken most frequently in California besides English. Using translators (if available) or
the telephone-hased translation service can be awkward for addressing highly personal
issues in mental health and substance use treatment.

Several counties have high rates (between 12 and 21 percent) of oider adults who have
difficulty communicating in English. These include Alameda, San Francisco, San Mateo,
Santa Clara, Merced, San Benito, Monterey, Tuiare, Los Angeles, Orange, and Imperial

counties.®

4. Are there groups in your county who are at significant risk of being unserved or
underserved due to fimited English proficiency?

Yes X__ No___

ifyes, please list the top three major language groups or communities in greatest
need of outreach for behavicral health services in your county.
Spanish, Hmong, Vietnamese

5. Describe one strategy that your county employs to reach and serve various
cultural and/or race-ethnicity groups within your papulation of older adults?
Contract with Fresno Center (Living Well Program &
Holistic Cultural and Education Weltness Center). Cultural Based Access
Navigation System {CBANS}—oconftracts with Fresno American indian Heatth
Project, Centro La Famiiiia, Fresno Interdenominational Refugee Ministries, Yest
Fresno Family Resource Center, & Sarbat Bhala (Punjabi). These providers may
serve all clients, including Older Adults.

8. Are there other significant barriers to obtaining services for oider adults in your
county? Yes X__ No___ ifves please check all that apply.

__X_Transportation
_X___Geographic |solation

17 hvtp:/fwww.dof ca.gov/Reparts/Demographic_Reponts/documents/2011ACS lyear, Rpt, CA.pdf
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_X__Lack of awareness of services
___X_Mobility issues due to co-occurring physical conditions or disabilities
X _Lack of geriatric-trained practitioner
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L TH BOARD




BEHAVIORAL HEALTH: OLDER ADULTS CONTINUUM OF CARE
Substance Use Treatment for Older Adults: Barriers and Stigma

This section may be refevant only if your boerd has integrated co-securring substance
use disorders into its mission. f not, you may choose to skip this topic and question,

Addiction and late-onset alcoholism are more common for adults over the age of sixty
than many think. COften the problem is invisible to the family or larger society,
particularly if the person is not working, lives alone, or is a member of & social group
that uses marijuana or drinks "recreationally.” Some "baby hoomers,” now age 5 and
aver, grew Up experimenting with drugs and have fewer reservations about drug use.
Treatment of chronic pain conditions can lead to unintended misuse and addiction fo
narcotics or opiates. Some older adults are forgetful and may take their pills again or
mix them with alcohol, and may become “accidental addicts.” Depression and anxiety
in older adults may lead to inappropriate "self-medication.”®

Stigma, denial, lack of awareness, and nominally acceptable social use (e.g. afcohol,
marijuana, prescription drugs) all play some role in both the problern and in the barriers
to treatment for older adults. All these factors lead clients and family members to place
considerable importance on effective strategies to identify, reach and engage older
adults in substance use treatment thaf is specifically designed for alder aduits.

How large is the problem? National reports show that there are significant unmet needs
for substance use disorder (SUD) treatment in older aduits, Very few older adults enroll
i SUD treatment, and yet the need is well-documented.

In the U.S. (2015) it was reported’? that there were at least 1.7 million adults aged 50 or
older who had both mental illness and SUDs in the past year. That number
corresponds to 1.6 percent of all adults 50 and older. Of these, 57 percent received
mental health care or SUD treatment at a specialty facility in the past year. Mental
health ¢are only was received by 47 percent of these, both mental health care and SUD
treatment were received by 7 percent, but less than 4 percent received SUD treaiment

aioche.

Next, we consider some data for older adults in California,

18 sddiction in Older Adults: Why it's Prevalent, What Can Be Done. ~ Hazelden.
hetps s/ Awww. hazelden. org/web/publi meat/older-adults-prescription-medication-gbuse-addiction-

generic.odf

11 Kay Substance Use end Mental Health Indicators In the United States: Results from the 2015 Naviona Survey an

Drug Use and Health [NSDUM). www.samhsa.gov. U.S. Department of Health and Human Services, Substance
Abuse and Mantal Health Services Administration, Center for Behavioral Heafth Statistics and Guality, 20%6.
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Focus on Fifty-five (and over) in California: Analyses®® of SUD services for clients age
55 and over yielded these findings for those admitted o treatment in FY 2014-2015.

» About 11,000 unique clients ages 55 and over were admitted to publically
monitored SUD freatment. This age group accounted for anly about 10% of total
clients. Very few--about 80 clients--were age 75 or older.

e Most were admitted fo the Qutpatient Narcotic Treatment Program (NTP) -
maintenance service type (33%), or to the Outpatient Drug Frae service type
[27%). Residential Detoxification was next at 17%, and then Residential

Treatment at over 16%.

»  About 47% reported only drug (other than alcohol) problems, about 25% reported
hath alcohol and drug use, and 24% alcohol anly.

« The top four drugs of abuse that are most commonly reported inciude hercin
(35%), alcohof {34%), methamphetamine {almost 12%), and cocaine/crack over
6%). These four drugs accounted for 87% of suhstance use in adults over 55,

= For clients under 55, methamphetamine is the most commoniy-reported drug.

Some SUD clients had co-occurring mental health disorders. Although the Cal-OMS-Tx
data system does not collect DEM-V diagnoses, the clients were asked guestions about
mental health services received in the 30 days prior to entering treatment. Responses
were taken as indicating iikely mental health issues occurring in the prior 30 days.

¢« The combined percentages for clients reporting ER {(emergency mental health
use} or 24 hours or more psychiatric facility days are small: 3-4% range.

s About 24% reparted psychiatric drug use. This is a concern because SAMHSA
estimates the same 24% for all adulis nationally (not just clder adults).

Those SUD treatment clients, age 55 and over, with a co-occurring mental heaith
condition were found to he somewhat less successful than other SUD clients on
standard outcormne measures. These outcome measures included primary drug
abstinence, employment, stable housing, and participation in social support recovery
days. Those with co-occurring disorders were alsa more likely to have been arrested.

 Findings from the Cal-OMS Tx data system were provided by the Office of Applied Rescarch and Analbysis,
Califarnia Departrment of Health Care Sevvices, (Tx = treatment).
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TABLE 5. Data below show how many older adulis (age 55 +) received different types
of SUD services relative to other age groups in your community and the state.

Your County: FRESNO

Number and Percent of Clients by SUD Treatment Type (FY 15-18)

Age Group | Detoxification | Outpatient Outpatient Residential | Total
NTP nen-NTP Tx i {each row)
Age 55 & over 61 188 127 89 445
¢
1371% 42.25% 28.54 % 3551 % |
L
Age 3754 185 309 835 | 336 1665
s
11311 % 18.56 % 50.15 % 20.18 % §
;
| Age 26-36 134 768 1083 531 2106
9.21 % 14.15% | 51.42 % 2521 %
Age 15-25 82 109 1527 203 1971
427% 5,67 % | 79.49 % 10.57 %
{ oo

CALIFORNIA: Statawide

Number and Percent of Clients by SUD Treatment Type (FY 15.-16}

Age Group | Detoxification | Outpatient Cutpatient Residential Tota)
NTP non-N7TP Tx feach row)
Age 55 & over 3,008 3,674 3,363 2081 12,103
; z
Age 37-54 8,395 7,340 16,475 3,148 41,358
i
Age 26-35 7,442 ; 7,718 20,216 11,170 46,547
Ape 15-25 3,555 2,974 18,467 6,014 31,010
§
Cosumn 22,397 21,707 58,521 28,393 131,018
TOTALS:
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in the stafe and county data above, the age break for older adults was lowered to 55
because SUD problems in older adults may have roots in late middie age, with
increased impairment in subsequent years. Examination of the data across many
counties results in two key observations (among others possible):

o The number of adults age 55 and over who received SUD treatment of any type
is generally much less than for other age groups, even though older adults
represent an increasing share of the total population.

« In the majority of small counties with populations <100,000, there are relatively
few options for types of SUD treatment besides outpatient treatment {non-NTP).
Tha large number of “zeroes” shown under other types of treatment may indicate
a dispatity in access to those services.

7. One of our goals is to identify unmet needs for substance use treatment in older
aduls. Based on local community needs assessments or other reports, what
substance use treatment services gre available in your county for glder adults?
Please check all that apply.

_X__OQutpatient NTP (narcotics treatment program {methadone, etc)
_X_Outpatient (non-NTF}

_X_Detoxification

_X Residential Treatment

_X__Dual Diagnoses Programs

__ Warkforce licensed/certified fo treat co-cccurring MH and SUD disorders

_X__Safe housing options for ciients working to be clean and sober (also appliss
to dua!l diagnosis clients)

__X_8UD Treatment program designed for older military veterans Referrals to
Veterans Administration SUD Treatment program

__Dther, please specify.
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Mental Health Services for Oldar Adults®t

Although our main focus here is on serious mental iliness, we keep in mind that major
depression shortens lives due to inferactions with medical conditions and due to suicide.
Untreated depression in alder adults also increases the risk for developing dementia.

Major depression and anxiety disorders are the most prevalent mental health concerns
in older adults in the U.S5. Approximately 11 percent of ¢ldar adults have anxiety
disorders.?2 Ahout 15-20 percent of older aduits have experienced depression af some
point.2* Within one year {20715), about 4.8 percent {or 5.2 million} adults over 50
experienced a major depressive episode, and 62% of those experienced major
impairment 24 About 67% of those with major depression recelved treatment. #®

Evan mild depression lowers immunity and compromises & person’s ability to fight
infections and cancers.”® Untreated depression resuits in worse disease progression
and ingreased risk of death following a heart attack or stroke or in congestive heart
failure.2® Nearly half of all {reatment for depression occurs in the primary care setiing
and often involves medication, but doctors report difficulty and long waits getting

appointments for patients to speak with a therapist.

Many oider adults experience cultural barriers that deter them from seeking treatment
for behavioral health issues. However, the greatest bartier to accessing mental haalth
services is financial and applies across the life span, including older aduits. Those over
age 85 rely on Medicare, which covers some ouipatient mentat health services (Part ).

Some older aduits have both Medicare and Medi-Cal coverage.

tn the following pages, we examine Medi-Cal-funded Specialty Mental Health Services

which are targeted for those with serious mental iilness.

The total count of unique clients age 55 and over who received Specialty Mental Health
Services was 68,087 in CY 2015; about 41% were male and 53% werea fermale.

The Affordable Care Act (ACA} enabled 28% of these older adults (total 19,376) to
access mental health services. Nearly all of thase clients fell into the age group 55-69.

M We express appreciation for the Speciaity Mental Heaith Services data in this section, which were pregared by
Behavioral Health Concepts, Inc. {the current Externat Quality Review Organlzation, FORO) and were presented by
Br. Saumitra Senibupta to a committee meeting of the Planning Council on April 20, 2017. Data analysts and

graphs were constructed by Rachel Philllps, M.5.

= american Psychelogical Association, 2005. kitp://wwiv.apa.orgfabout/grfissues/aging/mentai-heafth aspx

¥ Geriatric Mantal Health Foundation, 2008,

# Key Substance Use and Mental Heaith Indicators in the U.5.: Results from the 2015 Naticnal Survey on Drug Use

and Hestth, 2018, htip/fwww.samhsa.gov.

¥ preparing for Mentat Health Needs of Older Adults, by B. Foraster, 1D et al, webinar (2017}, wwsw.samhsa.gov.
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The following data shows which age groups of older adults were most likely to receive
Specialty Mental Health Services in CY 2015. Ages 55-69 account for the majority of
older adults who raceived services, Of those, the age group 55-58 had the largest
number of individuais who received services. Age 80 and over had the fewest services

compared to the other caiegories of okder adufts.
Y15 Older Aduit Age Groups Served
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Figure 3. Subcategoties by Age of Older Adults who received Speciaity Mental Health
Services in California (CY2015).
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Older adult {age 55 and over) Specialty Mental Health clients were found in greatest
numbers in LA, County, followed by the Southern region and Bay Area counties, ® as
shown in the next figure. The Superior region had the lowest number of older adults
who received these services, which reflects this region’s compasition of mostly smail-
riral and smail-population counties spread over large geographic areas.

CY15 Older Adult Served by Ragion

2600

15,000 .

Benefiziaries Served

0o

5,000

Seuthern Bay Area Cerdral Superior

Figure 4. The numbers of persons in each region who réceived Specialty Mental Hesalth
Services {"beneficiaries”, CY 2015). Los Angeles County is {aken to be its own region.

2% gay Area : Alameda, Contra Costz, Marin, Manteray, Napg, San Benlto, San Francisco, 5an Mateg, Santa Clars,
Santa Cruz, Solano, Sonoma counties

Central region: Amador, Alpine, Calaveras, £l Dorada, Fresno, Inyo, Kings, , Madera, Mariposa, Merced, Mone,
Piacer, Sacraments, San Joaquin, Sierra, Stanisiaus, Sutter, Tuclumne, Tulare, Yolo, Yuba counties

Supgrior Repion: Butte, Colusa, Del Norte, Glann, Humboldt, Lake, Lassen, Mendocine, Modog, Nevads, Plumas,
Shasta, Siskivou, Tehama, Trinlty counties

Southern: Imperial, Kera, Qrange, Rivarside, San Bernardino, San Biego, San Luis Obispe, Santa Barbary, Venptura.

25

AVIORAL HEALTH BOARD

ORT - page 76 of 88

FRESNG COUNTY

2018 ANMUAL RE




Next, we present data to address how many older adults in each of the major
race/ethnicity demographic groups received Spacialty Mental Health Services. Data for
older adults in five major racelsthnicity categories plus "Other"? are shown below.

£Y15 Oider Adults Servad by Race/Ethnicity
sopan - . h

26,713

28.000

20.600

16,000

Baneficiaries Served

10,000

8,500 -

Whiza Offvew Hrtcan-fimer..  Hspanio  AsiznPaclic Hattvs
Ifander ARSI

Figure 5. The major demographic groups of older adults who received Specialty Mental
Health Services (CY2015), by race/Ethnicity, shown with the number of persons in each

group (“beneficiaties served").

2 “rythar” was defined to include the categories of one or more races, another category not given as an
ogtion, or those for whom this information was not suppiied {therefore “unknown”}.
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it is important to know the most common types of mental health services received by
older adult cliets. These data are shown in the figure below. The top three most
frequent types of services were medication support, mental health services, and case
management. The numbers of clients who received crisis intervention and crigis
stabilization services are not very large, but these services are important in helping to
avoid hospitalization and other expensive residential treatment services,

The least frequently-used services were day treatment, residential services, and
inpatient services. However, these last three categories are the most expensive

services to provide, based on the cost per individual claim for clients who needed those
services. High-expense claims can strain county budgets whan there is increased use.

Y15 Older Adulty Servad by Service Type

53,000 -
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45 000

G000
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818 s

wedicalion  Mental Haalih Tage Crizie lnpetierd Resicoral  Day Tegtmert
Suppel Servloes marspement  Intervenlion Rabilizgtion Sarvicns Steviace

Figure 6. The most frequently used specialty mental health services are shown by the
total number of older adults (*beneficiaries served”) who received each type of service,

After reviewing the statewide dafa above, we now examing data from your county for
adult and older adult clients served comparad to all Medi-Cal cerlified sligible adults.
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Demographic Data for Your County: Fresno (FY 2014-2015)

Top: Major racefethnicity groupings of eligible adults who received one or more
specialty mental health services during the fiscal year.

Fiscal Year 14-15 Race Distribution

B Alaskan Native or smerican
indian

B Asiun or Pacific Islander

€7 Black

® Hispanic

wWhite

% Other

= Upknown

Below: Age Groups of Madi-Cal eligible adulis who received one or more specialty
mental health services during the fiscal year. Note the percentage for older adults.

Flscal Year 14-15 Age Group
Distribution

¥ 2duits 21-54
= Aduits 45-64
w Adults 65+

Figure 7. Demographic data for your county {(FY14-18). adults and older adults who
received Medi-Cal funded specialty mentat health services (SMHS) 28

% spe performance Qutcomes Reports for adults from California Department of Health Care Services,

nttpc/fwww, dhes co poviservices! M/ Pages/2018-Adult-Population-County-Level-8
Srnaller counties with pepuelations under 30,000 only list the numbers I they are within HEPAA privacy guudeimes

for data reporting, Redacted {or masked) data velues are markad by the symbal *4”,
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Table 6. Bata for vour County: Fresne (FY 2014-2015)
Specialty Mental Health Service Visits (SMHS) and Service Penetration Rates

Top: Aduits who received at least one SMHS visit during the year.

all 10,536 235,632 45%|
Atults 21-i8 8,047 183,173 45%
ihdulte 45-64 4,158 71,975 £ 8%
Laduits 65+ 3841 30,534 1.9%
(Alaskan Native or Arasrigan Indian 119 1,807 5.6%
iAsian or Pacific | slander 1,178 54,243 2%
:Biack 1,305 16 719 78%
iHispanlc 3,018 95,167 32%
ok ite 5,367 46,831 2%
{Other 695 16,557 4.2%
Unknowr _.50a} 18,298 6.3%
rFernale & BEE 130,766 4 5%
fdate 4,718 104 566 $5%

All . b, Th2 235,632 DA%
Agults 2144 3616 133473 2.7%
ihdults 45-64 2813 71,928 4.0%
| Bhalts 65¢ 248 90,534 05%
Alaskan Native or American Indian 78 1,607 30%
Asian ar Pacdificlsiander 792 44,293 1.8%
Black 761 16,719 1.7%
Hispani¢ 1,903 85,167 20%
wohlte 2,128 46831 4.9%
lgther 400 16,517 2.4%
[ Linknawn 52 14,298 4.4%
iFemuie 3,732 130,766 2.9%
iMate 2970 W04866]  2B%

Notes: County data for Medi-Cal eligible adults (“certified”) who received Specialty

Below: Adults who received five or rore SMHS visits duting the year.

Mental Heailth Services during the year. The {able at top shows numbers for those who
received at least one service (one measure of "access”). The lower table shows how

many adults received five or more services during the year (one measure of
"engagement”). Take special note of data for "Adults 65+.
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8. Based on ejther the data or your general experience in ybur cbﬁnt?, do you think
your county is doing a geod job of reaching and serving older adults in need of

mental health services?

Yes  No X

revevers

If ‘No,” then what sltrategies might better meet the MH needs of older aduits?

in the Metropolitan area Fresno County is mesting the needs of Older Adults who
are aware of the services that are available. The problem is the lack of
knowledge in the community about services provided. This is an fssue among all
age groups in Fresno County; DBH needs more outreach to the community—

toth urbarn and rural.

Community Supports for Mental Health Emergencies and Crisis Services

Our understanding is that there are ralatively few counties with crisis intervention or
stabilization services with specialized training in helping older adults. Instead, they rely
mainly on the adult system of care for all adults. In the CMHPC Statewide Overview
Report?® (2015}, responses from a number of counties identified needs for crisis
services specificaily targeted to older adults.

8. Does your county have resources to provide mental health crisis services
designed specifically to meet the needs of older adults?

Yes_ X _No__ Ifyes, please check all that apply beiow.

_X__Mental heaith providers trained in MH needs of older adults

_X_Crisls intervention Teams have someane trained in the needs of older adufis

_X_Provide training and work more closely with law enforcement in handling MH
crisis of older adulis

_X_Crisis Drop-In Center with ability to serve older adulis
_X _Setvices far older adulis at risk for suicide

__X_23-Hour Crisis Stabilization Services for older adults

¥ CMHPC Statewide Cverview Report on Behaviosa! Heaith in California, December 2015.
httpffweaw.dhes.ca gov/services/MH/Pages/CMHPC-PlanningCouncjWelcome aspx,
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___Crisis residential treatment for oider adults

___Psychiatric hospital or unit able to take older adults with complex medical
needs, when mental health crises are too serious fo be met by other services

31




Mental Health Supports for Older Adults who Provsdé Care far Cha dren ar
other Family Members T

Grandparents may be the primary care providers for children due to a number of
circumstances, For example, the state of California has programs and policies to
increase effaris to identify relatives who can provide foster care by programs such as
"KinCare.” Placements may include grandparents, 'great-aunts’ and/or ‘grand-uncles’ or
other relatives. Some of these children have complex mental health and behavioral
issues that involve systems for juvenile justice, substance use treatment, or special
education services. Child weifare or other social services departments may have
programs to provide supportive services to family relatives who provide foster care. We
do pot have data for foster children living with relatives to share with you.

However, the statewide data for grandparents who are responsible for children under 18
may be informative. in some cases, the child's parents are aduits who also live in the
household but for various reasons are not considered o be the responsibie guardian®

Tahie 7. Grandchildren Living with a Grandparent by Responasibijity and
Pregsence of the Parent {Califarnia, 2014)®

_Gmndparent Hausehalder Reaponmbthty for | - - .
Cwn Grandchﬂdren o . . Number Percent
'Responsible o 30107 40.0%
_ParentPresemt . . ' 228,819 28.5%
No Parent Present = L 81288 10.5%
Not Responsible R . 464,786 60.0%
Totat - 2 e | 774,893 100.0%

The data for your county show:

Fresno County (2041):

Total persans age 65 vears and older: 92,029 {10 % of tolal population),
Grandparents living with own grandchildren under 18 years: 26,060.
Grandparents respensible for grandchildren: 8,659 {which is 30 % of the

grandparents living with children under the age of 18.)
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The stresses and demands experienced by elderly foster parents or grandparants also
apply to another population of caregivers. Older adults may be the primary care
providers for other adults; perhaps an adult child or an aging spouse. Such family
members may have cognitive impairment, developmental delay, complex medical or
mental health issues, or serious physical disabilities. These elderly caregivers may
need emotional support, mental health services, respite care, or other assistive
services. We do not have data for how many clder adult caregivers are providing

extensive care in their home for a close relative.

The following question focuses mainly on mental health or other supportive services for
older adults who are the primary care providers for those under 18: most often
grandchildren, grandnieces/nephews, or other 'kinfolk’ or relatives. However, i you
wish, vou may also include services or programs that assist older adults who provide
extensive care for a dependent adult family member.

10. Does your county have specific services or prograrms to support older adults
who provide extensive care for dependent family members, so that caregivers

can meet thelr own mental health and other needs?
Yes ___ No X__

if yes, please check all that apply below.

__Group therapy or support groups
___Counselingfparenting strategies
____Respile care services

___In-home supporiive services (IHSS)
____Stress management program
__Mental heaith therapy, individual

___Other, please specify:
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Significant Changes in Behavioral/Cognitive Function in Older Adults

This section builds on the cantinuum of care for older adulis experiencing urgent mental
health conditions who exhibit a sudden change in their behavioral health and ability to
care for themselves. Planning Council siakehoider discussions identified major
concerns about experiences with mentally il (but stable) older adult family members
who exhibit a sudden warsening or new behavioral and cognitive symptoms.

These conditions may present diagnostic challenges for professional care providers fo
tell the difference between severe depression, early dementia, or medical delirium
related fo change in physical or medical condition {inchuding prescription medication
issues). The diagnosis will (1} differentiate those clients who need primarily mental
health services from other types of services, and (2} those who have medical or
cognitive issues that interfere with the tasks of daily living and self-care.

Major depression affects up to 20 percent of elderly aduits, some of whom may exhibit
"pseudodementia:” cognitive impairment arising from the depressive disorder itself,

Delirium is &n acute confusional state caused by an underlying medical disorder which
usually resolves prompily in response to medical treatment. Delirium may be
experienced by10-30 percent of hospitalized elderly patients.

Dementia manifests in gradually increasing cognitive impairment, memory problems,
and difficulty coping with the ordinary functions of daily life.

Evaluation of elderly patients includes their baseline abllity to perform the normal
activities of daily living (ADLs). "ADLs relate to personal care including bathing or
showering, dressing, gefting in or out of bed or a chair, using the toilet, and eating.”*?
Other functions, called instrumental activities of daily living {JADLS}), include preparing
food, managing finances, grocery shopping, using a telephone, and doing housework. !

Distinguishing between mental iliness, depression, or early dementia in elderly patients
is critical to ensure referrai to the most appropriate agency or provider to get the right
care. Prompt assessment is essential to avoid overwhelming departments of behavioral
health with individuals who would be better servad by other agencies or by medical

specialists in dementia-focused care.

The information in the table below is presented o inform patients and families and to
help facilitate conversations with professional care providers who have expertise in

making these determinations and planning treatment.
Table 8. Characteristics of Depression, Delirium and Rementia®”

¥ amerlcan Medleal Association Journal of Ethics, Jung 2008, Yolume 10, Number &, pages 383-388, downloaded
from hitg:ffiournaleferhics ama-assn.ong/2008/06/cpe11-080E6 himl.
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Dementia

Depression Delirium 1
Onset Weaeks to Months Hours to Days hMonths to Years
Mood Low/Apathetic Fluctuates Fluctuates
Course Chronic; responds to | Acute: respands to Chronic, with
treatment treatment deterioration over
fime
Seif-Awareness Likely to be May be aware of Likely {o hide or be

concerned about
memary impairmsnt

fluctuatos

changes in cognition;

unaware of cognitive
deficits

Activities of Daily
Living {ADLs}

May neglect basic
self-cars

May be intact or
impaired

bMay bs intact early,
become impaired as
disease progresses

inshumental
Activities of Daily
Living (1ADLs)

Meybe intact ar
impaired

May be intact or
impaired

May be intact gatly,
but impaired before
ADLs as the dizease
progresses.

As part of their Qtder Adult System of Care, some county Departments of Behavioral
Heaith have a division (e.g. San Mateo, Orange) or may contract with a provider, (e.g.
Gardner in Santa Clara) for cutreach and services o older adults with chronic mental
illness, some of whom are homebound or have {imited mobiiity for travel te a care
provider. These programs may heip keep the client out of a mental heaith facility or
hospital. When the time comes, clients who display increasing physical frailty or
cognitive impairment may be helped with care coordination or linkages for transition o
an assisted care facility more appropriate to their changing nesds. Counties may
address such problems in a varisty of ways.

11. Does your county have a special program(s) to address the needs of older
aduits with chronic mental iliness who also begin to be affected by mild cognitive

impairment or early dementia? Yes _X__ No___

if yes, please provide one exampie.

Older Adult Team
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OLDER ADULTS HELPING QTHERS:
Peer Counselors ang Heaith Navigators

Peer sounselors are individuals with “lived experience” in the experiance of recovery
from mental Hlness andfor substance use disorders. These individuals receive specific
training in the scope of their role and how o be effective at helping others who areon
the road to recovery. Health navigators are a spectfic type of peer counselor that helps
people navigate the health care system and may provide information about other
services which are available, such as food, housing, or medical care. Clients and farmily
members of clients may paricipate in this type of work, depending on their past
experience and personal skills,

12. Does your community train and/or utilize the skills and knowledge of older adults
as peer counselors, andfor heaith navigators? Yes X No__

if yes, then please provide one example of how this cccurs.
Peer Support Specialist ermployed in Older Adult Team.
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QUESTIONAIRE: How Did Your Board Complete the Data Notebook?

Completion of your Data Notebook hefps fulfil the board’s requirements for reporting to
the California Mental Health Pianning Council. Questions below ask about aperations
of mental health beards, behavioral health boards or commissions, regardiess of current
title, Signature lines indicate review and approval to submit your Data Notebook.
{a) What process was used to complete this Data Notebook? Please check all
that apply.

___ MH Boerd reviewed W.L.C. 5604.2 regarding the reporting roles of mental
health boards and commissions,
_____MH Board completed majority of the Data Notebook
__ County staff and/or Director completed majority of the Data Notebook
__X_ Data Notebook placed on Agenda and discussed at Board meeting
____MH Board work group or temporary ad hoc comimittee worked on it
__X_MH Board parinered with county staff or director

___ MH Board submitted a copy of the Data Notebook to the County Board of
Supervisors or other designated body as part of their reporting funcion.

___Other; please describe:

{b} Does your Board have designated staff to suppott your aclivities?
Yes X No___
i yes, please provide their job classification: Executive Assistant to
Deparment of Behavipral Health Director.

{c) What is the best method for contzcting this staff member or board liaison?

Name and County: Christina Young, Fresno County
Email: christinayoung®eco fresno.ca. us

Phone #: 559-800-8193
Signature: f % :fii: M

Other (optional):

(d) What is the best way te contact your Board presiding officer {Chair, etc.)?
Name and County: Carclyn Evans (2018}, Fresnc County

Email: evansalca@comcast.net

FPhone #. 358-353-0862 .
Signaturey” . 7 STy
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REMINDER:

Thank you for your participation in completing your Data Notebook repaort.

Please feel free fo provide feedback or recommendations you may have to improve this

project for next year. We welcome vour input.

Piease submit your Data Notehook report by email to:

DatzNotabcok@CMHPC.ca.qov,

For information, you may contact the email address above, or telephone:;

(916) 327-6560

Or, you may contact us by postal mail to:

» Data Notebook

« California Mental Health Planning Councll
» 1501 Capitol Avenue, MS 2706

v P.O. Box 887413

¢  Sacramento, CA 95889-7413

California
Mental
{f Health |
(Planning |
\ Council
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