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PLACER & SIERRA COUNTIES: DATA NoTEBOOK 2016
FOR CALIFORNIA

BEHAVIORAL HEALTH BOARDS AND COMMISSIONS

County Populations (2016):  Placer 373,708 Sierra County: 3,203
VWebsite for County Depariment of Mental Health (MH) or Behavioral Health:

Wabsite for Local County MH Data and Reports:

hitpf aov/departments/hhsfchildren/leadership-vision-mission

hitp:fwww.sierracounty.ca.goviDocumentCenter/\iew/2485

Website for local MH Board/Commission Information, Meetings, and Reports:

https:/fwww.placer.ca, gov. / I a ith-alcohol-drug- d

hiip:ifwww sierracounty ca.goviindex, aspx 7NID=332

Specialty MH Data' from CY 2013-04: see 'MHP Reporis’ at hitp:/iwww.caleqro.com/

Total number of persons receiving Medi-Cal in your counties (2013): 48 286

Average number Medi-Cal eligible persons per month (2014): 44 316
Percent of Medi-Cal eligible persons who were:

Children, ages 0-17: 468 %
Adults, 18 and over: 534 %

! Downlozded from the website, wew.calegro.com. IFyou have more recent data availlable, please feel free to
update this section within current HIPAA compliant guidelines. CY = calendar year.
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Total persons with SMI* or SED” who received Specialty MH services (2014):

Percent of Specialty MH service recipients who were:
Children, ages 0-17: 38.1 %
Adults, 18 and over, 60.9 %
County Data Page supplemental:

Child Population, by Race/Ethnicily
Waai|y): 2015
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* Serious Mental lines, term used for acults 18 and alder.
* Severe Emotional Disorder, term used for children 17 and under.
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Hospltalizations for Mental Health Issues, by Age Group

Yaarfag 2014
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INTRODUCTION: PURPOSE, GOALS, AND DATA RESOURCES
What is the “Data Notebook?"

The Data Notebook is a structured format for reviewing information and reporting on
specific mental health services in each county. For example, the topic for our 2016
Data Motebook reviews behavioral health services for children, youth, and transition age
youth (TAY)

Each year, mental health boards and commissions are required to review parformance
data for mental health services in their county. The local boards are required to report
their findings o the California Mental Health Planning Council (CMHPC) every year.
Just like every other government agency that requires a repord, the CMHPC creates a
structured document for receiving information.

The Data Notebook is developed annually in a work group process with input from:

» the CA Mental Health Planning Council and staff membears,

« CA Association of Local Behavioral Health Boards and Commissions (CALBHB),
« consultations with individual Mantal Health Directors, and

« representatives of the County Behavioral Health Directars Association (CBHDA).

The Data Motebook is designed to meet these goals:

= assist local boards to meet their legal mandates” to review performance dala for
their local county mental health services and report on performance every year,

s function as an educational resource on behavioral health data for local boards,

= enable the Calfornia Mental Health Planning Council (CMHPC) to fulfill its
mandate® to review and report on the public mental health system in our state.

The Data Notebook is organized to provide data and salicit responses from the mental
health board on specific topics so that the informatfion can ba readily analyzed by the
CMHPC. These data are compiled by staff in a yearly report to inform policy makers,
stakeholders and the general public. Recently, we analyzed all 50 Data Notebooks
received in 2015 from the mental health boards and commissiens. This information
represented 52 counties” that comprisad a geographic area containing 99% of this

! Sea various definitions of the age ranges for these groups depending on data seurce, Table 2, page 8.
WG, 5604.2, regarding mandated reparting roles of MH Boards and Commissions in California,
YwW..C. 5772 (), regarding annual reports fram the Califarnia Mental Health Planning Council,

"sutter and Yuba Counties are paired in one Bental Health Plan, as are Placer and Sierra Counties.
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state's population. The analyses resulted in the Statewlde Overview report that is on
the CMHPC website at;

hitp:/fwww.dhes ca.goviservices/MH/Pages/CMHPC-PlanninaCounciM/elcome. aspx.

OCur overall goal is to promote a culture of data-driven quality improvement in
California’s behavioral health services and to improve client outcomes and function.
Data reporting provides evidence for advocacy and good public policy. In tum, policy
drives funding for programs.

Resources: Where do We Get the Data?

The data and discussion for our review of behavioral health services for children, youth,
and transition ages youth (TAY) are organized in three main sectiens:

1) Access, engagement and post-hospitalization follow-up,
2 Vulnerable populations of youth with specialized mental health needs, and

3} Mental Health Services Act (MHSA) —funded® programs that help children and
youth recover.

We customized each report by placing data for your county within the Data Notebook,
fallowed by discussion questions related to each topic. Statewide reference data are
provided for comparison for some items. A few critical issues are highlighted by
Infarmation from research reports. County data are taken from public sources including
state agencies. For small population counties, special care must be taken to protect
patient privacy; for example, by combining several counties' data together. Ancther
strategy is "masking” (redaction) of data cells containing small numbers, which may be

marked by an astersk “**, or a carat “™. or LNE for "low number event "

Many guestions 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. Basic information for that discussion may be obtained
from local county departments of behavioral health or mental haalth.

This year we present information from California Department of Health Care Services
(DHCS), information about some Mental Health Services Acl (MHSA)-funded programs,
and data from “KidsData.org," which aggregates data from many other agencies. These
and other dala resources are described in more detail in Table 1, below

* Mental Health Senvices Act of 2004; alsa called Propasition 63
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Table 1. Who Produces the Data and What is Contained In these Resources?

CA DHCS: Child™outh
Mental Health Services
Performance Oulcomes
Systern,”

htip:ihwww . dhes ca.qgov

Mental health services provided to Medi-Cal covered

children/youth through age 20, as part of the federally
defined EPSDT' banefits. Focuses an Specialty Mental

Health Services for those with Serlous Emotional
Disorders (SED) or Serious Mental lllness (SMI),

CA DHCS: Office of Applied
Resesarch and Analysis
(CARA)

Substance Use Disorders Treatment and Prevention
Services for youth and adults. Annual reports contain
statewide data, some of which is denved from data
entered into the "Cal-OMS" data system,

CA DOJ: Department of
Justice yearly report on
Juveniles. Data at:

www.doj.ca.gov

External Quality Review
Organization (EQGRD), at

www CALEQRQ com

Annual data for amrests of Juveniles (<18) for felonies,
misdemeanars, and status offenses, with detailed
analysis of data by age groups, gender, race/ethnicity,
county of arrest, and disposition of cases.

Annual evaluation of the data for services affered by
each county's Mental Health Plan (MHP). An
independent review discusses program strengths and
challenges; highly informative for local stakeholders.

KidsData.Org, A Program of
Lucile Packard Foundation
far Children’s Health, see
www KidsData. org

Substance Abusa and
Mental Health Services
Administration (SAMHSA)

www samhsa.gov

Collects national, state, and county stafistics, CA data
are from DHCS, Depts. Of Public Health, Education, and
Justice, Office of Statewide Health Planning and
Developmeant, "West-Ed," and ofhers.

Independent data reports and links to other federal

agencies (NIMH, NIDA), Example: National Survey on
Drug Use and Health (NSDUH]), which covers mental
health, aleohol 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
www .cbhda.org/

An electronic system (2BHR) to collect behavioral health
data from CA counties for reporting in the *Measures
Outcomes and Quality Assessmeant” (MOQA) database.

"See recent reports at: wew.dhes.ca.gov/provaoypant/pes/ Pages/Perlormance-Outcomes-System-Reports-and-

Measures-Catalop.aspy, and

hibpe fweven dhes cagovfserdcesfMH/ Documents /P05 StatewidedgeRes Sepl2016.pdf.

2 EPSOT rofers to Early, Periodic Screening, Diagnosis and Treatment. These federally-defined sendces are
available 1o Medi-Cal covered children and yvouth from birth through age 20.
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How Do the Data Sources Define Children and Youth?

Although it may be common to refer broadly to children and youth collectively as
"youth," discussions of data require precise definitions which may differ depending on
the infermation source and its purpose. For example, "‘minor children,” also calied
juveniles, are defined by the legal system as those under the age of 18. Others may
define subeategories by age to describe psychological or biclogical'' stages of
development. Many systems are based on requirements for siate reporis to the federal
government. |deally, we might like to have all data broken down by the same age
groups to simplify discussion. Unforfunately, that is not possible because we do not
have access to the raw data sets (nor the resources) for such a major re-analysis.
Here, we use the age breakdowns provided by the various public data sources that are
available to us.

Table 2. Categories used by Different Data Resources for Children and Youth

Category EPSDT MH | CA MHSA JUSTICE | SMHSA, NSDUH,

Services EQRO Programs System Federal datasets
Children (or 0-5 0-5 0-15 017
Juveniles)

6-11 6-17 - -- 6-11

12.17 -- - e 1217

(Youth ar -

‘Teans')
Adults 18-20 =18 (varies) =18 =18
Transition Age | N/A" 16-25 16-25 MNIA 16-25 (or one
Youth (TAY) alternative used is

18-25 = young
N adults).

" Biological development locsely refers to pediatrics-defined stages of physical, cognitive and emotional growth.
“ Wfa means not applicable, because this category is not available under this system or data source.
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How Can Local Advisory Boards Fulfill their Reporting Mandates?

VWhat are the reporting roles mandated for the mental health/behavioral health boards
and commissions? These requirements are defined in law by the state of California

Welfare and Institutions Code, Section 5604.2 (a)

The local mental health board shall do all of the fellowing:

{1} Review and evaluate the community's mental health needs, services, facilibes,
and special problems.

(2} Reviaw any county agreements entered into pursuant to Section 5850,

(3] Advise the governing body and the local mental health director as to any aspect
of the local mental health program

(4] Review and approve the procedures used to ensure citizen and professional
involvermneant at all stages of the planning process.

{5) Submit an annual report o the governing body on the nesds and performance of
the county’s mental health system.

(6) Review and make recommendations on applicants for the appointment of a local
director of mental health services. The board
shall be included in the selection process prior lo the vote of the governing body.

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

(8) Nothing in this part shall be construed to limit the ability of the governing body to
transfer additional duties or authority to a mental health board.

The structured format and questions in the Data Notebook are designed to assist local
advisory boards to fulfill their state mandates, review their data, report on county mental
health programs, identify unmet nesds, and make recommendations. We encourage all
local boards to review this Data Notebook and to paricipate in the development of
responses. It is an opportunity for the local beard and their supporting public mental
health departments to work together on the issues presented in the Data Motebook.

This year we present information about important topics for children and youth, Each
section is anchored in data for a current topic, followed by discussion questions. A final
opean-ended question asks about “any addiional comments or suggestions you may
have " Ideas could include a program’s successes or sirengths, changes or
improvements in services, or a critical need for new program resources or facilibes.
Flease address whatever is most important at this time to your local board and
stakeholders and that also may help inform your county leadarship,

12



We were very impressed with the level of paricipation in 2015, having received 50 Data
Motebooks that represent data from 52 counties. Several examples of good and even
exemplary strategies were evident in these reports. At least 22 local boards described
a process that was largely collaborative in that board members worked with county staff
to produce the Cata Notebook. In several counties, the responses were developed by
an ad hoc committee or special work group of the local board and staff and then
pressnled to the local board for approval. In other counties, the responses in the Data
Notebook were developed by staff and presented to the local boards for approval. In a
few counties, responses were prepared by staff and submitted directly to the CMHPC.

In an August 25, 2015 letter, the County Behavioral Health Directors Association
(CBHDA) endarsed the expectation that “the process of gathering this data should be
collaborative between the Advisory Boards and the Mental Health Plans (MHPs)." They
also stated that "then the process would be more natural to the actual dynamic that
exists in the counties.” The California Mental Health Planning Counail fully supports
these statements and finds them consistent with the spirit and intent of the statutes.

This year we encourage every local beard lo look at and paricipate in developing the
responses to quastions outlined in the Data Notebook. We hope this Data Notebook
serves as a spring-board for your discussion about all areas of the mental health
systern, not just those topics highlighted by our guestions.

The final page of this decument contains a questionnaire asking about the strategies
you employ to complete this year's Data Notebook. Please review these in advance,

before beginning this work.

Thank you very much for participating in this project
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ACCESS TO SERVICES: Youth, Children, and their Families/Caregivers

Access: Outreach and Engagement with Services

COne geal of the Mental Health Services Act (MHSA) is to promole outreach to engage
all groups in services, including communities of color and LG BTQ"™ yvauth, [If children,
youlh or their families are not accessing services, we may need o change our programs
to meet their mental health needs in ways that batter complement their culture ar
language neads. These values also guide the county mental health plans that provide
specially mental health services (SMHS). These services ara intended for those with
sericus emotional disorders (SED) or serious mental iliness [SMI).

As you examinge data on the following pages, consider whether your county is serving all
of the children and youth who need specially mental health services. The standard data
collected does not provide much detail about all the cultural groups that live in each
county. The rich diversity of California can present challengsas in providing services in a
culturally and linguistically appropriate manner, as we have reésidents with family or
ancestors from nearly every country.

From data the counties report to the state, we can see how many children and youth
living in your county are eligible for Medi-Cal and how many of those individuals
received one or more visits for mental health services. Thers are several ways (o
measura service outreach and angagemeant that halp us evaluate how different groups
are doing in their efforts to obtain mental health care.

The simplest way to examine the demographics of a service population is to look at “ple
charl” figures which show the percentage of sarvices provided 1o each group in your
county. Figure 1 an the top half of the next page shows the percentages of children and
youth from each major racafathnicity group who recaivad ona or mora SMHS visits
during the fiscal year (FY). The lower half of the figure shows the percentage of each
age group that received specialty mental health services (SMHS, in the graphs and
tables). The gender distribution is nct shown because it is farly stable year over year
across the state as a whole: about 45% of service recipients are female and about 55%

of recipients are male.

Following Figure 1, more detailed data are shown in Figures 2 and 3, describing the
Medi-Cal eligible population of children and youth, the percentages of each group that
received specialty mental health services, and changes in those numbers over tims for
the fiscal years 2010-2011 through 2013-2014.

** Leshian, Gay, Bisexual, Transgender, Questioning/Queer.
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Figure 1. Demographics for Your County: Placer* (FY 2013-2014)

Unique numbers of children and youth who were Medi-Cal eligible: 28,107

Of those, the numbers of children and youth who received one or more Specialty Mantal
Health Services (SMHS): 832

Top: Major racel/ethnicity groupings of children and youth who received one or more
specialty mental health services during the fiscal year.

Fiscal Year 13-14 Race Distribution
e A% W Alaskan Mative ar American
Indian
W Asian or Pacific kslarder
m Alack
= Hispanic

W hite

o Other

M Unkriown

Below: Age groups of children and youth who received one or more specialty mental
health services.

Fiscal Year 13-14 Age Group Distribution

mchildren 05

W Children 611

® Children 12-17

M Youth 18-20
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Client access and engagemeant In services is a complex issue and is somewhal difficult
to measure. Ons way to measure client engagement is “penetration rates.” Service
penetration rates measure an individual's initial access and engagement in services
provided by the local mental health plan. Figure 2 on the nexl page shows data that
illustrate two commaon ways to measure penetration rates:

« One way is to count how many children and youth came in for at least one
service during the year, as shown in the data in the top half of figure 2, These
data may provide information about outreach and at least initial access to
services for child/youth clients of different ages and race/ethnicity groups.

+ Ancther way to measure the penetralion rate is to consider how many had
sustained access to services for at least five or more visits, as shown in the data
in the lower half of figure 2. This is sometimes referred to as the "retention rate.”
This measure is often used as a proxy (or substitute) for client engagement
Here, we measure how many came in for five or more services during the year,

Figure 2: in the table at the top of the page, the first column of numbers show how many
children/youth received at least one specialty mental health service. The second
column shows the number who were certified Medi-Cal eligible in each group. The final
column at the right shows service penetration rates, which are calculated by dividing the
number who received services by the total number who were Medi-Cal eligible.

The second table of Figure 2 shows dala for those with more sustained engagement in
accessing services. The first column of numbers show how many childrenfyouth
received five or more services during the fiscal year. The middle column, showing
numbers who were Medi-Cal eligible, is identical to the middle column in table in the
upper hall of the page. The column at the far right shows the percentage in each group
who received five or more services. Clearly, these numbers are much smaller than the
comesponding rates in the data table shown above.

Figure 3 on the subsequent page shows a set of bar graphs: these graphs show
changes over four fiscal years in service penetration rates by race/ethnicity, for children
and youth who had at least one visit for services. Each group of bars shows the
changes over time for one major race/ethnicity group. The final bar in each group
illustrates the time point for FY 2013-2014 that was presented in more detail in figure 2.
The “take home story” of figure 3 is the overall trend leading up to the most recent
years data. Please note that these data show the trends that eccurred in the vears
following passage of the Affordable Care Act (2010).

16



Figure 2, Data Tables for SMHS Visits and
Your County: Placer (FY 2013-2014):

rvice Pen

Tap: Children and youth whe received at least one specialty MH service during year.

FY 13-14
Lhildren amd Certified
Youth with 1 Higible Penetration
ormore $MH% || Children and Hate
Vists Youth

All 832 28,107 3.0%,
Children D-5 432 8 643 0.5%,
Children 6-11 JH8 & 548 3.4%
Children 12-17 A1 7,327 5 55
Youth 1§20 101 3,589 2.8%
Alaskan Native or Amerlcan indian iz 230 4%
Asian o¢ Pacific Islander 11 1,648 0.7%
Blatk 30 610 i} 5%
|Hispaniz 118 5,826 2.0%
[wWhite SEB 14,782 4,05
Orhas 18 3,342 0,55
Unknrswin ] wl Lﬁﬁﬂ'f 3.0%
Famale 348 13,495 LE%
Mhlale 4456 14,412 A.1%

Below: Children and youth who received five or more specialty MH services during year.

Children mmnd
Voulh wilh &

O (TEH B 3PS

Certifiod
Cligilales

CHuilaresry amil

Touth

Pa=me Lyt ion

Hale

Al
Children 0-5 ;
Children 611 9 8,548 2.6%
Children 12-17 281 1,327 3.8%
Youth 15-20 #0 3,589 2.05%
Almskmn Mative or American Indian 13 230 5.7%
il 1,648 .
Asian or Pacific |=lamnder 2
Black 21 G610 348
Hispanic 78| 5,626 1.3%
Wihite 433 14,782 2.9%
Other # 3,342 #
Unknown 36 1,669 2.2%
Female 288 13,695 2.1%
Male 310 14,412 2.1%
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Please consider the following discussicn items after examining the data above
regarding access and engagement in mental health services.

QUESTION 1A: PLACER COUNTY

Do you think the county is doing an effective job providing access and
engagement for children and youth in all of your communities?

Yes X No . If yes, what strategies seem to work well?

Placer County Children's System of Care (CSOC) believes it is doing an effective job
providing access and engagement for children and youth in all of its communities
relative to Specialty Mental Health Services, In accardance with the Placer-Sierra MHP,
Medi-Cal beneficiarias with mild to moderate impairments are referred to one of two
Managad Care Plans (MCPs), and primary care providers are expected to provide
mental health services for mild to moderate impairments. Medi-Cal beneficiaries that
meet medical necassity criteria with moderate-severe iImpalment are referred to Placer
County CS0OC Mental Health for specialty mental health sernvices.

Eligibility for Placer Children's Mental Health services includes full scope Medi-Cal
bensficiaries, Heallhy Families beneficiaries, and EPSDT and CMSP beneficianes with
low or no share of cost. Those who do not meet these eligibility criteria are assassed on
an individual basis regarding their need for services.

Placer County CSOC has determined thal a combination of federal and stale services
provided through the county, private provider, crganizational providers, MHSA-funded
FSP, PEI and innovation services provides a wide array of service options to serve
children and youth in all our communities.

Therapeutic Behavioral Services (TBS) - Uplift provides Therapeutic Behaviaral
Services (TBS) are available for eligible chiddren who need short-term behavioral
support in additicn to any other mental health services they are receiving. TBS's goal is
to help children avoid being placed in a higher level of care such as a residential
treatment facility or to help children make a successful move to a lower level of care

such as returning home after residential treatment.

FSP Wraparound - Placer County CSOC works closely with partner agencies and
communities to identify children (ages 0-17) who qualify for FSP Wraparound services.
Working in concert with leadership development achivities, staff ulilizes the services of
Famiy Advocates, Youth Coordinators, and Peer Mentors. Gateway Mountain Center
provides adjunct therapeutic support to FSP youth for improved outcomes including:
decreased incidents of mental health crisis; an increase in positive socialization, and
increased engagement within cne's community.
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Fasl Track Wrap — Uplift offers intensive, in-home, short-term wraparound services with
the Fast Wrap program for children (ages 0-17) with a serious emotional disturbance
and require family support services.

Sprouts Program — Tha Childran’s Recaiving Home of Sacramento oparates a Trauma
Informed "Sprouts” Preschool. The Preschool provides sile-based, daily therapeutic
classroom services; team discussion and planning; adjunctive therapies; coordination
and linkages with sustainable community services; and collateral services to the families
of children ages 3 1o 8 with a severe emolional disorder related to trauma.

High Acuity and Assisted Dutpatient — Turning Point serves TAY (16+), adults, and
older adulis with severe mental illnesses (SkI) who require a higher intensity services.
Priarity is given to unserved or inappropriately served clients who are at risk of
psychiatric hospitalization, homelessness, and those ready to exit psychiatric hospitals,
facilities, IMDs or jails.

Bilingual/Bicultural Outreach — LLC and Placer Counly Office of Educalion (PCOE)
provide bilingual, bi-cultural outreach and engagement services primarily to Latino
children, TAY, adults, and families as a part of the FSP. Provide services to enrolled
and non-enroled consumers within each of the MHSA demographics,

Early Onset — Tharapeutic Services — Sierra Native Alliance (SNA) provides early onset,

sher-term, culturally appropnate mental health therapy for community members with
anxiety, depression, PTSD, and other disorders.

Teaching Pro-Social Skills (TPS] — Lighthouse Counseling provides TPS, also known as
Aggression Replacement Training (ART) is a cognitive behavioral intervention program
to help children and adolescents improve social skill competence and maral reasoning,
better manager anger, and reduce agoressive behavior.

Youth Therapy — Uplift /Tahce Safe Alliance provides individual, family and/or group
therapy for children, youth and transition age youth in Spanish.

QUESTION 1A: SIERRA COUNTY

Do you think the county is doing an effective job providing access and
engagement for children and youth in all of your communities?

Yes _X_ No . If yes, what strategies seem to work well?

Providing services to Slerra County's small population is challenging due to the intra-
connectedness within communities, as well as, the inter-relationships and inter-
connecladness which occur throughout the county as a whele. Dual relationships,
along with a lack of anonymity, are a distinctive norm communily members of Sierra
County live and deal with on a day to day basis. Thus, providing specific programs
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focusing on an under-represented, minority population inadvertently creates profiling of
the population Sierra County Behavioral Health is seeking to serve. For example, a
youth seeking services does not feel comfortable receiving services in a group setting
because they can be identified, have a current or have had a previous relationship with
the othar youth recaiving servicas or the facilitator of the service. More likely than not,
there are familial ties to the youth and one or more of those individuals involved in
receiving or providing the service. Once the service has a 'label or a specific identified
outcome, the youth aitending have been profied. Sierra County's community defined
best practices, based on the challenges above, indicate building trust while participating
in a universal or selective service strategy resulting in warm referals i most successful,

QUESTION 1B: PLACER COUNTY

What strategies are directed specifically towards outreach and engagement of
transition-aged youth in your county? Flease list or describe briefly.

Placer County CS0C utilizes the following TAY outreach and engagement programs of
the transitioned-ages youth funded largely through MHSA:

Tahoe Truckee Youth Suicide Prevention Cealition — Giving Veice - Tahoe Truckee
Unified School District (TTUSD) collaborated with a number of Tahoe Truckee area
community partners, including Placer and Nevada Counties to establish this coalition.
They expanded the “Know the Signs Campaign” by engaging youth and community
members in outreach events. Goals include educating the public about the signs of
suicide, reducing stigma and discriminations, increasing awareness lo strengihen social
conneclions, and connecting young people with mental health resources. Flans to
administer with pariner InnerRhythms Dance Co., a new youth-driven suicide prevention
arts program called "Giving Voice" is to be performed at least ten times in schools and
the wider community, as well as coordinating a community movie night, facilitate
Speaker's Bureau presentations and expanding existing outreach efforts.

School Wellness Centers — Tahoe Truckee Unified School District (TTUSD): Tahoe
Weliness Centers provide a single point of enfry for students to connect to supportive
adults and access wellness services at the school. Students learn relevant skills for
improving their well-being and understand how to navigate and access community
resources. This project allows students to access services and supports that address
physical, mental and emotional concerns and engage in activities that will increase their
resiliency and overall well-beaing.

Adventure Rigk Challenge (ARC) (English and Spanish] - Utilizing statewide campaigns

Know the Signs, Each Mind Matters, Busco Apoyo, and My3 App, provide one-on-one
and group outreach to youth in Tahce (in Spanish and English) to educate about signs
and symptoms of mental health and integrate effors to reduce stigma and
discrimination. In partnership with the Tahoe Truckee Unified School District, ARC will
facilitate two weekend retreats each year for the peer mentors of the Wellness Centers.
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The activities and curriculum of the weekend will serve to develop and train the pser
mentors and lo increase their awarenaess, preparedness, and knowledge about suicide
prevention and stigma and discrimination reduction.

The YES Program provides peer support services for youth and TAY. Yauth
Coordinators, who have lived experience in the mental health, child welfare, and/or
probation systems, work with TAY to help them accomplish their identified goals. This
includes assistance on post-hospitalization transportation and support, system
navigation, supporting youth and young adults in finding appropriate placement options
and helping youth get their needs met in their placement, In addition, YES Coordinators
use their experience and voice to transform system and community servicas. Youth
Coordinators attend system-level meetings and provide youth voice to planning,
management, and implementation activities within both CSOC and ASOC. Youth
Coordinators support youth who are transitioning between CS0C and ASOC services,

Auburn Hip Hop Congress provides youth in Auburm with art, music, and leadership
programs, community service opportunities, cultural awareness activities, peformance
opportunities, and a wide variety of quality evenis, including concerts, all age shows,
workshops, and trainings.

The Latina Leadership Council {LLC) delivers the YEAGA and Peace 4 the Strests
programs to provide mentoring to individual youth as well as offer leadership groups to
promotz positive cultural connections to assist Latino youth in developing resiliency in
Spanish.

Bilingual/Bicultural Outreach — LLC and Placer Counly Office of Education (PCOE)
provide bilingual, bi-cultural outreach and engagement services primarily to Latino
children, TAY, adults, and families as a pari of the FSP, Provide services to enralled
and non-enrolled consumers within each of the MHSA demographics.

Peer Leadership — Tahoe SAFE Alliance (TSA): Young Men's Work is a program for
young men who are working together to solve problems without resorting to violence,
This effective curriculurm helps young men break the cycle of violence passed from
generation to generation. Young women face many issues are they malure, such as
eating disorders, depression, shame, low self-esteem, substance abuse, and abusive
relationships. Young Women's Lives curriculum helps young women face problams,
identfy personal strengths and supportive resources, and develop new ways of thinking
and addressing challenges-both internal and external. The peer leadership group will
learn about teen issues such as bullying, anxiety, teen dating violence, sexual violence,
tolerance, suicidal ideation, depression, non-suicidal self-injury and the influence of
social media, The group creates plans to decrease stigma around mental health in their
community/schoal.

Youth Services and Supports — Latino Leadership Council (LLC) (English and Spanish):
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Male & female youth groups to addrass depression, cultural stressors, discrimination
outside and intemal to Latino communities, challenges related to biculturalism,
educabon achievement gaps, and violence.

Stand Up Placer — Due to a recent grant award, Stand Up Placer has bean able to
expand mental health and substance use treatment services fo transition age youth and

adulls in need of crisis intervention, therapy, counseling, advocacy, and support groups.

QUESTION 1B: SIERRA COUNTY

What strategies are directed specifically towards outreach and engagement of
transition-aged youth in your county? Please list or describe briefly.

The same community defined best practice as listed above.

QUESTION 1C: PLACER COUNTY

Do you have any recommendations to improve outreach or services to specific
ethnic or cultural groups of adolescents or transition-aged youth?

Yes X__ No . If yes, please list briefly.

+ Expand substance use servicesfoptions to include Al-Anon and AlaTeen and
substance use education for the TAY population

« Improve outreach and services to Hispanic, Asian, and Black TAY through
partnering with Auburn Hip Hop Congress, InnerRythym Dance Company
(Tahoe-Truckes), YEAGA and Peace 4 the Streets

QUESTION 1C: SIERRA COUNTY

Do you have any recommendations to improve outreach or services to specific
ethnie or cultural groups of adolescents or transition-aged youth?

Yes _ No__ X . Ifyes, please list briefly.

QUESTION 1D: PLACER COUNTY

What are your main strategies for assisting parentsicaregivers of children with
mental health needs? Please list or describe briefly.
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In addition to the strategies supplied for Question 14, Placer County CSOC may utilize
a combination of any of the following additional supportive strategies:

The Family Advacacy Program is designed to provide the necessary support, mentoring
and advocacy to families paricipating in the CS0C through the employment of parents
or caregivers who, themselvas, have been service recipients of like services. Mantal
Hezalth America (MHA) hires Family Advocates to work with parents and caregivers who
receive senvices from the CSOC. Family Advocates offer support and services to
parents and caregivers of children who have received oulpatient andfor inpatient
specally mental health services and their families. They also affer WRAP trainings in
the communily, lo ASOC clignts, and family members. This program and ils tzam
members provide important feedback 1o the system on family perceptions, needs and
cencerns.

Pramotor(als — (Latino Leadership Council {LLC)) Promotor{a)s are trained para-
professionals fo provide culturally appropriate services, education and support fo
monolingual Spanish speaking Latino families in the community. Promoton(a)s reach
out into the community and assist individuals in navigaling the service delivery system
and accessing community resocurces. Cultural brokering is used as a key approach to
increase access to, and to enhance the delivery of culturally competent care,

"Personas de Sabiduria®- LLC (Spanish): Conference for at least 80 Latino adults, in
Spanish, that will allow persons to share their stories of recovery and resiliency from
mental health and substance use disorders. In addition, provide bilingual, bi-cultural
experts to lead workshops about various mental health/health issues. This conference
builds resiliency and hope for recovery, along with an increased awareness of available
supporis and sernvices.

Positive Indian Parenting — Siera Native Aliance (SNA): Positive Indian Parenting
provides culturally-relevant parenting education and support This curriculum is provided
in coordination with co-parenting, behavioral consultation, case management, and peer
support to increase parenting skills and the resilience of families with children who have
emotional and behavicral challenges.

Loving Solutions — Morth Tahoe Family Resource Center (NTFRC) (English and
Spanish). Loving Solutions® is a parent-training program designed specifically for
parents raising difficult younger children, ages 5-10 years. Also known as "Parent
Project®, Jr.," this program utilizes the same principles found successful in Parent
Project® Sr., adapted to the needs of younger children. Using a behavioral model,
Laving Solutions is structured basad on cooperative learning norms with groug leaming
activities. Loving Solutions® also addresses the needs of children with Attention Deficit

Disorder.

Aclive Parenting Now (APN) — KidsFirst (English and Spanigh): APN empowers
participants, teaching parenting skills to address sensitive issues such as drug abuse,
sexual activity, self-ham, and violence. AFN is a video-based, inferactive learning

experience featuring group discussion and practice activities
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Parent Child Interaction Therapy (PCIT) - KidsFirst (English and Spanish): Farent-Child
Interaction Therapy (PCIT) is provided through 14-20 weekly sessions, and is designed
for parents with children (ages 2-7) who are exhibiting behavioral problems such as
aggression, defiance, non-compliance, and temper tantrums. PCIT treatmeant is
provided to the parent and child in two phases — Child-Directed Interaction (CDI) and
Parent-Directed Intaraction (PDI). During the CDI phase, parents engage their child in
play situations, with the goal of restructuring and strengthening the parent-child
relalionship. During the PDI phase, which is similar to clinical behavior therapy, parents
leam to use specific behavior management technigues while playing with their child

Trauma Focused Cognitive Behavioral Therapy (TF-CBT) — KidsFirst & Lighthouse
(English and Spanish): Trauma-Focused Cognitive Behavioral Therapy (TF-CET) is a
psychotherapy approach for caregivers, children, and youth who are experiencing
significant emotional and behavioral difficulties related to traummatic life events. TF-CBT
provides shori-term treatment (approximately 12 weekly sessions) targeted to
oversoming specific trauma. To disrupt trauma-related mental illness, caregivers,
children and youth are taught skills to help process thoughts and feelings related to
traumatic life events; manage and resolve distressing thoughts, feelings and behaviors
related to trauma: and improve coping skills of caregiver and child to create a better
living environment for the family.

Perinatal Mood Disorder Treatment — KidsFirst (English and Spanish): This program
aims to reduce depression, anxiety, and suicide through culturally- and age-appropriate
services such as screening, assessment, evaluation, resources, home visitaton, and

shon-term therapy for parents with children 0-5 years ald.

Incredible Years (Dina School) — KidsFirst: The Dina Dinosaur Schoal program for
children ages 3-8 years focuses on social, emotional skills, and problem solving
designed as a classroom prevention program. Dinosaur School compliments the
Incredible Years parent curriculum and teaches children self-regulation and positive

classroom behavior.

Attachment Based Family Therapy (ABFT) — KidsFirst (English and Spanish). ABFT is a
treatment for adolescents, ages 12-18, designed 1o treal clinically diagnosead major
depressive disorder, eliminate suicidal ideation, and reduce dispositional anxiety, ABFT
is short term, approximately 12-16 weekly sessions, and aims to strengthen or repalr
parent-adolescent attachment bonds and improve family communication. As the
normative secure base is restored, parents become a resource to help the adolesceant
cope with stress, experience competency, and axplore autonomy.

Adult Support Groups — Latino Leadership Council (LLC): Peer-to-peer weakly groups
“Rincon de las Comadres” are offered in Aubum, Roseville, and Lincoln to address
issues of depression, anxiety, health, etc. These groups are open to men and women,
and provided in Spanish.
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Youth Therapy — Uplit and Tahoe SAFE Alliance (TSA) (English and Spanish): Uplift
and Tahoe Safe Aliance offer individual, family, and group services to support
individual, family andfor group therapy for children, youth and transitional aged youth.

Home to Stay Counseling and Suppors for Birth and Kinship Families — Lilliput
Children’s Services: Intensive in-home support services and counsaling to birth and

kinghip families whose youth are at risk of placement (or disruption) due to emetional,
behavioral and mental health issues.

Incredible Years — KidsFirst (English and Spanish): The Incredible Years parent training
interveantion is a 12 week program focusaed on strengthening parenting compatencies
(monitoring, postive discipline, confidence, etc.} and fastering parents’ involvement in
children's school experiences in order to promote children’s academic, social and
emational competencies, and reduce conduct problems

Non-Minor Dependent (NMD) — A small percentage of the non-minor dependents who
have had a child receive community provided perinatal services through their NMD

Case,

QUESTION 1D: SIERRA COUNTY

What are your main strategies for assisting parents/caregivers of children with
mental health needs? Please list or describe briefly.

Individual referrals stemming from universal service strategies such as Student/Parent
Mavigator and Nurturing Parenting Programs along with collaboration with stakeholder
agencies,
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Access: Timely Follow-up Services after Child/Youth Psychiatric
Hospitalization

The goals of limely follow-up services aller psychiatric hospitakzation are 10 promote
sustained recovery and to prevent a relapse that could lead to another hospitalization.
Children and youth vary greatly in their path to recovery. Sometimes a subsequent
hospitalization is needed in spite of the best efforts of the healthcare providers,
parents/caregivers, and the clients thamselves.

"Step-down” is a term used by some mental health care professionals to describe a
patient’s freatment as "stepping down” from a higher level of care intensity 1o a lower
level of care, such as oulpatient care. Another example of step-down is when a hospital
patient is transferred fo crisis residential care or day treatment for further stabilization to
promote a smoother transition to outpatient care,

Figura 4 on the next page shows data for the overall population of children and youth
under the age of 21 who were discharged from a psychiatric hospitalization, In the
upper half of the figure are data showing trends from one fiscal year to the next. The
columns in this table show the overall percentages of clients with follow-up services
within 7 days and those who received such services within 30 days. These time frames
reflect important federal healthcare quality measures that are used, not only for mental
health, but for medical discharges after hospital stays for physical llinessas and injuries.

The lower half of Figure 4 shows graphs of the median and mean (average) times for
outpatient follow-up (stepdown) services following discharge from child/youth psychiatric
hospitalization. These are twa important measures that can be used to evaluate
whether timely follow-Up senices are provided. But, because some clients do not return
for outpatient services for a very lang time {or refused, or moved), their data affects the
overzall average (mean) timas in a misleading way due to the large values for those
“outliers.” Instead, the use of median values is a8 more reliable measure of how well the
counly is doing to provide follow-up services after a hospitalization.

A related concem includes how we help children and youth handle a crisis so that
hospitalization can be avoided. Alhough we do not have data for mental health crises,
similar follow-up care and sirategies are likely to be employed. Your local board may
have reviewed the range of crisis services needed and/or provided in your community
for children and youth., Many counties have identified their needs for such programs or
facilities to provide crisis-related services,

W ciatewide needs for youth crisis services were revlewed In a major report by CBHDA [County Behavoral Health
Blrectors Assaclation) in collaboration with the MESOAC, Your local advisory board feammission may find this

report ighly informeative [released in late Spring, 2016]

27



8E
‘suoneinfes Asenudnyyd|H pPuE SJBqQLUNU |EWS O} 2Np pSOEpa) SIE (funog euag pue) Aunod sy Joy Bleq = ¢,

‘(ydest apis W) sesinies umop-days o) abieyosip woy (sbeiane) SWN UESW o ajou aye) osy “sbleyasip

|epdsoy 2u3 se Aep awes auy) uo sIUSNRAING SB USas alam SIUSID 1BY] 3BdIpUl pinom skep 0137 'aWwoanag S} jJo aunseaw
Injesn 1sow ay) s dn-mojjo) oy swn Ueipew euy ‘ydesb apis yay jame| upy saunful pue ssssou)) esisiud 10y sheys
[exdsol jsije safieyosip jeaipaw Jo; Ing 'yieay [Ejuaw Jo) AUo Jou ‘pasn B
joayBl saueY W asay) "shep O

1Byl saunseaw Anjenb auesyyesy [BiSpay
uey) J=le| Jo ‘sbieyosip Jeye siep of ungw ‘2hieyosip Jaye sAep / UM SaoIes

dn-mojjo) pamasar oym saBejuasied sy o ajou [eIDads SYB) ‘aA0qe B1BD uoiez|endsoy-isod sy Buluiwexs T=TTTY Y
| _ Pl " BT kgl ] TR id | L LA T-Tlid TIE 4
“ £ a o :
g LT
| ¥ r
[ L
i £
sAe(] U1 201As3G sAeq] U] aapuas
umeg da1g pue afseys|q wsnedu| usamjag s ueayy umoq dags pue alsepsi] Juanedu] LAIMIaE SWI | URPaY
B L v £ WA T s ¥
u mﬁ— e W w xm E] .__mmn._..ﬁ. A m ﬁ = ﬂ.ﬂ“
0 rat jacs : Cea] wEOT e G = Jerts v Tk
I3 I b at T ITRE TIAL &
B B [« | - | |« JREE B B
d X I j 1l 3

[TLTRE . T e TR
STCE BT A o 1E mpunesy o sy wnjpa

‘(000°052 — 000'00g) suenendod pozis-wnipow Buiney segunod ||e i pejebesbbe ese Ajunos ABIE|d 40} EJEQ

(¥1L0Z-0107) ucnezijelidsoy anelyaisg woy abieyasig ynoApiiyo Jeye seoiniag dn-mojjo4 o) awil ¢ aunbig



QUESTION 2A: PLACER COUNTY

Do you think your county is doing an effective job providing timely follow-up
services after a child or youth is discharged from a mental health hospitalization?

Yes X No

If no, please describe your concerns or recommendations briefly.

QUESTION 2A: SIERRA COUNTY

Do you think your county is doing an effective job providing timely follow-up
services after a child or youth is discharged from a mental health hospitalization?

Yes X No

If no, please describe your concerns or recommendations briefly.

QUESTION 2B: PLACER COUNTY

After a hospitalization or MH erisis, what are the main strategies used to engage
and ensure prompt follow-up for outpatient care in transition-aged youth? Please

list briefly.

The following post hospitalization or MH crisis for TAY oufpatient care follow-up process
is currently in place for Placer County CSOC:

« Family and Children's Services (FACS) Intake Unil forwards copies of all
assessments and Intake packets on a daily basis to the Mental Health Entry
Program Supervisor for all youth under 18 years of age (PC Med|Cal and non PC
MediCal youth) wha received a psychological evaluaton and/or discharge after a

hospitalization.

« Within seven days of the assessment or hospitalization, the youth's
parent/guardian is contacted via telephone by a Placer County CS0OC MH
clinician. The MH clinician ascertains whethear the youth is connected or needs
connection to after care services. Appropriate referraks for service are offered
and/or completed on an as needed/requested basis to Anthem, private providers,
community partners, etc.
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QUESTION 2B: SIERRA COUNTY

After a hospitalization or MH crisis, what are the main strategies used to engage
and ensure prompt follow-up for outpatient care in transition-aged youth? Please

list briefly.

The hospital communicates with the Behavioral Health Director. Whether the TAY
meeis Slerra County Behavioral Health {(SCBH) eriteria or not, all are contacted through
a case manager within a four day window. When SCBH is par of the discharge plan for
the TAY youth communication is made to schedule needed services as soon as
possible. If the client is not eligible for services through SCBH they are informed of
services available to them. Spread sheets are maintained to track timeliness of follow

up along with resulis,

QUESTION 2C: PLACER COUNTY

What are the main strategies used to help parentsicaregivers of children access
care promptly after a child's hospitalization or other mental health crisis? Please
list briafly.

Placer County CSOC MH staff utilize the following strategies: verification of health
insurance for proper referrals, referrals to county and community agencies for
healthcars enroliment assistance, telephone call backs to all youth and/or
parents/caregivers of youth, follow-up within seven days to ensure medication support
continues without interruption and adequate after care services are in place or are being
set in place through appropriate providers, and referrals to Mental Health Services Act
Prevention Early Intervention (MHSA PEI) contracted providers for those who meet
criteria. Any of the following community supports or services may be provided to the
parent/caregiver if requested or needed:

The Family Advocacy Program is designad to provide the necessary supporl, mentoring
and advocacy to families participating in the CS0OC through the employment of parents
or caregivers who, themselves, have been service recipients of like services. Mental
Health America (MHA) hires Family Advocates to work with parents and caregivers who
receive services fram the CSOC, Family Advocates offer support and services to

parents and caregivers of children who have received outpatient and/or inpatient
spacialty mental health services and their families. They alse offer WRAP trainings in

the community, to ASOC clients, and family members. This program and its team
members provide important feedback to the system on family perceptions, needs and
CONCerns.
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Promolor{als — (Latino Leadership Council (LLC)) Promotor(a)s are trained para-
professionals to provide culturally appropriate services, education and support to
monalingual Spanish speaking Latino families in the community. Promotor(a)s reach
out into the community and assist individuals in navigating the service delivery system
and accessing community resources, Cultural brokering is used as a key approach to
increase access to, and to enhance the delivery of culturally competent cara,

"Personas de Sabiduria”™ LLC (Spanish). Conference for at least 80 Latine adults, in
Spanish, that will allow persons to share their stories of recovery and resiliency from
meantal health and substance use disorders, In addition, provide bilingual, bi-cultural
experts to lead workshops aboul various mental health/health issues. This coenference
builds resiliency and hope for recovery; along with an increased awareness of available
supports and services.

Posilive Indian Paranting — Sierra Native Alliance (SNA): Pesitive Indian Paranting
provides culturally-relevant parenting education and support. Thig curriculum is provided
in coordination with co-parenting, behavioral consultation, case management, and peer
support to increase parenting skills and the resilience of families with children who have
emational and behavioral challenges.

Leving Solutions — North Tahoe Family Resource Center (NTFRC) (English and
Spanish): Loving Solutions® is a parent-training program designed specifizally for
parents raising difficult younger children, ages 5-10 years. Also known as "Parent
Project®, Jr.," this program utilizes the same principles found successful in Parent
Project® Sr., adapted to the nesds of younger children. Using a behavioral model,
Laving Solutions is structured based on cooperative learning norms with group learming
activities. Loving Solutions® also addresses the needs of children with Attention Deficit

Disorder.

Active Parenting Now (APN) — KidsFirst (English and Spanish)y APN empowers
participants, teaching parenting skills to address sensitive issues such as drug abuse,
sexual activity, self-harm, and violence. APN is a video-based, interactive learning

axperiance featuring group discussion and practice aclivities

Parent Child Interaction Therapy (PCIT) = KidsFirst (English and Spanizh); Parent-Child
Interaction Therapy (PCIT) is pravided through 14-20 weekly sessions, and is designed
for parents with children (ages 2-7) who are exhibiting behavioral problems such as
aggression, defiance, non-compliance, and temper tantrums. FCIT treatment is
provided to the parent and child in two phases — Child-Direcled Interaction (CDI) and
Parent-Directed Interaction (PDI). During the CD| phase, parents engage their child in
play situations, with the goal of restructuring and strengthening the parent-child
relationship. During the PDI phase, which is similar to clinical behavior therapy, parents
learn to use specific behavior management techniques while playing with their child.

Trauma Focused Cognitive Behavioral Therapy [TF-CBT) - KidsFirst & Lighthouse
(English and Spanish): Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) is a
psychotherapy approach for caregivers, children, and youth who are expenencing
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significant emotional and behavioral difficulties related to traumatic life events. TF-CBT
provides short-term freatment (approximately 12 weekly sessions) targeted to
overcoming specific trauma. To disrupt trauma-related mental iliness, caregivers,
children and youth are taught skills to help process thoughts and feelings related to
traumatic life events; manage and resolve distressing thoughts, feelings and behaviors
related to trauma, and improve coping skills of caregiver and child to create a batter
living environment for the family.

Perinatal Mood Disorder Trealment — KidsFirst (English and Spanish): This program
aims to reduce depression, anxiety, and suicide through culiurally- and age-appropriate
services such as screening, assessment, evaluation, resources, home visitation, and
shor-term therapy for parents with children 0-5 years old.

Incredible Years {Dina School) — KidsFirst: The Dina Dinosaur School program for
children ages 3-8 years focuses on social, emotional skills, and problem solving
designed as a classroom prevention program. Dinosaur School compliments the
Incredible Years parent curriculum and teaches children self-regulation and positive
classroom behavior.

treatment for adolescents, ages 12-18, designed to treat clinically diagnosed major
depressive disorder, eliminate suicidal ideation, and reduce disposifional anxiety. ABFT
is short term, approximately 12-16 weekly sessions, and aims fo strengthen or repair
parent-adolescent attachment bonds and improve family communication. As the
normative secure base is restored, parents become a resource to help the adolescent
cope wilth stress, experience competency, and explore autonomy.

Adult Support Groups = Latino Leadership Council (LLC): Pear-to-peer weekly groups
‘Rincon de las Comadres” are offered in Auburn, Roseville, and Lincoln to address
issues of depression, anxiety, health, ete. These groups are open to men and women,

and provided in Spanish.

Youth Therapy — Uplift and Tahoe SAFE Alliance (TSA) (English and Spanish): Uplift
and Tahoe Safe Alliance offer individual, family, and group sarvicas to support
individual, family and/or group therapy for children, youth and transitional aged youth.
Heome to Stay Counseling and Supports for Birth and Kinship Families — Lilliput
Children's Services: Intensive in-home support services and counseling to birth and
kinship families whose youth are at nsk of placement (or disruption) due to emotional,
behavioral and mental health issues,

Incredible Years — KidsFirst (English and Spanish): The Incredible Years parent training
intervention is a 12 week program focused on strengthening parenting competencies
{monitoring, positive discipline, confidence, etc.) and fostering parents’ involvemeant in
children's school experiences in order to promote children’s academic, social and
emotional competencies, and reduce conduct problems.
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safeTalk — PCOE: safeTALK is a three (3) 1o four {4) hour training that prepares anyone
over the age of 15 to identify persons wilh thoughts of suicide and connect them to
suicide first aid resources. As a safeTALK trained suicide alert helpers, individuals will
be better able to (1) move beyvond common tendencies to miss, dismiss, or avoid
suicide; (2) identify people who have thoughts of suicide; and (3) apply the TALK steps
(Tell, Ask, Listen, and KeepSafe) to connect a person with suicidal thoughts to suicide
intervention caregivers,

QUESTION 2C: SIERRA COUNTY

What are the main strategies used to help parentsicaregivers of children access
care promptly after a child's hospitalization or other mental health crisis? Please
list briefly.

The same applies here as above with specific contacts to parents. If Full Service
Partnership services are applicable for the family and the yauth wrap around like
senices are provided

QUESTION 2D: PLACER COUNTY

The follow-up data shown above are based on services billed to Medi-Cal. As a
result, those data do not capture follow-up services supported by other funding
sources. Examples may include post-hospitalization transportation back to the
county, contact with a Peer/Family Advocate, or MHSA-based services.

Please list some non-Medi-Cal funded strategies your county may use to support
families/caregivers following a child's hospitalization or other MH erisis.

Placer County offers a broad spectrum of MHSA PEI funded services through the
counly, community, organizational, or private providers,

The YES Program provides peer support services for youth and TAY. Youth
Coordinators, who have lived experience in the mental health, child welfare, and/or
probation systems, work with TAY to help them accomplish their identified goals. This
includes assistance on post-hospitalization transportation and support, system
navigation, supporting youth and young adults in finding appropriate placement options
and helping youth get their needs met in their placement. In addition, YES Coordinators
use their experience and voice fo transform system and community services, Youth
Coordinators attend system-level meetings and provide youth voice to planning,
management, and implementation activities within both C50C and ASQC. Youth
Coordinators support youth who are transitioning between CS0C and ASOC services.
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The Family Advecacy Program is designed to provide the necessary support, mentoring
and advocacy to families participating in the CSOC through the employment of parents
or caregivers who, themselves, have bean service recipients of like services, Mental
Health America (MHA) hires Family Advocates to work with parents and caregivers who
receive services from the CSOC. Family Advocales offer support and services to
parents and caregivers of children who have received outpatient and/or inpatient
specialty mental health services and their families. They alzo offer WRAP trainings in
the community, to ASOC clients, and family members. This program and ils team
members provide important feedback to the system on family perceptions, needs and
CONCems.

Promotor(als — (Latino Leadership Council (LLC)) Promotor{a)s are trained para-
professionals to provide culturally appropriate services, education and support to
monolingual Spanish speaking Latino families in the community. Promotor{a)s reach out
into the community and assist individuals in navigating the service delivery system and
accessing community resources. Cultural brokering is used as a key approach to
increase access to, and o enhance the delivery of culturally competent care.

Youth Services and Supports — Latino Leadership Council (LLC) (English and Spanish).
Male & female youth groups to address depression, cultural stressors, ciscrimination
outside and internal to Latino communities, challenges related to biculturalism,
aducation achievement gaps, and violence.

Peer Leadership — Tahoe SAFE Alliance (TSA): Young Men's Work is a program for
young men who are working together to solve problems without resorting to violence.
This effective curriculum helps young men break the cycle of violence passed from
generation to generation. Young women face many issues are they mature, such as
eating disorders, depression, shame, low seli-esteem, substance abuse, and abusive
relationships. Young Women's Lives curriculum helps young women face problems,
identify personal strengths and supportive resources, and develop new ways of thinking
and addressing challenges-both internal and external. The peer leadership group will
learn about teen issuss such as bullying, anxiety, teen dating violence, sexual violence,
tolerance, suicidal ideation, depression, non-suicidal self-injury and the influence of
social media. The group creates plans to decrease stigma around mental health in their
community/school,

School Wellness Centers — Tahoe Truckee Unified School District (TTUSD): Tahoe
Wellness Centers provide a single point of entry for students to connect to supportive
adults and access wellness services at the school, Students leam relevant skills for
improving their well-being and understand how to navigate and access community
resources. This project allows students to access services and supports that address
physical, mental and emotional concerns and engage in activities that will increase their

resiliency and overall well-being.

Court Appointed Special Advocates (CASA) = Child Advocates of Placer County: CASA
identifizss adult volunteers to create a supportive, mentoring relationship with children
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and youth who have been removed from their home due to neglect, abuse, or inability to
manage the child's behavioral challenges. CASA volunteers meet with thelr identified
childfyouth at least twice a month and their mentoring relationship with the child typically
lasts at least 1-2 years.

Tahoe Truckee Youth Suicide Prevention Coalition — Giving Voice - Tahoe Truckes
Unified Schoaol District (TTUSD) collaborated with a number of Tahoe Truckee area
cormmunity partners, including Placer and Nevada Counties to establish this coalition.
They expanded the "Know the Signs Campaign” by engaging youth and community
rmembers in outreach events. Goals include educating the public about the signs of
suicide, reducing stigma and discriminations, increasing awareness to strengthen social
connactions, and connecting young people with mental health resources. Plans to
administer with partner InnerRhythms Dance Co., a new youth-driven suicide prevention
arts program called “Giving Voice" is to be performed at least ten times in schools and
the wider community, as well as coordinating a community movie night, facilitate
Speaker's Bureau presentations and expanding existing oulreach efforts.

Big Brethers Big Sisters of Tahoe (BBBS): By partnering with North Lake Tahoe counly
agencies, law enforcement, schools and community nonprofits, Big Brothers Big Sisters
identifies children at risk of suffering fram mental health challenges. These children's
home, school and social situations are identified as high stress with the potential fo
craate adverse effects. High risk children are paired with prefessionally supported one-
to-one volunteer mentors (ages 16+) to supplement other mantal health strategies with
reguiar check-ins. Mentorships reduce risk behaviors and distress in children, and
increase resilience, positive behaviors and functioning

Boys and Girls Club (BGC) of North Tahos: The Boys and Girls Club is co-located on
the grounds of the North Tahae elementary school, The BGC serves over 300 children
and youth each school year. PEI funded prevention activities include four specific
programs that offer group services to identified high risk children and youth. These
groups include SMART Girls, which targets the development of life skills for 45 girls in
grades 7-12; Stay SMART, which serves 30 children, ages 8-12 years, and develops
ekills in life decision skille and preventing the development of risky behaviors; SMART
Kids, which serves 30 children, ages 6-8 years old, and also develops life decision skills
and preventing risky behaviors; Triple Play serves 43 children, ages 8-14, developing
healthy habits for mind, body, and soul (free time, socialization monitored by staff).

LLC delivers the YEAGA and Peace 4 the Streets to provide mentoring to individual
youth as well as offer leadership groups to promote positive cultural connections to

assist Latino youth in developing resiliency.

Youth Services and Supports — Lating Leadership Council (LLC) (English and Spanish):
Male & fernale youth groups to address depression, cultural stressors, discrimination
aulskle and internal to Latine communities, challenges related to biculturalism,
education achievement gaps, and violence.
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Youth Services and Supports — Sierra Native Alliance (SNA) Native peer
supportmentoring groups to build youth resilience and positive cultural identity
development.

Functional Family Therapy (FFT) — Placer County and Sierra Mental Wellness Group
(English and Spanish): FFT is an empirically grounded, well-documented and highly
successful family intaervention for at- risk and juvenile justice involved youth and their
families. The targel population is youth ages 11-17 and their families, whose problems
range from acting out, conduct disorder and alcohol/substance abuse.

Appled Intervention Skills Training (ASIST) — PCOE (English and Spanish): ASIST is a
two-day (15 hours) intensive, interactive and practice-dominated workshop designed to
help individuals recognize risk and learn how o intervene to prevent the immediate risk
of suicide. The goal of ASIST is to enhance a caregiver's abilities to assist a person at
risk lo avoid suicide.

saleTalk — PCOE: safeTALK is a three (3) to four (4) hour training that prepares anyone
over the age of 15 to identify persons with thoughts of suicide and connect them to
suicide first aid resources. As a safeTALK trained suicide alert helpers, individuals will
be better able to (1) move beyond common tendencies to miss, dismiss, or avoid
suicide: (2) identfy people who have thoughts of suicide; and (3) apply the TALK steps
(Tall, Ask, Listen, and KeepSafa) to connect a person with suicidal thoughts to suicide
intervention caregivers.

Therapeutic Mentoring — Gateway Mountain Center: Therapeutic mentoring program
serves youth in North Tahoe who suffer from symptoms of mental illness, emotional

disturbance and substance abuse. Counseling uses real life "treatments” including:
deep personal connection, life-enriching experience, exercise, praper nutrition, nature-
connaction, learning new things, and personal reflection, The program is successful with
decreasing risk behaviors and distress, increasing coping and resilience, improving
functioning, reducing stigma, and increasing positive behaviors.

Stand Up Placer — Due to a recent grant award, Stand Up Placer has been able to

expand mental hezlth and substance use treatment services to transition age youth and
adults in need of crisis intervention, therapy, counseling, advocacy, and sugporn groups.
One of their primary focus areas s the Commercial Sexually Exploited Children (CSEL)

population who typically has a substance use disorder.

QUESTION 2D: SIERRA COUNTY

The follow-up data shown above are based on services billed to Medi-Cal. As a
result, those data do not capture follow-up services supported by other funding
sources. Examples may include post-hospitalization transportation back to the
county, contact with a Peer/Family Advocate, or MHSA-based services.
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Flease list some non-Medi-Cal funded strategies your county may use to support
families/caregivers following a child’'s hospitalization or other MH crisis.

» Post-hospitalization transportation back to Sierra Counly

« Contact with Peer Support

« [ applicable, contact with the Student/Parent Navigator

» |f applicable, linked to Nurturing Parenting programs

+ Early Intervention Treatment through MHSA FPEI

« Counselors are embedded in the schools through the school district

VULNERABLE GROUPS WITH SPECIALIZED MENTAL HEALTH NEEDS

Foster Children and Youth

Foster children and youth comprise a vulnerable group that faces considerable life
challenges. Mental health consequences may result from the traumatic experiences
which led to their placement in foster care. Foster children and youth are just 1.3 % of
all Medi-Cal eligible children and youth (ages 0-20)., However, they represent 13 % of
the total childran and youth who received Specialty Mental Health Services (SMHS) in
one year (FY 2012 — 2014). SMHS are services provided to children and youth with
sericus emotional disorders (SED) or 1o adults with serious mental iliness (Sl). These
menial health challenges affect cutcomes in all aspects of their lives as has been
described in recent studies'™'® of foster youth in California schoals:

The key findings for California foster youth included:

« Tima In Foster Care = More ihan 43,000 {or aboul one of evary 150 K-12} public-schoal
studenis in Calitornia spent same period of fime in child welfare supanvised foster cans.

* Reason for Removal — Of students in fostar care, TE% were ramovad fram birth famiies due
b neglect, 11% physical abugse; 4% sexual sbuse; and T% olher reagons

» Grade Levels = Of these sludents in foster care, 40% were in Elemantary School, 23% were
in Middle Schood; and 36% were in High Schoal

¢ An At-rigk Subgroup — Mearly coe in five sludents in foster care had s dizability compsared
o 7% of all K-12 siudents and 8% kv sociosconomic status (SES) sludents,

¢ School Mobility = Among students who had been in foster care for less than one year, 43%
had chanped schools during the academic year,

+ Achievement Gap — Proficiancy in English language arts for studants in fosfar care was
negativaly corelated with grade level,

+ Drop-out and Graduation — Students with three ar more placements were more than twice
a5 likely to drop out as students with one placement, although this single-year dropout rate is
still twice &5 high as thal for low SES students and for K-12 students.

Conclusion: Students in foster care constitute an at-nsk subgroup that is distinet from
lowr socioeconomic status students regardless of the charactenistics of their foster care
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As they reach adulthood, most foster youth will need continuity of care through Medi-Cal
for services to promote mental health, independencs, and connections within the
community, including housing supports to avoid homelessness. Homelessness is a
common outcome for foster youth who leave the system without either re-unification to
their family of ongin or an attachment to a permanent family.

One subgroup of foster youth has been referred to as "Katie A Subclass membars,” due
to a lawsuit filed in federal court regarding their need for cerain types of mors intensive
mental health services, The services included under the 2011 court settlameant order
are intensive home-based senvices, intensive care coordination, and therapeutic foster
care More recently, DHCS recognized that other children and youth also have a right
to recaive such senvicas if thara is a medical necassily.

The complex needs and large numbers stalewide present challenges to the foster care
and mental health systems. The numbers of foster youth who are receiving Specialty
Mental Health Services are shown below. These data do not include those with mild to
moderate mental health needs who are served in the Medi-Cal Managed Care System.
Also, these data do nol reflect those with disabilities who are served through school-
based mental health services as part of an "Individual Educational Plan.”

HOW MANY FOSTER CHILDREN AND YOUTH RECEIVE SPECIALTY MENTAL HEALTH
SERVICES, INCLUDING "KATIE A® SERVICES?

Statewide: (FY 2013-2014) Cerlified Medi-Cal eligible Foster Care Yauth (age 0-20): 77 405.
¢ Tatal Mumber of Medi-Cal Foster Youth who received atleast one Specialty MH Service:
34,3563 (senvice penetration rale is 44.3 %),
« Total Medi-Cal Eligible Fostar Care Youth who recaived five or more Spacially MH Sarvices:
26,692,

Stalawide: (FY 2014-20135) Total Unigue Kabke A, Subclass Members: 14,927
v Members who received In-Home Behavioral Services: 7,466

Those who received Intensive Cese Coordingtion; 8,867

Those wino received Case Management/Brokerage: 8,077

Received Criziz Intenvention Services: 523

Recaived Medication Support Services: 3,293

Recaived Mental Health Services: 12,435

Recaived Day Rehabilitation: 285

Received Day Treatmenl Intensive semvice: 83

Received Hospital Inpatisnt treatment. 19

Received Psychiatric Health Faciity treatment: 41

Therapeutic Foster Care: Data not yet available.

W W W ® ® ® ® ® ¥ W

" Data reports are from: http:fwanw.dhes.ca, gov/Pages/SM HS-Reports- 2016 aspx. The data are for fiscal
vears 2004 or 2015 [depending cn which data are the most recent available at the fime of this repart)
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Nexl, the figure below shows the percentage of foster children under 18 who received
specialty mental health services. Note the trends year-to-year for your county and the
compansons to counties with populations of similar size and to the state.

There may be several explanations possible for any observed differences. For
example, some counties find it necessary to place a significant number of foster youth
out-of-county in order to find specialized services or the mest appropriate and safe living
situation.

Another explanation iz that the recent expansion of Medi-Cal markedly increased the
total numbers eligible for coverage. More children and youth are now eligible to receive
specialty mental health services. Even if there was an increase in total numbers who
received these services, there may have been a decreased perceniage of tolal eligible
persons served. Also, in some counties there are shortages of mental health
professionals trained lo work with children and youth or who also have bilingual skills.

Figure 5. Percentages of Foster Youth Who Received Specialty MH Services

Your County: Placer & Sierra
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Figure 5. Shown abowe are the percentages of foster care youth who received sgedalty mental health
services, during three calendar years (CY): 2012, 2013, and 2014, In each set of three bars, the first bar (blue}
shows changes over time for your county. The second bar [orange) i each set shows the average for all
counties with populations of similar Size to yours. The third bar (green) shows the state average values. These
data apphy to foster care children and youth covered by Madi-Cal,

T

' Behavioral Health Concepts, Inc. California EQRO for Med-Cal Spedialty Mental Health Services. ECQRO is the
External Quality Review Organization. weaiw CALECRD, com, see "Reports,” and salect your county to view.
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QUESTION 3A: PLACER COUNTY

What major strategies are used in your county to provide mental health services
as a priority for foster youth?

Please list or describe briefly.

Placer County CSOC initially reguired the child welfare case managers to request a
child be screened upon the child’s removal from their home. Unfortunately the case
manager was not familiar enough with the child at that point in time to provide enough
information as to what concerning behaviors the child was exhibiting, or if the child was
still being impacied by the removal from their home. This resulted in inaccurate mental
health screening results for a number of children. It was then decided the screening
procass should be delayed for 2-4 weeks until the child's normal behavior patterns
could be determined. It was agreed between child welfare and mental health workers
that a minimum of 30 days would provide a better snapshot of the child's behaviors.

A process o track open child welfare case dates was established. The Mental Health
Entry Team Supervisor contacts each case worker between 30-45 days after a child has
been removed to start the screening process, Each new case is assigned o a MH
clinician whao then either calls or meats with the case manager to discuss the child's
concerning behavior, if any, and completes the Mental Healih Screening Tool. Based on
the outcome of that conversation, it is determined whether the case is refermed on for a
full assassmant or no further assessmeant is neaedead.

Ongoing Mental Health clinicians complete the full biopsychosocial assessments and
determine from the results of thal assessment whether the chikd is referred on to &
county, private provider or community partner for SMHS services.

QUESTION 3A: SIERRA COUNTY

What major strategies are used in your county to provide mental health services
as a priority for foster youth?

Please list or describe briefly.

Providing services to Sierra County's small population is challenging due to the intra-
connactedness within communities, as well as, the inter-relationships and inter-
connactedneass which occur throughout the county as a whole. Dual relationships,
along with a lack of anonymily, are a distinctive norm community members of Sierra
County live and deal with on a day to day basis. Thus, providing specific programs
focusing on an under-represented, minonty population inadvarently creates profiling of
the population Sierra County Behavioral Health is seeking to serve, For example, a
youth sasking services does not feel comfortable receiving services in a group setting
because they can be identified, have a current or have had a previous relationship with
the other youth receiving services or the facilitator of the service. More likely than not,
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there are familial ties to the youth and ane or more of those individuals Invalved in
receiving or providing the service. Once the service has a label or a specific identified
autcome, the youth attending have been profiled. Sierra County's community defined
best practices, based on the challenges above, indicate bufding trust while paricipating
in a universal or selective service strategy resulting in warm referrals is most successful.

Social Servicas makes referrals to Behavioral Health,

QUESTION 3B: PLACER COUNTY

Do you think that your county does a good job of coordinating with your county
department of social services or child welfare to meet the MH needs of foster care
children and youth?

Yes_ X No . If no, please explain briafly.

QUESTION 3B: SIERRA COUNTY

Do you think that your county does a good job of coordinating with your county
department of social services or child walfare to meet the MH needs of foster care
children and youth?

Yes X__ No . If no, please explain briefly.

QUESTION 3C: PLACER COUNTY

Do you have any comments or suggestions about strategies used to engage
foster youth and provide mental health services?

Yes X Mo . Ifyes, please list or describe briefly.

Overall, Placer County CSOC does a good job of coordinating between county child
welfare services and mental health teams to meet the MH needs of foster care children
and youth. During CY12, CY13 and CY14, the percentage of Placer County's foster
care youth remained around 50% which was very close to other medium sized counties
and the state average values.

Placer has noticed a decline for 2016 for both assessments and services. Management

ig in the process of reviewing assessment and referral data and has discovered three
separate contributing factors. Management will continue to review data on a manthly
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basis and will be meeting with MH and child welfare teams to brainstorm strategies to
improve the processes. An initial goal is to provide more clinical support to the case
managers so they have richar information on their children.

QUESTION 3C: SIERRA COUNTY

Do you have any comments or suggestions about strategies used to engage
foster youth and provide mental health services?

Yes X No . If yes, please list or describe briefly.

Engagement strategies could be improved through communication and education with
stakeholder entifies. There are so few fostar youth in Sierra County engagement
straleqgies are often cverlooked.
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Lesbian, Gay, Bisexual, Transgender and Questioning Youth (LGBTQ)

LGETQ youth are another group which may be underserved or inappropriately served,
Most counties say that LGETQ youth are welcome to engage in their standard programs
and recelve services, as are all other cultural groups. However, it is essential to
understand how counties are serving the specific needs and difficulties faced by LGBTCQ
youth. Members aof the LGETO communily access mental health services at a higher
rate than heterosexuals, with some reports suggesting that 25-80 % of gay men and
women seek counseling. Many individuals report unsatisfactory experiences due to a
therapist's prejudice, inadvertent bias, or simple inability to comprehend the
experiences and nseds of their LGBTQ clients, ™

Research and experience demonstrate that LGBTQ youth have unigue neads that are
most effectively provided by therapists and program directors with special training in
addressing these unique populations. Oufcomes are better when therapists and
pragram leaders have received this specialized training.

Particular risks for LGBTQ youth and children include discrimination, bullying. viclence,
and even homelessness due to rejection by their families of origin or subsequent foster

homes. Homelessness introduces great risk from all the hazards of "life on the street.”
In contrast, family acceptance of youth is crucial to their health and wellbeing. ™

The Family Acceptance Project:

A promising area of research and practice is representad by the Famiy Acceplance Project headed
by Dr. Caitlim Ryan in San Framndsco, CA. She and her team developed the first family-based mode!
of wellness, prevention, and care to engage families to learn to suppot the LGETQ children across
systarns of care. Her research on the protective factors for LGETQ youth has been published in
peer-reviswed journals, These studies found thal parental and caregiver behaviors can help protect
LGBTQ youth from depressian, sulcidal thoughts, suicide atlempls, and subslance abuse,

In comerast, ahe found that the LGBTO youlh who weve rejachad by thelr families weve aight Bmes as
ikl o efternol suivida, ready sy imes mare Bkely fo have high levels of deprassion, and three
tirnes as Ieely t2 use flagal drsgs

The Family Accegtance Project has assisted socially and religiously conservative familizs fo shifi the
discourse on homosaxuslity and gender identity fram morality to the haakh and well-baing of their
lved ones even whan they befieve that being gay or fransgander is wrang. This efiort ingluded
development of multcultural, multilingual, and faith-based family education materials designed o

prevent family rejection and increase family support.

“Wa now know that kids have their first crush at about age 10. Many young peopls today are now
coming oul between ages 7-13. Parents somatimes begin to send rejecting messages as early as
age 3.... These aarly family experiences ... are crucial in ehaping [their] identily and mental health.”

‘% p, walker et al., "Do Mo Harm: Mental Health Services: The Good, the Bad, and the Harmiful*

** pr. Caitin Ayan, 2009. Helping Families Support Their Lesbian, Gay, Bisenual, and Transgender (LGBT] Children.
Weshingten, DC: National Center for Cultural Compatence, Georgatown Lniversity Center for Child and Human
Development. Afsa see; Ryan, C, [2014). Generating a Revolution in Frevention, Wellness & Care fior LGBT Children

& Youth, Temple Political & Civil Rights Law Review, 23[3]: 331-344.
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QUESTION 4A: PLACER COUNTY

Does your county have pregrams which are designed and directed specifically to
LGETQ youth? _  Yes _ X No.

If yes, please list and describe briefly.

QUESTION 4A: SIERRA COUNTY

Does your county have programs which are designed and directed specifically to
LGBTQ youth? ___ Yes _X_ No.

If yes, please list and describe briefly.

QUESTION 4B: PLACER COUNTY

Does your county or community have programs or services designed to improve
family acceptance of their LGBTQ youth and/or with the goal of helping to heal
the relationship of the youth to his/her family? Yes No_X

If yas, please list or describe briefly.

Within the past year, the PFLAG Greater Placer County Chapter has been established
and has monthly meetings for members. Their website has a very small listing of local
resources and a larger number of regional and state-wide resources.

The Tahoe Truckee area has two school clubs, SAGA (Sexuality and Gender
Acceptance) and Pride Club (Marginalized Orientations, Gender Identities and Intersex).

= Pride Club —a Truckee High Club that supports MOGI (Marginalized
Orientations, Gander Identities and Intersex) youth and educates the schoal and
the broader community about the broad spectrum of sexual orientations and
gender identities.

 SAGA Club (Sexuality and Gender Acceplance) — a North Tahoe High club that
supports LGBTQ students with different sexual orientations and gender identities
and creates awareness about creating a safe and accapting school culture for all.

MNorCal MHA provides LGBT(Q training in Placer Cournty through the LGBTQ California

Reducing Disparities Project grant funded by The California Endowment as part of the
Building Healthy Cammunities Initiative.
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QUESTION 4B: SIERRA COUNTY

Does your county or community have programs or services designed to improve
family acceptance of their LGETQ youth and/or with the goal of helping to heal
the relationship of the youth to his/her family? Yes_ No X__ .

If yes, please list or describe briefly.

QUESTION 4C: PLACER COUNTY

Do you have any comments or suggestions about services or how to address
unmet needs for LGBTQ youth in your community?

Yes X No . If yes, please list or describe briefiy.

Racommand maating with PFLAG Greater Placer County Chapter, Pride Club and
SAGA Club to brainstorm efiorts on how to build a wider array of local resources for the
LGBTCQ population. Consider partnering with Placer County Office of Education to
discuss the feasibility of re-starting the Gay Straight Alllance (GSA) Club or similar clubs
at some of county high schools on the Westemn Slope.

QUESTION 4C: SIERRA COUNTY

Do you have any comments or suggestions about services or how to address
unmet needs for LGBTQ youth in your community?

Yes X__  No . Ifyes, please list or describe briefly.

FProviding services to Sierra Gounty's small population is challenging due to the intra-
connectedneass within communities, as well as, the inter-refationships and inter-
connectednass which occur throughout the county as a whole. Dual relationships,
along with a lack of anonymity, are a distinctive norm community members of Sierra
County live and deal with on a day to day basis. Thus, providing specific programs
focusing on an under-represented, minority population inadvertently creates profiling of
the population Sierra County Behavioral Health is seeking tc serve. For axample, a
youth saeking services does not feel comfortable receiving services in a group setting
becausea they can be identified, have a current or have had a previous relationship with
the other youth receiving services or the facilitator of the service. More likely than not,
there are familial ties 1o the youth and one or more of those individuals invalved in
receiving or providing the service. Once the service has a ‘label’ or a specific identified
outcome, the youth attending have been profiled. Sierra County's community defined
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best practices, based on the challenges above, indicate building trust while pariicipating
in a universal or selective service strategy resulting in warm referrals is most successful.
Murturing Parenting and Peer Support could be incorporated into services addrassing
the needs for LBGTQ youth and/or their families,

The Student/Parent Navigator can receive referrals from the schools and link youth or
families to appropriate sernvices,

Children and Youth Affected by Substance Use Disorders

Counties generally have several levels of substance use disorder programs. These
include prevention, treatment, and recovery supports. Prevention refers to services that
targst people before a diagnosable substance use disorder occurs, and may be based
in schools or the community. Treatment refers to direcily infervaning in a substance use
disorder using clinical means and evidence-based practices by trained clinical staff.
Recovery support refers to supporting long term recovery and includes secondary
prevention services as well. Resources for each of these main program areas are not
equally available in all counties or areas of the state. Many small-population counties
have very limited types of substance use treatment programs.

Young people who engage in early substance abuse may do so because they are
experiencing mental health challenges. Children and youth who experience a major
depressive episode are three times mere likely to engage in alcohol or drug abuse (or
bath), compared to members of their same-age peer group who do not have
depression :’] {See next figure, 2013 data, NSDUH)
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Last year's Data Notebook (2015) included a section on substance use disorders in all
groups but emphasized adults and those with co-occurring mental health disorders.
Both community and school-based prevention efforts were also discussed.

Substance abuse servicaes for children and youth were not specifically addressed last
year. Therefore, our focus for this discussion is limited to treatment needs and services
for children and youth. Both experience and evidence show that children and youth
under age 18 are best served by substance use treatment programs which are
designed specifically for their emotional and social developmental stages.

In Califarnia, many of the 30 smaller population counties (<200,000), have limited
treatment options, with an emphasis on outpatient treatmen! ar abstinence pmgrams.-?‘
Therz iz a shortage of providers and of narcotic treatment programs (NTP), which is of
concern given recent trends in narcotic drug abuse in all age groups, including youth, It
is unknown how many counties have substance abuse treatment programs {and what
type] that are designed specifically for youth under 18 or even for TAY (ages 16-25).

Fer your review, we are presenting data for total numbers of youth wha initiated
substance use treatment durng FY 2013-2014 by participating in one of these three
types of treatment: outpatient, “detox”, or residential treatment programs, (NTFP
services and pregnant mother programs are not included), During that year, individuals
may have started treatment one or mare times in either the same or another program.
However, these data count only the first episode of substance use treatment for an
individual within that fiscal year. Both statewide data and county data (where available)
are shown.

“califarnia Substance Use Disorder Block Grant & Statewide Needs Assessment and Planning Report, 2015
Presented as a collabarative effort bebwreen aumeraus staff at DHCS, COPH, and the UCLA Integrated Substance
Abuse Program. hitpsfweww dhes.ca.gov/provgovpart/Documents! 201 5-Statewide-Heeds-hssessment-Report, pof
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Placer County:

Alcohol/Drug Use in Past Month (S8tudent Reported), by Gender and Grade Lavel: 2011.
2013
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Morw- [ radiE gl WH KiH N&R MR
.1} Wi HiR H# Wi

M/R = not reported; due to insufficient or no data reported to the agencies analyzing tha survey data,
Also: no data reported for Sierra County.

Numbers of Youth that Began Substance Use Disorder Treatment, FY 2013-2014;

California: Statewide

Age < 18: 14957 Age 18-25: 23,614

Your Counties:

Placer Sierra:

Age <18: 56 Age 18-25; 268 No data available.

QUESTION 5A: PLACER COUNTY

Does your county provide for substance use disorder treatment services to
children or youth? ¥_X N

If yes, please list or describe briefly.

In the past year, Placer County C50C has instituted programmatic changes in their
Drug Court model and switched to utilizing The Matrix Model, an evidence-based
intensive outpatient treatment program. With this change it is anticipated CS0C will see
an increased effectiveness and improved outcomes for the juvenile justice youth
enralled in the program. The new modal utiizes individualized behavior contracts,
wraparound, mofivational interviewing, treatment groups, intensive case management,
parent involvement and support group, community service, strength based, drug use
education, fitness focused (all enrollaes gym passes) and a skills building component.
Youth are often grounded versus being returned back to the Juvenile Detention Facility
to serve additional time in order to continue the services. All Drug Court youth have a
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co-occurning disorder. The new model has increased collaboration with the Juvenile
Probation Department and Juvenile Drug Court. Drug Court currently spansars quartery
saber night events for the enrollees.

The Student and Family Support Pregram through Commurnity Recovery Resources
(CoRR) provides outpatient services for youth who have more significant issues and
need more intensive, ongoing freatment, The program provides an assessment and
individualized treatment plans for vouth whe are al risk of mental health disorders due to
identified substance misuse or dependence, or have significant parent/family issues at
home. These youth are not court ordered or enrolled in FSP,

sStand Up Placer — Due to recent grant award, Stand Up Placer has been able to
expand mental haalth and substance use treatment services to transition age youth and
adults in need of crisis intervention, therapy, counseling, advocacy, and support groups.
One of their piimary focus areas is the Commercial Sexually Exploited Children (CSEC)
population who typically has a substance use disorder,

There may be fulure changes to the Drug Medi-Cal program, depending on whether
ACA is repealed and replaced or not. The Drug Medi-Cal program funds specific
treatment services delivered to Medi-Cal beneficiaries with substance use disorders
(SUD). The volume of services provided under Drug Medi-Cal are expected to increase
significantly in the coming years as Medi-Call eligible beneficiaries access the expanded
SUD benefits and California counties implement the Drug Madi-Cal Organized Delivery
Systemn (DMC-0DS) waiver. It i5 estimated that approximately 12% (450,000
individuals) of the MCE eligitle population have a substance use disorder,

If no, what is the alternative in your county?

QUESTION 5A: SIERRA COUNTY

Does your county provide for substance use disorder treatment services to
children or youth? ¥ X N

If yes, please list or describe briefly.
« Qutpatient treatment counseling

= Prevention Programs
« Referral to residential or detox if needed to cutside care provider.

If no, what is the alternative in your county?
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QUESTION 5B: PLACER COUNTY

Do you think your county is effective in providing substance use disorder
treatment to individuals under the age of 187 Yes X No .

Please explain briefly.

The youth substance treatment services through Drug Court have been available for a
number of years. Due to funding, there are a limited number of available slots, CSOC
added the community partner youth substance use treatment provider in 2015,
Howsver, there is still a need for additional youth substance use treatment options to
meel the current demand for youth substance use services for those youth who do not
have a co-occurring disorder but need some substance use education, support groups,
etc. Currently no Ala-Teen or Al-Anon meetings are availablz for youth in Placer
County.

QUESTION 5B: SIERRA COUNTY

Do you think your county is effective in providing substance use disorder
treatment to individuals under the age of 187 Yes_X__ No____

Please explain briafly.

Sierra County Behavioral Health (SCBH) receives referrals from CPS, Probation, or the
Community Outreach Coordinator per prevention programs. SCBH also provides
educational materials,

Justice System-Involved Youth with Behavioral Health Needs

Children and youth with significant emotional or mental health issues may engage in
bahaviors which bring them into contact with the justice system. Other vulnerable
groups include homeless youth and victims of sex irafficking. They face survival
challenges "on the street” and increased risk of involvement with law enforcement.

This discussion will focus on juveniles with justice system involvement. Based on the
data available, it is difficult to estimate how many are in need of mental health or
substance use services. However, experience at the community level suggests that the
behavioral health needs of this population are considerable and many are likely to be
underserved, unserved, or undiagnosed, At a minimum, needs for substance use
treatment may be indicated by the data showing that one-sixth of all juvenile arrests are
for offenses involving drugs or alcohol. Many others have committed offenses while
impaired by alcohol or drugs of abuse,
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Several factors may contribute to the circumstances which lead to youth becoming
involved with the justice system, and other consequences that follow.

A recent report states that “the vast majority, between 75 and 93 percent of all youth
entering the justice system are estimated to have experienced previous trauma."®
Even more shocking, "girls in the justice system are 200 — 200 times more likely to have
experienced sexual or physical abuse in the past than girls not in the justice system.”

The 2016 Calffornia Children's Report Card™ defines ane particularly wulnerable group
as "crassover youth® (or multi-system users), because they have a history involving both
the child welfare and juvenile justice systems. Oflen these children and youth have had
multiple episodes of trauma or other severe adverse life experences such as child
abuse, profound neglect, or witnessing violence in their home or neighborhood,
Parental abuse or neglect may have resulted in the child’s placament in foster care or a
groun home, which is intended to provide for safety and wel-baing. In addition, the
experience of removal from one's home is highly traumatic and the foster home may or
may naot be able to fully meet the child's needs. Studies show that these "youth are
more than two times as likely to be incarcerated for low-level offenses than their justice-
involved peers who are not involved in the child welfare system "

The childhood experience of trauma may lead to poor emotional regulation, emotional
outbursts, or disruptive behaviors in schools. Such events, n fum, can sel the stage for
suspansion, expulsion, or other disciplinary actions in schools. Disruptive behaviors left
untreated may progress to events which lead to justice system involvement. Trauma-
informed slrategies may better serve the needs of youth by diverting them to therapy
instead of punishment or incarceration.

Historically, “students of color, LGBT students, and students with dizabilities. . are
disproportionately impacted by suspension and expulsion.® Across all age groups, for
similar low-level offanses, persons of color are more likely to be incarcerated and much
less likely to be referred to therapy. diversion, or probation than are thair white
counterparts. Research shows thatl Afrnican American children and youth are more than

" Efica Ada ms, “Healing Invisible Wounds: Why Investing In Trauma-Infarmed Care for Children Makes Sepe”
Justice Policy Institute, July 3010, http:/fwww. justicepalicy.org/images/upload/10-

07 _REF_HealingimvisibleWounds_JJ-P3.pdf
“ 0.k Smith, L. D, Leve and . Chamberlain, “Adolescent Girls' Offending and Health-Risking Sexual Behavior: The

Prdictive Rode of Trauma.™ Child Moltreatment 11.4 (2006):386-353. Prind,

™ Website: www.ChildrenMow.org, see repart: California Children’s Repart Card, 2016.

**Raclal Disparities in Sentencing.* American Civil Liberties Union, 27 Oct. 2014,

https:ffwww.achs orglsites/default/files/asents/141027 iache racial disparities acly subrpission 0.pdf; and
Soler, Mark, "Reducing Racial and Ethnic Disparities in the Juvenile Justice Systermn.” Center for Chikdren's Law and

Policy, 2013.

httpsfiwwaw. nesc.org™/mediaMicrogites/File s/ Future310Trends% 202014, Reducing %2 0 Raclalt: 20and% 2 0Ethnic
#20Digparities Soler.ashi
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twice as likely to be incarcerated for non-violent offenses compared to white youth.
Thus, as a matter of equity {or fairmess of access), we should consider strategies to
engage youth of color in mental health and substance use freatment and diversion.

Many serious challenges are faced by justice-involved youth. The most sarious are
these facing incarcerated youth; they report considerable despair and suicidal ideation.

One major risk for incarcerated youth is sulcide.

* One national study® reported that aporeximately 10 percent of juvenile detainees
had thought about suicide in the prior six months.

- ercent of detained | ad previgusly attempted suicide.
= The rates of completed suicides for Incarcerated juveniles ara between two and

four times higher than for the general population,

100,000 adolescents.

YE.M. Abram, )Y, Chow, L) Washburn et al., "Suicidal Thowghts ane Behaviors among
Detained Youth,” July 2014 Juvenile Justice Bulletin, pages 1-12,

In California, how many persons under 18 have contact with the justice system sach
year? The following table shows 2014 juvenile arrest numbers® for misdemeanars,
felonies and status offenses. "Status offenses” are those which would not be crimes for
adults, e.g. tfruancy, runaway, breaking curfew, etc. Additionally, unknown numbers of
youth are counseled and released to a parent or guardian without formal arrest.

Table 3. Mumbers® and Types of Juvenile Arrests, California, 2014

Total pepulation™ age 10-17 4,060,207 [ 100 % of age 10-17 _I
*Dataare from: www kidsdata.org, based on comgilation of data from Califarnia Department of Justice records

for 2014 jueenile arrest data. Total numbers of arrests declined in 2005 to 71,923, but everall percentages broken

down by type of offense were similar to those far 2014,
' Pereentages may not add to 100% due to rounding effects. Data are from Califernia Department of Justica

reported in 2015,
B Department of Finance, Report P-3, Dacember 2014

52



Total juvenile arrests : 86,823 2.1 % of those aged 10-17
Status offenses 10,881 | 12.5 % of juvenile arrests
Misdemeanor arrests 48,291 | 53.6 % of juvenile arrests
Misdemeanor alcohol or drug: | 9,676 | 20.0 % of misdemeanor arrests
Felony arrests 27,651 | 31.8 % of juvenile arests
Felony drug arrests ~ 3,058| 11.1 % of felony arrests
All drug or alcohol arrests 12,734 | 14.7 % of all juvenile arrests
(misdemeanors & felonies)

These data can paint only a partial picture of the justice-involved juvenile population.
Data are often lacking on who, how many, or what percentage may need behavioral
healih services. One goal of this discussion is to identify strategies which reach out to
youth from all backgrounds. The desired outcomes are to engage individuals in
treatment and diversionary programs, and to avoid detention, whenever possible.

Addressing this topic may involve challenges in seeking information from other county
agencies such as Juvenile Probation. Besides county deparments of behavioral health,
other limited funding sources for services may include; Juvenila Justice Crime
Prevention Act, Youthful Offender Block Grant, SAMHSA-funded grants, City Law
Enforcerment Grants, Mentally Il Offender Crime Reduction (MIOCR) Grant Program,
Propostion 83 funds (MHSA), or Re-alignment | and |1 funds.



Data shown below:

Recent county-level arrest data are not available to us for all types of juvenile offenses.
However, we present the number of felony arrests for your county,™ keeping in mind
that these comprise enly 31 % or about one-third of all juvenile arrests.

For state of California: 27,651 juvenile felony arrests, 2014.
For your county: Placer 241 juvenile felony arrests, 2014,
Sierra: 0 juvenile felony arrests, 2014.

QUESTION 6A: PLACER COUNTY

Does your county provide mental health or substance use disorder treatment
services or programs to justice system-involved juveniles while they are still in
custody? Yes_X _ No

If yes, please list briefly. Please indicate (if available) the main funding™ sources
for these programs.

PROGRAM: FUNDING SOURCE: JJCPA funding

Shorl-term mental health counseling is provided by an embeadded mental haalth
clinician to provide crisis-intervention and stabilization for incarcerated juvenile justica
yauth housed at the Flacer County Juvenile Detention Facility. This position is paid for
through Juvenile Justice Crime Prevention Act (JJCPA) funding.

There is not a full service substance use disorder treatment service or program for
youth who are in custody. However, Drug Court can provide a modified program
iwithout any family component) to incarcerated youth. Both Drug Court and Functional
Family Therapy (FFT) are both available to juvenile justice youlh who are not in
custody. Drug Court is funded through SAMHSA Mental Health Block Grant (MHBG),
Medi-Cal and MHSA. FFT is funded through Medi-Cal, SAMHSA MHBG, and MHSA

QUESTION 6A: SIERRA COUNTY

Does your county provide mental health or substance use disorder treatment
services or programs to justice system-involved juveniles while they are still in
custody? Yes_ No_ X_ .

# County-evel data are from wrw KidsData.org, a program of Lucile Packard Foundation for Children's Health,

* This questlon s asking for only the main funding sources to highlight some of these programs and their
successiul imglementation, 'We recognize that counties often weave logether lunding from different resources, If
this indarmation is not readily available, please enter NSA
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If yes, please list briefly. Please indicate (if available) the main funding® sources
for these programs.

PROGRAM: FUNDING SOURCE:

QUESTION 6B: PLACER COUNTY

Are the mental health and substance use services provided to non-custodial
youth involved with probation or diversion programs different from those
services provided to youth in the general community? Yes No_X

If yes, please list briefly. Please indicate (if available) the main funding source for
thesa programsiservices.

QUESTION 6B: SIERRA COUNTY

Are the mental health and substance use services provided to non-custodial
youth involved with probation or diversion programs different from those
services provided to youth in the general community? Yes  No X

If yes, please list briefly. Please indicate (if available) the main funding source for
these programsiservices.

PROGRAM: FUNDING SOURCE:

QUESTION 6C: PLACER COUNTY

Do any of these programs engage the parents/guardians of juveniles involved
with the justice system?

Yes X No__ . Ifyes, please list briefly.

All of the following programs engage the parents/guardians of juveniles involved in the
juvenile justice system

« Juvenile Drug Court — The Matrix Model - strong family component {The Matrix
Model enrollees also receive Wraparound services.)
« Functional Family Therapy — family therapy (youth and parent/guardian)

" This question is asking for only the main funding sowurces to highlight some of these programs and their
successful implementation. We recognize that counties often weave together funding from different resources. I
this infzrmation 5 not readily available, please enter NS&
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»  Wraparound - intensive in-home support with a strang family compo nentfamily
and youth services

+ CaoRR - uu1pa?ient — family therapy (youth and parent/guardian); outpatient -
family counseling with a greater degree of family invalvement

QUESTION &C: SIERRA COUNTY

Do any of these programs engage the parents/guardians of juveniles involved
with the justice system?

Yes_ X_ No__. Ifyes, please list briefly.



MENTAL HEALTH SERVICES ACT (MHSA) PROGRAMS HELPING CHILDREN
AND YOUTH RECOVER

California voters passad the Mental Health Services Act (MHSA) in November, 2004 fo
expand and improve public mental health services. MHSA services and programs
maintain a commitment to service, support and assistance, The MHSA is made up of
the five major components described below:™

=  Community Sarvices and Supports [C8S)—provides funds for direct services to
individuals with severe mental iliness. Full Serviee Partnerships (FSP) are in this catagory;
F5Pa provide wrap-around services or “whatever it takes” services to consumers, Housing is
glso included in this category.

« Capital Facilities and Technological Needs (CFTN)—provides funding for building projects
and Increasing lechnolagical capacity to improve mental illness service dalivery

«  Workforce, Education and Training (WET)—pravides funding fo improve and build the
capacily of the mental haalth workfarce.

+ Prevention and Early Intervention [PEI}—provices a histords Investment of 20% of
Proposition €3 funding to recognize early signs of mental iliness and to improve early acoess
to services and programs, including the reduction of sligma and discrimination.

¢ Innovation [INN)—funds and evaluates new approaches thatincrease access ta the unsenead
andfor underserved communities; promoles interagency caollaboration and increases the quality
of sarvices

Prevention and Early Intervention (PEI) Programs and Services

Twenty percent of MHSA funds are dedicated to PEI programs as an essential strategy
to "prevent mental iliness from becoming severe and disabling” and to improve “timely
access for under-served populations.” PEI programs work to reduce the negative
outcomes related to untreated mental illness, including suicide, incarcerations, school
fallure or dropout, unemployment, prolonged suffering, homelessness, and the removal
of children from their homes.™ Counties must use at least 51% of PE! funds to serve
individuals 25 years of age and younger, according to the regulations {Section 3708).
These programs provide for outreach, access and linkage to medically necessary care,

* Mental Health Services Dversight and Accourtability Commission, Decemnber 2012, "The Five Com ponents of
Prapasition &3, The Mental Health Services Act (MHSA] Facl Sheat

http:/fmhsoac.ca.gov/sites/default/files/documents/ 2015-02/FactSheet FiveCamponents 121912, pl

* Mental Health Services Oversight and Accountakbility Commission, Decermnber 2012, “Prevention and Early
Intesventian Fact Sheat: What is Prevention and Early Intervention?”
hitp:/fenww, mheoac.ca.gov/sites delault Miles/documents/ 2016-02 /Factsheat PEI 121912 pdi
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Prevention of Suicide and Suicide Attempts

Public health data for California and the U.S. show that there are risks for suicide for
multiple age groups and race/ethnicity populations. In particufar, youth suicide and
suicide attempts are serious public health concerns, Suicide is the second leading
cause of death among young people ages 15-18 in the U.S., according to 2013 data. ™
Males are more likely to commit suicide, but females are more likely to report having
attempted suicide. A recent national survey found that nearly 1 in 6 high schoal
students (~17%] reported seriously considering suicide in the previous year, and 1 in 13
(or 7~8%) reporied actually attempting it.*

The risks for youth suicide and suicide attempts are greally increasad far many
vulnerable populations: foster youth, youth with disabilities, those who face stressful life
events or significant problems in school, incarcerated youth, LGBTQ youth, and
individuals with mental lllness or who experience substance abuse. Among racial and
ethnic groups natienwide, American Indian/Alaska Native youth have the highest suicide
rates. Research confims that LGBTQ youth are more likely to engage in suisidal
behavior than their heterosexual peers. ™ Attern pting to address the problem of youth
suicide is both daunting and complex due to the diversity of needs and potential
contributing factors for different individuals, including family history of suicide or
exposure to the suicidal behavior of others. Below, we show the number of youth
suicides per year by age group to gain perspective on the size of this problem in
California.*

Table 4. California: Numbers of Youth Suicides by Age Group, 2011-2013.

California By

Age 2011 2012 2013
5-1d Yaars y 15 | 2 ‘ 19 | 24
15-15 ears 163 128 | 150
30-24 Years : 271 ' 282 302
Total for Ages 5-24 462 430 | 181

* Child Trends Databank. {2015). Teen homicide, suicide, and firearm deaths. Retrieved fram:
bt fwnww childtrends. org/?indicators=teen-Famicide-suicide-and-firearm-deaths.

* Centers for Disease Control and Prevention. (2015). Svicide prevention: Youth sulelde. Retrieved from:
https/fwsw.cdegovNVolencePrevention/pubfvoulh_suidide html.

* Marshal, M.P., ot al, (2013) Trajectories of depressive symptoms and sulcidalty samong heterosexual and sexual
mingrity youth, Journal of ¥outh and Adolescence, 42[R), 1743-1756. Retrieved from

hitps/Aeww ncbinim.nih gov/pmc/articalesTPMC3I7 44095/

* httpyffuww Kidsdata.omg , tepic: sulcides by age growp and year in California
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By comparison, the number of youth suicide attempts is difficult to determine because
they are combined with hospital data for self-injury. In California there were 3,322
hospitalizations for self-injury reported during 2013 for those age 24 and younger
Estimates vary, but slightly legs than hall of self-injury events (e.g. about 1,660) may
have been suicide attempts. As with the data for suicide deaths, these numbers should
be viewed with a degree of critical skepticism. Actual intent may not be readily
ascertainable due to insufficient evidence, privacy concerns, or reticence of loved ones.
There also may be delays in reporting or under-reporting to the stale.

Reports of suickdal ideation are much more common and show that much larger
numbers of youth are at risk. As an example, we may consider data for the population
of high school-age young people which was about 2.1 millian in 2014 for Calfornia. That
fmeans there are between 500,000 and 530,000 individuals 2ligible for each of the four
years of high school (based on ages). Not all members of these age groups are in
school, but those not in schoal are also at risk.

Survey data (below) show the percentage of public high schodl students who reported
sericusly considering attempting suicide in the prior 12 months in California. *

Table 5. Public High School Students Reporting Thoughts of Sulcide, 2011-2013

California Parcent

Grade Level - Yes Ko
| Gth Grede 19.3% &0, 7%
. 11th Grade I7.5% 82.5%

Mor-Tradiiona! 19.4% 80.6%
Al ' 18.6% | 81,5%

Data from your county are shown on the next page (if 'a'n.-'aitsll::nle}.5~EI Some counties or
school districts either did not administer the surveys or else did not report their results.

% pata Source: Califomlia Department of Educetion, Califiprala Healthy Kids Suryey and California Student

survey [WestEd). The 2011-2013 period reflects data from school years 2011-12 and 2012-13. District- and county-
lenel figuares are welghted proportions from the 2011-13 California Healthy Kids Survey, and state-level figures are
weighted proportiens fram the 2011-13 California Stedent Survey,

* Source of data: http,/fwww kidsdata.org, toplc: sulcidal ideation by grade level, in California. Note on
abbreviations: M/ = a0 data; M/A=not reported,
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Placer' County:
Table 6. Percent of High School Students Reporting Thoughts of Suicide, 2011-13

Suicidal ldeation (Student Reported), by Grade Level: 2011.2013

Grady Lave| s Ha

Bih (iade MR rR

118 Cirpcla R M

Wan Tradinnal Wk W&

M 1R NA
*N/R: data not reported. Sierra County: Also no data were reported.

QUESTION TA: PLACER COUNTY

Does your county have programs that are specifically targeted at preventing
suicides in children and youth under 16 (ages 6-16) in your community?

Yes_ X Na If yes, please list and describe very hriefly

Placer County conlinues to support the statewide suicide prevention and Stigma
Discrimination Campaigns that are managed by CalMHSA. The “Know the Signs” and
“Each Mind Matters” campaigns, driven at the Stats level, has been very effective in the
Placer communily in educating about suicide prevention and reducing stigma and
discrmination refated to mental illness. Placer County widely uses materials and
websites created from these initiatives.

The following county and community crisis intervention and prevention programs
provide a plethora of services, supports, and education to children and youth and their
families in our community:

Mental Health Crisis Intervention: Placer County Mental Health clinicians or community
contractors have been cerified to assess children for hospitalizations as a danger to
self, danger to olhers, or gravely disabled due to a mental disorder (California Welfare
and Institutions Code 5150). These staff then consult with designated psychiatrists who
have the authority to admit children to certified or licensed psychiatric facilities.

Mental Health Entry Team provides follow up with youth and family within 7 days of
them being released from a psychiatric hospital after being 5150°s to ensure the youth
has been or is getting connected with the appropriate mental health services.
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The Mobile Crisis Team (16+) services are provided through an MOU in conjunction
with all five Placer County law enforcement jurisdictions has significantly reduced the
percentage of people hospitalized white in crisis, The MHP does not have a CSU.

Fasl Track Wrap — Uplift offers intensive, in-home, short-term wraparound services with
the Fast Wrap program for children (ages 0-17) with a serious emotional disturbanca
and require family support services.

The Cnsis Resclution Center provides short-term out-client services as well as short-
term residential care not to exceed 30 days for youth age 12 to 17. The facility is a six-
ped (co-ad) group home facility with counseling facilities, fully licensed and
professionally staffed to provide out-client family servicas and shori-term residential
care, Services include guality relationship counseling, conflict resolution, parent-child
training and professional referral services.

Attachment Based Family Therapy (ABFT) is a treatment for adolescents, ages 12-18,
designed to treat clinically diagnosed major depressive disorder, eliminate suicidal
ideation, and to reduce dispositional anxiety. ABFT is shortderm, approximately 12-16
weekly sessions, and aims to strengthen or repair parent-adolescent attachment bonds
and Improve family communication. As the normative secure base is restored, parents
become a resource to help the adolescent cope with stress, experience competency,
and explore autonomy.

Assertive Community Treatment (ACT) provides case management; initial and angoing
assessments; psychiatric services; employment and housing assistance; family support
and education; substance abuse services; and other supports crifical 1o a young adull’s
ability to live successfully in the community. ACT servicas are available 24/7 and ara
available to youth aged 16+ with SM| and a functional Impairment where services
beyond Wraparound would be required.

Adventure Risk Challenge - Utilizing statewide campaigns Know the Signs, Each Mind
Matlars, Busco Apoyo, and My3 App, provide one-on-one and group outreach in
Spanish and English to high school age youth in the Tahoe area to educate about signs
and symptoms of mantal health and integrate efforts 1o reduce stigma and
discrimination. In partnership with the Tahoe Truckee Unified School District, ARC will
facilitate summer immearsion pregrams, including two waekend ratreats, each year for
the peer mentors of the Wellness Centers. The education and activities serve fo develop
and frain the peer mentors and to increase their awareness, preparedness, and
knowledge about suicide prevention and stigma and discrimination reduction.
Individualized tutoring and mentoring is provided as well.

School Wellness Centers — Tahoe Truckee Unified School District (TTUSD): Tahoe
Wellness Centers provide a single paint of entry for students to connect to supporiive
adulis and access wellness services at the four high school wellness centers with
linkages to the two middle schools. Students are trained to become Peer Mentors.
Youth lzarn relevant skills for improving their well-being and understand how to navigate
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and access community resources, This project allows students to access services and
supports that address physical, mental and emational concerns and engage in activities
that will increase their resiliency and overall well-being.

Signs of Suicide (SOS) - The SOS Pravention program is an award winning, nationally
recognized EBP program which teaches middie to high schoal age students how to
identify the symptoms of depression and suicidality in themselves or their friends, and
encourages halp-seeking through the use of the ACT®technigue (Acknowledge, Care,
Tell). The SOS program teaches students that depression is a treatable illness.
Students are taught that suicide is not a normal response to stress, but rather a
preveniable tragedy that often occurs as a result of untreated depression. Students are
given specific action steps, encouraged to engage in a discussion about these issues
with their parents, and utilize the peer-to-peer help-seeking model.

Tahoe Truckee Youth Suicide Prevention Coalition — Giving Voice - Tahoe Truckee
Unified Schoal District (TTUSD) collahorated with a number of Tahoe Truckee area
community partners, including Placer and Nevada Counties to establish this coalition.
They expanded the "Know the Signs Campaign® by engaging youth and community
members in outreach events. Goals include educating the public about the signs of
suicide, reducing stigma and discriminations, increasing awareness to strengthen social
connections, and connecling young people with mental health resources. Plans to
administer with pariner InnerRhythms Dance Co., a new youth-driven suicide prevention
arts program called "Giving Voice" is to be performed at least tan times in schools and
the wider community, as well as coordinating a community movie night, facilitate
Speaker's Bureau presentations and expanding existing outreach efforts.

Safe Talk is a three (3) to four (4) hour training that prepares anyone over the age of 15
to identify persons with thoughts of suicide and connect them to suicide first aid
resources. As a safeTALK trained suicide alert helpers, individuals will be better able to
{1) move beyond common tendencies to miss, dismiss, or avoid suicide; (2) identify
people who have thoughts of suicide; and (3) apply the TALK steps (Tell, Ask, Listen,
and KeepSafe) to connect a person with suicidal thoughts to suicide intervention
careqivars.

Menlal Health First Aid (MHFA) is a groundbreaking public education program that
helps the public identify, understand, and respond to signs of mental ilinesses and
substance use disorders. MHFA is an interactive, 8-hour course that presents an
overview of mental illness and substance use disorders in the U.S. and introducas
participants to risk factors and warning signs of mental health problems, builds
understanding of their impact, and provides an overview of commen treatments.
Participants learn a five-step action plan encompassing the skills, resources and
knowledge to help an individual in crisis connect with appropriate professional, peer,
social, and self-help cara.
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QUESTION 7A: SIERRA COUNTY

Does your county have programs that are specifically targeted at preventing
suicides in children and youth under 16 {ages 6-16) in your community?

Yes No__ X Ifyes, please list and describe very briefly

QUESTION 7B: PLACER COUNTY

Does your county have programs that are specifically targeted at preventing
suicides in transition aged youth (ages 16-25) in your community ?

Yes X Ne If yes, please list and describe very briefly.

All of the Placer County Crisis programs mentioned previously in Question 7A
previously are also available to the TAY population. The following crisis programs
{noted in detail for Question 7A above and programmatic statement not repeated due to
redundancy) specifically targeting at preventing suicides in the TAY (16-25) population:

Mobile Crisis Team (16+)

Crisis Resolution Center (CRC) - age 12-17

Aftachment Based Family Therapy (ABFT) (12-18)

Assertive Community Treatment (ACT) (16+)

Adventure Risk Challenge (ARC) (14-18)

Tahoe Truckee Youth Suicide Prevention Coalition — Giving Voice (12-18)
School Wellness Centers (12-18)

Signs of Suicide (S05)

Safe Talk (15+)

Stand Up Placer (SUP)

& 8 & & & B & 8 & ®

The follewing Placer County programs specifically target at preventing suicides in
transition aged youth (ages 16-25):

High Acuily and Assisted Oulpatient - Serves TAY (18+), adults, and clder adults with
severe mental illnesses (SMI) who require a higher intensity service. Priority is given to
unserved or inappropnately served clients who are at risk of psychiatric hospitalization,
homelessness, and those ready to exit psychiatric health faciities, psychiatric hospitals,
IMDs, orjail.

Homeless — ASOC serves TAY (18-25), Adults, and Older Adults with a severe and
chronic mental illness who are homeless or at risk of homelessness, Homeless outreach
i3 done in hospitals, jails, homeless camps, homeless shelters, and psychiatric hospitals
fo link adults with services such as mental health, alcoholfdrug treatment, income, and
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housing. It provides a "Whatever It Takes," 24/7 approach Lo assist psople in their
Recovery.

Lo-Oecurring - Provides outreach, engagement, and enrollment into Full Service
Fartinership (FSP) case management services for TAY, adults, and older adults with
SMI who also have co-occurring substance use diserders in unserved populations or
high utilizing populations of emergency and crisis services. Support is 24/7 with a
"whatever it takes" philosophy to engage clients into ongoing and sustained treatment.
Priority is given to clients who are at risk of psychiatric hospitalization, homelessness,
and emergency room utilization,

QUESTION 7B: SIERRA COUNTY

Does your county have programs that are specifically targeted at preventing
suicides in transition aged youth (ages 16-25) in your community?

Yas No__ X Ifyes, please list and describe very briefly.
QUESTION 7C: PLACER COUNTY

Do you have any further comments or suggestions regarding local suicide
reduction/prevention programs?

Yes No_ X . Ifyes, please list briefly.

QUESTION 7C: SIERRA COUNTY

Do you have any further comments or suggestions regarding local suicide
reduction/prevention programs?

Yes_X__  No . T yes, please list briefly.

Sierra County Behavioral Health provides Mental Health First Aide training to
stakeholders and community members.

Individualized services are available.
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Early ldentification of Risks for First-break Psychosis

Sometimes, unfortunately, the first major indication parents may have about first break
psychosis in a child or youth may be changes in behavior, including an unusual drop in
school grades, exparimenting with substance abuse, running away, or behavior that
gets the attention of the justice system. PEI| pregrams for children and youth have a
goal of identifying such persons early so that they receive appropriate services

In California, many MHSA -funded proegrams provide these services, Thus far, the
research and evidence for improved cutcomes is solid encugh to support these major
efforts at both the state and national kevel. Therefore, now there are also federal funds
from SAMHSA designed to intervene early to target first-break psychosis and provide a
leved of coordinated care and treatment that is effective. Some counties braid together
funds from more than one source to support these programs and services.

Qur questions address early intervention programs, regardless of funding source.

QUESTION 8A: PLACER COUNTY

Does your county have services or programs targeted for first break psychosis in
children and youth, and transition aged youth [TAY)?

Yes No_ X

From 2014 through 2016 Placer County SOC received FEP funding and began efforts
to work with Tumning Point Community Pragrams which was confracted to provide early
intervention and treatment for those youth identified as being at high risk. The plan was
hopefully madel the pragram after the UC-Davis Early Diagnosis And Praventative
Traatment (EDAPT) or SacEDAPT model programs that invalve training to recognize
signs and symptoms associated with major mental illnesses in young populations,
Unfortunately Turning Point did not have sufficient staffing to allow for the necessary
training required of supervisors and staff and Placer County declined the program
funding.

Placer County utilizes FSP Wraparound {all Drug Court clients also receive Wraparound
services) as an alternative service for first break psychosis in children and youth. The
youth would also be offered additional services such as TBS and CBT. In addition,
singulary or a combination of the following programs may be able to provide high
intensity services and programs for the TAY FEFP population:

Assertive Community Treatment (ACT] provides case management, initial and engoing
assessments, psychiatric services, employment and housing assistance; family support
and education; substance abuse services, and other suppons critical to a young adult's
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ability to live successfully in the community, ACT services are available 24 hours per
day, IEEE dla].rs per year. These services are available to youth aged 16+ with SMI and a
functional impairment where services beyond Wraparound would be required.

High Acuity and Assisted Outpatient — Turning Point serves TAY (16+), adults, and
older adults with severe mental illnesses (SMI) who require a higher intensity services.
Priarity is given to unserved or inappropriately served clients who are at risk of
psychiatric hospitalization, homelessness, and those ready to exit psychiatric hospitals,
facilities, IMDs or jails.

The Student and Family Support Program through Community Recovery Resources
{CoRR) provides outpatient services for youth who have more significant issues and
need maore intensive, ongoing treatment. The program provides an assessment and
individualized treatment plans for youth who are at risk of mental health disorders due to
ideniified substance misuse or dependence, or have significant parent/family issues at
homa, These youth are not court crdered or enrolled in FSP.

Placar County ASOC provides outreach, engagement and enroliment into FSP case
management services for TAY (age 18-25), adults, and older adults with SMI who also
have Co-Occurring substance use disorders in unserved populations or high utilizing
populations of emergency and cnsis sarvices. Support is 24/7 with a "whatever it takes”
philesophy to engage clients into ongoing and sustained treatment. Priority is given to
clients at risk of psychiatric hospitalization, homelessness, and emergency room
utilization.

Chapa De |ndian Health Program provides out-client substance abuse program
including behavioral health, co-occurning and supporlive services, information and
referrals. Services are free for Native Americans.

QUESTION 8A: SIERRA COUNTY

Does your county have services or programs targeted for first break psychosis in
children and youth, and transition aged youth (TAY)?

Yes No X

There are no targeted programs for first break psychosis in ehildren and youth, and
transition aged youth. However, individualized services are embedded within Siera

County Behavioral Health,
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QUESTION 8B: PLACER COUNTY

If yes, please list by age range(s) targeted and describe the program or services
briefly. Also, please include the major funding source, (i.e., MHSA, SAMHSA
Block Grant, Realignment I/ll, Medi-Cal, etc), if the information is readily available.

QUESTION 8B: SIERRA COUNTY

If yes, please list by age range(s) targeted and describe the program or services
briefly. Also, please include the major funding source, (i.e.. MHSA, SAMHSA
Block Grant, Realignment I/ll, Medi-Cal, etc), if the information is readily available.

Senices are individualized based on need. MHSA and SAMHSA are the funding
source.

QUESTION 8C: PLACER COUNTY

Do you have any further comments or suggestions about local programs targeted
for first break psychosis in children and youth?

Yes No__X . Ifyes, please describe briefly.

QUESTION 8C: SIERRA COUNTY

Do you have any further comments or suggestions about local programs targeted
for first break psychosis in children and youth?

Yes No__X__. Ifyes, please describe briefly.
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Full Service Partnership (FSP) Programs for Children and Youth

Full Service Farinership programs (FSP) provide a broad array of intensive, coordinated
services to individuals with serious mental illness. These may also be referred to as
“wrap-around” services. The FSP program philosophy is to "do whatever it takes” to
help individuals achieve their goals for recovery. The services provided may include,
but are not limited to, mental health treatment, housing, medical care, and job- or life-
skills training. Prior research has shown FSP programs to be effective in improving
educational attainment, while reducing homelessness, hospitalizations, and justice
system involverrent. Such intensive services can be costly, but their positive impact
and results outweigh the costs and actually produce cost savings to society,

Cverall, the data thus far indicales some very good news, These positive outcomes are
leading to greater understanding of what works well for children and youth. We hope to
increase resources to serve more children and youth in FSP programs.

Outcomes Data for Children and Youth (TAY) in FSP Programs

When a new client begins FSF services, data are collected to serve as a baseline for
later comparisons. Next, data are collected from each client after one year of services
and then again at two years. The outcomes data are calculated as a change from the
number of events for each client in the year prior to beginning FSP services, compared
to one year later (and again at 2 years, for TAY).

Children's FSP data are shown for only one year of service, because children usually
experience more rapid improvements than do TAY or adults. Here, improved academic
perfermance is defined and measured as the percentage of children whe had improved
grades relative to baseline academic performance prior to beginning FSP services,

Please examine the data in the following tables below taken from a report®’ by CBHDA
released in early 2016. First, examine the statewide data for children (age 0-15) and
TAY [age 16-25). Next, for each of these age groups, take note of which outcomes
show improvement and those which may need further attention to improve services for
client recovery and wellbeing.

* Prop 63 Mental Health Services Oversight and Accountability Commission {MHS0AC). Evaluation Fact Shest:
“Full Service Partrership (FSP) Frogram Statewide Costs and Cost Offsats”

hitp:/fwww, mhscac.ca.govisites/default/files/documents/2016-

02/FactSheat Evals FSPCostandCostOffest Nov2012 peld

* Data reported from the new CBHDA-designed Measurements, Outcomes, and Cuality Assessment [MOGA) data

system for clienls in F5F programs. hitp:/fwww.chhda orgwp-content/uploads/ 2014/ 12/Final-F5P-Eval.pdf. Data
from 41 counties were analyvzed. We eupress great apareciation to CEHDA for sharing their data with the CIHSC,
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Full Service Partnership Data for Children and Youth for Fiscal Year 2013-2014.

STATEWIDE DATA:
FSP Partners included in this analysis: 41 counties™ plus Tri-Cities group reporting,
Fiscal Year 2013-2014:

+ Children {age 0-15): with at least one year of service,
+ Transition Age Youth (/TAY, ages 16-25); with 2 years or more of services.

Table 7. Children, ages 0-15.
N=52335 completed at least 1 year of FSP services.

Type of Events in the | Change in Client Change in Client
Preceding Year (measured Outcomes at 1 year | Outcomes at 2 years
as change from baseling)

Mental Health Emergencies | 89%

Psych. Hospitalizations 49%

| Out-of-Home Placements 12%

Arrests BEY% -
Incarcerations 40% =
Academic Performance 68% =

=i |[¢

The dala in the table above show that: overall, children experienced decraases in total
numbers of menial health ememencies, hospitalizations, oul-of-home placements,
arrests and incarcerations. There was an increase in academic performance, as
measured by the percentage of children who had improved grades relative to baseline
during the year prior to beginning FSP services.

B Alpine, Butte, Colusa, Contra Costa, El Dorado, Fresno, Humbaolgt, Kern, Kings, Marin, Los Angeles, Mariposa,
Merced, Modoc, Monterey, Napa, Nevada, Orange, Placer, Riverside, Sacramento, San Barnarding, San Diego, 5an
Franckoo, 5an Joaguin, 5an Mateo, Santa Barbara, Santa Clara, Shasta, Sierra, Siskivou, Sonama, Stanislaus, Sutter-
Yuba, Tehama, Trinity, Tulare, Tuslumne, Ventura, Yolo. Other counties do have FSP sarvices but for technical
redsons ware not able to get the reports out of their data systems for this project.
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STATEWIDE DATA (Fiscal year 2013-2014): continued below.
Table 8. Transition Age Youth (TAY) ages 16-25.

N= 4,778 compleied al least 2 years of FSP services.

 Type of Events in the Change in Client Change in Client |
Freceding Year (measured | Qutcomes at 1 Year | Qutcomes at 2 years
as change from baseline)
Mental health emergencies | B4% ﬂ B6% ﬂ
Psych, hospitalizations 41% JJ- 57% ﬂ.
Emergzncy shelter use 20% ﬂ 53% ﬂ_
Arrests 81% ﬂ 86% ﬂ
Incarcerations 45%% 49% b
| { J

The data in the table above show that: overall, transition-aged youth experienced
decreases in total numbers of mental health emergencies, hospitalizations, use of
emergency shellers, arrests and incarcerations, These benaficial outcomes occurred

by the end of the first year.

All of these improved outcomes continued and were sustained at the end of the clients’
second year in FSP services. Two types of oulcomes, psychiatric hospitalizations and

use of emergency shelters, had improved even more by the end of clients' second year
of FSP services, compared to the end of the first year.



The goal is to think about how the FSP outcomes data for children and youth may help
inform your suggestions for improving local services or programs.

QUESTION 8A: PLACER COUNTY

What are the most urgent child or youth problems in your county? (For example,
homelessness, problems with school or work, arrests, incarcerations, use of
emergency MH services or psychiatric hospitalizations, out-of-home placements
for children, substance abuse, teen pregnancy/parenting, etc.).

In part, due to the State's Continuum of Care efforts, the most urgent child or youth
problems for Placer County CSOC are out of county placements for children which lead
to a lack of family continuity and therapeutic interventions, lack of providers and
specialists, patients being impacted by the managed care plans’ struggles with their
network of care strategy, limited substance abuse services for youth and child welfare
parents, and a rising homelessness population for the TAY population. More than likely,
Placar will also see a rise in the number of placements for children in foster care due to
the county emamency shelter closura in late November 2018.

QUESTION 9A: SIERRA COUNTY

What are the most urgent child or youth problems in your county? {For example,
homelessness, problems with school or work, arrests, incarcerations, use of
emergency MH services or psychiatric hospitalizations, out-of-heme placements
for children, substance abuse, teen pregnancy/parenting, etc.),

« Truancy
& Subslance abuse

QUESTION 9B: PLACER COUNTY

Do the FSP data suggest how (or where) improvements to certain services or
programs could affect outcomes, and thereby help address the most urgent

problems for children or youth in your community?

The statewide FSP data clearly shows improvements in all areas. Unfortunately Placer
does not yet have access to the local FSP data for FY15-16 to compare against the
F%¥14-15 data so we ara not able to state what the most urgent problem far children or
youth is in our community.
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QUESTION 9B: SIERRA COUNTY

Do the FSP data suggest how (or where) improvements to certain services or
programs could affect outcomes, and thereby help address the most urgent
problems for children or youth in your community?

There is an identified need for a Behavior Intervention Specialist and more organized
care targeting children or youth in our communities. These needs have been
recognized and are currently being addressed by Sierra County BEehavioral Health.

Question 9C: PLACER COUNTY

Do you have any other comments or recommendations regarding your local FSP
programs or other types of “wrap-around” services?

Yese No_X . Ifyes, please describe briefly.

Question 9C: SIERRA COUNTY

Do you have any other comments or recommendations regarding yvour local FSP
programs or other types of "wrap-around” services?

Yes X No___ . Ifyes, please describe briefly.

All services must be individualized as inter-relationships, lack of resources, geographic
isolation, lack of transportation all play into wrap-around services being successful,
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QUESTIONAIRE: How Did Your Board Complete the Data Notebook?

Caompletion of your Data Notebook helps fulfill the board's requirements for reporting to
the California Mental Health Planning Council. Questions below ask about aperations
af mental health boards, behavioral health boards or commissions, regardiess of current
title. Signature lines indicate review and approval to submit vour Data Nolehook.

(a) What process was used to complete this Data Notebook? Please check all
that apply.

¥ MH Board reviewed W.1.C. 5804.2 regarding the reporting roles of mental
health boards and commissions.

__MH Board completed majority of the Data Noteboaok

4 County staff and/or Director completed majority of the Data Notebook
_4_Data Notshook placed on Agenda and discussed al Board meeting
____ MH Board work group or temporary ad hoc commitiee worked on it
__MH Board Children's Committee partnered 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 function

_V_ Other, please describe; County staff interviewed community partnars for
input as well.

(b) Does your Board have designated staff to support your activities?

Yes X Mo
If yes, please provide their job classification _Administrative Secretary

(c}) What is the best method for contacting this staff member or board liaison?

Name and County: _Janna Jo rCounty
Email.__jliones@placer.ca.gov

Phone# 5308807254 /')
Signature: __ [l ng AP
3

Other } {
(cptional)! 4
(d) What is the best way to contact your Board presiding officer (Chair, etc.)?

Mame and County: Sharon Stanners and Sharon Behrens, Placar County
MHAGD Children's Committee

Email: _stanners.sharoni@amail.com; starfish7373@amail.com
Phone# 530.401,1292 or 916 .580,5584
e o 3
Signature: = . fﬁ.{.Luﬂ{.ﬂj”ﬁ*
B4
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QUESTIONAIRE: How Did Your Board Complete the Data Notebook?

Completion of your Data Notebook helps fulfill the beard's requirements for reporting to
the California Mental Health Planning Council. Questions below ask about operations
of mental health boards, behavioral health boards or commissions, regardless of current
tite, 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 Board reviewed W.1.C. 5604.2 regarding the reporting rcles of mental
haalth boards and commissions.
MH Board completed majority of the Data Notebook
___ County staff and/or Director completed majority of the Data Notebook
_ % Data Notebook placed on Agenda and discussed at Board meeting
~ MH Board work group or tempaorary ad hoc commities worked onit
_%__MH Board parinered with county staff or direclor

_ MH Board submitted a copy of the Dala Notebook to the County Board of
Supernvisors or other designated body as part of their reporting function.

____Othar; please describe:

(b) Does your Board have designated staff to support your activities?

Yoes_ No_x
If yas, please provide their job classification B

{¢) What iz the best method for contacting this staff member or board liaison?

Mama and County: _ Laurie Marsh, Siarra County
Email_ Imarsh@sierracounty.ca.gov
Phone #_ﬁ_aﬂl_eﬁﬁ-ﬁ?nﬂ W PR
Signature: _ iiﬁgfb@,f:{a‘lmﬁ /
Other {upﬁm{él}:__.f' e
(d) What is the hastwarftn contact your Board presiding officer {Chair, etc.)?

Name and County: Laurie Marsh, Sierra County
Emall: __ same as above
Phone # : =
rgf :'l - F '_5;}”_ - —
. w i o~ ;
Signaturty. s AL ad




REMINDER:

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

Flease feel free to provide feedback or recommendations you may have to improve this
project for next year. We welcome your input.

Please submit your Data Notebook report by email to:

DataNotebook@CMHPC.CA.GOV.

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 Council
« 1501 Capitol Avenue, MS 2706

« P.O. Box 997413

= Sacramento, CA 95899-7413

California
Mental
Health
Planning

Council
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