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MHSA
FY 10/11 Annual Update
DMH Info. Notice 10-01

Overview of Requirements for Plan
Update

Aprit 5, 2010

Overview of MHSA FY 10/11
Guidelines

» Purpose of DMH Information Notice No. 10-01:
« Provides guidelines for Counties to submit for the
Fiscal Year (FY} 2010/2011 annual update to their
MHSA Three-Year Program and Expenditure Plans
{Plan).
» What Can Be Approved through the Update:
« Previously Approved Programs
» New Programs
» New Projects
« Community Program Planning Limits

Overview of MHSA FY 10/11
Guidelines - Continued

» What can be approved, continued:
« Administrative Costs
« Local Prudent Reserve
« Submission

» Definitions Revised for: “Work Plan”,
“Annual Update”, "Update”, “Program”,
“Project”, “Work plan”

Previously Approved Programs

» CS8 & WET

« Same target populations with the same
services/strategies/activities as approved in the
County’s most recently approved Plan or update,

» Amountrequested is within 15% of the amount
previously approved for the program {15% plus of
minus).

» Innovation

» Same purpose and key learning goals using program
and strategies consistent with the Countys most
recent approved Plan, annual update, or Plan update.

1
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Previously Approved Programs
(continued)

» Innovation, continued:

+ Amountrequested is within 15% of the amount
previously approved for the program (15% plus or
minus)

» PEI (Programs)

« Same key community mental health needs and
priority populations with same activities that are
consistent with the most recently approved annual
update.

« Amount requested is not greater than 15% or less
than 35% of previously approved program.

New Programs

» CSS & WET

« Existing programs with a change in target population,
service description, services/strategies/activities, or
funding levels from the currently approved program.

«» Existing pregrams proposing consolidation,
expansion, and/or reduction beyond previously
approved definition.

» Innovation
« New programs or existing programs proposing to
change the essential purpose and/or learning goals,
or expand or reduce funding levels greater than 15%
from currently approved Program.

New Programs - continued

¥ Innovation - contfinued

« Consolidation of previously approved

programsis considered a new program.
> PEI

« Euxisting programs proposing to change key
community mental health needs, priority populations

+ Funding fevels greater than 15% or by less than 35%
from cutrently approved program

« Existing programs proposing consolidation,
expansion, and/or reduction beyond previousty
approved definition.

New Projects

» Capital Facilities/Technology Needs
{(CFTN)

+ Projects are considered single, time-limited projects.

« Requests for CFTN should follow the guidelines for a
new project.

« Expansion of an existing CFTN project beyond the
originally approved scope is considered a new
project.




51772010

Majority Requirement for Full
Service Partnership (FSP)

» A County may choose to provide FSP
services using funds other than MHSA,
including but not limited to Medi-Cal,
Medicare, and State General Fund

» If using funds other than MHSA, the
County should provide an explanation and
specify the amount and type of non-MHSA
matching funds used to meet the marjority
requirement.

Community Program Planning
Funding Limits

» Funds shall not exceed 5% of any single
component’s Planning Estimate per FY

» CPP funds may be used to plan for any of
the components;

» Exception: Counties who haven't
submitted a PE! and/or INN Plan may

exceed the 5% overall funding limit

« (See DMH info. Notices 08-27, 08-36, 09-02 for more
information}

Administrative Costs

» Up to 15% of total cost of direct client
services

» Costs exceeding 15% must be
accompanied by a signed statement by
the County Mental Health Director

» Administrative costs are divided into two

categories;
+ Direct service costs, and
» Indirect administrative costs

Administrative Costs — Direct
Services Costs

» Costs associated with delivery of services tied to
a specific program/project

» These direct costs should be included in the
work plan budget for the program/project

» Examples: salaries and benefits of employees,
operating expense, cost of materials, travel
expense, cost of contract, etc.
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Administrative Costs — Indirect
Costs

» System-wide MHSA administrative costs are
budgeted separately from direct costs.

» Costs exclude funds dedicated to the Operating
Reserve or Local Prudent Reserve.

» Examples of these expenditures are salaries
and benefits of employees in support units such
as accounting and budgeting, or centralized
personnel units. (The MHSA portion of the
county-wide A-87 costs).

Local Prudent Reserve

» Due to current revenue projections for the MHSA
fund, DMH has determined that the Local
Prudent Reserve threshold has been met.

» The 50% requirement is being suspended in FY
10/11

» Assessing Local Prudent Reserve:

« Counties may access these funds by submittinga
MHSA request — this only applies to CSS and PEI
» Funding Local Prudent Reserve:

« Counties choosing te continue funding Local Prudent
Reserves should submit an Exhibit G.

Submission

» One hard copy and one electronic copy
with a single documentin PDF formatto
be submitted to both the MHSA Plan
Review Section and MHSOAC.

> To ensure payment by July 1, 2010, for FY
10/11 funding requests, the MHSA Plan
updated should be submitted by April 15,
2010.

MHSA ALLOCATIONS FOR 2010/2011

» For Community Services and Supports:
$17,715,700

» For Prevention and Early Intervention:
$5,016,100

» For Innovation (“INN™)
$2,719,300




TIME FRAME FOR
SUBMISSION

» January 12, 2010 - Guidelines Issued

» February 10, 2010 - CPAW Data Committee

» March 4, 2010 — Draft Plan Update to CPAW

> March 5, 2010 — 30 Day Public Review &
Comment Period Begins

» Apri 5,8, or 7, 2010 — Public Hearing by Mental
Health Commission

» April 15,2010 — MHSA FY 2010/2011 Annual
Plan Update due to DMH

5/7/2010



Mental Health Services Act
Community Supports and Services

(CSS) Outcomes
FY 2008-2009

MHSA 2010/2011
Annual Update
April 5, 2010

Outline

* MHSA Outreach and Engagement

— Overview

* MHSA Progress Report

— Overview
— FSP’s; Housing; Systems Development Strategies

* ESP Qutcomes

— Enrollment

—~ Demographics, Employment, Arrests, School
Grades, School Attendance, Hospitalizations

(5%
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MHSA Outreach and Engagement

FY 2008-2009

ORE with Groups

Children FSP

TAY FSP 150 10
ult FSP 37 g
i ; © 79 Community Forums
698 tinigue People Engaged P;esent;:ions /

Children

TaY

Adults

System Development Strategles

912 Unigue People

sematams |+
OCE 518 24
Aell Program 1588 49
Qlder Adult Program An 116
B 189 Community Forums/
2217 People Engaged Presentations 3
MHSA Progress Report
FY 2008-2009
_istquarter |- ondQuarter " | . 3niQuarter | dthGuarier
{07/01/2008 - 110/1/2008- [01/01/2009- {04/01/2009-
09/30/2008) 12/31/2008} 03/31/2009) 06/30/2003)

[ ¥ofsp's”

Children's FS.P

51

)
TAY FSP 43 s1 60 )

Adult FSP 147 121 137 152

. TOTALFSP' 211 - 230 279 302

Children FSP]

0
TAY FSP 2 35 33 37
Adults F5P 29 87 7 a4
TOTALFSP's 1 126 122 133

OCE

Wellness Program

434

Older Adult Program

30
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MHSA Progress Report

FSP & Older Adult Enrollment Trends

!
160 : - 2 h“
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MHSA Progress Report
Housing for Full Service Partners
|
100
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"
- L 1w Adult FSP
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40 -
20
]
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# of Consumers

MHSA Progress Report

Systems Development Strategies

1000

900

FY07-08 FYOQT-08 FYO07-08 FYO07-08 FYOD8-09 FY08-03 FYODB-09 FYDB-D9 FYO5-10 FY09-10
a1 Qi Q3 Q3 o Qz a3 Q4 a1 a2

2 Older Adult Program
WOLE
B Weliness Program

Full Service Partnership Outcomes

FY 2008-2009
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FSP Outcomes Continued

Program Capacity
End of FY 2008-2009

FSP Cutcomes Continued

EFSP Demographics
Average Age 12 years old 21 years old ; 45¥ears o|d_:_:
Gender 57% Male S7% Male Cap%Male
42% Fernale 43% Female “- . 52% Ferale L
" Hispanic (65%) African-American (51%) | - African-American (41%)
Caucasian (18%) . ~ Caucasian {27%) : f :Caﬁéaﬁjan (30%) =
Race/Ethnicity ) AN - R L
‘Afrlcan-American_(lo%) ) -Hi_ﬁpan_lc (11%) - Hispanic (12%) -
Other (7%} Other {11%) - Other {17%)". -
- English (69%) English (96%) Engfish (58%) - .
Proforred Language | - goanish (31%) - Other (4%) *Other (12%) ",

10
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FSP Qutcomes Continued

Employment
FY 2008-2009

Employment Status at Enrollment vs. Post-Enrcliment

#of FSP's

@ £mployed at time of
Enroliment

B Employed Post-
enroliment

TAY Adult
i1

FSP Qutcomes Continued

Arrests and Incarceration
FY 2008-2009

Post-Enroliment Arrests and Incarceration among F5P's with Pre-enroliment history of
Arrests and Incarceration

# of F5P's

B Pre-enroliment

A Post-enrcliment

Adukt

Children TAY
12
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FSP Outcomes Continued

% of FSP's

%

5%

30%

25%

20%

15%

10%

5%

School Grades
Y 2008-2009

Pra-enrollment Grades vs. Post-enrcliment Grades

131 = .
Very Good Good Average Below Poor
Average
H Pre-enrollment Grades 4% 9% 36% 38% 14%
B Post-enroliment Grades 3% 20% 38% 3% 8%

13

FSP Qutcomes Continued

% of FSP's

School Attendance

FY 2008-2009

Pre-enroliment Attendance vs. Post-enroliment Attendance

45%

5%

0%

25%

205

15%

10%

5%

Always
Attends

Mostly
Attends

Sometimes
Attends

Attends

Never
Attends

B Pre-enroliment Attendance 34%

43%

18%

3%

2%

B Post-enrollment Attendance a41%

43%

13%

2%

1%
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FSP Outcomes Continued

Hospitalizations
FY 2008-2009

Number of Hospitalizations Pre-enroliment vs. Post-enrollment

#of F5P's

H Pre-Enroliment
Hospitalizations

W Post-Enrofiment
Hospitalizations

Children TAY Adult

15
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HOSPITALIZATIONS:
FULL SERVICE PARTNERS VS.
SYSTEM OF CARE

B

R

Average length of Hospital Stay
FSP's vs. SOC
Calendar Year 2009

B FSP

B 50C

Averoge length of Hospital Stay (in days)

Childran TAY Adults Older Adults Overall
Age Greup
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Pre-FSP status vs. SOC

#“o.f daysfvfﬂt -

FSP’s: Pre-enrollment vs. Post-enroliment
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FSP’s: # of People Hospitalized

# of People Hospitalized Pre-enroliment vs. Post-enrollment

# of People

O # of People Hospitalized
Pre-Enrollment

@ # of People Hespitalized
Post-Enrollment

Children TAY Advlt Clder Adult
Age Group

FSP’s: # of Hospitalizations
P 2 e T

120

100

o
=]

B# of Hospitalizations

o
o

# of Hospitalizations

oo
=]

20

Children TAY Aduli Older Adut

Age Group

Pre-Enrcllment

B # of Hospitalizations
Post-Enrollment
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FSP’s: # of Days Hospitalized

L e 3y

# of Days Hospitalized Pre-enroliment vs. Post-enroliment

1200

1000

800
4 B # of Days
a Hospitalized Pre-
o 600 enrollment
s
*®
400 B of qu?s
Hospitalized Post-
enrollment
200

Children TAY Adult Older Advult

Age Group

Summary
| R R
0 The average length of stay for FSP’s and the SOC is
approximately 8 days

o However, the FSP program effect on hospitalizations
is significant

O When current FSP’s are compared to the SOC prior
to program intervention, they had significantly
higher hospital utilization

SR R R
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Improve health outcomes for MH consumers
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Develop and support the WET plan

» Workforce Training Advisory Group
* Convene at least 3 times per year
= Create Annual Training Calendatr

= Important in organizing and implementing the trainings




Hducate staff to improve patient cate

Staff Trainings
»  Mandatory [ ¢ Eithicy
~ Canfidentiality in Bebarioral Health
= Addressing Ineguitics in Fealth
= Yourh Swicide and Self Harm

Explore E-learning Products
Recovery in Diverse Communities Conference

Law Enforcement Crisis Intervention Training

*  Component of Behaviosal Health Court

*  Consumers involved in training law enforcement to respond to crisis situations involving MH consumers

safely
7

= Contra Costa College

Provide alternative pathways to encourage people to work in mental health

*  Service Provider Individualized Recovery Intensive Training (SPIRIT) Program
* Wellness and recovery skill building

* 32 completed internships with Anka, Rubicon, Crestwood

* Implementation of the Psychosocial Rehabilitation (PSR) Certificate Program
* Curriculum developed by CASRA, an alternative to a AA or BA

* Recommend adding 2 new courses to the PSR curriculum

= Training Family Partners
*+  lingage consumers and family members as employees

* ‘Training topics: Dammentation, Wraparound Traming, ard Strengths, Needs, and Ciltnre Discorery

5/6/2010



Provide on-the-job experience for graduate students

= Graduate Level Internships
= 21 Interns placed in outpatient clinics and hospital

* Improves health: 1,825 distinct services in provided in outpatient clinics

N

= Developing the nursing workforce
= Collaboration with UCSF
= Psychiatric Nurse rotation begun in Pittsburg Clinic

* Inital feedback from instructors and staff have been positive

» For current staff who are interested in pursuing
Bachelors and Master’s Level Degrees in Social Work

» Scholarships in exchange for service

s Activity scheduled to begin FY 09-10

10
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Well trained, diverse staff = improved health outcomes for mental health consumers




Workforce Education & Training
FY 08-09 Activity Update

A. Workforce Staffing Support

Action #1: Workforce Education & Training (WET) Coordination
The Workforce Training Advisory Group plays an integral part in supporting the activities of the
Workforce Education and Training plan. The group, which began with 18 members who represent
county administration, clinical and non-clinical staff, met twice during the fiscal year. These meetings
were vital in shaping the execution of the WET plan in Contta Costa and ensuring the trainings would
setve the county’s training needs. A number of training and technical assistance opportunities were
offered to Contra Costa Mental Health’s (CCMI), community-based organizations and network provider
staff during FY 2008-2009. A total of 23 trainings were conducted during the fiscal year. To ensure that
family members, consumers, and underserved/undetrepresented communities were included as trainers
and participants, efforts were made to conduct trainings that were lead by consumers. Consumers who
patticipated as trainers were central to the SPIRIT program curriculum. SPIRIT is a consumer-lead
course that includes guest lecturers who are consumers. Class sessions lead by consumers cover topics
such as Ex-Patient Movement and Recovery Concepts, the Mental Health Services Adt, Consumer Employment, and
Strategies for How to Become an Effective Consumer Advocate.

As outlined in the WET plan, CCMH has continued work with local education institutions to enhance
programs that address the workforce needs in mental health. The increase of available information
related to regional education and employment opportunities, including internships, has lead to a
successful intern orientation for FY 08-09. Twenty one students participated in Contra Costa’s intern
program and worked in a variety of placements, such as Chris Adams center, County Children and Adult
clinics and Contra Costa Regional Medical Center. Increasing the availability of information related to
educational and employment activities supports the development of the psychiatric workforce in the
county.

B. Training and Technical Assistance

Action #2: Staff Development Training Initiative
Trainings that advance staff competencies, contribute to job satisfaction and retention, and setve to
attract new employees are central to CCMH’s staff training initiative. During FY 08-09, thete were over
20 staff development training opportunities, including Iaw, Ethics and Confidentiality in Bebavioral Healt,
Addressing Inequities in Health, and Youth Suicide and Self-Harm.

CCMH has worked to increase its internal agency capacity by identifying staff and conducting trainings
for which they serve as internal experts and offer technical assistance on best practices. Included in the
training list for FY 08-09 are trainings which include CCMH staff as “subject matter experts”. During
FY 08-09, CCMH staff conducted 16 these training sessions, covering topics such as Daowmentation,
Partnership Plan, CALOCUS, and Subpoena training for various audiences, including Community Support
Workers, nurses, and interns.

In addition to on-site trainings, conferences, and face to face meetings, the option for internet-based
learning was explored to enhance staff trainings in Contra Costa County. During FY 08-09, CCMH staff
participated in an online meeting with Essential Leaning to view a demonstration of their product and
invited a number of staff members to pilot the online Law and Ethics course. Following the end of the
course, a sutvey was administered to the participants and found that for most survey items, a majority of
the respondents were generally satisfied with the course. In the spring of 2009, CCMH staff reviewed
Essential Learning’s Community Access Site through which consumers, family members and advocates
could access selected online curriculums and updates. Pricing estimates were provided by Essential
Learning and CCMH will purchase an online learning product in spring 2010 as a resource for improved
wotkforce training.

3/2/2010
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Wotkforce Education & Training
FY 08-09 Activity Update

Finally, during fall 2008 the planning process for the “Recovety in Diverse Communities Conference”
was initiated. The Recovery Planning Group was created in October 2008 and includes 19 members who
represent Contra Costa Mental Health Administration, community stakeholders, as well as consumers
and met three times during FY 08-09. The main focus of the Planning Group was to:
* Refine the purpose of conference to encourage multicultural communities involved in reducing
disparities to work together to share their expertise, and
» To raise awareness of the recovery model and bring multicultural communities together to share
their expertise in addressing health disparities

Action #3: Mental Health Training for Law Enforcement

To help local law enforcement respond to crisis situations involving mental health consumers safely and
effectively, Crisis Intervention Training was offered twice to law enforcement and mental health staff
during FY 08-09. There were thirty five training attendees in each session from agencies such as the
Sheriff’s department, and law enforcement from Concotd, Pleasant Hill, and Pittsbutg. Consistent with
the philosophy of MHSA, consumers and family members were included as guest speakers for the
training. Consumers wete invited to share their past expetience involving law enforcement, suggest
methods to communicate more effectively with consumers and their families and provide insight related
to promoting an integrated service expetience with law enforcement. In order to support Contra Costa’s
diverse mental health consumer population, cultural issues were addressed throughout the trainings.
Topics related to gender issues, non-verbal cues, and language were addressed by the presenters
throughout the training session to bring awareness and offer strategies to handle specific situations.
Participant evaluation of these initial CIT trainings has yielded positive responses. To continue this trend,
annual CIT trainings will be provided annually to support local law enforcement, ultimately improving
the interactions between mental health consumers, theit families and law enforcement in the county.

C. Mental Health Career Pathways Programs

Action #4: Consumer Employment Strategies - SPIRTT Program Expansion & Enhancement

Contra Costa Mental Health, in conjunction with Contra Costa College in West County, offered the
Setvice Provider Individualized Recovery Intensive Training (SPIRIT) Program during the 2008 spting
semester. SPIRIT is a 14-week consumer training program followed by a supervised internship. During
FY 08-09, SPIRTT was negotiated with Contra Costa College by Vidya Iyengar, John Hollender, and
Anna Lubarov, along with the help of consultant Tim Stringari, who created the application matetials for
CCMH to include SPIRIT in the college catalog, To support collaborations with contract agencies, Susan
Medlin provided training workshops to the clerical staff and the interns. Additionally, she conducted
presentations for nurses and clinical staff during on-site meetings at contract agencies to inform and
educate staff regarding the SPIRIT program.

During the 08-09 school year, the SPIRIT program experienced a successful term with 35 students
entolled and 32 students completing their internships at vatious agencies such as Contra Costa Mental
Health and with contract agencies such as Anka, Rubicon, and Crestwood. To provide ongoing support
and resource sharing, the SPIRIT club was created as a network for students after graduation. The
SPIRIT club is coordinated by SPIRIT alumni Hillary Westbrook from the Office for Consumer
Empowerment (OCE), and is assisted by other OCE staff members. The club has 76 SPIRIT graduate
contacts, from which about a fourth participate in club-sponsored events, The SPIRIT course and
alumni network continues to be a valuable piece to the mental health recovery for consumers in Contra
Costa demonstrated by the success and growth of the progeam.

Action #5: Family Member Employment Strategies
During FY 08-09, creating a training program for family member employment in the public mental health
systern was initisted by CCMH staff. CCMH explored integrating existing curriculum and collaborating

3/2/2010
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Wotkforce Education & Training
FY 0809 Activity Update

with subject matter experts to guide the structute of a family member training program for employment.
In efforts to formalize the family support worker position, CCMH staff recommended updates to the
duties and responsibilities to the family support worker position. To support the engagement of
consumers and family members as employees, 2 number of staff development trainings were offered to
family partner staff/volunteers. As outlined in the WET plan, trainings in 2008 covered topics such as
Documentation, VanDenBery High Fidelity Wraparound, Strengths, Needs, Culture Discovery (Part 1): What is
Cultare, and Strengths, Needs, Culture Discovery (Part I1): Changing Deficit-Focused Dialogue to Strengths. In 2009,
training sessions covered topics such as Wraparonnd Training and Transitioning, to help parent partners gain
skills necessary to be effective advocates and navigate through the system, become less dependent on the
traditional services and build upon the community and natural supposts.

Action #6: Developing MH Concentration in High School Health Academies
Ne activity during FY 08-09

Action #7: Community College Partnerships - Psychosocial Rehabilitation Certificate (PSR)
Building on the partnership with Contra Costa College, CCMH worked to implement the Psychosocial
Rehabilitation Certificate Program during FY 08-09. Contra Costa Mental Health initiated working with
the California Association of Social Rehabilitation (CASRA) in January 2009 for a year-long contract in
the amount of $35,000 to provide consultation and technical assistance with regard to the development
of the PSR program at CCC. Two consultants, Tim Stringari and Debra Brasher, participated in the
planning to include new PSR detail in CCC’s cutticulum.

The PSR certificate consultation and coursework recommendations were developed in June 2009 by
consultant Tim Stringari. Based on conversations with Contra Costa Mental Health and Contra Costa
College and recommendations from Tim Stringari, a proposal was submitted to Contra Costa College,
which included the following recommendations:

e Add two new courses in PSR curriculum which will be collaboratively developed and integrated
in to existing Human Services curriculum and would make up the core of a new 12 unit Cerfificate
of Specialization in Psychosocial Rehabilitation

* DProvide in-service trainings for faculty and staff related to PSR and the Recovery paradigm,
teaching techniques and students with psychological and psychiatric disabilities.

The PSR program has been developed and classes expected to begin fall 2010. Additonally during FY
08-09, the PSR Advisory Group met to assist with the promotion and recruitment for the PSR program.
Twenty four individuals teptesenting consumers, family members, community-based providers, CCMH,
as well as the Department of Rehabilitation and Contra Costa College were included in the Advisory
Group. Betty Dahlquist of CASRA facilitated the advisory meetings, which focused on the following
areas:
e To identify and build upon employment opportunities for graduates
® To identify and build upon opportunities for educational support, including employers, the
Department of Rehabilitation, NAMI and other local advocacy groups and the community
college itself.
e To review and contribute to the development of the curriculum for the 2 proposed courses.
e To develop recruitment strategies for multiple audiences: e.g., current CCMH staff, SPIRIT
graduates, students in other human services programs, other social service providers, etc.
e To develop an evaluation protocol to provide data on whether the project is meeting its goals.

Action #8: Psychiatric Technician Program
No activity during FY 08-09

3/2/2010
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Workforce Education & Training
FY 08-09 Activity Update

D. Residency & Internship Programs

Action #9: Expanding Graduate Level Internship Opportunities
Providing graduate leve! internship opportunities is imperative for supporting the success of the county’s
mental health workforce. These opportunities provide exposure to the mental health field, an opportunity
to integrate current best practices, and encourage recruitment from the graduate pool. In FY 08-09, 21
interns participated in the Mental Health Internship program, of which fourteen provided outpatient
services in our clinics. Seven interns provided services in other settings, such as hospitals, where they
were patt of treatment teams.

The placement of interns in both clinics and hospitals has enhanced care for mental health consumers in
Contta Costa County. Specifically, the services that were provided by those working in our outpatient
mental health clinics include 1,825 distinct services to 135 unduplicated consumers. Because the services
provided in settings such as the hospital are not provided by individuals, but by the treatment team, the
numbers of services and the unduplicated client count for services specifically provided by the interns
working in these settings are unavailable.

Action #10: Psychiatry Wotkforce Development
To help alleviate the shortage of needed staff in psychiatry, such as psychiatrists, nurses, and licensed
technicians, Contra Costa is working to expand the professional shortage designation areas to include
more of the county. This state designation allows for incoming psychiatric staff to be eligible for various
state loan forgiveness programs, thereby making Contra Costa a more attractive option for employment
for new graduates. Contra Costa currently has two professional shortage area designations granted by the
state (Central Richmond and North Antioch); additional areas are currently being examined in order to
expand the geographic areas eligible for loan forgiveness. The outcome of the designation process will
complement our work to enhance the psychiatric workforce in the county.

Preliminaty discussion around developing the Psychiatry Workforce in Contra Costa County was initiated
during FY 08-09. The two main ideas developed during these discussions included creating a Contra
Costa College-based Community Psychiatry Fellowship in association with UCD or UCSF and creating a
Community Psychiatry elective for psychiatry residence in either UCD or UCSF. Future work to develop
the County’s workforce plan includes getting buy-in from CCMH administrative staff and affiliated
Universities and developing a curriculum.

Action #11: Nursing Wotkforce Development
During FY 08-09, CCMH had an executed contract affiliation agreement between the Regents of the
University of California, San Francisco, School of Nursing for clinical placement of Psychiatric, Mental
Health, Nurse Practitioners, Post Masters, gtaduate students, into our clinical internship program.

In Febroary 2009, Pittsburg Mental Health Center was designated as UCSF’s first student clinical
rotation, which ended 11/24/2009. The creation of clinical placement protocols was developed with
input from Program Managers, Psychiatrist and Nursing staff. During their placements, students
participated in CCMH internship orientation program and required HIPPA, EMTALA, and CPI
trainings. Following the students’ rotation, verbal feedback obtained from UCSF interns, instructors, and
a CCMH psychiatrist regarding student clinical rotation has been outstanding, as clinical objectives have
been met and placements have been excellent. CCMH has a longstanding contract affiliation agreement
between Samuel Merritt College; however, during 2008-2009, we did not receive nursing placement
request from their university. Outreach and recruitment efforts to Sarnuel Merritt College and UCSE
University, will continue for subsequent years.

3/2/2010
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Wotkforce Education & Training
FY 08-09 Activity Update

E. Financial Incentive Programs

Action # 12: Scholarship Program for Bachelors Level Degrees
No activity during FY 08-09

Action #13: Scholarship Program for Masters' Level Degrees
No activity during FY 08-09

3/2/2010
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Mental Health Services Act {MHSA)
Capital Facilities Project Proposal

Questions to be Addressed:

1 According to State DMH Guidelines, what
can these funds be used for?

2. How does Contra Costa County propose to
use the funds?

Mental Health Services Act (MHSA)
Capital Facility Project Proposal

MHSA Capital Facilities Guidelines
DMK Info Notice 08/09 - Erel. 2

= Altowable Expenditures Include:

Acquire and build upen land that will be County-cwned
Acquire buildings that will be County-cwned

Construct buildings that will be County-owned

Renovate buildings that are County-owned

Establish a capitatized repair/replacement reserve for buildings
acquired/constructed with Capital Facilities funds

Mental Health Services Act (MHSA)
Capital Facility Praject Proposal

MHSA Capital Facilities Guidelines
DMH Info Notice 08/09 - Encl. 2 (cont.)

» Allowable Expenditures for Renovation:

« For treatment facility — must describe how renovation will benefit
clients to be served

= For Administrative facility - must describe haw those offices will
augment/suppott County’s ability to provide programs/services

« Describe how rencvations are reasorable and consistent with what
prudent buyer would incur

« Demonstrate method to protect capital interest in the rencvation

Mental Health Services Act (MHSA)
Capitat Facility Project Propasal

MHSA Capital Facilities Guidelines
DMH Info Notice 08/09 - Encl. 2 (cont.)

= Specific Requirements include:

» Funds shall only be used for those portions of land/buildings where
MHSA programs, services, and administrative supports are
provided, consistent with goals of CS5 and PEI

» Land acquired/built upan/or construction/renovation ...for MHSA
programs/services/supports....for a minirum of 20 years

Capital Faalihes 1
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Mental Health Services Act (MHSA)
Capita! Facility Project Proposal

MHSA Capital Facilities Guidelines
DMH Info Notice 08/09 — Encl, Z (cont.)

» Specific Requirements, continued:
» Must comply with zening, codes, etc.
« May establish capitalized repairfreplacement reserve.
« Under limited circumstances, may “lease/rent to own” a building.

Mental Health Services Act {MHSA)
Capital Facility Project Proposal

MHSA Capital Facilities Guidelines

Bample of Costs Allowed

furchase a building/land for a clinic, clubhouse, wellnessfrecovery
center, office space (County mustbe owner of record)

Purchase building/land where vocational, educational & recreational
services provided...to support MHSA services (County owner of record)
Make existing buildings more accessible (D4, etw.)

Establish capitalized repair/replacement reserve for building acquired
with CapFac Funds

Mental Realth Services Act (MHSA)
Capital Facility Project Proposal

MHSA Capital Facilities Guidelines
Example of Costs Aflowed (cont.)

« Purchase modular building for mental health services located on school
grounds.

= Caver costs associated with construction of new building/land includirg
parking lots, sidewalks, easements, lighting, etc

» Renovate existing space to create common room for clients to meet
andjor for computer roem for client access

Mental Health Services Act (MHSA)
Capital Facility Project Proposal

MHSA Capital Facilities Guidelines

Example of Costs NOT Allowed

Master leasing/renting of building space.

Purchase of vacant land with ne plan for building construction.
Facilities where the purpose is to provide housing.

Acquisition of land/builgingsfconstructions & establishing capitalized.
Regairlreplacen‘enb’resewe when owner of record is non-government
entity.
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Mental Health Services Act {MHSA)
WCapihaI Facility Project Proposal

MHSA Capital Facilities Guidelines
Example of Costs Not Allowed (cont.)

» Acquiring Facilities not secured to foundation that is permanently
affixed to the ground {ie, crs, buses, traliers, recreational vehicies)

= Operating costs for the building (insurance, security guard, taxes, utilides, etc)
« Furniture/fixtures not attached to the building

Mental Health Services Act (MHSA)
Capital Facility Project Proposal

MHSA Capital Facilities Guidelines
About Restrictive Settings

= Restrictive Setting Definition: Facility which utilizes a secured
perimeter andfor locked exit doors and/or where other mechanical or
electrical means are used to prevent clients from exiting at will

= Ingenera, Capital Facilities funds shall be used for buildings that serve
clients in less restrictive settings

= There are exceptions, but need must be demonstrated a3 per the
Guidelines

10

Mental Health Services Act (MHSA)
Capital Facility Project Proposal

Contra Costa’s Facility/Technotogy Component Proposal
Capital Facility Portion of Component Proposal, Approved 2/200% by
State DMH includes:

» New construction on property adjacent to the existing Contra

Costa Regional Medical Center in Martinez

Freestanding multi-program smental health center with a continuum

of services that will provide a comprehensive recovery focused

sefting

A rapid response at entry including immediate mental health care

which would lead to less restrictive levels of care mare quickly

Mental Health Services Act (MHSA)
Capital Facility Project Proposal

Contra Costa’s Facility/ Technology Component Proposal
Approved 2/2009, Included:

« Closing gaps in the traditional medical-model/hospital-based
psychiatric units by providing a continuum from restrictive to less
and less restrictive settings

= Location is on frequently used public transportation line

» Campus will serve Adult, Child & TAY FSP's, Older Adults and other
mental health consumers
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Mental Health Services Act (MHSA)
... Capital Facility Project Proposal

Contra Costa’s Facility/Technology Component Proposal
Reasons for Location/Structure of the Multi-Program Recovery Campus

« With muttiple programs on the campus (nchding a restrictive Psychiatric Health
Faciity), a continuum of care will include the most acute psychiatric care
possible, and will allow an individual to transition from one level of care
to another quickly and easily as needed

» The proposal is consistent with the five fundamental concepts inherent
in MHSA identified in CSS

» The proposed multi-program campus reflects a true integrated service
experience for mental health consumers and their family members,

i3

Mental Health Services Act (MHSA)
____ Captal Facility Project Proposal

Contra Costa’s Proposed Capital Facility Project:

» Construction of new facilities for a Mental Health Assessment and
Recovery Center (MHARC) on County owned property located at 20
Allen Street, Martinez

> Facility would be 6000 square feet which will include mixed use,
variable upon demand.

+ Business and operatians support facility needs to support the new
Facility are included in the request (parking space, medical records,
dietary, housekeeping, staff lounge).

Mental Health Services Act {MHSA)
Capital Facility Project Proposal

Contra Costa’s Proposed Capital Facility Project

+ Services to be provided at the MHARC include voluntary urgent mental
health care up to 16 hours per day for all ages, and also for discrete
involuntary children’s mental health care services {no MHSA funding is
being sought for this portion of the site).

» The MHARC will include an assessment center for children and youth,
encouraging the participation of family members in the asessment
process, with a discretefseparate waiting room and entrance for young
people and their family members.

+ The MHARC wili include discrete services to be provided for adults and
older adults.

Mental Health Services Act (MHSA)
s ___ Capital Facility Project Proposal

Contra Costa’s Capital Facility Project Proposal

+ Total Funding Requested: $4,000,000

+ There has been a deviation in the way the funds were initially
distributed in the Component Proposal {Letter of Intent};

« Given the changes in the economy during the past 14 months,
stakeholders recommended that $6.2 millicn be spent on behavioral
health system information technology structure in order to pravide
Electronic Health Records, Personal Health Recards, Electronic
Prescribing, and other recovery and consumer griented information
system availabilty.

« Stakeholders had also expressed concerns about sustainabitity of a
larger scaled mental health facility as discussed in component proposal.

16




Mental Health Services Act (MHSA)
_ .. _Capital Faciiity Project Proposal

Contra Costa’s Capital Facility Project Proposal

The proposed project is consistent with the five fundamental concepts
inherent in MHSA, as identified in the CSS component. Those concepts
are:

»  Community collaboration

»  Community planning process

+  Cultural community involvement with ¢utreach/engagement to
unserved and underserved cultural communities

»  Client and family member involvement

+ Focus on weliness, recovery and resiliency of the mental health
consumer

5/7/2010
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Crisis Residential Programs

Issue: Crisis residential programs reduce unnecessary stays in psychiatric hospitals,
reduce the number and expense of emergency room visits, and divert inappropriate
incarcerations while producing the same, or superior outcomes to those of
institutionalized care. As the costs for inpatient treatment continue to rise, the need to
expand an appropriate array of acute treatment settings becomes more urgent. State
and county mental health systems should encourage and support alternatives to costly
institutionalization, and improve the continuum of care to better serve individuals
experiencing an acute psychiatric episode.

Background:

Starting in 1963 with the Community Mental Health Centers Act and through the
Olmstead Decision of 1999 and beyond, the intent of the federal government has been
for states to provide community-based services in the least restrictive environment
possible, The phase-out of hospital beds and institutionalized services was meant to be
replaced by community-based services operating on recovery-oriented principles.

In 1978, the Community Residential Treatment Systems Act established non-
institutional alternatives to institutionalization as the policy of the California mental
health system. Crisis Residential Programs (CRPs) were one the types of programs
established under that Act. Crisis residential programs (CRPs) are a lower-cost,
community-based treatment option in home-like settings that help reduce emergency
department visits and divert hospitalization and/or incarcerations. These include peer-run
programs such as crisis respites that offer safer, trauma-informed alternatives to psychiatric
emergency units or other locked facilities. Although credible as a cost-effective and
successful treatment model, particularly as part of a broader crisis response system, the
number of programs remain disappointingly small. CRPs should be the preferred
treatment option as mental health systems remain persistently vulnerable to funding
reductions or elimination and jails and emergency departments become the de facto
guardians of someone experiencing a psychiatric crisis, Yet, after nearly thirty years of
operation, the CRP is sidelined as an exception rather than a principle player who is an
equal partner in the care continuum with law enforcement, emergency departments, or
community referral agencies. This lack of consideration as a legitimate resource can
result in inappropriate referrals that do little to legitimize the vaiue of the treatment
received at a CRP or demonstrate its cost-effectiveness.

- As Steve Fields observed in the Crisis Residential Treatment Manual®, the CRP is “...a
level-of-care as opposed to a type of treatment intervention” that “is often established in
communities desperately searching for less expensive forms of acute, 24-hour care.”
Programs have a very distinct role to play in providing intensive services to mentally ill
patients experiencing acute psychiatric episodes, and may also be useful in shortening
hospital stays. Ideally a CRP would have a working agreement with acute psychiatric

" This is a draft, unpublished document submitted to SAMHSA for inclusion in its EBP Toolkit.



hospitals, hospital emergency rooms, mobile crisis teams, hospital inpatient psychiatric
units, law enforcement and other related entities that will ensure appropriate referrals.
Provided that the level-of-care needed determines placement, it is the most cost-
efficient and effective service option available.

Crisis residential treatment is a positive, temporary alternative for people experiencing
an acute psychiatric episode or intense emotional distress who might otherwise face
voluntary or involuntary commitment. Programs provide crisis stabilization, medication
monitoring, and evaluation to determine the need for the type and intensity of additional
services within a framework of peer support and trauma-informed approaches to
recovery planning. CRPs often include treatment for co-oceurring disorders based on
either harm-reduction or abstinence-based approach to wellness and recovery. The
safe, accepting environment nurtures the individual's process of personal growth and is
essential to individuals as they work through crises at their own pace. They operate
under a flexible, social rehabilitation model that adapts to the needs of the client at the
time. They emphasize mastery of daily living skills and social development using a
sirength-based approach that supports recovery and wellness in  homelike
environments. CRPs do not schedule services for the convenience of the facility or
arbitrarily assign systemic requirements for the sole purpose of consistency and
efficiency. Their residential setting creates a continuum of care with links to community
resource centers and supports that ease the {ransition into independent living.

The flexibility of the CRP model makes it extremely well-suited to address the specific
needs of special populations such as Transition Age Youth, who are increasingly
institutionalized due to lack of alternatives. Over the last twenty years, CRPs have
successfully admitted and treated individuals who are at risk of harm to themselves or
others, may be dually diagnosed, or have otherwise come to the attention of the
psychiatric emergency system. Experience has shown that there are no kinds of
behavior that that cannot be addressed successfully at this level of care.

Target populations of CRPs may vary, but the following principles are consistent
throughout the most successful models:

¢ Creating a residential community/setting that places an expectation on the
client to participate in the day-to-day operation of running a household,
practice basic living skills of budgeting, meal preparation, and housework,
and socialfinterpersonal skills, even when distracted by personal or external
crises.

* Recruiting staff (including mental health clients/survivors/persons in recovery)
that bring a wide range of experiences and perspectives, are not
uncomfortable with clients in psychiatric distress, and with enough flexibility to
skillfully function in an open, rather than clinical, environment.

¢ Involving clients in creating their own treatment plan, defining their immediate
and long-term goals, and deciding how those goals will be met.



« Differentiating the program from institutions by creating program flexibility,
individualizing treatment, and committing to the principle that no types of
behavior should be excluded, yet maintaining awareness of the therapeutic
capacity of the fagility to avoid overloading staff and residents.

e Recognizing that the open environment of a CRP is a strength that allows
recovery to proceed unimpeded, uses a more trauma-informed approach, and
provides a more accurate assessment of the client's ability to function outside
of the program.

Existing Treatment Systems

When articulating the argument for re-orienting public perception of CRPs from that of
an “alternative” to a preferred, mainstream care system, it is helpful to frame the
premise as - an alternative to what? The loss of institutional beds was not balanced by
the establishment of community-based care systems originally envisioned by the
Community Mental Health Genters Act. California has the largest population nationwide
and the poorest array of care options. Between 1995 and 2008 California lost 42
psychiatric facilities and their corresponding 2,816 beds®. The California Hospital
Association Center for Behavioral Health reports that California had a total of 6,179
inpatient care psychiatric beds to serve its population of 36.5 million in 2007°. The
national average is 1 psychiatric bed for every 2,734 persons. California’'s average is 1
bed for every 5,816 people. Twenty-five California counties do not have any inpatient
psychiatric services at all. Increasing the number of CRPs could help fill that gap.

Acute care hospitals are a necessary component in the mental health system of care
when physical health issues are present in people experiencing an acute psychiatric
episode. Emergency Departments in these hospitals can and do have a role to play
during times of acute crises but are not equipped to provide psychiatric care once
emergency physical health issues are resolved. Acute psychiatric hospitals and acute
inpatient psychiatric units in medical hospitals should only be used for individuals in the
most acute phase of their psychiatric crisis and should be considered more of a last
treatment resort rather than a first option.

Many people who experience an emotional crisis are likely to have experienced
psychological trauma, and have reported feeling re-traumatized when they were
hospitalized and forcibly treated*®. Too often, patients languish in acute medical and

? California Hospital Association Genter for Behavioral Health chart “Acule Psychiatric Inpatient Bed Closures/Downsizing -
California 1995 - 2008 www calhospital.org/PsychBedData

? California Hospita! Assoclation Center for Behavioral Health data on nuriber of psychiatric beds in California is sourced from Office
of Statewlde Health Planning Heallhcare Information Division and includes city and county hospilals, bul not State Hospitals, and
includes county owned Psychiatric Health Facilities.

1us. Dept. of Health and Human Services, Substance Abuse and Mental Health Services Administration, Center for Mental Heallh
Services, Situational Analysls for the Development of the CMHS Resource Center fo Address Discrimination and Stigma Associated
with Mental llinesses: Final Repeort, 2002

* Delphine Brody, Normal People Don't Want to Know Us: First-Hand Experiences and Perspeclives on Discrimination and Stigma,
CNMHC Bay Area Regional Self-Help Project, 2007. The Execulive Summary can be viewad at
htip://delphinegril.googlepages.com/execsum. The full report may be downloaded at hitp://strategiesforchange.googlepages.com/.



psychiatric beds due to lack of alternatives, creating a potential civil rights infringement
issue as well as an uncompensated expense for the hospital. Many who have
experienced involuntary hospitalization consider it to be an act of discrimination®. In
California, data shows that African Americans are forced into treatment and hospitalized
more often than other groups’. Individuals with psychiatric ilinesses and no emergency
physical health needs are increasingly being transported and abandoned in hospital
emergency rooms because of a lack of alternative treatment settings. Hospital
emergency rooms are neither a safe nor appropriate place for psychiatric treatment.
The increased dependence upon emergency department has resulted in an increase in
waiting times and diversions for individuals in need of life sustaining physical health
emergency medical care.

Psychiatric Health Facilities (PHFs) are licensed and certified by the Depariment of
Mental Health and provide shori-term, acute, psychiatric care, although not necessarily
in the least restrictive environment. Stays usually range from three to seven days. PHFs
can be either publicly or privately run. The Office of Statewide Health Planning
Department (OSHPD) reporting system lists 24 licensed PHFs in 19 counties providing
678 beds as of June 20098,

California Association of Social Rehabilitation Agencies (CASRA) sponsored legislation
in the mid-1980’s to establish the “social rehabilitation” facility category under
Department of Social Services Community Care Licensing {CSS/CCL) and to establish
DMH oversight through a programmatic certification process. CRPs fall under this
category and are eligible for Medicaid reimbursement. As of December 15, 2009, the
State of California Department of Social Services Community Care and Licensing
Division reports that there are currently 35 short term crisis residential facilities
operating in 18 counties, and providing a total of 417 beds. Current licensing
specifications [imit the client load to a maximum of 15 per facility, although there are
exceptions based on previous or original licensing requirements that were
grandfathered in.

The State Maximum Allowance (SMA) for Short-Doyle Medi-Cal Reimbursement rates
posted by the Department of Mental Health illustrates a substantial difference in
reimbursement rates for 24 hour care between hospitals, PHFs, and CRPs.

24 HOUR CLIENT DAY STATE MAXIMUM ALLOWANCES FOR FISCAL YEAR 2009-10
Short-Doyle/Medi-Cal Reimbursement Rates

CRP PHF Hospital Inpatient
$330 $585 $1,120
¢ Ihid,

7 A 2002 DMH State Quality Improvement Council sludy shows that a far grealer Medi-Cal dollar amount has been spent par African
American client, and that African Americans have been placed in inpatient units wilh far greater frequency per clienl than other
ethnic groups, even while African Amerlcans are under-represented in penetralion rales for outpatient services.

% The OSHPD data Jist of 2009 also reports that three of the PHFs are in “suspense” status, which amounis to a nel loss of 106
beds, and Sacramento County Mental Health Treatment Center reduced its census by 50 beds to due to budge! cuts in 2009. The
aciual number of PHF beds is currently 523.



Due to their lower overhead costs for medical staff and general facility expenses, CRPs
can operate far less expensively than hospitals or PHFs. In 2008-09, the cost for CRP
care was nearly half the cost of PHF care, and slightly more than 25% of the cost of
Hospital Inpatient Care.

Aside from the cost savings, CRPs are more effective than PHFs because the smaller

scale created by reduced staffing ratios and fewer beds allow for focused, individualized

recovery-oriented treatment plans. The homelike environment of a residential setting

creates a safe base from which clients can assess their needs and assist in framing
«~ their own recovery plan,

Considerations:

Legislation and court rulings have favored community options for the last 50
years. The Olmstead Act was instituted in 1999 as a mandate to states to
integrate those living with disabilities into their communities and accommodate
their needs. Crisis residential programs exemplify the intent of the Olmstead Act
by providing services in the least restrictive environment in the comfort of a
client's own community. Since that time, it has been an upward battle for states
to meet that mandate and programs that attempt it seem to be the last funded
and the first to be cut. Mental health programs in particular face the double
whammy of poor representation due to concerns about stigma, and competing,
or incompatible federal and state regulations related io licensing and/or
reimbursement.

The level of care found in CRPs exemplifies the spirit, intent, and guidelines of
the Mental Health Services Act (MHSA). it is a recovery-oriented, client-driven
system that modifies to the needs of the client for optimal outcomes. Peer-run
programs should also be considered and encouraged as part of the MHSA
vision.

The flexibility of the CRP is well suited to meet the specific psycho-social needs
of adolescents, adults, and older adults, and the scale is appropriate for
addressing and treating co-occurring disorders.

Substance Abuse Mental Health Services Administration (SAMHSA)/Community
Mental Health Services (CMHS) consistently ask for data on reducing the
number and duration of involuntary hospitalizations. State mental health funding
applications require states to set annual goals of reduced institutional admissions
every year and then report on their success in adherence to those goals.
Unfortunately, in terms of establishing crisis residential programs as a viable
alternative to PHFs and hospitalization, this creates a “chicken and egg”
situation. State systems are encouraged to seek community care options, but
crisis residential programs have not been standardized enough to mine ouicome
data and prove their success rates. Most federal grant opportunities typically



require states to incorporate evidence-based practices (EBPs) and use the
protocols associated with them, but the lack of standardization has resulted in
insufficient baseline criteria or outcomes to merit EBP status. Without funding,
the system cannot be standardized and quantified, and without quantified
outcomes, the system won't be funded.

« Social awareness and governmental identification and policy support need to be
increased. For example, existing Medicaid and Medi-Cal policies serve as
disincentives due to ambiguous distinctions bhetween 'room and board’ and
treatment in residential settings. This lack of identification and definition makes it
difficult to establish a less restrictive, individuated client-centered system of care.
Federal Medicaid regulations prohibit billing for room and board, but neither the
federal nor the state governments have fully defined what is, or is not, "room and
board” in the context of a residential treatment facility. Counties have been
allowed to define room and board since 1992, but the State Departiment of
Mental Health has not confirmed its agreement with county definitions, and
residential treatment providers frequently find their billing challenged during
audits,

Recommendations:

1.

Request MHSA funding to create additional CRPs, including peer-run crisis
residential programs. Capital Facilities funding could be requested to acquire
facilities, and Community Services and Supports (CSS) funding could be requested
for operational support. This would meet the MHSA funding regulations by not
supplanting any funding streams, increase infrastructure of care, and could fill in
funding gaps left by inconsistent Medi-Cal/ Medicaid regulations. The flexibility to
blend Medi-Cal and MHSA funding might ensure a better array of services, more

individualized care, and better provide “whatever it takes” services to a larger group

of people.

State and community mental health systems should take the opportunity presented
by the architecture and intent of the new 1115 waiver proposal to advocate for crisis
residential programs as the foundation of the restructured system of care. They fully
meet the goals of the new waiver in that they have demonstrated improved
outcomes, can slow the long-term expenditure growth rate, and emphasize
coordinated care.

Improve existing performance indicators and data collection to document
effectiveness of crisis residential treatment facilities. SAMHSA should support
studies that compare outcomes of hospitalizations and CRPs and demonstrate their
respective efficacies.

Request that the DMH produce and post data showing expenditures for 24 hour
modes of service by county annually.



5. Request that the DMH create a resource directory that includes information on
Americans with Disability Act (ADA), Fair Housing law, and site/zoning
considerations. The DMH should contract with a professional organization {o provide
technical assistance to people wishing to establish crisis residential programs in their
community.

The MHSA is intended to transform the “fail first” crisis-based system to a “help first”
recovery-based model. MHSA Services and supports are based on the successful AB
34/2034 model, which reduced clients’ hospitalization days by 55.8%°. Mental health
funding has always been the most vulnerable of all the social services and, in the face of
ongoing state budget troubles remains the last apportioned and the first to be cut.

In keeping with MHSA principles, DMH set a benchmark for CSS implementation to
increase client-run services, including crisis services, and reduce institutional care'”
Despite nearly thity years of research and documentation demonsirating thezr
effectiveness and cost-efficiencies, CRPs still face the barriers of public and
professional resistance, federal and regulatory biases, lack of facilities, and the political
will to support them. Clients use crisis residential programs, including peer-run crisis
respite programs, when they are available.

Recovery, resilience, wellness, and community have always been the comerstones of
he Crisis Residential Program model, and they are entirely congruent with federal and
state mandates for community-based mental health services. The economy and
effectiveness they represent makes the need to “mainstream” them into the community
an essential priority for every county mental health department straddiing the two worlds
of human needs and fiscal constraints. Crisis R dentlal Programs are a time-tested
yet long-underutilized model whose time has come.

SZ1

*ca Dept. of Mental Health (DMH) Director Stephen W. Mayberg, Effectfveness of Infegrated Services for Homelass Adulls with
Searious Mental lliness, May 2003, P. 5.
10 DMH, Vision Statement and Guiding Principies for the DMH Impiementalion of the Mental Health Services Act, February 2005,



