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FILE NO. 140759. . RESOLUTION NO.

[Mental Health Services Act 2014-2017 Integrated Plan]

-2
3 Resolution adopting the Mental Health S'ervices Act 2014-2017 Integrated Plan.
. _
5 WHEREAS The Mental Health Services Act (MHSA) was enacted through a ballot
6 initiative (Proposition 63) in 2004 tha;tihirioi\)lidee rfundlng to support new andi expanded county
7 mental health programs; and _
8 'WHEREAS, In order to access MHSA funding, count_ies are required to 1) develop
9 Three-Year Program and Expenditure Plans, and Annual Updates, in collaboration with
10 stakeholders; 2) post the plans for a 30-day public comment period; and 3) hold a public |
11 || hearing on the plan with the County Mental Health Board; and
12 WHEREAS, Recently enacted legislation, Assembly Bill 1467 (AB 1467), adds the
13 || requirement that stakeholder—developed plans be adopted by Coonty Boards of Supervisors
14 pnor to submmission to the State; and
15 WHEREAS, The MHSA specifies five major program components for which funds may
16 be used and the percentage_ of funds to be devoted to each component. These components
17 are: Community Services and Supports (CSS); Capital Facilities and Technological Needs
18 | (CFTN); Workforce Development, Education and Training (WDET), Prevention and Early
19 Interventions (PEI); and Innovation (INN); and | |
20 WHEREAS, The San Francisco Department of Public Health has submitted and
21 received ap proval for three-year program and expenditure plans for each MHSA component;
22 and
23
24
25

Department of Public Health »
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WHEREAS, In compliance with MHSA regulations, the San Francisco Department of

) Public Health’s Community Behavioral Health Services section has developed an MHSA
3 Integrated Plan, havmg worked with stakeholders to develop the plan, posted the plan for
4 | public comment, and held a public hearing with the San Francisco Mental Health Board; and .
5 WHEREAS, The San Francisco Mental Health Services Act 2014-2017 Integrated
. © Plan, a single plan that brings together all MHSA components, provides an overview of
; progress implementrng the various component plans in San Francisco and Identifies new
9 investments plarmed for fiscal year 2014—15; and |
10 WHEREAS, San Francisco County is projected to receive I\)I'HSA revenue of
11 $30,973,615 for Fiecal Year 2014-2015 and this projection has been submitted to be included
12V in the FY 14-15 Annual Appropriations Ordinance; now, therefore, be it
3 RESOLVED,.V That the San Francisco Mental'Health Services Act.2014-‘2017.lnt'egrated
11: Plan ie adopted by the Board of Supervisors.
16 | RECOMMENDED:
18 \/ =
19 Barbara A. Garcia, MPA
20 Director of Health
21
22
23
24
25
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San Francisco Department of Public Health
Barbara A. Garcia, MPA
Director of Health

City and County of San Francisco
Edwin M. Lee
Mayor

July 7, 2014

Angela Calvillo, Clerk of the Board

Board of Supervisors

1 Dr. Carlton B. Goodlett Place, Room 244
San Francisco, CA 94102-4689

Dear Ms. Calvillo:

Attached, please find an original and two copies of a proposed resolution for Board of
Supervisors approval that would adopt of the San Francisco Mental Health Services Act
2014-2017 Integrated Plan.

The Mental Health Services Act was enacted in 2004 through a ballot initiative
(Proposition 63) and provides funding to support new and expanded county mental
health programs. San Francisco’s three-year program and expenditure plan, called the
Integrated Plan, was developed through a broad and inclusive stakeholder process and
was reviewed by the Mental Health Board. Recently enacted State legislation requires
adoption of the Integrated Plan by the Board of Supervisors.

The following is a list of accompanying documents (three sets):

e The San Francisco Mental Health Services Act 2014-2017 Integrated Plan
» San Francisco Mental Health Services Act 2014-2017 Integrated Plan At-A-Glance

It is our hope that the resolution may be considered by the Board of Supervisors prior to
its summer recess. Please feel free to contact me at 415.554.2769 with any questions.

—— — Thankyou foryour assistance and-consideration.-—
Sincerely,
Colleen Chawla
Deputy Director of Health/Director of Policy & Planning

Thee mission of the San Francisco Department of Pubiic Health is to protect and promote the health of all San Francnscans
We shall ~ Assess and research the health of the community ~ Develop and enforce health policy ~ Preverit disease and injury ~
~ Educate the public and train health care providers ~ Provide quality, comprehensive, culturally-proficient health services ~ Ensure equal access to all ~

101 Grove Street, Room 308, San Francisco, CA 94102 ¢ (415) 554-2610
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San Francisco Mental Health Services Act
2014-2017 Integrated Plan | |

The Mental Health Services Act of San Francisco is a program of the
Department of Public Health - Community Behavioral Health Services
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MHSA COUNTY COMPLIANCE CERTIFICATION

County:
Local Mental Health Director - Program Lead
Name: , Name:
Telephone Number: : | Telephone Number:
Email: Email:

County Mental Health Mailing Address:

I hereby certify that | am the official responsible for the administration of county mental health services
in and for said county and that the County has complied with all pertinent regulations and guidelines,
laws and statutes of the Mental Health Services Act in preparing and submitting this annual update,
including stakeholder participation and nonsupplantation requirements.

This annual update has been developed with the participation of stakeholders, in accordance with
Welfare and Institutions Code Section 5848 and Title 9 of the California Code of Regulations section
3300, Community Planning Process. The draft annual update was circulated to representatives of
stakeholder interests and any interested party for 30 days for review and comment and a public hearing
was held by the local mental health board. All input has been considered with adjustments made, as
appropriate. The annual update and expenditure plan, attached hereto, was adopted by the County
Board of Supervisors on v . -

Mental Health Services Act funds are and will be used in compliance with Welfare and institutions Code
section 5891 and Title 9 of the California Code of Regulations section 3410, Non-Supplant.

All documents in the attached annual update are true and correct.

Local Mental Health Director/Designee (PRINT) . Signature : Date

County:

Date:

2014-17 SF MHSA Integrated Plan 3
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MHSA COUNTY FISCAL ACCOUNTABILITY CERTIFICATION®
‘ [ ] Three-Year Program and Expendlture Plan
County/City: [ ] Annual Report
[7] Annual Revenue and Expenditure Report

Local Mental Health Director Program Lead
Name: _ Name:
Telephone Number: : ‘ Telephone Number:
Email: | Email:

County Merital Health Mailing Address:

I hereby certify that the Three-Year Program and Expenditure Plan, Annual Update or Annual Revenue and Expenditure
Report is true and correct and that the County has complied with all fiscal accountability requirements as required by the
law or as directed by the State Department of Health Care Services and the Mental Health Services Oversight and
Accountability Commission, and that all expenditures are consistent with the requirements of the Mental Health Services
Act (MHSA), in cluding Welfare and Institutions Code (WIC) sections 5813.5, 5830, 5840, 5847, 5891, and 5892; and Title 9
of the California Code of Regulations sections 3400 and 3410. | further certify that all expenditures are consistent with an
approved plan or update and that MHSA funds will only be used for programs specified in the Mental Health Services Act.
Other than fun ds placed in a reserve in accordance with an approved plan, any funds allocated to a county which are not
spent for their authorized purpose within the time period specified in WIC section 5892(h), shall revert to the state to be
deposited into the fund and available for other counties in future years. ' :

I declare under penalty of perjury under the laws of this state that the foregoing and the attached update/réport is true
and correct to the best of my knowledge. :

Local Mental Health Director/Designee (PRINT) Signature Date

| hereby certifyr that for the fiscal year ended June 30, , the County/City has maintained an interest-bearing local
Mental Health Services (MHS) Fund (WIC 5892(f)); and that the County’s/City’s financial statements are audited annually
by an independent auditor and the most recent audit report is dated for the fiscal year ended June 30,

. | further certify that for the fiscal year ended June 30, the State MHSA distributions
were recorded as revenues in the local MHS Fund; that County/City MHSA expenditures and transfers out were
appt‘opriated by the Board of Supervisors and recorded in compliance with such appropriations; and that the County/City
has complied with WIC section 5891(a), in that local MHS funds may not be loaned to a county general fund or any other
county fund.

I declare under penalty of perjury under the laws of this state that the foregoing and the attached update/report is true
and correct to the best of my knowledge.

County Auditor Controller/City Financial Officer (PRINT) Signature Date

! Welfare and Institutions Code Sections 5847(b)(9) and 5899(a)
Three-Year Program and Expenditure Plan, Annual Update, and RER Certification (02/14/2013)

20714-17 SF B HEA ‘Ftﬁg sted Flan o 4
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Directors’ Message

n San Francisco, as in all counties throughout California, the success

of the Mental Health Services Act (MHSA) is measured by how

effectively it transforms local mental health systems. This 2014-17

Integrated Plan reflects our commitment to the principles outlined in
the MHSA and the progress we are making to actively-engage clients,
consumers, and families; to promote wellness, recovery, and resilience;
and to implement integrated models of care.

In 2012-13, we continued to make significant strides in meeting the :
priorities and goals identified in our previous community-wide MHSA planning efforts. The MHSAhas
enabled-us to further build a service approach-that is culturally and linguistically responsive to the needs
of children, transition age yoﬁth, adults, and older adults. Our treatment services are being enhanced
through a focus on recovery and a greater recognition of the central role that consumers, clients, and
family members play in self-directing care. We strengthened our dedication to prevention and early
intervention by promoting resilience, expanding interpersonal connections, and raising individuals’
general level of health and well-being before serious mental health issues develop. We continued to -
learn from innovative strategies that encouraged creativity and aimed to improve outcomes. Moreover,
we encouraged entry into and retention in our behavioral health workforce through trainings and
professional development opportunities to help us meet the increasing demands on our system. In the
years ahead, we wili also continue to improve our monitoring and evaluation activities in order to
effectively meet the outcome and performance objectives of our MHSA-funded programs.

Our progress is deeply rooted in the integral contributions of a broad, diverse network.of stakeholders
that includes consumers, family members, behavioral health service providers, MHSA-funded
community contractors, MHSA staff, representatives from other systems of care (e.g., education, human
services), and San Francisco MHSA Advisory Committee members. We appreciate and respect the hard
work and commitment of our partners to best practices and for their valuable participation at various
levels of the MHSA process. '

We will continue to reflect on all that we have learned thus far and continue promoting a culture of
recovery, resiliency, and wellness. Alongside our community partners and stakeholders, MHSA will

continue to play a critical role in strengthening and expanding the public mental health system in San
Francisco.

We look forward to the years ahead.

Jo Robinson, MIFT ' » Marlo Simmons, MPH

Director, Community Behavioral Health Services Director, San Francisco MHSA
2014-17 SF MHSA Integrated Plan _ 5

489



1. Introduction.

In November 2004, California voters approved Proposition 63, now known as the Mental Health Services
Act (MHSA), intended to expand and transform community mental health services throughout
California. While the proposition passed with 54% of the vote statewide, San Francisco voted 74% in
favor of the act. MHSA funding, revenue from a 1% tax on any personal income in excess of $1 million, is
distributed to respective county mental health systems under regulations developed by the State.

The MHSA called upon tocal counties to transform-their public
mental health systems to achieve the goals of raising
awareness, promoting the éarly identification of mental health
problems, making access to treatment easier, improving the
effectiveness of services, reducing the use of out-of-home and
" institutional care, and eliminating stigma toward those with
severe men-tal iliness or serious emotional disturbance.
Counties were also required to collaborate with diverse
community stakeholders in order to realize the MHSA’s vision
of recovery and wellness. This vision was based on the belief
in the strengths and resiliency of each person with mental
illness and has been fundamental to the development of more
comprehensive, innovative, culturally responsive services for individuals and families served by local

WELLNESS - RECOVERY « RESILIENCE

mental health systems.

As dictated by the law, the majority of MHSA funding that San Francisco receives are dedicated to the
development and delivery of treatment services. in San Francisco, MHSA funding has allowed for
expanded access to intensive treatment services, housing, employment services and peer support
services for thousands of individuals with mental illness, 50% of who are homeless or at-risk of
becoming homeless. Promising outcomes from MHSA investments include declines in arrests, mental
and physical health emergencies, school suspensions and expulsions, and the number of dayS in
residential treatment. ' ’

Prop 63 also stipulates that 20% of the funds support programs "effective in preventing mental illnesses
from becoming severe" and "reducing the duration of untreated severe mental ilinesses." This
commitment to prevention and early intervention is historic and moves the mental health system
towards a “help-first” instead of a “fail first” strategy. ' A

It will not be money alone that transforms the public mental health system. The greatest promise of the
Mental Health Services Act: it is a vision of outreach and engagement, a philosophy of recovery and
wellness, a belief in the strength and resiliency of each person with mental illness, and recognition that
they are to be embraced as equal members of our community. Recovery from mental iliness is hot only
possible, it is to be expected.

201417 SF 1AHSA Integrated Plan ' - ‘ ‘ 6
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MHSA Guiding Principles
Five MHSA principles guide planning and implementation activities:

1. Cultural Competence. Services should reflect the values, customs, beliefs, and languages of the
populations served and eliminate disparities in service access.

2. Community Collaboration. Services should strengthen partnerships with diverse sectors to help
create opportunities for employment, housing, and education.

3. Client, Consumer, and Family Involvement. Services should engage clients, consumers, and
families in all aspects of the mental health system, including planning, policy development,
service delivery and evaluation. '

4. Integrated Service Delivery. Services should reinforce coordinated agency efforts to create a
seamless experience for clients, consumers and families.

5. Wellness and Recovery. Services should promote recovery and resiliency by allowing clients and
consumers to participate in defining their own goals so they can live fulfilling and productive
lives. '

General Characteristics of San Francisco

San Francisco is a seven by seven square mile, coastal, metropolitan city and county. Though
geographically small, it is the second most densely populated major city in the couhtry and fourth most
populous city in California (17,179 people per square mile}. The city is known for its culturally diverse
 neighborhoods where over twelve different languages are spoken. The most recent U.S. Census found
that San Francisco has a population of 805,235 people and experienced mild growth since the last
census (four percent). Although San Francisco was once considered to have a rélatively young
population, it has experienced a decrease among children and families with young children; there are
more people moving out of San Francisco than moving in. The high cost of living and increasing rents

. (both residential and commercial) are several causes of the flight. Approximately 6,500 homeless

‘ indiyiduéls and 670 homeless families with children reside in San Francisco. Twelve percent of residents
live under the poverty level. In addition, over the next two decades, it is estimated that 55 percent of

the population will be over the age of 45, and the population over age 75 will increase from seven
percent to 11 percent. The projected growth in San Francisco’s aging population has implications on the
need for more long-term care options moving forward. For additional background information on _
population demographics, health disparities, and inequalities, see the 2012 Community Health Status
Report for the City and County of San Francisco located at
http://www.cdph.ca.gov/data/informatics/Documents/San%20Francisco%20CHSA_10%2016%2012.pdf.

201417 SF MHEA Integrated Plan ‘ 7
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Commun ity Program Planning (CPP) and Stakeholder Engagement

The MHSA reflects a new and unique process of implementing public policy through collaboration with
multiple sta keholders and advocates with a range of knowledge and experience. :

From the Beginning

In San Francisco, the MHSA planning process commenced in 2005 with the creation by the Mayor of a 40
member cit ywide Behavioral Health Infiovation (BHI) Task Force, headed by the Deputy Director of
Health. The BHI Task Force was responsible for identifying and prioritizing mental health needs in the
community and developing a Three Year Program and Expenditure Plan. The BHI Task Force held over
70 meetings over a five month period with consumers, their families, behavioral health service

- providers, representatives from the cr‘iminal justice system, educational professionals, human services
providers and administrators, and members of the community. Information was collected through
provider surveys, peer-to-peer interviews, penetration analyses, transcripts and summaries of meetings,
as well as 80 position papers received from various constituents. This process resulted in the
development of a Three Year Program and Expenditure Plan for the Community Services and Supports
component . The plan was submitted to the Department of Mental Health in November 2005 and was
approved in March 2006.

The plannin g process continued for the other MHSA funding/components, following the successive
releases of each component’s Plan guidelines. Each of these planning processes built upon the
recommendlations of the respective committees and workgroups established during the 2005
community-wide planning meetings.

Wo rkforce Development, Education, and Training (WDET) planning meetings were held for
eight months from April to December 2007. The Plan was submitted in March 2008 and
approved in September 2008. ’

#  Prewvention and Early Intervention {PEI) planning meetings were held for six months from
January 2008 to July 2008. The Plan was submitted to both the Department of Mental Health
and the Oversight and Accountability Commission for their review and approval in February
2009. The plan was approved in April 2009.

Capital Facilities and Information Technology planning processes were held separately. The
Plan for the Capital Facilities component was submitted in April 2009, after a series of three
community planning meetings held in February 2009. The Information Technology component
CPP involved two informational meetirigs and six community planning meetings from November
2008 to April 2009. The Plan was submitted in March 2010 and was approved in August 2010.

#  Innovation community meetings were held from April through August 2009. The Plan was
sub mitted in March 2010 and approved in May 2010. ‘

201417 SFIAGMEA Integrated Plan 8
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Priority Populations

Exhibit 1 highlights the priority populations identified through a variety of commuhity program planning
activities for the fofllowing MHSA funding components. '

Exhibit 1. SF MHSA Priority Populations

Violence

communities (e.g.,
Russian, Tagalog,
Spanish, Cantonese)
Faith-based
organizations and
groups

stressed families

Youth aging out Home-ales.s
Hospitali-
of foster care i
CPS/Foster Care . . zation
RN Juvenile Justice o
Juvenile justice . Suicide .
. involvement . Hospita- .
involvement Lack of inability to- lized in
Homeless work .
. employment or high
Mental illness co- e Trauma
€SS Plan . occurring with- inability to work resultin levels of
= LQBTQ communities . Trauma g care
autism . from
resulting from _ . Homeless
Undocumented witnessing or witnessing Dementia
Suicide being a victim or being a Suicide
. Trauma resulting of viilence victim of Isolation
from witnessing or First break violence
- being a victim of reventior; Incarceration
violence P
management
‘ Homeless
®  Trauma exposed
individuals and families
® LGBTQ populations
= Stigma and .
discrimination . Older
. Children at risk of
reduction L .. adults
«  Suicide prevention or experiencing Individuals with
p . }Lufum_ije jlleit‘ﬂ experiencing.
» Underserved ethnic d - g unidenti-
- involvement onset of serious .
PEI communities (e.g., . A L fied
. Children at risk for psychiatric
Mayan, Filipino, i . mental
. school failure illness
Vietnamese) Children in health
= Underserved language concerns
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Exhibit 1. SF MHSA Priority Populations

 Priority

Not Age Spec

Transitiona

WDET

Promote hiring of

“TTunderserved cultural T

populations
Promote hiring of

consumers and family

members to deliver
peer
services

INN

Hoarding
Vocational Services
Peer Services
Transgender
Complimentary
wellness/healing
practices (e.g.
mindfulness,

drumming)

Bayview/Visitacion
Valley
Churches

Socially
isolated

Commun ity Program Planning (CPP) and Stakeholder Engagement Activities

Exhibit 2 provides a visual overview of San Francisco’s ongoihg community program planning activities.

SF MHSA emnploys a range of strategies focused on upholding the MHSA principles and engaging
stakeholders in various ways at all levels of planning and implementation. Our CPP provides various
opportunities for stakeholders to participate in the development of our three-year plans and annual

updates and to stay informed on our progress implementing MHSA-funded programs. This section

provides a description of our general CPP activities. In addition to the broad strategies described below,

each sectionr in this report includes highlights of program-specific CPP activities.

2014-17 SFRT HSA Integrated Plan
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Exhibit 2. Key Components of the SF MHSA Program Planning Process

» Make information available on MHSA website

«. Provide regular updates to stakeholders

+ Share implementation highlights in monthly
CBHS Director's Report '

» ldentify priorities
* Monitor implementation
* Provide feedback

*» Assess needs and develop service models

» Review program proposals and interview
applicants

» Select most qualified providers

« Collaborate with participants to establish goals

N Program S * Promote peer and family employment »
-~ implementation « Promote the engagement of peers in program
S governance '

. Prorﬁofé peer and family engagement in
evaluation efforts - - |

MHSA Communication Strategies

Through a variety of communication strategies, we seek to keep stakeholders and the broader -
community informed about MHSA. We do this through our website and regular communication with
other groups, contributing content to the monthly Community Behavioral Health Services (CBHS)
Director’s Report and providing regular updates to stakeholders.

2014-17 SF MHSA Intsgrated Plan
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The San Fra ncisco MHSA website, www.sfmhsa.org, is in the process of being updated to incorporate a”

more user-friendly design, up-to-date information about MHSA planning processes, published

. documents and updates, and monthly meeting notices. The redesigned website, hosted now through
the SF DPH website, will showcase frequent program highlights and successes. : '

MHSA Annural Implementation Updates

The following provides examples of partner presentations conducted by MHSA staff over the last year.
" These presentations are intended to provxde information as well as collect input:

Community Behavioral Health Services Adult System of Care Providers —June 7, 2013
Connmunity Behavioral Health Services Adult System of Care Leadership —June 11, 2013

= Community Behavioral Health Services Children System of Care Providers —July 16, 2013

£ Community Behavioral Health Services Children System of Care Leadership —July 8, 2013 -

. San Francisco Mental Health Board — July 10, 2013

#  San Francisco Health Commission, Community and Public Health Committee — August 20, 2013
Combined MHSA Advisory Committee and Provider Meeting — October 16, 2013

San Francisco Sentencing Commission — March 26, 2014 :

kil

W

The monthly CBHS Director’s Report provides another forum for sharing information about the
implementation of MHSA with a broad group of stakeholders. Each month, MHSA provides updates
about program implementation, upcoming meetings and other MHSA news.

MHSA Advisbry Committee

The SF MHS A Advisory Committee is an integral component of community engagement because it
provides guidance in the planning, implementation, and oversight of the MHSA in San Francisco. In order
to build on the previous and ongoing participation of local stakeholders, the purpose of the MHSA
Advisory Co mmittee includes the following: '

Work collaboratively with CBHS to support broad community partlmpatlon in the development
and implementation of MHSA initiatives

Guide MHSA resources to target priority populations as identified in existing MHSA plans
Ensure that San Francisco’s mental health system adheres to the MHSA core principles

The MHSA Advisory Committee Meetings for FY 13-14 were as follows. Example agenda items are also
included. '

June 19, 2013 — Ongoing evaluation activities, 12N, and improving the CP process

- August 21, 2013 - Structure of MHSA Advisory Committee, school-based programs and Full-
Service Partnership (FSP) programs

# .October 16, 2013 — Combined MHSA Advisory Committee and Provider Meeting

©  February 19, 2014 - Housing, FSP, and Capital Facilities proposals for Integrated PIan

¥ April 16, 2014 — WDET proposals for Integrated Plan

" Advisory Committee Structure and Membership

2014-17 SF LVEHEA Er::-gu:t.a Plan . . ’ : 12
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Consists of up to 25 members who are consumers, family members, and providers

Includes consumers and family members of at least 51% of total membership

Reflects MHSA priority populations and areas of mental health expertise

Has no term limits for membership ' '

Consists of two co-chairs (the MHSA Director and one consumer) who develop Advisory

Committee agendas and facilitate meetings

®  Convenes an Executive Committee of members who are nominated by the larger group to
review membership every year

2 Holds meetings every two months {meetings alternate between meetings at MHSA and our
partnering community-based organizations)

= Encourages community participation at meetings

2% n R

¥

Cc')mpositioh of FY13-14 SF MHSA Advisory Committee

In addition to including representatives from education, social services, drug and alcohol service
providers, and various health care providers, the Advisory Committee includes representation from
diverse populations and priority groups as listed below.

£ Thirteen service providers (59 percent), 12 consumers (55 percent), and seven family members
(32 percent)

®  Six service providers worked with PEl-funded programs, four service providers each worked with
WET- and CSS-funded programs, and three service providers worked with INN-funded programs

8 Whites (37 percent), African Americans/Blacks (17 percent), Native Americans (13 percent),
Latinos (13 percent), Asians (13 percent), and Native Hawaiians/Pacific Islanders (7 percent)

e  Gay, lesbian, or queer (11 percent), questioning (5 percent), and bisexual {5 percent) individuals

#  Twelve females (55 percent), seven males (32 percent), two individuals of another gender
(9 percent), and one transgender female (5 percent) ‘

2 Members’ ages ranged from 30 to 72 and the average age was 43 years old

& Two members (9 percent) speak Spanish and one member (5 percent) speaks Cantonese

SF MHSA has identified specific gaps in membership, and is actively working to recruit stakeholders
representing transitional age youth, law enforcement, and veterans.
Improving Consumer Engagement

SF MHSA has had many successes engaging consumers and family members at every level of the CPP
“process and in the implementation of the vast majority of programs. Over the last year, it has beena

challenge to achieve our goal of having 51% consumer representation in all MHSA Advisory Committee
meetings. We are pursuing two strategies to address this trend.

"~ SF MHSA has recently formalized a partnership with the Mental Health Association of San Francisco
(MHA-SF), with the goal of increasing consumer representation and participation in Advisory meetings.
MHA-SF will assist with the following objectives:

= Developing a Consumer Training Institute with the goal of increasing parity, inclusion, and
representation of consumer members

2014-17 5F MHSA Integrated Plan : ] 13 .
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% Supporting the consumer Co-Chair of the MHSA Advisory Committee to participate in
dev eloping meeting agendas and presentations for each meeting
Recruiting at least eight new consumers/individuals with lived experien(:e of mental health
con ditions to serve as standing members of the committee.
Identifying strategic objectives, including policy issues related to stigma/awareness and
developing partnerships with community-based organizations/business leaders to advance
stigma change efforts as part of the MHSA Advisory Committee’s focus

SF MHSA has also been working to foster a stronger collaboration with the CBHS Client Council. The
Client Coun cil is a 100% consumer/client driven and opérated advisory body. The mission of the Client
Council is t© advance the cause of the San Francisco mental health consumer/client to protect their
rights, to advocate their issues, and ensure their participation on all phases of systematic changes in
services, im plementation of prbgrams, and treatment development. The goal of the Client Council is to
advise CBHS regarding policies and practices that directly influence consumers/clients in mental health
and substance abuse services. As a resuit of this new collaboration, the Client Council and MHSA
Advisory co mmittee share some members. SF MHSA also plans to have bi-annual joint meetings of
these two a dvisory bodies.

* Program and Populations Planning and RFP Selection Committees

In addition to the MHSA Advisory Committee, SF MHSA includes elements of corhmunity program
planning (CPP) when developing each of our new programs. Frequently, this takes the form of an ad hoc
committee made of various stakeholders, including people with expertise or lived experience of specific
populations. The MHSA principle of engaging consumers and family members is applied to all programs.
The following are two examples of the work of these committees.

Socially Isolated Older Adults Planning Committee (INN)

In 2011-12, the MHSA Advisory Committee identified Socially Isolated Older Adults as a pridrity
population. SF MHSA convened a group of stakeholder to develop an innovative service model designed
to improve outcomes for this community. The planning process spanned the course of two months
between October and December of 2011. Consumers and other stakeholders were involved in
developing an innovative peer-to- peer service model and later, through the request for proposal (RFP)
selection process.

First Impressions (INN)

Prior to the development of the First Impressions RFP, several stakeholder commlttee meetings were

held to gather feedback and recommendations on areas of program development, policies,

implementation and budgeting. Stakeholders included consumers, family members of consumers,

vocational providers and leaders in the community. Committee meetings were held on 8/15/12,

8/13/12, 9/12/12,9/19/12 and 10/24/12. Consumers were heavily involved in the review process and

consisted of one-third of the voting panel. Consumers scored the proposals and also scored the program
“interviewees to ensure this stakeholder voice was well heard.
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Program Implémentation

The active engagement of stakeholders in planning continues into implementation. Providers and
consumers are partnering with stakeholder groups to ensure programs are collaborating with other
initiatives. Examples of our stakeholder engagement in implementation include the following:

= Providers from MHSA-funded agencies meet on a regular basis to discuss local MHSA program
activities and to provide feedback.

2  Population Focused Mental Health Promotion Contractors Learning Circles: In order to promote
a culturally competent and inclusive process, SFMHSA is holding a series of meetings called
‘Learning Circles’ with population-focused programs to collectively discuss and agree on service
types, activities and outcomes. These shared-performance objectives will then be measured and
reported on for the next fiscal year. The Learning Circles also provide an opportunity for
programs to share their progress on implementation, goals and strategies for evaluation.

 Peer Employment is a Critical Element of Community Program Planning

In drafting the guidelines for Prop 63, an emphasis was placed on the importance of consumers in the mental
health workforce. Certification programs were created at both San Francisco State and City Coliege of San
Francisco. In addition, all programs are encouraged to hire peers as members of program staff. In FY 12-13,
thirty-two (32) grantees/contracts indicated that their program employs consumers or participants through
MHSA funding, totaling over 167 peers as employees. Consumers could be found working in almost all levels and
types of positions, including: peer mentors, health promoters, community advocate, workgroup leaders,

_teaching assistants, and management. Several programs have positions created specifically for clients and
consumers, including mentoring, advocacy, and peer facilitators.

Additionally, some programs reported that - while they do not offer empioyment —they are able to pay a small
stipend, award a scholarship, or offer seasonal employment. In addition to those who hire consumers, three
additional grantees indicated that they offer volunteer opportunities for consumers to be involved in the
program. Activities for volunteer and stipend workers vary and include supporting summer programs, teaching
workshops, providing peer mentoring, and data collection. In some instances, clients who have graduated or
finished participating in the prbgram have come back to work or volunteer within the organization. In one
example, two former participants returned to assist with peer groups. In another, previous graduates retl‘v

mentors and senior mentors to lead summer programming.

Evaluation

In any given year, there are between 75-85 actively funded MHSA programs. MHSA funded staff within
the CBHS Office of Quality Management plays an active role in supporting evaluation activities for
MHSA, providing another opportunity to actively engage stakeholders. One highlight of this work, the
MHSA Evaluation Impact Group, is detailed below.
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The MHSA Evaluation Workgroup, recently renamed to the MHSA Impact Group, brovides technical
assistance ( TA) on evaluation and program improvement activities for non-full service partnership
MHSA-fund ed programs in a group setting. Specifically, the Impact Group is a workshop where programs
come to design evaluations, develop measurement tools and learn how to carry out evaluation
activities.” As needed, MHSA evaluators also follow-up with programs on a one-on-one basis to increase
a program's capacity in carrying out specific evaluations. The evaluators also conduct workshops to
enhance co mmunication, reporting and dissemination of outcomes and program impact, particularly to
the client community.

The Impact Group has created a collaborative, supportive forum for CBHS to facilitate high quality
evaluation activities in a peer discussion format. The program representatives have expressed their’
appreciatio n for technical training that is delivered in a conversational, understandable format, as well
as the peer—to-peer support and engagerhent between programs.

MHSA Impa ct Group activities have included:

#  Training in evaluation techniques, such as focus groups, logic models, survey design, PDSA
mo del for improvement
Individual TA with programs to develop evaluation goals, tools and reports
Presentations from MHSA programs

£ Guidance on defining MHSA contract objectives

i Guidance on submitting program reports for the MHSA Annual Report

#  Guidance on DPH data collection policies and strategies

In April 2014, the MHSA Impact Group has begun to work more closely with the Population-focused
Mental Hea lth Prevention and Wellness Promotion PEI programs. Guided by each program’s objectives
and activities, the Impact Group is helping to identify appropriate measurement tools and provide
direction ory methods for effective data collection to support outcomes reporting.

San Francisco’s integrated MHSA Service Categories

As discussed in the introduction to this report, San Francisco’s initial MHSA planning and
implementation efforts were organized around MHSA funding components {e.g., Community Services
and Supports (CSS), Workforce Development Education and Training (WDET), Prevention and Early
Intervention (PEI), and Innovation (INN)). In partnership with different stakeholders, Revenue and
Expenditure Plans were developed for each of these components. ‘

The MHSA, however, required that these plans be ultimately merged into a single Integrated Plan.
Through ou r community plénning efforts, SF MHSA realized that developing'an Integrated Plan with a
common vision and shared priorities is difficult when funding streams were used as the framework. In
partnership with our stakeholders, SF MHSA simplified and restructured the MHSA funding components
into seven NHSA Service Categories in order to facilitate streamlined planning and reporting (see Exhibit
3.below).
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These MHSA Service Categories have allowed us to plan programs and services for specific populations
and to expand our continuum of services with clear outcomes — including integration of peers into
service delivery, promoting culturally competent care, increasing access to housing and employment
and developing high quality recovery-oriented treatment services.

It is important to note that the majority of our MHSA Service Categories include services funded by INN.
INN funding is intended to provide our mental health system with an opportunity to learn from new
practices or approaches that will subport system change and improve client, consumer, and family
outcomes.

Exhibit 3. SF MHSA Service Categories

SF MHSA Service Category v Description
’ #  Includes services traditionally provided in the mental health system
Recovery-Oriented (e.g., individual or group therapy, medication management,
Treatment Services residential treatment)
# Uses strengths-based recovery approaches
Mental Health Promotion & E  Raises awareness about mental health and reduces stigma
Early Intervention (PEI) Services &  |dentifies early signs of mental illness and increase access to services
-]

Consumers and family members are trained and supported to offer
recovery and other support services to their peers
& Helps consumers secure employment (e.g., training, job search
assistance and retention services)

) B Helps individuals with serious mental illness who are homeless or at
Housing risk of homelessness secure or retain permanent housing

&  Facilitates access to short-term stabilization hbusing

®  Recruits members from unrepresented and under-represented

Peer-to-Peer Support Services

Vocational Services

Behavioral Health © communities
- Workforce Development E  Develops skills to work effectively providing recovery orlented
) ] services in the mental health field
Capital Facilities/ ‘ ®  |mproves facilities and IT infrastructure
Information Technology B |ncrease client access to personal health information

Developing this Integrated Plan

Our Integrated Planning effort was coordinated by a planning group comprised of the SF MHSA Director

and ProgranT Maragers of specific MHSAinitiatives (eg; WDET, INN; PEljwithrindependent consufting————————

firm Harder+Company Community Research providing planning and facilitation services. The group met
for five two-hour planning retreats from October 2011 to January 2012. We incorporated the stated
priority populations and goals i the MHSA, as well as revisited the local priorities and needs identified
in previous planning efforts. All of the CPP strategies discussed in the previous section were employed in
developing this plan. Additional strategies employed in this process are listed below
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#  Reviewed previous three year Program and Expenditure plans submitted for each MHSA
‘comiponent. This was done to understand how well priorities identified in those plan have been
add ressed, as well as to determine if all programs had been implemented as originally intended.

% Reviewed MHSA regulations, laws and guidelines released by the State (e.g. DMH, OAC, CalHFA)
to e nsure all mandated information would be incorporated in this plan.

¥ Reviewed informational materials produced by CalMHSA, CMHDA, and OSHPD

#  Reviewed Annual Program Reports and demographic data submitted by contractors and civil
service programs.

Much of this Integrated Plan is made up of programs implemented through previous plans. Most of our
CPP activities over the last year have been focused on the development of this plan.

Local Review Process

In addition, our stakeholder process involved various opportunities (e.g. advisory committee meetings,
client council meetings) to share input in the development of our Integrated Planning effort and to learn
about the process of our MHSA-funded programs. Please see the components on MHSA Communication
Strategies and MHSA Advisory Committee for a specific list of meeting dates and topics.

Community Behavioral Health Services Executive Committee — June 25, 2013 to plan for the
Inte grated Plan )
& MHSA Advisory Committee meetings focused on the Integrated Plan include:
& February 19, 2014 — Housing, FSP, and Capital Facilities proposals for Integrated Plan
= April 16, 2014 — WDET proposals for Integrated Plan
= San Francisco Chapter, National Alliance on Mental lliness (NAMI) — February 19, 2014 to
present and discuss the Integrated Plan
San Francisco Client Council meetings:
® November 19,2013 —Vocational Services
= December 17, 2013 — FSP expansion proposal
2 February 18, 2014 —Peer-to-Peer services
= May 20, 2014 — Integrated Plan overview

ui

30-Day Public Comment Period

In fulfillment of the provisions of the Welfare and Institutions (W&I) Code Section 5848, a 30-day public
reviéew and comment of San Francisco’s MHSA Annual Update Report was posted on the SF MHSA
website at http://www.sfdph.org/dph and http://sfmhsa.org. Our MHSA Integrated Plan was posted for
a period of 30 days from May 16, 2014 to June 18, 2014. The Plan was also emailed to over 90
community members, many of whom are leaders to large distribution lists. Members of the public were
requested to submit their comments either by email or by regular mail. In addition, the Integrated Plan
was presented at the following meetings to gather stakeholder input for the public comment and review

process:
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18,2014

MHSA Advisory Committee meetmg —lJune 18, 2014
# .San Francisco Mental Health Board Hearing — June 18, 2014

Public Hearing

CBHS Adult and Older Adult System of Care Provider meeting — June 6, 2014

CBHS Children and Families System of Care Provider meeting —June 17, 2014
Client Council —June 17, 2014
Department of Public Health, Director Garcia’s lntegrated Steering Commnt‘tee meeting —June

Following the 30-day public comment and review period, a public hearing was conducted by the Mental

Health Board on Jun_é 18, 2014.

Comments Received

Comments received from the public hearing include the following:'

Community Member -

Content of Comment

Response

Terezie Bohrer

Ms. Bohrer asked for clarification
about adult full service partnership
program cost per clients, who most
likely be participated in the MediCal
program — indicated it was unclear if
the cost per client includes Medi-Cal
and expressed concern that it is
misleading as currently presented.

The cost per client calculations
include only MHSA funding. A note-
to this effect will be added to the
cost per clients sections for all
programs that generate MediCal
revenue. — FSP, and PREP

Michael Gause

Mr. Gause expressed an interest in
having more public discourse on
the plan and local implementation
of MHSA.

MHSA staff welcomes the offer from
the MHA-SF to host additional
community forums and to increase
the number of individuals involved
in the community planning process.

The tablabelomsummar.izeiaddiﬂonal_cmnments_fmmstakehnldets_durjng_theA3D;day_;);ubJJ.¢:_cpmment

period:
‘Communit ! v Response
v Content of Comment P
Member :
Terri Bryne, Mental Health Association of San e InFY14/15, SE MHSA is planning to develop

S.0.L.V.E. Program
Coordinator

Francisco (MHA-SF) Staff submitted
letters outlining similar comments.

and launch a Peer Leadership Academy to
train and support peers to be more engaged
in the MHSA Community Planning Process.

2014-17 SF MMHSA Integrated Plan
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Michael Gawse,
Deputy Direxctor

Stephen Marks,
Training and

Evaluation Director .

e Increased funding and support for
Consumer Leadership and
Training

e Support for Peer Crisis Respite

e Increased Support for Consumer
Outreach and Engagement

MHSA is also planning to expand the Peer
MH Certificate Program to include an
advanced training curriculum for emerging
Peer Leaders and Supervisors. In addition,
our Peer-to-Peer Employment Services are
being restructured and part of that work
includes a focus on skill building and
professional development of Peer Staff. .

e The recently released Mayor’s CARE Task
Force recommendations include a call fora
Peer Respite Centerat SFGH. MHSA has
committed Peer staff and resources from
the Peer-to-Peer budget to the Respite
Center. . '

¢ Many MHSA programs include elements of
outreach and engagement. MHSA welcomes
partnerships with MHA-SF staff to ensure
Peers are as involved in this work as
possible.

Julian Plumadore*
Community
Advocate for the
Mental Health
Association of San
Francisco (MHASF)

*julian also serves
as a Co-Chair for

| the SF MHSA
Advisory
Committee.

Recommendations for developing a
Consumer Training Program for peer
employees in San Francisco include:

e Begin with a survey targeted to
peers currently employed by ‘
MHSA-funded programs in San
Francisco.

* Discuss the foundation of peer
roles.

e Provide Essential Skills training.

Peers are included in the development of all
new programs developed and funded by MHSA.
These elements will be presented for
consideration to the Planning/Advisory
Committees tasked with developing the
Leadership Academy and the Advanced Peer
Certificate. '
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Eduardo Vega, The following are themes from a letter | The following are themes from a response letter
Executive Director, submitted by Mr. Vega two days prior | from SF MHSA Director, Marlo Simmons:
MHA-SE to the close of the 30-day public e The Integrated Plan is the product of an
comment period. extensive Community Pianning Process that
e The plan contains substantially began in February 2012.
positive and important directions | ®  The plan provides a detailed overview of the
for utilizing San Francisco county CPP and how SF MHSA actively
Mental Health Services Act involves stakeholders on all levels of MHSA
(MHSA) dollars in the upcoming planning and implementation.
three years. , *  We were not able to extend the comment
¢ | am concerned that San Francisco period, as doing so would have resulted in a
community members were not delay submitting the plan to the SF Board of
adequately engaged with the Supervisors until after they return from
MHSA planning process as their
required by MHSA State summer break.
regulations. _ e The work of SF MHSA is constantly evolving
* He proposes to delay the public- and includes countless opportunities for you
hearing and extend the public and your agency to get more involved in
comment period to allow for 1) ongoing SF MHSA work.
public forums, 2) additional e For FY 14/15, our CPP plans include: 1)
outreach by his organization, 3) to working to strengthen ties between the
consolidate public MHSA Advisory Committee and the CBHS
comment/discussionina Client Council, 2) including funding for a
separately distributed document. Peer Leadership Academy in a soon-to-be-
released RFQ, and 3} working with the
Advisory Committee to develop a more
forma| structure, including clearer roles and
responsibilities, and new recruitment
strategies.

Organization of this Report

This report illustrates progress in transforming San Francisco’s public mental health system to date, as
‘well as efforts moving forward. The following seven sections describe the overarching purpose of each
of San Francisco’s MHSA Service Categories. Each program section includes information on the
background and community need, a program overview, the target population and numbers served,
projected outcomes, as well as the participant engagement and community program planning (CPP)

process-Theoutcomestisted-foreachsectionaretheoutcomes SFHVHSA-intends toreportinannuat
updates. Plans to expand certain service categories or develop new programs are highlighted and
discussed at the end of each section. o

The program sections also include estimates of budget expenditures for FY14-15, as well as costs per
client based on projected annual goals for clients and individuals to be served. These numbers are an
approximation only. Consequently, these amounts should be regarded with caution and utilized for
informational purposes only.
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2. Recovery-Oriented Treatment Services

Recovery-Oriented Treatment Services include services traditionally provided in the mental health
system including screening and assessment, clinical case management, individual or group therapy and
medication management. These services support the MHSA’s philosophy that mental health needs are
not defined by symptoms but rather by a focus on achieving, maintaining, and promoting the overall
health and well-being of the individual and family. The MHSA’s philosophy recognizes and builds upon
the areas of life in which individuals are successful by promoting strengths-based approaches,
emphasizing the recovery process, and encouraging resilience to help individuals live with a sense of '
mastery and competence.

- The majority of MHSA funding for Recovery-Oriented Treatment Services is allocated to Full Service
Partnership (FSP) Programs. The remaining funds are distributed to the following: (1) the Behavioral
Health Access Center, (2) the Prevention and Recovery in Early Psychosis Program, (3) Trauma Recovery
Programs, (4) the Integration of Behavioral Health and Juvenile Justice, (5) the integration of Behavioral
Health and Primary Care, (6) Dual Diagnosis Residential Care and (7) Expanding Outpatient Clinic
Capacity. INN funding also supports several programs in this MHSA service category.

Full Service Partnership Programs

Background and Community Need

Full Service Partnership {FSP) programs were designed to serve Californians in all phases of life who
experience the most severe mental health challenges because of illness or circumstance. This population
has been historically underserved and has substantial opportunity for benefits from improved access
and participation in quality mental health treatment and support. '

The FSP model is grounded in earlier effoﬁs, namely Assembly Bill 2034 (AB 2034) and its predecessors.
AB 2034 was unique in its focus on serving homeless individuals with serious mental illness, the “housing
first” mandate, flexible funding, and the collection and reporting of client and systems outcomes in “real -
time”. The final analysis of ABV 2034 reported substantial quality of life improvements, as well as
marked cost savings for our systems of care. Accordingly, the primary purpose of Proposition 63 was to
expand this proven model to everyone who needed that level of care. Counties are mandated by MHSA

to spend 51% of MHSA funds on FSP.

Program Overview

FSP programs reflect an intensive and comprehensive model of case management based on a client and
family-centered philosophy of doing “whatever it takes” to assist individuals diagnosed with Serious
Mental lliness (SMI) or Serious Emotional Disturbance (SED) to lead independent, meaningful, and
productive lives. Full Service Partnerships embrace client driven services and supports with each client
choosing services based on individual needs. Unique to FSP programs are a low staff to client ratio, a

20714-17 SF MESA Intagrated Plan 23

507



24/7 crisis availability and a team approach that is a partnership between mental health staff and
consumers. FSP programs are capable of providing an array of services well beyond the scope of
traditional outpatient services. FSP programs address emotional, housing, physical health,
transportation, and other needs that will help them functlon mdependently in the community.

Nine FSP programs served a diverse group of clients in terms of age, race/ethnicity, and stage of
recovery. T his plan includes an expansion of FSP services for TAY and adults and the creation of FSP
programs for children 0-5 and their families. ‘

o EXthIt 4 Summary of Full Service Partnership Programs

Target
Population Lead Agency . Services

&  Provide SB 163 Wrap Around services so adolescents stay in family
settings within the community and achieve permanency and stability.
Access community resources to address the needs of the youth.
. = Facilitate transition to TAY services as they age out of CYF services.
. Seneca SF Connections
Children, Youth & ¥ Empower the careguver to care for the child.

“

Their Families 2 Provide intensive case management and wrap around services to children
"~ and their families to enable the child to remain at home and progress in a
Family Mosaic Project natural environment. ‘
Provide or arrange for mental health services, therapeutic services,
mentoring, respite care, and other services as individually developed
through the development of a comprehensive plan.

= Provide physical health care, mental health treatment, medication
) management, substance abuse treatment, employment assistance, post-
Family Service Agency employment support, benefits assistance and advocacy, and peer support
integrated into single service teams.
Transitional Age ¥ Work closely with housing servnces to help secure housing for the target

" Youth (TAY) ‘ population. |
% Utilize flexible funding to purchase specialized services and supports.

ages 16-25 % Develop comprehensive assessment and treatment care plans.
© Provide intensive services that include mental health treatment and
Community Behavioral " substance abuse counseling.
Health Services-TAY ¥ Link clients to employment/job coachlng/placement education training on
independent living skills, referrals to legal assistance, recreation and social
activities, and coordinate with HSP for transitional and supportive housing.

#H

N
S

2814-17 5F EHSA Integrated Plan

508



Exhibit 4. Summary of Full Service Partnership Programs

Family Service Agency =

Hyde Street ' ]

Community Services #

-4
Adults
ages 26-59
SF Fully Integrated ]
Recovery Service Team
UCSF Citywide Case
Management B
Forensics

CBHS Transitions x

Older Adults Family Service Agency

Conduct outreach to homeless encampments, parks.homeless shelters,
and food programs, and other service locations.

Address immediate needs of potential clients such as food, shelter, '
clothing, and other amenities.

Provide health screening and first aid, dispense medications, prescribe
psychotropic medications with supervision from a psychiatrist and arrange
for medical treatment.

Provide mental health and substance abuse treatment and case
management.

Assist with initial application for benefits such as food stamps, Medl Cal
SSl, and other benefits.

Provide services to adult residents of the Tenderlom neighborhood of San
Francisco

. A multi-disciplinary staff works together to address the often complex

problems of the client population.

Adhering to a philosophy of providing integrated services, the program
welcomes individuals with co-morbid substance abuse probiems and
addresses those issues in both individual and group treatment.

Provide services (e.g:, individual or group therapy, medication
management) to individuals with SMI who have been homeless for an
extended time. Additional MHSA funded supports include payee services
and vocational training.

Promote-wellness and recovery.

Stabilize mental health symptoms and improve and sustain quality of life.
Provide wrap around services adhering to a Recovery Model, including:
intensive case management, individual and group therapy, medication
support services, peer support, and crisis intervention.

Provide integrated services including employment services, recreational
and community integration activities, benefits advocacy, money
management, linkage to primary care; and stable housing.

Small pilot focusing on care coordination from hospital discharge to
successful engagement with an outpatient clinic

Meet clients where most often found: non-office settings such as streets,
shelters and SROs
Conduct assessment and evaluation

ages 60+

Offer mental health treatment, including dual disorder servicés both
individual and group

Provide case management services and crisis intervention

Engage clients in vocational assessment and rehabilitation services.
Link clients to housing and follow-up in-home services.
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Target Population

The target population for FSP programs include low-income adults {18-60 years old), with histories of
serious and persistent challenges and often homelessness, in need of intensive case management and
other intenvention. The programs are especially designed to anticipate problems before they become
emergencies. '

Budget a nd Costs per Client

FSP expend itures for fiscal yeaf%i4—15 are prjected to be $9,491,468. The projected per-client costs
are detailed below.

Exhibit 5: Cost per Client

Full Service Partnership: CYF (0-5) ' 40 clients $400,000 $10,000

- Full Service Partnership: CYF (6-18) 270 clients $1,415,000 $5,241
Full Service Partnership: TAY (18-24) 90 clients $1,076,468 511,961
Full Service Partnership: Adults {18-59) 537 clients $5,850,000 $10,894

Full Service Partnership: Older Adults (60+) - 87 clients $750,000 . 88,621

Projected Outcomes

Since the inception of MHSA, the Full Service Partnership programs have demonstrated improved
outcomes in client functioning. During time spent in FSP treatment, clients register irhprovements in
residential settings reflected in the shift in days away from shelter/temporary housing, homeless,
criminal justice, and hospital settings to more stable settings. Rates of emergency events, such as

' arrests, mental health or psychiatric emergencies (which include substance use related events) and
physical health emergencies, as well as school suspensions and expulsions for young children and TAY,
also show d ramatic reductions for clients-enrolled in the FSPs.

In addition, a DCR Workgroup is convened monthly. The committee continues to monitor the quality of
DCR data for FSP outcomes reporting. The committee is working closely with programs providing online
‘support, training and data coding technical assistance. In the coming year, the Workgroup plans to
develop a “DCR Case Management” report. This new report will display client data for each FSP

" program, by case manager, on domains not previously reported on for San Francisco FSPs, such as: Legal
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(payee status), Financial Benefits, Connection to Primary Care, Education and Employment/Vocational
Tra'ining.

Graduation: The Ultimate FSP Outcome

A team of FSP staff, DPH evaluators and MHSA staff joined the California Institute for Mental Health
(CiMH) 15-éounty Learning Collaborative focusing on “Advancing Recovery Practices (ARP)” that ran for 14
months ending March 2013. The SF MHSA team extended the work an additional year, completing in
March 2014.

The primary goals inclUc_ied:

% |ncrease client and-provider discussions of recovery
=  |mplement tools and protocols that support client graduations into the community
% Increase client graduations into the community

CiMH provided an intensive structured curriculum to build capacity for recovery-oriented, strengths-based
mental health care, as well as change management under the Institute for Healthcare Improvement’s
well-established Model for Improvement. Through the iterative testing process and discussions, the team
developed a Recovery Checklist that has been adapted and adopted by other programs.

Clients who Met Treatment Goals (Graduated)

The percentage of FSP clients discharged who met goals improved, albeit modestly. Before discussions

began on the graduation criteria, zero (0) clients were discharged having “met goals”. With participation
in the ARP Learning Collaborative, increased emphasis on facilitating “graduations”, and implementation
of the Recovery Checklist, the rate of overall discharges declined, but the percentage who discharged
having met treatment goals increased on average. -

Program Specific Community Program Planning (CPP) Activities

FuifSeMcv%MasMpmgmmngagdeememdmvﬁﬁkeMHmhasﬁwmhevhnﬁngand
development of appropriate programming to meet the needs of the target population. Most of the FSP
programs have an advisory committee made up of clients, family members, staff and other concerned
citizens that meets regularly to discuss the current workings of the program, successes, as well as
opportunities for improvement. Together, the committee members strategize on how to expand and
capitalize on what is working well and the changes needed to make the program better able to support
the clients as they move towards wellness and recovery.

The programs also employ individuals with lived experience navigating the mental health system. These
individuals not only play a key role in supporting the clientele, but these peers are also instrumental in
2014-17 SF MHSA Integrated Plan . ’ 27
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informing the brogram planning process. Because they have also received, and are still recéiving,
mental health support services, they fully understand what clients are going through and what might
help them. :

Expahdin g Access to FSP Services

The Full Service Partnership funding expansion planning process spanned from July 2013 to April 2014
and involve d engaging and eliciting feedback from hundreds of stakeholders who have a vested interest
and knowle dge.of the populations serviced by these programs._._ . __ ..+ . —

All of the Full Service Partnership (FSP) programs were engaged in the planning process, as were the
various ongoing planning bodies that help to inform the work of CBHS, such as the MHSA Advisory
Committee and the CBHS Client Council. The leadership staff at CBHS also had a chance to voice their
suggestions . '

The following outlines the proposed expansions for FSP services:

TAY and Ad ult FSP programs each have significant waitlists of individuals in need of intensive, wrap-
around services. In order to help address that need for individuals with severe mental illness, it has been
proposed that additional funding be allocated to create additional FSP capacity by adding more clinical-

~ staff. The proposal would allow for two of the most impacted adult FSP programs to receive funding to
hire additio nal staff. Specifically, the additional funding would hire two clinicians at one of the FSPs and
a Cantonese-speaking case manager. Further, an additional clinical staff person is desired to help serve
the increasing TAY population that is in need of FSP services. With additional capacity, we can keep the
client/clinician caseload ratios in line with best practice. Proposed are the following program specifics:

¥ Cantonese speaking clinician

Children aged 0-5 are not being adequately served in our system of care. This is particularly true for
“youngest children who are in foster care or who have otherwise experienced trauma and are in need of
intensive mental health services. The family as a unit, as opposed to just the young child, would be the
target of the intervention. The idea is that MHSA could contract with a mental health agency to provide

_ FSP services to the 0-5 population and their families, with the following program specifics:

& Serwve approximately 16 young children and their families who are experiencing stressors and -
traumas, such as violence, abuse, and out-of-home placement.

= Low caseload (approximately six to eight families per clinician)

¥ Staffing: one Clinical Supervisor; two Licensed Clinicians; two Health Worker Il with substance
abu se expertise; two Resource Specialist to assist families obtain housing and other basic needs;
one Parent Peer, and one Youth Peer. All members of the staff will have expertise in early
childhood development. ‘
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-Behavioral Health Access Center

Background and Community Need

Designed in 2008 to promote more timely access to behavioral health services and to better coordinate

" the intake and referral process for individuals seeking services, the Behavioral Health Access Center
(BHAC) was one of the first projects funded by MHSA. The BHAC is a portal of entry into San Francisco’s
overall system of care and co-locates the following five behavioral health programs: 1) Mental Health
Access for authorizations into the Private Provider Network, 2) the Treatment Access Program for
assessment and placement into addiction and dual diagnosis treatment, 3) the Offender Treatment
Program (formerly SACPA Prop 36) to place mandated clients into addiction and dual diagnosis
treatment, 4} Centralized Opiate Placement Evaluation (COPE) and Office-Based Buprenorphine
Induction Clinic (OBIC) for evaluation and placement into Opiate Replacement Therapy, and 5) the CBHS
Pharmacy that provides buprenorphine for Integrated Buprenorphine intervention Services (IBIS) clients,
methadone maintenance for Office-Based Opioid Treatment (OBOT) clients, ambulatory alcohol
detoxification medications for Treatment Access Program clients, specialty behavioral health medication
packaging and serves as a pharmacy safety net for all CBHS clients.

Program Overview

As a program that serves clients on both a drop-in and appointment basis, BHAC seeks to provide the
necessary care_coordination for all San Franciscans in need of behavioral health care. BHAC has relied
on MHSA resources to increase the depth of clinical care and other services. Through the provision of
additional staff, clients receive a higher quality of care and are linked to services within a meaningful
period of time. This helps increase positive client outcomes and improves access to care. BHAC
programs are supported by an expanded team of MHSA-funded staff, including:

# A Psychiatric Nurse Practitioner who provides expertise in treatment planning, identification of
primary care concerns, and stabilization of behavioral health issues
=  Two Eligibility Workers who help increase client access to entitlements (e.g., Medi-Cal, Healthy
SF, and SFPATH) and to care through linkages with the Private Provider Network '
#  Two clinical pharmacists who provide expertise in client medication management services (e.g.,
-drug-specific monitoring)‘and-lead-client-medication-groups—A-full-time-pharmaey techniciap————————
who assists the CBHS Pharmacists to provide Substance Use Disorder Treatment medications,
clinical tracking and support to prescribers.

Target Population
The BHAC target population includes multiple underserved populations including the chronic and

persistently seriously mentally ill, substance use disorder and dual diagnosis clients. A substantial
number of clients are indigent, homeless, non-English speaking, and/or in minority populations
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One of the pharmacists is bilingual and provides direct client treatment for medication management,
medication review, and smoking reduction services to the Cantonese-speaking population at Chinatown
North Beach Clinic and Sunset Mental Health Center.

Budget and Costs per Client

Behavioral Health Access Center expenditures for fiscal year 2014-15 are projected to be $803,751. The
projected p er-client costs are detailed below.

Exhibit 6: Cost per Client -

[N

. Behavioral Health Access Center ' 1857 clients $803,751 $433

Projected Outcomes
BHAC seeks to achieve the following outcomes:

~ Provide timely access to behavioral health and physical health care
#  Increase access to public benefits programs
©  Improve system medication use:
& |mprove prescribing for Substance Use Disorder by all prescribers at CBHS
B Reduce polypharmacy of psychiatric medications '
8 Improve safe and appropriate prescribing of benzodiazepines

Program Specific Community Program Planning (CPP) Activities

BHAC employs both peer navigators and peer specialists. Clinical pharmacists engage clients and their
_caregivers in the community and clinic by providing bilingual drug information and pharmacy education
at meetings such as those held by the Family Alliance and CTNB Schizophrenia support group, as well as
at clinical pharmacist Q & A sessions. Clinical pharmaciéts also engage with stakeholders and clients
who are em ployed by CBHS in the planning and development of smoking reduction and healthy living -
programs. '

Prevention and Recovery in Early Psychosis (PREP)
Background and Community Need
Roughly half of all lifetime mental disorders have been shown to start by the mid-teens and three-

fourths by t he mid-20s. Severe disorders like schizophrenia are typicalfy preceded by earlier behavioral,
social and emotional signs and symptoms that seldom receive clinical attention. Research shows that
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intervening during the early stages of psychosis improves outcomes. However, treatment is often not
accessed until a number of years later. Missing this critical window for early intervention can lead to
greater suffering, trauma and fu nctional deterioration.

Program Overview

PREP is an early intervention treatment program for schizophrenia and early psychosis for individuals
between the ages of 16 and 30 to support symptoms remission, active recovery, and full engagement
with family, peers, and coworkers. This model is based on established programs internationally in
Australia and the United Kingdom, and nationally in the state of Maine, among other sites. PREP

_treatment services include the following: algorithm-based medication management, cognitive
rehabilitation, cognitive behavioral therapy for early psychosis, multi-family groups (MFG), strengths-
based care managemenf, and neuropsychiatric and other advanced diagnostic services. PREP has a
significant outreach component that obtains referrals of appropriate clients into the program, and that
is designed to reduce the stigma of schizophrenia and psychosis in general and promote awareness that
psychosis is treatable.

Since its launch in 2010, the PREP program has demonstrated positive outcomes with participants
demonstrating reductions in mental health symptoms and increases in functioning, guality of life,
engagement in services and satisfaction with services. The program has also significantly reduced
hospitalizations among participants. ' B

Target Population

PREFf'serves youth and young adults between the ages of 14-35, with most clients being transitional age
youth (TAY) who fall between the ages of 16 and 24. The proygram targets individuals who had their first
psychotic episode within the previous two years or who, as identified in the PREP diagnostic assessment,
are at high risk for having their first episode within two years. Due to the nature of psychosis — which
strikes without regard to income or socioeconomic status.— the distribution of cases is expectedto
approximate the demographic distribution of youth and young adults in San Francisco, but with a
somewhat greater proportion of low-income youth and families. PREP partner organizations Larkin
Street Youth Services and the Sojourner Truth Foster Care Agency work with special populations of at-
risk yol lfhi\i,éiosteméreandh.omdecc youth)

PREP operates citywide and offers services at the PREP San Francisco office. However, when requested,
‘therapists and staff meet with clients at offsite locations (e.g. client’s home, school, etc.) throughout the
city. PREP also conducts outreach throughout San Francisco and recently began conducting additional
outreach to the Bayview Hunters Point neighborhood (zip code: 94124).

Budget and Costs per Client
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PREP expen ditures for fiscal year 2014-15 are projected to be $931,770. The projected per-client costs
are detailed below. : o

Exhibit 7. Cost per Client

Prevention and Recovery in Early
Psychosis (P REP) '

Projected Outcomes
The PREP program seeks to achieve the following outcomes:

Participants will have reduced symptoms of depression, anxiety and psychosis
Participants will have reduced number of acute psychiatric inpatient hospital episodes
Participants will develop and use resources to function more effectively and independently, and
buil d capacity to cope with challenges they encounter

& Participants with goals of obtaining positions in competitive employment will engage in new
employment or education

= Participants will report high levels of satisfaction and engagement.

Program-Specific Community Program Planning (CPP) Activities

PREP promotes participant involvement in program outreach through the PREP Youth Advisory Council
(PYAC). PYAC conducts youth professional development training and provides them with skills to
conduct outreach to their peers. In FY 12-13, MHA-SF screened, interviewed and hired eight PYAC
members, including two current PREP clients and one PREP Alumnus.

Trauma Recovery Program

Backg'rou nd and Community Need

Children and youth impacted by trauma, including community violence, face serious risk for multiple
health and social problems including physical injury, post-traumatic stress syndrome, incarceration, and
social isolation. Cultural, linguistic and socially relevant services serve as vehicles in the engagement,
assessment, differential diagnosis and recidivism of youth and their families. Services that integrate
various interventions — e.g. crisis intervention, family support, case management and behavioral change
— within the context of values, beliefs and norms rooted in the community being served have been well
documented and underscore the importance of providing culturally proficient models of service.
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The Trauma and Recovery project was selected during the original CSS planning process to address the
need for community-based, client-driven prevention and early intervention for individuals, families and
communities impacted by violence.

Program Overview

The Trauma and Recovery Program aids youth and families through compréhensive services that aim to
reduce psychiatric symptoms, increase functioning and increase coping skills and lessen the likelihood
for further intervention in the future. Crisis response and mental health assessment services for
students occur on select public school campuses, and services emphasize collaboration with students’
parents/caregivers. In addition, one-time and on-going mental health support of teachers, staff and
parents/caregivers are available on an individual and group basis.

The original Trauma Recovery Program involved two MHSA-funded lead agencies partnering with a web
of community based organizations. The organizations center on frontline violence prevention and
intervention responder programs that deliver outreach, assessment, crisis and short-term counseling,
and case management. Additionally, these lead agencies provide mental health consultation to this web
of organizations, where the treatment’s focus is recovery from traumatic response and the symptoms
that stem from chronic and/or complex trauma.

Beginning in FY 13-14, the program was expanded to include fuhding for another agency to implement a
pilot to address the unmet mental health needs of Latino youth and families who are traditionally
unwilling to pursue treatment from the mental health system, and whose resistance is further
exacerbated by geographical/ gang boundaries that preclude youth from accessing scarce mental health
resources due to their location in danger zones. With a focus on addressing the pervasive trauma
experienced by this community, the pilot program includes a treatment model that combines culturally
informed, evidence-based substance abuse and mental health practices. The pilot also includes mental
health training and consultation for agency staff. '

Target Population

The programs described aboye provide individual and family centered intervention to the following
target populations.

% Youth ages 14 to 25 and their families who reside in the Mission District and Latinos citywide
with trauma recovery services. The target population is youth and their families affected by
street and community violence. This program primarily focuses on the 94110, 94112, 94102 and
94103 zip codes. Individuals and/or families suffering from or at-risk of trauma will receive face-
to-face assessments and treatment with Clinical Case Managers, with individuals receiving an
average of three to nine months of sessions. The focus of treatment is recovery from traumatic
response and the symptoms that stem from chronic and/or complex trauma.
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#  Sch ool-aged public school students who reside in communities that struggle with violence
(Bayview Hunter’s Point, Potrero Hill and Western Addition). Clients représent a diverse mix of
race/ethnic groups including African American, Latino, Asian & Pacific Islander and Caucasian.
Youth are assessed and linked to services via crisis response and mental health assessments
delivered at public school campuses. Students served are either referred or identified by school
staf as in need of help but do not qualify for specific mental health programs offered on
campus. ' '

Budget and Costs perClient ~
"The expend itures for Trauma Recovery Services for fiscal year 2014-15 are projected to be $547,000, the
majority of which are allocated to direct services. The expenditures for specific service modalities are
listed in Exhibit 8 below.

Exhibit 8. Cost per Client

* Direct Service 83 clients $351,174 $4,231
Consultation ' 461 participants ‘ $195,826 ‘ $425
Services

Projected Outcomes
The recovery and trauma programs seek to achieve the following outcomes:

©  Participants will experience improvements in symptoms of depression, anxiety, self-concept
and/or behavior '
Participants, including youth, parents, and community violence response staff, will have
increased understanding of trauma related conditions and appropriate interventions
¥  Participants will report fewer trauma-related emotional and psychological symptoms (e.g.,
- irritability, feelings of hopelessness, avoidant behaviors)

ProgramQSpecifi.c Community Program Planning (CPP) Activities

Participants are engaged throughout the program design and implementation phases through the

following activities:

20614-17 5F RTHEA Integrated Plan : ) 34

518



s Consumer participation in Program Design: Peace Dialogues’ participants are instru mental in
the design of the program and lead the implementation and facilitation of efforts with the
suppdrt from program staff.

& Consumer participation in evaluation of Mental Health Interventions: program participants
take pre- and post-test surveys that inform the impact and design of the program’s efforts.
Clients are asked to self-report on the benefits of mental health services and provide the mental
health specialist with feedback for when therapy is not working for them during their treatment
time. )

Expanding Trauma Recovery Services in District 10

For over three decades, community
violence has had a devastating impact
on of communities within San
_Francisco’s Southeast Sector or
“District 10”. Today, trauma affects
many young people and their families,
with damaging long-term physical and
emotional impacts. According to data
from the City and County of San
Francisco’s Community Behavioral
Health System, 64% of children and
youth in District 10 have been exposed
to at least one type of trauma and
more than one third of all child and
youth clients have been exposed to multiple types of traumatic events (38% and 36%, respectively).

While community violence and the resulting trauma have been identified by community members,

public health representatives, and the City as one of the most important issues impacting District 10, not

enough has been done to provide systematic and sustainable healing and treatment service. On

November 13, 2012, approximately fifty providers, experts and members of the City and County of San

Francisco convened for the Southeast Trauma Summit, partially funded by MHSA, to create a practical
——————piamﬁectiveivaddresﬁheheﬁingneedﬁvﬁesidmimmﬁeﬁwomnﬂvmbnmmmma—*w

within District 10. The purpose of the summit was to: ' '

Identify best practices for trauma related to community violence in the Southeast.
Identify service providers within the Southeast Sector to provide healing and treatment for
youth and families impacted by trauma related to community violence.

= Develop strategies to shift City funding to culturally competent providers within the Southeast
sector to provide treatment and healing services for trauma related to community violence. .
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The summit emphasized a new approach to community violence and resulted in recommendations to

meet the nexeds of the residents of District 10 in a coordinated fashion. MHSA is currently working with

communlty representatives and organizers of the Trauma Summit to develop and implement a

Treatment and Response Approach that incorporates recommendations outlined in the D-10 Trauma,

Summit Report. While details of a program and expenditure plan need to be developed and a
competitive bidding process is pending, $200,000 has been allocated to this effort.

Integra tlon of Behaworal Health into the Juvenile Justlce
System

Background and Community Need

Both nation ally and locally in San Francisco, over 70% of youth involved in the juvenile justice system
have behavioral health problems. Detention offers a critical window to link youth to appropriate mental
health services. However, alarmingly high numbers of youth in juvenile justice systems nationwide have
untreated mental health needs that may be the basis of their delinquent and risk-taking behaviors and
pose obstac les to rehabilitation, thus contributing to increased recidivism. '

With differexnt roles to play, probation and community mental health can be at odds about how to best
address the needs of youth'who have committed crimes and have had difficulty engaging in treatment.
In the absenice of objective information, especially at a time of crisis, these differences can undermine
collaboratio n, breakdown communication and result in uncoordinated and opinion-driven plans that
lead to the wrong door or no services, and uitimately, poor outcomes for youth.

- Program Overview

AlIM (Asses s, Identify Needs, Integrate Information, and Match to Services) Higher takes a
collaborativ.e path that eliminates subjectivity and puts standardized identification of youth needs and
strengths w ith the Child Adolescent Needs and Strengths (CANS) assessment at the center of a
structured decision-making, service planning and treatment engégement process. AllM Higheris a
probation-b ehavioral health assessment and planning program that connects and suppdrts the =
engagemén't of youth and families'in appropriate and effective services. AlIM provides a continuum of
services including: behavioral health screening within the juvenile justice system; consuitation with
probation, courts, and other legal stakeholders and community providers; resource referral and
information ; standardized assessment; and linkage and engagement services for youth and families; and
family-drive n care planning. AlIM provides services through a multidisciplinary team that includes a
psychologist, social workers, a psychiatrist, and an occupational therapist.

In addition to the core services descfibed above, AlIM Higher oversees three therapeutic court
programs, the Juvenile Wellness Court, the Juvenile Drug Court, “SF-ACT” and the Competency
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Attainment Program. The SF-ACT Intensive Outpatient Treatment program based at Civic Center
Secondary is an unprecedented collaboration among the Superior Court, Juvenile Probation,
Department of Children, Youth & Families, SFUSD, the Department of Public Health, Richmond Area
Multi-services, Inc., and Catholic Charities, it is also supported in part by MHSA funding and will serve 40
youth during this pilot year.

MHSA also provides funding to support a half-time Psychiatrist at the Juvenile Justice Center to provide
medication management and support services to incarcerated youth in an effort to improve outcomes
after discharge. :

Target Population

The programs making up the Integration of Behavioral Health and Juvenile Justice serve youth ages 11-
21 and their families. African American and Latino youth are overrepresented in the juvenile justice
system and make up the majority of who is served. AlIM.Higher operates citywide and serves youth and
their families wherever they feel most comfortable whether it is at home, school or in the community.
Services are also offered at the Juvenile Justice Center, 375 Woodside Ave, Room 225 and 606 Portola
Avenue.

Budget and Costs per Client

Program expenditures for Integration of Behavioral Health and Juvenile Justice for fiscal year 2014-15
are projected to be $470,189. The projected per-client costs are detailed below.

Exhibit 9. Cost per Client

Integration of Behavioral Health Into the 512 clients $470,189
Juvenile Justice System

!

B

D - Capan Y - )
FTojeCilcu vuwLuime

Youth and their families are engaged in services

= Youth participants who transition back into the community are successfully linked to behavioral
health services '

®  Recidivism rates among AlIM youth will be decreased ‘

& Participants will report a decrease in their needs and risks and improvement in life functioning
on their most recent Child and Adolescent Needs and Strengths (CANS) assessment
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=  Probbation and providers are collaborating more in the management and delivery of enhanced
senvices

Integration of Behavioral Health and Primary Care

Béckgrou nd and Community Need

- Too many p eople g0 Without their mental health needs being adequately identified and addressed. Of
equal concern is the substantial physical suffering and premature death for individuals with serious
mental illne ss. To address these concerns, the Department of Public Health has been making great
strides to integrate physical and behavioral healthcare. In 2009, after an extensive community planning
process, DP H decided to implement the Primary Care Behavioral Health Model in DPH primary care
clinics. In this model, behavioral health clinicians work as a member of a primary care team providing
services to patients in primary care clinics. Services include the delivery of brief, evidence-based and
practical int erventions, consultation to primary care team members, and participation in population-
based care ““pathways,” and self- and chronic-care management services (e.g., class and group medical
Visits}). MHS A has provided resources to support this initiative.

Program Overview

MHSA supports behavioral health staff stationed at the following Primary Care Clinics:

=  Chinatown Public Health Clinic — Disability Clinic
#  Cole Street Clinic

#  Larkin Street Youth Clinic

= Curry Senior Center Primary Care Clinic

#  Southeast Health Center

IMHSA also supports primary care staff stationed at the following mental health clinics:

South of Market Mental Health
Beh avioral Health Access Center
Chinatown Child Development Center

oW

Target Population

The target populations for these services are individuals and families served in primary care clinics with
unidentified behavioral health concerns, as well as individuals and families served in mental health
clinics with complex physical health issues or unidentified physical health concerns.
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Bulldmg Brldges. Linking Clinic Integratlon Activities with School Based
Services (INN Funded)

Building Bridges, now in its second year, was designed to test a staffing model to promote
interagency collaboration between DPH Community Health Programs for Youth (CHPY) clinics and
San Francisco Unified School District. Youthlliving in neighborhoods like Hunter’s Point, Sunnydale,
and other neighborhoods in the Southeast section of San Francisco, are at significant risk for
‘exposure to community violence, family upheaval and other factors that may cause and exacerbate
behavioral health problems. Reaching many of these youth in the community is often difficult due

- to (1) stigma associated with accessing mental health services, {2) youth not kndwing where to go if
they are interested in services, and (3) fears around consent and confidentiality. Additionally, many
youth with mental health issues go to primary care services with physiological complaints that are
actually psychological in nature. For these youth, an interagency collaborative approach between
schools where youth should be daily, community behavioral health providers and primary clinics
potentially supports increased access for youth and a streamlined system for professional linkages
and referrals for care.

The addition of an INN-funded position enabled the Balboa Teen Health Center {BTHC) to increase
individual behavioral health services from 2,280 to 2,605 individual encounters, and overall groups
by approximately 10%. Moreover, as this position' was filled by a Cantonese-speaking therapist,
service utilization by this population of youth, many of whom tend to present with ahxiety and
depressive disorders, increased by 17%. MHSA funds have allowed the 3" Street Youth Center and
Clinic to build significant school-linked services in the southeast sector of the city and attempting to
‘better address the significant overall health needs of the youth in this community. The MHSA-
funded psychologist allowed deeper connection with more youth, to build rapport, and eventually
support stronger connections to other services that are clinic-based in their community. The MHSA-
funded position of a social worker at Hawkins Clinic, located in Visitacion Valley has created major
inroads in working more effectively with youth, particularly males, from the that southeastern
nelghborhood These youth are highly likely to have expenenced significant trauma in their lives

which affects both their positive development and attachment to school.

Budget and Costs per Client
Program expenditures for Integration of Behavioral Health and Prlmary Care for fiscal year 2014-15 are
projected to be $1,179,270. The projected per-client costs are detailed below. '
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Exhibit 10. Cost per Client

Integration of Behavioral Health and 2000 clients $1,179,270 $590
Primary Care

Projected Outcomes—— . .

Programs sexek to achieve the following outcomes:

= Increase the provision of behavioral health screening and intervention in primary care settings

% |ncrease the provision of evidence-based short-term treatment interventions at DPH primary

Care Clinics '

Decrease in symptom levels from baseline

Increase number of referrals to specialty mental health clinics : ,

#  Increase the number of individuals with behavioral health concern that are successfully
mamaged in a primary care setting

[

Enhancin g Integration with Behavioral Health Homes

MHSA is supporting the implementation of a novel model of integrated care called the Behavioral Health
Homes (BHH) by funding the Chief Medical Officer for the BHH Initiative. In his role, Dr. James Ryan
Shackelford will be responsible for the strategic planning, oversight, and implementation of the
initiative. WZithin a BHH, clients will receive an increased level of team-based care related to their
physical conditions including primary care services for acute and chronic conditions, coordination with
medical and surgical specialists as well as with social service and community agencies, system
navigation, and enhanced service integration through team-based care, quality improvement and
population imanagement principles. Dr. Shackelford will work closely with SF Health Network executive
leaders in P rimary Care, Behavioral Health and Ambulatory Care to create the training structure that will
sustain this Model of Integrated Care uniformly across SFHN Behavioral Health Clinics.

Dual Diagnosis Residential Treatment

Background and Community Need

Residential treatment was identified as a priority by the MHSA planning task force in SanFrancisco.
Specifically, the original CSS plan called for additional beds to offer an opportunity for consumers
undergoing acute crisis to receive support towards stabilization, and engage in a partnership with the
system towards recovery. ' '
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Program Overview and Target Population

Dual diagnosis residential treatment services are provided to individuals who do not have Medi-Cal
coverage and who would otherwise not be eligible for services. As a result of the Affordable Care Act
(ACA), more individuals are now eligible to enroll in MediCal than ever before. SF MHSA intends to
partner with the service provider and other stakeholders to evaluate how ACA may impact the target
population for this program.

Budget and Costs per Client

Healtthght 360 expenditures for fiscal year 2014-15 are prOJected to be $85,309. The projected per-
client costs are detailed below.

Exhibit 11. Cost per Client

Dual Diagnosis Residential Treatment 25 clients $85,309 $3,412

Projected Outcomes

The dual diagnosis residential treatment and support programs seek to achieve the following outcomes:

= Clients are linked to an appropriate level of continuing care and support

Z Clients are linked to a primary care home

2 Clients will avoid hospitalization for mental health reasons for the duration of their stay
-4

Clients will report increased quality of life (versus self-report at intake)

Program Specific Community Program Planning (CPP) Activities

Peer staff conducts outreach to the provider community, criminal juétice system, homeless shelters,

. medical providers and other substance abuse treatment programs through regular presentations,
participation in community meetings, and public health meetings.

Expanding Outpatient Mental Health Clinic Capacity

Program Overview and Térget Population
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In recognition of disparities inaccess to behavioral .

health treat ment for certain populations, th‘is,
program has expanded the staffing capacity at
outpatient rmental health clinics to better meet the
treatment re eeds of underserved communities.
Funding through this initiative has allowed for
expanded capacity at the following clinics to serve
the populat fons noted.

% South of Market Mental Health Clinic—
homeless individuals with dual diagnosis
T South East Mission Geriatrics — older adults
Mis sion Mental Health — monolingual
. Spanish speaking adults

)

'Projected Outcomes

Programs seek to achieve the following outcomes:

K\Iew Position: MHSA Wellness and

Recovery Program Manager

The FY 13-14 MHSA budget includes an additional
position for a MHSA Wellness and Recovery Program
Manager. Once hired, this Program Manager will work
collaboratively with CBHS staff, consumers and other
'——'eem—lmunit—yfsrt—arkeholdrers—to—develep, implement and
evaluate projects to promote the principles and
practices of wellness and recovery across the CBHS
systems of care. The position will also entail
identifying and supporting the implementation of
evidence-based and promising practices, designing
and conducting research and planning activities, and
“developing and conducting training, as well as
providing technical assistance.

®  Increase access to care for underserved communities
#  Improve the capacity of clinics to provide culturally comipetent care

Budget and Costs per Client

Expanding dutpatient mental health capacity expenditures for fiscal year 2014-15 are projected to be
$338,323. T he projected per-client costs are detailed below.

Exhibit 12. Cost per Client

Expanding Outpatient Mental Health 150 clients $338,323 $2,255
Clinic Capacity
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________CapacityBuilding, and (6) Comprehensive Crisis |

3. Mental Health Promotion and Early
Intervention (PEl) Services

In half of the lifetime cases of mental health disorders, symptoms are present in adolescence (by age

14); in three-quarters of cases, symptoms are present in early adulthood (by age 24). There are often
long delays between onset of mental health symptoms and treatment. Untreated mental disorders can
become more severe, more difficult to treat, and cause co-occurring mental ilinesses to develop.

Currently, the majority of individuals served by CBHS enter our system when a mental illness is well-
established and has already done considerable harm (e.g. prison, hospitalization or placement in foster

- care) despite the fact that many mental health disorders are preventable and early intervention has

been proven to be effective.

~ With a focus on underserved communities, the
primary goals of Mental Health Promotion and
Early Intervention (PEI} Services are to raise
awareness about mental health, address
mental health stigma, and increase access to
services. PEI builds capacity for the provision of
early intervention services in community-based
settings where mental health services are not

traditionally provided (e.g. community;based
organizations, schools, ethnic specific cultural
centers and health providers).

The PEl service category is comprised of the
following: (1) Stigma Reduction (2) School-
Based Mental Health Promotion (K-12), (3)
School-Based Mental Health Promotion (Higher
Ed) (4) Population-Focused Mental Health
Promotion, (5) Mental Health Consultation and

Services. INN funding also supports several
programs in this MHSA service category.

Stigma Reduction

Program Background

Statewide PEI Projects

MHSA included funding for three Statewide
Prevention and Early Intervention Projects: Suicide
Prevention, Student Mental Health Initiative, and
Stigma and Discrimination Reduction. In 2009, San
Francisco received an annual allocation for
Prevention and Early Intervention Statewide Projects
of $755,100 for a period of four years. San Francisco
allocated this funding to the Joint Powers Authority
known as the California Mental Health Services
Authority (CalMHSA). CalMHSA was founded by
member counties to jointly develop, fund, and
implement mental health services projects and
educational programs at the State; regional, and local
levels.

Since the adoption and implementation of the
in 2011, the investment by counties and the impact of
the statewide PEIl Projects resutlted in CalMHSA Board
actions to continue to find a funding solution for
continuing PEl Statewide Projects. In support of this
plan to sustain statewide PEI work, San Francisco, has
>proposed making a contribution of $100,000 in FY 14j

15, or 2% of its local PE! allocation to CalMHSA.

Sharing Our Lives, Voices and Experiences

4
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(SOLVE) is a stigma elimination program. SOLVE trains people in the community who have been living
with mental health challenges to share their personal experiences. By telling their stories, these peer
educators h elp to reduce the social barriers that prevént people from obtaining treatment. The SOLVE
Speakers Burreau consists of an array of people who have had challenges in their lives with mental health
condiﬁons and who come forward to talk openly about these experiences by sharing their stories of
struggle, ho pe and triumph with others. SOLVE’s mission aims to decrease the fear, shame and isolation
of those with mental health challenges and conditions through peer education.

Target Population ... . . ——

SOLVE spea kers reach individuals including community members, public policy makers, health care
providers, corporate and community leaders, students and school employees, law ehforcement and
emergency service providers, and behavioral health providers. Geographically, SOLVE will target
individuals 1.8 years or older within communities that are severely under-served and less likely to access
or obtain support for prevention, wellness, and recovery. These areas include the Tenderloin, Mission,
Bayview/Hunter’s Point, Excelsior, Chinatown, and Visitacion Valley neighborhoods in San Francisco.
SOLVE will work with community centers, religious institutions, and schools in each of these areas to
deliver culturally-specific neighborhood-based presentations and provide linguistically appropriate -
referral materials. SOLVE will also leverage community and partnership resources in order to provide
interpretation for presentations to monolingual Chinese, Russian, Spanish, and Tagalog-speaking
audiences. I n addition, SOLVE will target more of the diverse gender-variant community within San
Francisco.

Budget and Costs per Client

SOLVE expe nditures for fiscal year 2014-15 are projected to be $175,000. The projected per-client costs
are detailed below. ‘

Exhibit 13. Cost per Client

SOLVE Stigma Reduction 1600 participants .  $175,000 $109

Projected Outcomes’
The SOLVE program seeks to achieve the following outcomes:
& Presentation attendees will:

% Demonstrate a better understanding of the effects of stigma on people with mental
health challenges and conditions
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= Demonstrate a better understanding of mental health challenges and conditions,
= Express less fear/more acceptance of people with mental health challenges
5 Peer Educators will report experiencing reduced self-stigma, reduced risk factors, improved
mental health, improved resilience and protective factors, increased access to care and
empowerment

Program Specific Community Program Planning (CPP) Activities

The 25-30 consumers trained and supported to be SOLVE speakers are engaged in all elements of
program implementation and evaluation. Experienced SOLVE speakers are involved in the training of
new speakers.

School-based Mental Health Promotion (K-12)

Program Overview

School-Based Mental Health Promotion — a collaboration of community-based organizations and San
Francisco K-12 campuses —applies school-based best practices that address non-academic barriers to
learning. These prbgrams support student success by combining the full spectrum of prevention, early
intervention, and linkages to behavioral health services (e.g., wellness promotion workshops, family
engagement and support, career planning, mentoring, crisis intervention, case management) with
existing resources already.housed in school settings. Presently, these services are provided at the
following schools:

Burton High School

Balboa High School Teen Health Center
Charles Drew Preparatory Elementary School
Hillcrest Elementary School

James Lick Middle School

June Jordan High School

San Francisco School of the Arts High School

Wwos R W Om o' M

Target Population

The target population for these programs is low-performing students who are experiencing school
difficulties due to trauma, immigration stress, poverty, and family dysfunction.

Budget a.nd Costs per Client

School-based Mental Health Promotion (K-12) expenditures for fiscal year 2014-15 are projected to be
$991,000. The projected per-client costs are detailed below. '
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Exhibit 14.

p ogra

School-Based Mental Health

3009 clients $495,500

Cost per Client

Promotion (K-12) — Prevention
Activities _
School-Based Mental Health . 700 clients $495,500  $708

Promotion (K-12) — Early Intervention
Activities

Projected Outcomes

The School-Based programs endeavor to
increase the capacity of school staff to address
the behavioral health needs of the children in
their care, as well as empower the youth
themselves to seek and engage in supporfive
services. Sp ecifically, they seek to achieve the
following outcomes:

Teachers will report that they can
respond more effectively to student’s
" behavior.

¥ Students will show a marked
red uction in the frequency of
behavioral or emotional outbursts in
the classroom, .

@ Students will be able to identify
services they can access for support
and will rate their comfort level in
accessing these services as
moderately comfortable or better.

= Students will be able to identify skills
they can successfully utilize to reduce
stress or other related symptoms.

potlight on K-12 ProgramS’ Evaluation
~ Efforts

K-12 programs’ evaluation efforts are centered on five
providers — three in high school settings and two in
elementary school settings. All five programs identified
a common outcome. Elementary providers chose to
focus on teacher self-efficacy, while the high school
providers focused on school connectedness, with an
emphasis on positive relationships with adults in school.
Elementary programs used the Teacher Opinion Survey,
while high school programs used a slightly adapted
section of the California Healthy Kids Survey.

Programs have currently completed the collection of pre-
survey data from providers working in elementary
schools, and have 36 teacher surveys. The high school
providers work with students on a rolling basis and
anticipate collecting more pre and post-surveys. Surveys
from 70 students have been collected so far. »

Programs will also collect qualitative data in the form of
feedback from teacher focus groups at elementary sites,
student interviews at high school sites, and interviews
with providers to document lessons learned for future
MHSA evaluation efforts.

207417 5F MHEA Inteqie
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Program Specific Community Program Planning (CPP) Activities

The School-Based programs will continue to engage school-based staff in the development and
implementation of the interventions provided on-site. Progranis based in high school recruit and train
peers to conduct outreach, psycho-social education and peer support. In addition, staff, as well as youth,
will continue to take part in the robust program evaluation that is currently being conducted in -
partnership with all the school-based programs and lead by consulting firm Learning for Action.

School-based Mental Health Promotion (Higher Education)

Program Overview

School-based programs focused on higher education include partnerships with California Institute of
Integral Studies (CIIS) and the Student Success Program at San Francisco State University. The CIIS MHSA
project expands student support services within ClIS’s School of Professional Psychology (SPP) program
to increase recruitment and retention of students from underrepresented groups through a variety of
activities {e.g. trainings, individualized educational plans, workshops on the management, referrals). An
innovative program on the San Francisco State Univérsity (SFSU) campus, the Student Success Program —
located in the College of Health and Social Sciences —is designed to increase university access and
enrollment, enhance retention and maximize graduation rates among consumers, family members of
consumers and members of underserved and underrepresented communities who are preparing for
careers in the public behavioral health field.

Target Population

Target pdpulations are behavioral health consumers, family members of consumers and members of
communities that are underserved and underrepresented in the public behavioral health workforce —
e.g. African Americans, Latinos, Native Americans, Asian Pacific Islanders and students who identify as
LGBTQQI. The program is designed to support transitional age youth and adults who have experienced
bio psychosocial and environmental stressors that have negatively impacted their academic
performance (e.g. mental/physical health issues, poverty, substance abuse, incarceration).

Budget and Costs per Client

School-based Mental Health Promotion (Higher Education) expenditures for fiscal year 2014-15 are
projected to be $417,226. The projected per-client costs are detailed below.
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Exhibit 15. Cost per Client

School-Baserd Mental Health 14,901 individuals $208,613 $14
Promotion ( Higher Education) —

Prevention Activities .

~ School-Baserd Mental Health 470 individuals $208,613 S444
Promotion (Higher Education) — Early : '

Intervention Activities

Projected Outcomes
School-based programs focused on higher education seek to achieve the following outcomes:

Increase university access and enrollment

#  Enh ance retention and maximize graduation rates among individuals and family members with
lived experience ' .

©  Expand student support services including initial assessment, individual planning, academic and
pee r counseling

Program Specific Community Program Planning (CPP) Activities

Student Success Program services are student-driven and include counseling, coaching, advising, crisis
intervention, career planning and professional development, peer mentorship, community building and
“social activities. Both school programs actively engage student’in the development, implementation and

evaluation of programming.

Population-Focused Mental Health Promotion and Early
Intervention

Background and Community Need

San Francisco’s original PEI plan included a Holistic Wellness Initiative that was adapted from a model of
best practices developed for San Francisco’s Native American population (i.e., the Holistic System of '
Care for Native Americans in an Urban Environment). The Holistic Wellness Initiative, designed to meet
the cultural and linguistic needs of other underserved populations focused on increasing: 1) participants
problem-solving capacity and accountability for personal weliness; 2) knowledge about the early
symptoms of potentially severe and disabling mental illness; and 3) inter-dependence and social
connections within families and communities. San Francisco’s holistic wellness work has not only been
influential in reaching underserved communities, but has also helped reduce barriers to access.

7
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Program Overview

Our community planning efforts have prompted us to utilize available MHSA resources more effectively
to further reduce disparities to service access. By broadening the Holistic Wellness Initiative to the
Population-Focused Mental Health Promotion service category, we are more intentional about San
Francisco’s focus on underserved and priority populations, including: 1) racial/ethnic populations; 2) gay,
lesbian, transgender and questioning individuals; 3) socially isolated older adults; and 4) homeless
individuals. This service category has allowed us to assess MHSA services more comprehensively, avoid
duplication, and promote cultural congruency and competence. In addition, population-focused mental .
health promotion services are centered on acknowledging the healing practices, ceremonies and rituals
of diverse communities, with an emphasis on understanding the cultural context first and working in
partnership with programs to design culturally relevant and appropriate services. Programs also honor
participants’ cultural backgrounds and practices of mental health while also making available a variety of
services centered on non-clinical support.

Like other PEl programs, this service area centers on raising awareness about mental health, reducing
stigma, intervening early, and increasing access to services. And what differentiates this cohort of
programs from other PE! programs is that it concentrates its efforts on very specific groups, based upon
ethnicity, culture, age, sexual orientation, and homelessness.

These Population Focus programs benefit the African American, Asian and Pacific Islander, Native
American, Latino/Mayan, Arab, Homeless Adults, Homeless/System Involved Transitional Age Youth,
and LGBTQ communities by honoring their histories, cultural and spiritual beliefs around health and
mental health, and their communlty defined practices toward wellness.

Programs funded in this service category provide the follqwing:

®  QUTREACH AND ENGAGEMENT: Activities intended to establish/maintain relationships with
individuals and introduce them to available services; raise awareness about mental health.

=  \WELLNESS PROMOTION: Activities for individuals or groups intended to enhance protective factors,
reduce risk-factors and/or support individuals in their recovery; promote healthy behaviors (e g.
mindfulness, physical activity)

= SCREENING AND ASSESSMENT: Activities intended to identify individual strengths and needs; result
in a better understanding of the health and social concerns impacting individuals, families and

communities, with a focus on behavioral health issues.
&  SERVICE LINKAGE: case management, service coordination with family members; facuhtate referrals
and successful linkages to health and social services, including specialty mental health services.
&  INDIVIDUAL AND GROUP THERAPEUTIC SERVICES: Short-term (less than 18 months) therapeutic
activities with the goal of addressing an identified behavioral health concern or barrier to
wellness.
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Exhibit 16. Population-Focused Programs

Target :
Population Program : ) . Services
Older Adult Peer-to-New INN funded pilot program (FY14-15) to develop and implement
Peer Services  peer-to-peer support services in a network of organizations providing
Network* (INN)} health, nutrition and social supports to seniors.
Socially Isolated Older Adult Home-based behavioral health screening, brief interventions and
Older Adults  pehavioral Health service linkage.
————-Screening-and SR ' : - S B
Response Project
Wellness activities, health care, housing support services and service
Curry Senior linkage to older adults in the Tenderloin neighborhood.
Drop-in Center
' Outreach and therapeutic services tailored to A&P| youth.
Asian & Pacific
Islander
Youth & Family
Community Support
Services
Asian &
Pacific Istander New initiative convened workgroups consisting of at least ten

community-based organizations and at least 50 community members
from three APl communities (Southeast Asians, Filipino, Samoan) that
reflect the greatest disparity in mental health access. Implementing
work plans each workgroup created to provide culturally competent and
holistic mental health promotion and early intervention services and to
develop capacity of partner organizations to understand and address
mental health. :

Engages faith-based organizations and families in Bayview/Hunter’s
Point and Visitaction Valley in order to increase mental health
awareness, decrease stigma, and provide social support for consumers,
community members, and peers.

African American Wellness workshops, community cultural events, support groups, and
African American Holistic Wellness healing circles for African Americans living in the Bayview, Oceanview,

Asian & Pacific
Islander
Health Parity
Mental Health
Colaborative

Collaboration with
the Faith-
Community (INN)

Program and Western Addition neighborhoods
Ajani African  Outreach activities to engage individual, family, and group therapy to
American African American families who live in low-income communities, are
Outreachand  affected by mentalillness, and/or are impacted by racism.
Engagement

indigena Health Workshops that focus on different health topics and cultural activities,
Mayan/Indigenous &gWellness community forums on trauma and spiritual and cultural
Latino . Mayan/Indigenous ceremonies, self-risk and needs assessments,
Collaborative ., . . - L.
: individual therapeutic services, training, and outreach.

2014-17 SFREHSA Integrated Plan 50

534



Exhibit 16. Population-Focused Programs

Target
Population Program Services

Native Wellness OQutreach and engagement, wellness promotion, individual and group

Center: therapeutic services, pro-social community building events, direct
Native American | jving in Balance services, and service linkage. '

Holistic Violence Prevention activities that address safety in the community through the
Prevention Healing, Organizing, & Leadership Development Program, completes
& Wellness mental health screenings, and holds community violence prevention

Homeless Adults  p,rotion Project events

Low-threshold services (peer counseling, case management, peer-led
support groups, employment resource center) for those who do not
otherwise utilize traditional service delivery models

Tenderloin Self-Help
Center

Counseling and.case management support, holistic behavioral health
Sixth Street Self- services and primary care triage, support groups, and socialization
Help Center activities for residents of the Sixth Street/South of Market

. neighborhood ’
- ROUTZ Drop-in programming (e.g., group and individual counseling, psychiatric
TAY Wellness  consultation, medication management, crisis planning, and
Services - psychoeducation)- '

. . Community outreach and education, delivers coordinated clinical case
TAY Multi-Service ‘ . .
Homeless or System Center - management services, and screens TAY for development leadership
Involved services

TAY SFATAY.org is a TAY-specific website to improve outreach to transitional
SF4TAY.com age youth. This comprehensive, searchable resource directory allows
young adults to easily access information in order to connect with the
range of services available to them. Services in health, workforce,
education, and housing are listed on one central site. E

Peer staff conduct outreach, facilitate wellness/ recovery groups, peer
counseling and system navigation and linkage for transgender clients.

T
LGBTQ ransgeinder This program is described in the Peer-to-Peer services category, but is
Wellness* (INN) . . .
also considered an important component of the Population Focused
work.
‘ Focused on planning that will provide culturally responsive mental
Ref health support.
Arab Refugees Arab Refugee

Support Group

*Both the Transgender Wellness and Older Adult Peer Support programs are 'focally approved’ INN projects. Due to changes to
the budget and scope of each project, this plan includes revised INN Proposals to be submitted to the MHSOAC (see Appendices
A and B). '

Target Population

Exhibit 17 details each target populatio'n’s approximate size, risk factors, target neighborhoods, and
population-specific strategies.
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Exhibit 17. Profiles of Target Populations

Socially Isolated - .| 136,000 at least.

Older Adults ‘==60yearsofage* |

Social isolation, poverty, -

language barrier

Citywide

In-home partnership with
food services, warm Line,

- behavioral health screening

in primary care settings

Asian Pacific .
271,274*
Islander

Linguistic isolation,
immigration, economic
instability

South of Market -
(94103), Tenderloin
(94102, 94109),
Bayview Hunters Point
(94124), Potrero Hill
(94108) and Visitacion
Valley (94134)

API Health Parity Coalition
(to address health
disparities), holistic and
culturally relevant health
promotion, community
building '

African American | 48,780*

Trauma, poverty,
incarceration, stressed
families '

Bayview (94124),
Oceanview (94112)
and Western Addition
(94115) areas

Partnerships with churches,
Healing Circies, wellness
promotion activities (e.g.
Mindfulness workshops,
community cultural events),
training and coaching’
sessions (e.g. healthy eating
workshops, positive self-
esteem for girls, Triple P
parenting group), group
therapy (e.g., Grief & Loss
group) and individual
therapy- -

Mayan and Latino: 121,774

Latino Mayan: >10,000

Poverty, cultural and
linguistic barriers,
unstable housing and
homelessness, stressed
families (related to
cultural and racial
discrimination and
immigration), violence
and trauma, recent
immigration

Mission (94110,
94103) and Tenderloin
(94102) Districts,
Richmond (94115)

Culturally relevant and
linguistically appropriate
services, culturally
informed model
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Exhibit 17. Profiles of Target Populations

(ages 16-24) _

out of foster *

poverty, trauma

4,024*% Holistic approac_es
. R : incorporating Native
Trauma, stressed R e : '
5 o o K _ Mission District American values and.
Native American. families, school failure, R s .
. . . (94110) and Citywide traditions, community
incarceration, isolation - o
building events, wellness
promotion, Talking Circles
Unemployment, Wrap around services, peer-
overty, substance use, based self-help model,
Homeless Adiilts |} 6,514*% p y . X Citywide . P
incarceration, domestic harm reduction model;
violence, trauma community building
2200 0n
| probation****
Over 1000
receive either
General
Assistance or
support from ' Multi-service centers,
System Involved | calWorks**** Unemployment, N o
T S L community outreach,
TAY and . . . ... |.homelessness, criminal Citvwide "r i dearl
T - - : v ' itywide evention and ear|
Homeless TAY Over200age | justice involvement, ¥ R P y

intervention services, peer-

housing and economic
instability

care each based services
'yéar**'*?é" Fel : B AT
4500-6800 y
“ . homeless=" - :
annually**
Discrimination, Providing anti-stigma
homophobia, training, wellness &
o aining, wellnes
LGBTQ 94,027 ***¥ transphobia, isolation, Citywide &

recovery services for
Transgender community.

* 2010 U.S. Census Bureau

**San Francisco Homeless Count Report

***San Francisco Mayor’s Office of Housing and Office of Economic & Workforce Development 2010-14 Five-Year Consolidated

Plan

***¥The Mayor’s Task Force on Transitional Youth Report: Disconnected Youth in San Francisco
*xk¥¥ hitp.//williamsinstitute.law. ucla.edu/wp-content/uploads/Gates-Same-Sex-Couples-GLB-Pop-ACS-Oct-2006.pdf
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Budget a nd Costs per Client

Population-focused mental health.promotion expenditures for fiscal year 2014-15 are projected to be
$2,751,970. The projected per-client costs are detailed below.

Exhibit 18. Cost per Client

Population- Focused Mental Health 25,687 individuals $1,375,985 $54
Promotion — Prevention Activities

Population- Focused Mental Health 4,578 individuals $1,375,985 $301
Promotion — Early Intervention
Activities

Projected Outcomes

Population- Focused Mental Health Promotion objectives will focus on five service types: outreach and
- engagement, screening and assessment, individual and group therapeutic services, wellness promotion
and service linkage. Programs seek to achieve the following shared objectives:

Individuals will be identified with a need referred to mental health and other social services.
Indi viduals will be screened and identified as needing mental health/behavioral health services

= Individual case/care plan goals will be achieved.

#  Participants will report increased social connectedness, quallty of life, harm reduction and help
seeking behavior.

% Individuals will receive one-en-one therapeutlc services.

¥ Individuals will participate in wellness promotion activities.

_ Individuals and families will be successfully linked to mental health and/or other social services.

s

Program-Specific Community Program Planning (CPP) Activities

Participant involvement plays an integral role in the planning process for population-focused mental
health promiotion programs. In preparation for new PEI regulations and the FY14-15 contract cycle,
SFMHSA is partnering with all seventeen population-focused programs to create shared performance
objectives t hat will measure common service types, such as outreach and engégement, screening and
assessment, and individual and group therapeutic services. Because population-focused programs
specifically target underserved communities, it is especially critical to partner with these organizations
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to spread awareness around mental health. In addition, this involves a level of translation between the
communities and the mental health system, as the term and concept do not exist in certain languages
and/or are stigmatized. ’

In order to bridge these barriers and promote a culturally competent and inclusive process, SFMHSA is
holding a series of meetings called ‘Learning Circles’ with population-focused programs to collectively
discuss and agree on service types, activities and outcomes. These shared performance objectives will
then be measured and reported on for the next fiscal year. The Learning Circles also provide an
opportunity for programs to share their progress on implementation, goals and