Board of Directors Meeting
AGENDA
August 9, 2012
2:45 p.m. – 5:00 p.m.

Call‐In Information: 1‐877‐339‐2412
Conference Code: 2250381321
(listen in only)

Meeting Location:
Holiday Inn Capital Plaza
300 J Street
Sacramento, CA 95814
(916) 446‐0100
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California Mental Health Services Authority
(CalMHSA)
Board of Directors Meeting
Agenda
Thursday, August 9, 2012
2:45 p.m. – 5:00 p.m.
Call‐In Information: 1‐877‐339‐2412
Conference Code: 2250381321
(listen in only)
Holiday Inn Capital Plaza
300 J Street
Sacramento, CA 95814
(916) 446‐0100

In compliance with the Americans with Disabilities Act, if you are a disabled person and you need a
disability‐related modification or accommodation to participate in this meeting, please contact Laura Li
at (916) 669‐4818 (telephone) or (916) 859‐4805 (facsimile). Requests must be made as early as
possible, and at least one full business day before the start of the meeting.
Materials relating to an item on this agenda submitted to this Board after distribution of the agenda
packet are available for public inspection at 3043 Gold Canal Drive, Suite 200, Rancho Cordova, CA,
95670, during normal business hours.
1. CALL TO ORDER
2. ROLL CALL AND INTRODUCTIONS
3. INSTRUCTIONS FOR PUBLIC COMMENT AND STAKEHOLDER INPUT ‐ The
Board welcomes and encourages public participation in its meetings. This time is
reserved for members of the public (including Stakeholders) to address the
Board concerning matters on the Agenda. Items not on the agenda are reserved
for the end of the meeting. Comments will be limited to three minutes per
person and twenty minutes total.
For Agenda items, public comment will be invited at the time those items are
addressed. Each interested party is to complete the Public Comment Card and
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provide it to CalMHSA staff prior to start of item. When it appears there are
several members of the public wishing to address the Board on a specific item, at
the outset of the item, the Board President may announce the maximum amount
of time that will be allowed for presentation of testimony on that item. Comment
cards will be retained as a matter of public record.
4. CMHDA STANDING REPORT
A. CMHDA Standing Report
Recommendation: None, information only.

7

5. APPROVAL OF AGENDA AS POSTED (OR AMENDED)
6. CONSENT CALENDAR ‐ If the Board would like to discuss any item listed, it may
be pulled from the Consent Calendar.
A. Routine Matters
1. Minutes from the June 14, 2012 Board of Directors Meeting

10

B. Reports/Correspondence
1. Treasurer’s Report as of June 30, 2012

23

2. CalMHSA Business Plan Priorities Grid

27

3. CalMHSA Goal Statements Grid

29

C. Contracts
1. San Joaquin County Participation Agreement

31

D. Other
1. CalMHSA Affiliates

9

Recommendation: Staff recommends approval of the Consent
Calendar.
• San Joaquin County Participation Agreement
• CalMHSA Affiliates
7. MEMBERSHIP
A. County Outreach Report – Allan Rawland
Recommendation: None, information only.
8. FINANCIAL MATTERS
A. Report from the CalMHSA Finance Committee – Scott Gruendl
Recommendations:
1. The Finance Committee recommends approval of the
engagement letter for audits ending June 30, 2012; June 30,
2013 and June 30, 2014.
2. Acceptance of the Finance Committee Calendar, Fiscal Year
2012‐2013.
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9. PROGRAM MATTERS
A. Report from CalMHSA Program Director – Ann Collentine


Student Mental Health



Stigma and Discrimination Reduction



Suicide Prevention



Evaluation



Regional Program Consultants



Communications



General

64

Recommendation: None, information only.
B. Report from the CalMHSA Advisory Committee – Maureen Bauman

113

Recommendation: None, information only.
C. Statewide PEI Implementation Work Plan Update – Ann Collentine

114

Recommendation: Approval of the Statewide Prevention and Early
Intervention Implementation Work Plan Update for submission to
the Mental Health Services Oversight and Accountability
Commission and the California Department of Healthcare Services.
D. Stigma and Discrimination Reduction Consortium – Stephanie Welch/
Adele James, Adele James Consulting
Recommendations:
1. Approval of the use of a RFSQ process to identify a qualified
consumer/client‐led organization with the capacity to
provide a statewide voice on the critical impact of stigma and
resulting discrimination and disparities experienced by
individuals, families and communities to administer the
Consortium through June 30, 2014 and to include Consortium
members in the review process of the RFSQ respondents. The
award to a qualified respondent would be up to $1.2M total
funds (less any appropriate transition costs).
2. Approval of CalMHSA extending its contract with Adele James
as the facilitator of the SDR Consortium throughout the RFSQ
process and during a transition to the contractor selected as a
result of the RFSQ and not to exceed $63,000.
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E. Statewide Prevention and Early Intervention Framework – Audrey Burnam,
RAND Corporation

126

Recommendations:
1. Accept and endorse the Evaluating the Impact of PEI Activities
on the Mental Health of California’s Population, dated July 10,
2012, prepared by the RAND Corporation.
2. Approve the above document to be utilized in the CalMHSA
Training/Technical Assistance and Capacity Building Project
as a foundational tool for evaluation of Prevention and Early
Intervention.
3. Approve submission and endorsement of the above document
to the Mental Health Services Oversight and Accountability
Commission (MHSOAC) in September for their use and
consideration in MHSAOC evaluation activities.
F. Training/Technical Assistance and Capacity Building – Sandy Berry,
RAND Corporation

169

Recommendation: None, information only.
G. Statewide Hospital Bed Utilization Planning Update

172

Recommendation: None, information only.
H. Amendment of Contract with Communications Consultant

177

Recommendation: Staff recommends amending the current month‐
to month contract with Paschal/Roth Public Affairs to a monthly
rate, not to exceed $6,600/month for a six month period, and for
staff to return in six months to the Board Officers with a
recommendation regarding need for continuation of the expanded
services until June 30, 2014.
10. GENERAL DISCUSSION
A. Report from CalMHSA Executive Director – John Chaquica
 Strategic Planning Ad Hoc Committee


General

Recommendation: Approval of the CalMHSA Strategic Planning Ad
Hoc Committee Charter.
11. PUBLIC COMMENTS
A. Public Comments Non‐Agenda Items
This time is reserved for members of the public to address the Board
relative to matters of CalMHSA not on the agenda. No action may be taken
on non‐agenda items unless authorized by law. Comments will be limited
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to three minutes per person and twenty minutes in total. The Board may
also limit public comment time regarding agenda items, if necessary, due
to a lengthy agenda.
12. NEW BUSINESS ‐ General Discussion Regarding any New Business Topics for Future Meetings
13. CLOSING COMMENTS ‐ This time is reserved for comments by Board members and staff to identify
matters for future Board business.
A. Board
B. Staff
14. ADJOURNMENT
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ADMINISTRATIVE MATTERS
Agenda Item 4
SUBJECT:

CMHDA Standing Report

BACKGROUND AND STATUS:
In discussions amongst CalMHSA and CMHDA staff, and later proposed to CalMHSA officers, there
will be a standing agenda item for CMHDA staff to present items that are relevant to be discussed
at CalMHSA Board meetings. To the extent there are such items, CMHDA will address CalMHSA at
each Board meeting. Such discussions, unless otherwise known, are intended to be informational
only and not subject to action.
RECOMMENDATION:
None, information only.
REFERENCE MATERIAL(S) ATTACHED:


None
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CONSENT CALENDAR
Agenda Item 6
SUBJECT:

Consent Calendar

BACKGROUND AND STATUS:
The Consent Calendar consists of items that require approval or acceptance but are self‐
explanatory and require no discussion. If the Board would like to discuss any item listed, it may be
pulled from the Consent Calendar.
A. Routine Matters
1. Minutes from the June 14, 2012 Board of Directors Meeting
B. Reports/Correspondence
1. Treasurer’s Report as of June 30, 2012
2. CalMHSA Business Plan Priorities Grid
3. CalMHSA Goal Statements Grid
C. Contracts
1. San Joaquin County Participation Agreement
At the March 13, 2012 meeting of the Executive Committee, staff reported that San
Joaquin County Behavioral Health Services had reviewed Statewide Suicide
Prevention Program #3 Social Marketing Program being conducted by AdEase, and
had sought and obtained support from their community to pursue a participation
agreement with CalMHSA to participate in solely in that program at the funding
level of $250,000.
San Joaquin County Behavioral Health Services wanted to join CalMHSA and
contribute its $250,000 for addition to the AdEase contract. Staff recommended
adding the new SJC funds and activities to its existing SP3 contract with AdEase. The
Executive Committee approved SJC’s participation exclusively in SP Program 3
through amendment of the AdEase contract, and agreed to recommend that the
Board approve San Joaquin County’s membership, contingent on the San Joaquin
County Behavioral Health Services approving San Joaquin County’s membership in
CalMHSA.
At CalMHSA’s April 13, 2012 Board meeting, the Board approved membership for
San Joaquin County contingent upon documentation of the San Joaquin County
Behavioral Health Services’ approval of such membership at its meeting a few days
earlier.
The attached San Joaquin County agreement effectuates the actions of the Executive
Committee on March 13, 2012 and the Board on April 10, 2012.
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D. Other
1. CalMHSA Affiliates
As of the June 14, 2012 Board meeting, it was noted that Amador, Calaveras, Merced
and Santa Barbara counties had assigned CalMHSA their Statewide Prevention and
Early Intervention funds but are not members yet. Based upon discussion with
officers, staff is recommending counties who have assigned funds but have yet to
apply for membership be designated as affiliates. Affiliates would be a separate
designation but would not provide any additional benefit or risk to them.
RECOMMENDATION:
Staff recommends approval of the Consent Calendar.


San Joaquin County Participation Agreement



CalMHSA Affiliates

REFERENCE MATERIAL(S) ATTACHED:






Minutes from the June 14, 2012 Board of Directors Meeting
Treasurer’s Report as of June 30, 2012
CalMHSA Business Plan Priorities Grid
CalMHSA Goal Statements Grid
San Joaquin County Participation Agreement
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MINUTES

CALIFORNIA MENTAL HEALTH SERVICES AUTHORITY (CalMHSA)
BOARD OF DIRECTORS MEETING – REGULAR MEETING
Sacramento, California
June 14, 2012
MEMBERS PRESENT
Wayne Clark, PhD, CalMHSA President, Monterey County
Maureen F. Baumann, LCSW, CalMHSA Vice President, Placer County
Scott Gruendl, MPA, CalMHSA Treasurer, Glenn County
Michael Kennedy, MFT, Bay Area Region Representative, Sonoma County
William Cornelius, PhD, Superior Region Representative, Colusa County
William Arroyo, MD, Los Angeles Region Representative
Anne Robin, MFT, Butte County
Daniel Nielson, MPA, El Dorado County
Barbara LaHaie, Humboldt County (alternate)
Jim Waterman, PhD, Kern County
John Lawless, LCSW, Mariposa County (alternate)
Tom Pinizzotto, MSW, Mendocino County (alternate)
Karen Stockton, PhD, MSW, Modoc County
Doug Hawker, MA, Napa County (alternate)
Mary Hale, Orange County
Jerry Wengerd, LCSW, Riverside County
CaSonya Thomas, MPA, CHC, San Bernardino County
Karen Ventimiglia, San Diego County (alternate)
Vic Singh, LCSW, San Joaquin County
Stephen Kaplan, San Mateo County
Nancy Pena, PhD, Santa Clara County
Marta McKenzie, RD, MPH, Shasta County
Marty Malin, PhD, MA, MFT, Solano County (alternate)
Adrian Carroll, MFT, Stanislaus County (alternate)
Tom Sherry, MFT, Sutter/Yuba County (alternate)
Joan Beesley, Yolo County (alternate)
MEMBERS ABSENT
Karen Baylor, PhD, MFT, CalMHSA Secretary, San Luis Obispo County
Karyn Tribble, PsyD, LCSW, City of Berkeley
Suzanne Tavano, BSN, PhD, Contra Costa County
Gary R. Blatnick, Del Norte County
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Donna Taylor, RN, Fresno County
Michael Horn, MFT, Imperial County
Gail Zwier, PhD, Inyo County
Mary Ann Ford Sherman, MA, Kings County
Kristy Kelly, MFT, Lake County
Ken Mannel, Lassen County
Janice Melton, LCSW, Madera County
Margaret Kisliuk, HHS, Marin County
Robin Roberts, MFT, Mono County
Michael Heggarty, MFT, Nevada County
Mary Ann Bennett, Sacramento County
Alan Yamamoto, LCSW, San Benito County
Jo Robinson, San Francisco City and County
Leslie Tremaine, EdD, Santa Cruz County
Michael Noda, Siskiyou County
Jesse Duff, Tri‐City Mental Health Center
Noel J. O’Neill, MFT, Trinity County
Timothy Durick, PsyD, Tulare County
Rita Austin, LCSW, Tuolumne County
Meloney Roy, LCSW, Ventura County
STAFF PRESENT
John Chaquica, CPA, MBA, ARM, CalMHSA Executive Director
Kim Santin, CPA, CalMHSA Finance and Administration Director
Ann Collentine, MPPA, CalMHSA Program Director
Sarah Brichler, Med, CalMHSA Program Coordinator
Allan Rawland, MSW, ACSW, CalMHSA Associate Administrator – Government Relations
Laura Li, CalMHSA Program Analyst
Maya Maas, CalMHSA Executive Assistant
Michelle Yang, CalMHSA Executive Assistant
Doug Alliston, Legal Counsel, Murphy Campbell Guthrie & Alliston
MEMBERS OF THE PUBLIC
Stacie Hiramoto, Racial and Ethnic Mental Health Disparities Coalition (REMHDCO)
Michael Reiter, APS Healthcare
Sandra Poole, Racial and Ethnic Mental Health Disparities Coalition (REMHDCO)
Doretha Williams Flournoy, CiMH
Adele James, Adele James Consulting
Patricia Ryan, California Mental Health Directors Association (CMHDA)
Delphine Brody
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1.

CALL TO ORDER
The regular meeting of the Board of Directors of the California Mental Health Services
Authority (CalMHSA) was called to order by President Wayne Clark, Monterey County at
2:49 p.m. on June 14, 2012, at the Holiday Inn Capitol Plaza El Dorado Room, located at
300 J Street, Sacramento, California. President Clark asked for roll to be called in order
to confirm a quorum of the board.

2.

ROLL CALL AND INTRODUCTIONS
Ms. Li called roll and informed President Clark the Board was one member short of a
quorum. President Clark proceeded with the meeting, noting that several members
were still on their way down from the previous meeting and, pending their arrival, the
board would need to hold off on any action items.

3.

INSTRUCTIONS FOR PUBLIC COMMENT AND STAKEHOLDER INPUT
Mr. Alliston reviewed the instructions for public comment, including the process of
public comment cards. He also noted items not on the agenda would be reserved for
public comment at the end of the agenda.

5.

STATEWIDE PEI PROGRAMS
A.
Program Partner Presentation – Adele James Consulting, Stigma and
Discrimination Reduction Consortium
Adele James, Adele James Consulting, Stigma and Discrimination Reduction (SDR)
Consortium Project Manager, presented an update. Ms. James described the
Consortium’s role as an advisory body that will be providing support to the other
Statewide Prevention and Early Intervention (PEI) programs. She then gave an overview
of the various representations of the members. The Consortium has had two meetings
thus far and will be holding a two‐day meeting on July 9th and 10th to include a steering
committee. The July meeting will be open to the public.
President Clark thanked Ms. James for her update and informed the board that because
of some late arrivals, they had reached a quorum and could proceed with agenda items
that required an action.

4.

APPROVAL OF AGENDA AS POSTED
President Clark called for approval of the agenda as posted and asked for comment from
Board members. Hearing none, President Clark entertained a motion to approve the
agenda as posted.
Action:

A motion was made to approve the agenda as posted.

Motion:

Stephen Kaplan, San Mateo County
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Second:

Karen Stockton, Modoc County

Motion carried by unanimous consent.
Public comment was heard from the following individual(s):
None
6.

CONSENT CALENDAR
President Clark acknowledged the consent calendar and asked for comment from Board
members. Hearing none, President Clark entertained a motion to approve the consent
calendar.
Action:

A motion was made to approve the consent calendar.

Motion:
Second:

Michael Kennedy, Sonoma County
Jim Waterman, Kern County

Motion carried unanimously.
Public comment was heard from the following individual(s):
None
7.

MEMBERSHIP
A. CalMHSA New County Membership Application(s)
John Chaquica, CalMHSA Executive Director, notified the Board that the City of Berkeley
along with Inyo, Mono, and Nevada counties have completed their CalMHSA
membership requirements and recommended approval of said memberships. Of note,
Mono County’s Board of Supervisors approved the county’s membership application at
their June 12, 2012 meeting.
Action:

A motion was made to approve CalMHSA membership for the City of
Berkeley, Inyo County, Nevada County, and Mono County, contingent
upon Board of Supervisors’ approval on June 12, 2012.

Motion:
Second:

William Cornelius, Colusa County
Mary Hale, Orange County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
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Mr. Chaquica updated the Board on discussions had by staff regarding the status of the
four counties who have assigned funds to CalMHSA but have not yet applied for
membership and a need for a separate classification. The term “affiliate member” has
been recommended in correlation with CSAC’s similar designation for their affiliate
organizations that have no voting power.
B. County Outreach Report
Mr. Rawland provided an update on outreach efforts. CalMHSA’s membership now
includes 51 entities (50 voting members, as Sutter and Yuba counties share
membership)—49 counties and two cities.
Action:

None, information only.

Public comment was heard from the following individual(s):
None
8.

FINANCIAL MATTERS
A. Finance Committee Report
Scott Gruendl, CalMHSA Treasurer and Finance Committee Chair, Glenn County, gave an
update on the Finance Committee and summarized some of the business addressed at
their May 21, 2012 teleconference, including review of the financial statements and
proposed budget for the next fiscal year.
1. Action:

Receive and file the Financial Statements for the Third Quarter Ended
March 31, 2012.

Motion:
Second:

William Arroyo, Los Angeles County
Mary Hale, Orange County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
2. Action:

Adopt the Annual Revenue and Expense Report – Proposed Budget, June
30, 2013.

Motion:
Second:

William Cornelius, Colusa County
William Arroyo, Los Angeles County

Motion passed unanimously.
Public comment was heard from the following individual(s):
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None
9.

PROGRAM MATTERS
A. Regional Consultants
Ms. Collentine reviewed the background and rationale for the hiring of regional
consultants to assist staff with oversight of the Statewide PEI Programs. There is a need
for five or six individuals to provide leadership and program expertise to assist in the
management of regional contracts for Suicide Prevention (SP) and Student Mental
Health (SMH), and to provide support for the regional portion of the Statewide SDR
efforts. The ideal candidates will reside within their respective regions and have
positive, established working relationships with counties and their key stakeholders.
Staff suggests that former mental health directors or others with county mental health
experience would be ideal candidates. Staff anticipates that 15 to 20 hours per week
would be adequate in most regions, although hours may vary depending on program
activities.
CaSonya Thomas, San Bernardino County, asked for more justification for the salary
outlined in the recommendation and noted that the Southern Region may need more
time invested than the estimated 20 hours per week. Doug Alliston, CalMHSA Legal
Counsel, assured Ms. Thomas that staff had given the estimate of $450,000 as a high
estimate, not to be exceeded. Ms. Collentine responded to Ms. Thomas’ second
question, assuring her that where staff time is needed, consideration will be made.
Ms. Thomas then asked how the transition will be handled between Ms. Collentine and
Sarah Brichler, CalMHSA Program Coordinator, who will oversee the regional
consultants. Ms. Collentine assured Ms. Thomas and the Board that there would be a
deliberate transition process, with Ms. Collentine being available and kept aware by Ms.
Brichler of any issues.
Ms. Collentine was asked what the hiring process would be. She replied that staff will be
contacting individuals recommended to staff by the Board and public. Based on
qualifications, staff would schedule interviews with those recommended individuals.
Maureen Bauman, Placer County asked why an announcement would not be issued to
assist with recruitment. Ms. Collentine explained that it was necessary to move as
quickly as possible.
Action:
1.

Authorize staff to select and retain Regional Program
Consultants in the CMHDA regions to perform the functions
described above at a rate commensurate with experience and no
more than $450,000 per year, including travel expense
reimbursement.
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2.

Motion:
Second:

Authorize the President and Executive Director to execute
professional services contracts with the selected consultants as
negotiated by staff, consistent with the specified authority.

William Arroyo, Los Angeles County
Michael Kennedy, Sonoma County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
B. Report from CalMHSA Program Director – Ann Collentine
Ms. Collentine provided a review of the preliminary dashboard distributed via email and
available on the CalMHSA Website. The data was pulled from the CalMatrix system and
reflects activities for the last two quarters. As the Statewide PEI Projects move forward,
staff will continue to create dashboards which will be distributed to the board and
stakeholders.
Stephen Kaplan, San Mateo County, asked if there was a relationship between what was
just approved in the previous motion and the accomplishment rate shown on the
preliminary dashboard of 90%. Ms. Collentine replied staff foresees complexity with
deliverables moving forward; therefore, there is a need for additional, regional staff.
Ms. Collentine let the board know staff is working on contract amendments related to
the First Amendment to the Statewide PEI Work Plan. She then outlined a timeline for
the proposed Second Amendment to the Work Plan, to be vetted by the Advisory
Committee and then presented to the Board for approval at the October 11, 2012
meeting.
Staff is in the planning stages of a cultural and linguistic competency assessment of the
Statewide PEI Programs.
A 24‐month calendar is being developed to schedule media spots for the Statewide PEI
Program Partners with a partner being featured each week.
Action:

None, information only.

Public comment was heard from the following individual(s):
None
C. Report from the CalMHSA Advisory Committee – Maureen Bauman
Ms. Bauman, CalMHSA Advisory Committee Co‐chair, gave an update on the activities of
the Committee. The Committee has received presentations and ongoing updates by SP
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and SDR Program Partners on their campaigns, providing the Committee an opportunity
to give feedback.
Committee meetings have had good attendance with good representation by
stakeholder organizations. Ms. Collentine added that staff, with guidance from the
Committee, will continue to work on a strategy for getting word out to the communities
and stakeholders in each of the CMHDA regions. Feedback on the initial plan for staff to
visit California Mental Health board meetings as a venue for local communication
regarding the Statewide PEI Projects has prompted the Committee to re‐evaluate the
plan. Ms. Bauman concluded saying the Committee will continue to work on making the
necessary connections with local communities and stakeholders.
Action:

None, information only.

Public comment was heard from the following individual(s):
None
D. State Hospital Beds – County Contract with Department of State Hospitals
Mr. Chaquica reviewed the background for the pursuit of a contract for state hospital
beds and gave an update on the progress. CalMHSA staff has a meeting scheduled for
June 19, 2012 with the Department of Mental Health to begin a dialogue about the
possibility.
1. Action:

Approval of CalMHSA to act as contracting party on behalf of all
participating counties.

Motion:
Second:
Abstain:

William Arroyo, Los Angeles County
Adrian Carroll, Stanislaus County
Vic Singh, San Joaquin County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
Staff is recommending a funding proposal as there are no funds for staff and legal costs
outside of the Statewide PEI Projects.
Mr. Kaplan and Karen Stockton, Modoc County, asked staff to clarify if this was only
referring to participating counties. Dr. Clark affirmed the recommendation was only
referring to participating counties. He added the hope was to put participating counties
and small county risk pools together.
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Dr. Arroyo asked for a friendly amendment to add “up to $100,000”, which was
accepted by Mr. Kaplan.
Ms. Thomas asked if a consideration had been made for those counties that may require
Board of Supervisors’ approval, therefore, causing delays. Mr. Chaquica assured her
they had made that consideration for delays from the various jurisdictions based on
necessary approvals.
2. Action:

Approval of assessing participating counties the initial estimate of up to
$100,000 for the research and development of CalMHSA to contract for
State Hospital Beds.

Motion:
Second:
Abstain:

Stephen Kaplan, San Mateo County
William Arroyo, Los Angeles County
Vic Singh, San Joaquin County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
E. Statewide Prevention and Early Intervention Evaluation Plan – RAND Corporation
Audrey Burnam, PhD, Senior Researcher with RAND Corporation gave a summary
presentation of the Statewide PEI Evaluation Plan. RAND has been working on the plan
for the past five and a half months. As they become available, parts of the plan will be
posted on the CalMHSA Website.
Action:

Adopt the draft evaluation plan, inclusive of the revisions based on SEE
Team recommendations, and delegate final approval of revised plan.

Motion:
Second:

Karen Stockton, Modoc County
William Arroyo, Los Angeles County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
F. Training/Technical Assistance and Capacity Building
Ms. Brichler provided a brief overview of the Training/Technical Assistance and Capacity
Building (TTACB) program. A regional data workgroup has been created, which is open
to all interested counties. Phase I of the program is wrapping up at the end of this
month.
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Action:

None, information only.

Public comment was heard from the following individual(s):
None
10.

ADMINISTRATIVE MATTERS
A. Request for Sole Source Contract with Marketing Firm, MIG, Inc.
Staff is recommending a sole source contract with the marketing firm MIG, Inc., for the
creation of communication pieces for distribution to local communities and
stakeholders. Feedback has been received from county liaisons that, due to the size and
complexity of the 25 programs being implemented, tools are needed to effectively
communicate the variety of activities and their impact to local stakeholders, including
Boards of Supervisors. MIG Inc., with their extensive experience working with mental
health organizations, particularly on communication related to MHSA services, is
uniquely qualified to perform this task.
Staff is also looking for volunteers to form an ad hoc committee to oversee the project
and review the content and design of the packet.
Dr. Arroyo inquired if there was a way for individual county names to be printed on the
materials. Ms. Collentine replied this option is included in MIG’s proposal and counties
would need to work with the ad hoc committee on specific requests.
Action:

Motion:
Second:

1.

Approval of the request for sole source contract for PEI
Statewide Projects communication tools, printing and
dissemination to MIG, Inc., for no more than $200,000.

2.

Authorize staff to negotiate a contract consistent with the
description above.

3.

Authorize the President of the Board and Executive Director to
executive the negotiated contract on behalf of CalMHSA.

Michael Kennedy, Sonoma County
Nancy Pena, Santa Clara County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
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B. Business Plan
Mr. Chaquica provided a brief background on the business plan in development by
CMHDA, with assistance by CalMHSA and CiMH. He acknowledged the business plan has
been discussed substantially by the Board at past meetings but an action has never been
taken in support of the Executive Summary or the subsequent CalMHSA priorities, which
have been pulled from the Executive Summary and detailed in the provided grid.
Action:

Approval of the CalMHSA Business Plan – Executive Summary and
related priorities.

Motion:
Second:

Nancy Pena, Santa Clara County
William Arroyo, Los Angeles County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
C. Strategic Planning Update
Mr. Chaquica directed the Board’s attention to the goal grid provided in the agenda
packet. The goals listed were developed at the April 13, 2012 CalMHSA Strategic
Planning Session and replace the completed three‐year goals developed at the 2009
CalMHSA Strategic Planning Session. Mr. Chaquica informed the Board that the goal grid
and the previously discussed priorities grid will be updated continually and provided as
information only in future agenda packets.
Action:

Approval of CalMHSA new three‐year goals as developed at the April
13, 2012 Strategic Planning Session.

Motion:
Second:

CaSonya Thomas, San Bernardino County
John Lawless, Mariposa County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
D. Executive Committee Update
Mr. Chaquica presented the slate of Executive Committee members for election. Mr.
Kennedy, Bay Area Regional Representative, and Dr. Arroyo, Los Angeles Regional
Representative, will continue in the same capacity with Ms. Thomas of San Bernardino
County serving as the Southern Regional Representative.
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1. Action:

Election of the Bay Area, Southern and Los Angeles Regional
Representatives to a two‐year term ending June 30, 2014.

Motion:
Second:

William Cornelius, Colusa County
Karen Stockton, Modoc County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
Mr. Chaquica explained CalMHSA Bylaws designate a two year term for the treasurer,
requiring re‐appointment annually as the investment delegate. Mr. Gruendl’s term
began on July 1, 2011 and will end on June 30, 2013.
2. Action:

Appointment of the Treasurer as investment delegate to complete a
two‐year term ending June 30, 2013.

Motion:
Second:
Abstain:

William Cornelius, Colusa County
Marta McKenzie, Shasta County
Scott Gruendl, Glenn County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
E. 2012‐2013 Calendar
The 2012‐2013 Board of Directors Meeting Calendar reflects all known CMHDA All
Directors Meetings. The location and final times of the recommended meetings will be
contingent upon CMHDA’s plans. Staff is recommending a continuance of bi‐monthly
meetings, with the Advisory Committee meeting during the off months.
Action:

Approval of the 2012‐2013 Board of Directors Meeting Calendar.

Motion:
Second:

Karen Stockton, Modoc County
William Arroyo, Los Angeles County

Motion passed unanimously.
Public comment was heard from the following individual(s):
None
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CalMHSA JPA
Board of Directors Meeting Minutes
June 14, 2012
Page 13 of 13

11.

GENERAL DISCUSSION
A. CMHDA Standing Report
Mr. Chaquica explained that going forward at Board of Directors’ meetings; a CMHDA
staff member would present an update on any CalMHSA‐related CMHDA items.
Action:

None, information only.

Public comment was heard from the following individual(s):
None
12.

PUBLIC COMMENTS
A. Public Comments – Non‐Agenda Items
President Clark invited members of the public to make comments on non‐agenda items.
Public comment was heard from the following individual(s):
None

13.‐14. NEW BUSINESS AND CLOSING COMMENTS
President Clark asked the Board if there was any new business or closing comments.
Hearing none, he entertained a motion to adjourn.
15.

ADJOURNMENT
There being no further comments, the meeting was adjourned at 4:53 p.m.
Action:

To adjourn meeting.

Motion:
Second:

Maureen Bauman, Placer County
William Arroyo, Los Angeles County

Motion carried unanimously.
Respectfully submitted,
_____________________________
Karen Baylor, PhD, LMFT
Secretary, CalMHSA

______________
Date

Page 22 of 181

Page 23 of 181

Total Cash Portfolio Dollars – June 30, 2012
Summary of Investment Portfolio
Investment Policy Objectives

$54,252
0%

$359,142 , 0%

• Safety of Principal

Short term instruments

• Meeting Liquidity Needs

Corporate bonds

• Rate of Return
$38,913,540
30%

$29,399,596
23%

Government & GSE(*) Bonds
MSSB Money Fund
LAIF

$16,148,243
12%
$468,668
0%

CB&T Checking
Accrued Interest

$45,151,555
35%

Total Cash and Investments $130,135,856
1

1

Compassion. Action. Change.
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Total Cash Portfolio Dollars – June 30, 2012
Summary of Maturities
2-3 years
$8,869,284
(9.78%)

0-1 year
$34,301,846
(37.82%)

1-2 years
$47,528,264
(52.4%)

Total Cash and Investments $90,699,396
2

2

Compassion. Action. Change.
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CALMHSA'S QUARTERLY TREASURER'S REPORT
AS OF JUNE 30, 2012
Date of
Purchase

Date of
Maturity

Par
Value

Original
Cost

Market
Value

4,400,000.00
5,000,000.00
5,000,000.00
5,000,000.00
5,000,000.00
5,000,000.00

4,396,150.00
4,990,142.00
4,985,000.00
4,987,555.00
4,984,796.00
5,000,000.00

29,400,000.00

YTD
Unrealized
Gains/(Losses)

YTM
(at Cost)

YTM
(at Market)

4,399,296.00
4,999,550.00
4,999,100.00
4,996,950.00
4,996,450.00
5,008,250.00

N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A

3,146.00
9,408.00
14,100.00
9,395.00
11,654.00
8,250.00

29,343,643.00

29,399,596.00

N/A

N/A

55,953.00

INVESTMENTS
SHORT TERM INSTRUMENTS
Bank of Tokyo‐MIT USF NY
Toyota Motor Credit Co
Nordea North America Inc
US Bank N.A.
Bank of Nova Scotia
Westpac Bking Corp NY

4/24/2012
1/20/2012
2/2/2012
1/20/2012
1/20/2012
1/20/2012

7/23/2012
7/23/2012
8/1/2012
10/5/2012
10/16/2012
1/22/2013

Total short term instruments
Corporate Bonds:
Bank of New York Mellon
John Deere Capital Corp
General Electric Capital Corp
JPMorgan Chase & Co
PepsiCo Inc/NC
Total corporate bonds

1/20/2012
1/20/2012
1/20/2012
1/20/2012
1/20/2012

5/15/2014
3/3/2014
1/7/2014
6/1/2014
10/25/2013

2,760,000.00
2,275,000.00
2,945,000.00
2,795,000.00
4,950,000.00
15,725,000.00

2,973,624.00
2,318,725.00
2,993,858.00
2,978,352.00
4,986,729.00
16,251,288.00

2,942,519.00
2,310,786.00
2,990,795.00
2,942,660.00
4,961,484.00
16,148,244.00

3.99%
1.57%
2.07%
4.36%
0.87%
2.40%

4.03%
1.58%
2.07%
4.42%
0.87%
2.42%

(31,105.00)
(7,939.00)
(3,063.00)
(35,692.00)
(25,245.00)
(103,044.00)

Government & GSE(*) bonds:
FHLB Notes .5%
FHLB Notes 3.875%
FHLMC Notes 4.5%
FHLMC 5%
FNMA .5%
FNMA DEBS 4.125%
FHLMC 1%
FHLMC .375%
FNMA 2.75%
FNMA MED 2.75%
FNMA 3%
FNMA .75%
Total government & GSE bonds

1/20/2012
1/20/2012
1/20/2012
1/20/2012
1/20/2012
1/20/2012
1/20/2012
1/20/2012
1/20/2012
6/6/2012
1/20/2012
1/20/2012

8/28/2013
6/14/2013
7/15/2013
7/15/2014
8/9/2013
4/15/2014
7/30/2014
10/30/2013
2/5/2014
12/18/2013
9/16/2014
12/18/2013

4,970,000.00
4,740,000.00
4,700,000.00
2,695,000.00
4,970,000.00
2,740,000.00
2,940,000.00
4,990,000.00
2,825,000.00
650,000.00
2,785,000.00
4,960,000.00
43,965,000.00

4,986,152.00
4,979,782.00
4,994,549.00
2,994,037.00
4,985,854.00
2,963,694.00
2,977,250.00
4,992,196.00
2,957,888.00
654,284.00
2,965,050.00
4,996,555.00
45,447,291.00

4,981,878.00
4,902,250.00
4,907,317.00
2,946,309.00
4,981,829.00
2,923,525.00
2,976,250.00
5,002,226.00
2,936,164.00
654,297.00
2,946,725.00
4,992,786.00
45,151,556.00

0.50%
3.69%
4.23%
4.50%
0.50%
3.81%
0.99%
0.37%
2.63%
0.75%
2.82%
0.74%
2.08%

0.50%
3.75%
4.31%
4.57%
0.50%
3.87%
0.99%
0.37%
2.65%
0.75%
2.84%
0.75%
2.09%

(4,274.00)
(77,532.00)
(87,232.00)
(47,728.00)
(4,025.00)
(40,169.00)
(1,000.00)
10,030.00
(21,724.00)
13.00
(18,325.00)
(3,769.00)
(295,735.00)

Total Portfolio Investments
Local Agency Investment Fund (LAIF)
Morgan Stanley AA Money Trust
Checking Account

89,090,000.00
‐
‐
‐

91,042,222.00
38,913,540.00
468,668.00
54,252.00

90,699,396.00
38,913,540.00
468,668.00
54,252.00

1.47%

1.47%

(342,826.00)
‐
‐
‐

Total Cash and Investments
*Government Sponsored Entity

89,090,000.00

130,478,682.00

130,135,856.00

Summary of Portfolio Investments
Short term instruments
Corporate bonds
Government and GSE bonds

$

$

Year to Date Activity of
29,399,596 Fair Market Value 7/1/11
16,148,244 Purchases
45,151,556 Sales/Maturities
Net Unrealized Gains(Losses)
90,699,396
Fair Market Value 6/30/12

Summary of Maturities
2‐3 year
1‐2 year
0‐1 year

$

8,869,284
47,528,265
34,301,847

$

90,699,396

(342,826.00)

NOTES:
Market Value is an approximation of the total worth of the
asset, and fluctuates on a daily basis depending on market
factors.
YTM at Cost is the constant interest rate that makes the
net present value of future principals & interest cash flows
equal the purchase price of the security on the acquisition
90,699,396 date.
YTM at Market is the constant interest rate that makes the net
present value of future principal & interest cash flows
equal the current market price of the security.
Market values and Yields are from the following sources:
Morgan Stanley Smith Barney Financial Management Account
Summaries; all investments are in compliance with CalMHSA's
current investment policy. CalMHSA has sufficient funds to meet
its expenditure requirements for the next six months.

‐
96,098,866
(5,056,926)
(342,544)

Prepared by
Treasurer
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Proposed County Business Plan Short Term Priorities

March 12, 2012

CalMHSA Priorities
Opportunity
1991 Realignment

A.

Challenge

1.

State Hospital
Beds

C.

Mental Health Services Act (MHSA)

1.

County Assign
MHSA

Collective
approaches

2.

F.

2011 Realignment

1.

Fiscal Risk Pools

1

Single Contract

Lead/
Second

Priority1

Start Date

Completion
Date

Status

Estimated
Cost

Revenue
Source

A. Complete the FY 12/13 state hospital
bed purchase contract negotiations with
DMH/Department of State Hospitals,
including consideration of the
development and implementation of a
bed pool purchasing agreement.

CalMHSA/
CMHDA

April

9/30/12

In process

TBD

TBD

A. Continue to implement the funded
statewide PEI projects, and

CalMHSA

4/30/12

6/30/14

In process

Per plan

MHSA

B. Develop a sustainability plan for those
that prove successful.

CalMHSA

1/1/13

6/30/14

In process

TBD

TBD

B. Provide financial support for an
outcomes and accountability resource
to counties for statewide policy and
implementation strategy development.
This resource would be managed by
CMHDA/CiMH and CalMHSA to facilitate
this work.

CMHDA/
CalMHSA

4/1/12

9/30/12

Waiting for Plan
Update

TBD

Participating
members
TTACB

C. Develop and implement a policy that
ensures that county funds transferred to
the JPA for a specified purpose are
considered expended by the county for
that purpose.

CalMHSA

4/1/12

5/9/12

Complete

$0

n/a

A. Assist in the fiscal management of AB
100 and 2011 Realignment county
mental health revenues and risk pools.

CMHDA/
CalMHSA

Unknown

Unknown

Not started

TBD

TBD

Accountability

Out of County
placements

A = 12 months or less
B = 12–24 months
C = more than 24 months
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6.

Opportunity
Counties acting
jointly

Challenge
County isolation

Lead/
Second

Priority1

Start Date

Completion
Date

Status

Estimated
Cost

Revenue
Source

B. In collaboration with county and CMHDA
staff, develop and implement a short
and long term public communication
and information program that educates
and informs the public and other
stakeholders regarding the role of
counties in the community mental
health system.

CMHDA/
CalMHSA

Unknown

Unknown

Not Started

TBD

TBD

C. Develop public information resources for
county mental health departments and
CHHDA (this was recommended at the
Governing Board retreat two years ago).

CMHDA/
CalMHSA

Unknown

Unknown

Not started

TBD

TBD

E. Continue to support individual and
collective county mental health projects
that require expedited implementation
and contracting.

CalMHSA

4/1/12

On‐going

No requests;
will solicit
interest

TBD

TBD
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CalMHSA STRATEGIC PLAN
GOAL 1:

Provide Effective Services to Member Counties

Objectives
1.1 Complete the three statewide PEI projects

Target
Completion
Date
6/30/14

Status
In process

6/30/14

Not started

10/31/2012

In process

n/a

CalMHSA not eligible

1.2.3 Serve as fiscal agent and project manager for local PEI funds (at risk of
reversion).

5/9/2012

Position research
paper completed

1.2.4 Upon direction of CMHDA, negotiate contracts with the state (e.g. to
manage state hospital beds).

9/30/12

Working with state
on development of
contract, operational
plans

1.2.5 Serve as fiscal and administrative agent for procurement of services
(e.g. legal, public relations, facilitation, fiscal, economic or financial
expertise).

On‐going

Not started

a. Prepare list of regional needs and ideas, send to CalMHSA
Executive Committee

8/2012

Not started

b. Discuss topic of electronic medical records with Scott Gruendl

6/2012

Not started

c. Meet with Small Counties Group to vet possibilities.

6/2012

Met on 6/29/2012

1.2.7 Assist in the fiscal management of AB100 and 2011 realignment
county mental health revenues and risk pools.

Unknown

Pending CMHDA

Strategies
1.1.1 Continue to implement the funded statewide PEI projects.
1.1.2 Develop a sustainability plan for those projects that prove successful.

1.2 Provide additional services in fiscal and
administrative management

1.2.1 Prepare analysis of the capacity CalMHSA needs to implement
objectives (staff, other resources) for Executive Committee and
determine options and pricing.
1.2.2 Serve as fiscal agent for the counties’ EPSDT funds.

 Work with Executive Committee to draft language that counties
could use with their Board of Supervisors to create the mechanism
that enables them to use these services (amend JPA agreement).
1.2.6 On a case‐by‐case basis, procure services for counties in order to
achieve economies of scale (e.g. to purchase residential services for
adolescents or to manage risk).
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CalMHSA STRATEGIC PLAN
GOAL 1:

Provide Effective Services to Member Counties

Objectives

Strategies
1.2.8 At the request of counties, hold and manage contracts with the state.

1.3 Assure effective communication and
public relations

Target
Completion
Date
n/a

Status
Not started

1.2.9 Offer fiscal and administrative support to counties and associations
(e.g., CADPAAC).

Unknown

Strategic Planning
Committee being
launched

1.2.10 On behalf of counties, apply for state or federal grants.

Unknown

Not started

1.3.1 Develop public information resources for county mental health
departments and CMHDA.

Pending CMHDA

1.3.2 In collaboration with county and CMHDA staff, develop and
implement a short and long term public communication and
information program that educates and informs the public and other
stakeholders regarding the role of counties in the community mental
health system.
GOAL 2:

Assure Accountability to Counties
Target
Completion
Date
n/a

Status
On‐going

Objectives
2.1 Assure project tracking systems are in
place

Strategies
2.1.1 Continual use of CalMatrix for project tracking and reporting.
2.1.2

n/a

On‐going

2.2 Assure governance systems are effective

2.2.1 Conduct CalMHSA Evaluation of Performance (governance,
administration, fiscal, program, etc.).

n/a

On‐going

2.2.2

n/a

On‐going

2.3.1 Regularly report to Finance Committee.

n/a

On‐going

2.3.2

n/a

On‐going

2.4.1 Staff to assess and develop a training plan.

n/a

On‐going

2.4.2

n/a

On‐going

2.3 Assure fiscal systems are in place

2.4 Assure staff receive appropriate training
and development
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Agreement No. SJC-61-2012

CALIFORNIA MENTAL HEALTH SERVICES AUTHORITY
PARTICIPATION AGREEMENT
COVER SHEET

1.

San Joaquin County Behavioral Health Services (“BHS”) desires to participate in the Program
identified below.
Name of Program: CalMHSA Suicide Prevention Social Marketing Campaign

2.

California Mental Health Services Authority (“CalMHSA”) and BHS acknowledge that the
Program will be governed by CalMHSA’s Joint Powers Agreement and its Bylaws, and by this
Participation Agreement. The following exhibits are intended to clarify how the provisions of
those documents will be applied to this particular Program.


Exhibit A

Program Description and Funding



Exhibit B

General Terms and Conditions



Exhibit C

Special Terms and Conditions (optional)

3.

The maximum funding payable to CalMHSA under this Agreement is $250,000.00.

4.

The term of the Program is January 1, 2012 through June 30, 2014.

5.

Authorized Signatures:

CalMHSA
Signed: ____________________________ Name (Printed): _John E. Chaquica____________
Title: _Executive Director_______________

Date: ____________________________________

BHS
Signed: ____________________________ Name (Printed): ___________________________
Title: ______________________________

Date: ____________________________________

Participation Agreement – Cover Sheet
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PARTICIPATION AGREEMENT
Exhibit A – Program Description and Funding
I.

Name of Program
CalMHSA Suicide Prevention Social Marketing Campaign

II.

Term of Program
January 1, 2012 through June 30, 2014

III.

Program Objectives and Overview
CalMHSA agrees to enter into a contract with AdEase for the Suicide Prevention Social
Marketing Campaign Program Services (SPSMCPS) on behalf of San Joaquin County
Behavioral Health Services (hereinafter “BHS”) acting in its capacity as the agent of BHS,
pursuant to the provisions and by-laws of the Joint Powers Authority and DMH regulations
for MHSA Prevention and Early Intervention Statewide Projects implementation per the
Mental Health Services Act, Prevention and Early Intervention guidelines, and agrees to
provide the usual, customary and necessary contract oversight and management services as
agent of BHS to obtain from AdEase the requirements set forth in the AdEase contract Scope
of Work as described in Sections IV and V below. In acting with AdEase as agent for BHS,
CalMHSA will use best efforts to obtain satisfactory performance from AdEase but is not
contracting to provide such services itself, nor is it guaranteeing the services of AdEase.

IV.

Project Activities
CalMHSA will contract with AdEase on behalf of San Joaquin County for a suicide prevention
social marketing campaign for the county’s residents to broadly spread awareness and to
ensure more individuals are made aware of the potential negative impacts of stigma and
discrimination, including suicide and other self-harming behaviors on individuals. The
Suicide Social Marketing Campaign will address the impact of stigma and discrimination and
possible ramifications such as thoughts of suicide, self-harming behaviors, and drug or
alcohol use among children and youth.
The AdEase contract will also help create safe ways for young people to reach out and talk
with others of their age in electronic format that makes use of new media networks to help
reach out to youth who are less inclined to join a group, may not have transportation, or
feel comfortable seeking parental permission to participate.
Goals and Objectives:
The overall goal of this agreement is to inform, educate and increase the awareness of
suicide and self-harming behaviors among a cross section of community members
particularly teens and youth in San Joaquin County. Specific objectives for this agreement
are as follows:
1. The AdEase Creative Team will leverage existing resources and adapt and produce
campaign materials for general public and selected groups use. Materials will be
Participation Agreement – Exhibit A – Page 2 of 9
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developed to reach the general public as well as selected groups. To assure that all
campaign materials will be culturally and linguistically competent, the AdEase
development process is guided by: those intended to be reached; grounded in research
regarding the highest risk populations; focus groups; and tested with members of the
intended audience. The AdEase Creative Team will develop an array of campaign
materials for suicide prevention such as additional radio or TV commercials and/or
editing and printing of the Out-of Home materials, (billboards, bus sides and bus
shelters). Intended materials/products include the hard costs of developing items such
as; brochures, posters, media kits, campaign tool kits, newsletters, fact sheets and/or
research reports. In most instances a limited number of materials will be provided along
with the production files to the individual counties to produce at their expense. AdEase
will develop/translate materials in the appropriate language based on the target
audience. AdEase will consult with CalMHSA and BHS regarding the specific materials to
be developed, their quantity, plan for translation, plan for dissemination, and year in
which these deliverables will be met as the program is implemented. At least 20% of the
target population will have increased awareness of suicide prevention as a result of this
campaign.
2. AdEase will implement a Statewide Media Campaign which will target the general public
(60%), ethnic media (30%) and the remaining 10% targeted for rural areas and with
health care providers. AdEase, in consultation with CalMHSA and BHS, will identify the
use and implementation of appropriate strategies for the geographic area within
allowable costs.
3. AdEase will implement a Statewide Social Media Campaign which will provide links to
local hotlines, resources and information on how to seek help within San Joaquin
County.
4. AdEase will build on the County of San Diego Up2Us campaign infrastructure (which
includes a main campaign, a website in Spanish, a youth site and sites targeted for
health care providers and middle-aged men) to launch a feature-rich, content-relevant
online presence for the statewide campaign. The site will be optimized for mobile phone
access and AdEase will provide up to 58-one page campaign landing pages customized
for each county; will improve site visibility by building links on other high-traffic sites
such as related not-for-profit initiatives; and will drive traffic to the site via news
articles, YouTube videos and email blasts as well as traditional press releases. The
search engines and web framework will be search engine optimized to ensure the site is
a top resource that comes up when individuals search for information on suicide and
suicide prevention in California, with a projected 500,000 unique visitors by 2014.
5. The statewide media campaign is two-fold: to reach the general public with information
about how to recognize warning signs, how to offer help and to promote the value of
getting trained as a gatekeeper; and to reduce stigma and offer hope and information
and to encourage help-seeking behaviors on the part of the individuals who are at risk of
attempting suicide. Although the campaign is aimed at the general public, materials and
media placement will reflect the cultural diversity of the state and speak to different age
groups as well as urban and rural residents. As needed, materials will be developed in
English and Spanish as well as additional threshold languages, as determined by the
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evaluation, research and stakeholder/community input. At least 20% of the target
population will become knowledgeable in recognizing warning signs and increased risk
of suicide on at risk individuals.
6. AdEase will engage the news media across the state with an aim of improving their
reporting on suicide by enlisting grassroots groups throughout the state, and drawing
attention to consensus recommendations for the media/companion website. In
addition, AdEase outreach staff will provide the designated media contact in each
county with resources and tools for media outreach, including media contact lists in
their regions, the new media recommendations, etc. The AdEase Team will create and
provide “boilerplate” articles about suicide prevention relevant to specific audiences
and populations so that they can submit these to local specialty media, PSA scripts and
copy-ready ads from the campaign for local groups to add their own contact information
in preferred language.
7. AdEase will develop a ready-to-use customizable suicide prevention and education
media campaign toolkit. The toolkit will contain materials from the statewide media
campaign – such as print ads, broadcast commercials and outdoor advertising—that can
be customized to meet the needs of individual counties, regions and communities. The
toolkit will also include outreach materials and targeted campaign materials for selected
audiences at elevated risk. Over the course of the campaign, training sessions will be
facilitated to provide training to counties on how to use the materials in their local
markets, address challenges, problem-solve together, learn about successes and
determine improvements and next steps; and the AdEase Team will be on-call for
technical assistance.
8. In addition to launching a general statewide social media campaign, AdEase will create
up to 5 specific campaigns in consultation with CalMHSA and the Statewide
Coordination Workgroup, and targeted to specific audiences such as LGBTQ youth and
Transition Age Youth. The campaigns will focus on messages of hope, resilience and
help-seeking. Links will be provided to hotlines, resources and information on how
concerned friends and family can help those in need. The YouTube channel will be
populated with the television ads, digital stories, etc. Efforts will also be informed by
the Centers for Disease Control (CDC) Best Practices Guide for Social Media for
Healthcare Programs and in collaboration with Didi Hirsch Community Mental Health
Center, CalMHSA’s SPP #1 program partner. At least 30% of the target population will
become more aware of community resources available to at risk youth.
V.

Evaluation
1. AdEase will implement a comprehensive data collection, outcomes-based program
designed with specific, measurable, achievable, relevant and time-bound objectives
(SMART). The SMSPEC is outcomes-based across all deliverables. At the campaign and
task level, outcomes have been identified that tie back to Networking, Resource
Development, Social Marketing and Training/Capacity Building. Aggregated consumerbased data will generate information that will be used to help Californians to recognize
warning signs of suicide risk and know the appropriate actions to be taken. Evaluation
of data throughout the campaign will allow AdEase to make modifications as needed
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through the three-year period. For overall campaign effectiveness, AdEase will look at
key performance indicators from all campaign activities as tied to specific outcomes.
Each quarter, information will be analyzed and reported back to participants and to
CalMHSA. For overall program effectiveness, AdEase will identify key performance
indicators as tied to specific outcomes, monitor and report findings annually. Ongoing
monitoring and reporting of findings will allow AdEase to make modifications
throughout the eighteen month period.
Deliverable No. 9: Conduct AdEase – SMSPEC Evaluation
FY
Milestone
2012,13
Outcome report
2012,13
Web analytics, media reports
2012,13
Baseline report, follow up(s)
2012,13
Media coverage report
2012,13
Media compliance report

Timing
60 days after completion of yr.
Quarterly
June of each year
Quarterly
June of each year

2. AdEase, through its project director, will be required to participate in the CalMHSA
statewide evaluation and collect data related to consumer demographics,
baseline/follow-up, service utilization studies and service experience at the program
level; submit data to the CalMHSA evaluation team according to a pre-established
schedule; and engage stakeholders including community, consumers and family in
program evaluation procedures and activities. Ultimately each program will comply
with data requests for the statewide evaluation of all CalMHSA-administered programs.
CalMHSA will coordinate the evaluation of the statewide PEI implementation.
3. Based on dates, deadlines and deliverables that are established in the work plan, AdEase
will report on all outcomes from the elements of the plan for which they are
responsible. CalMHSA will use standardized data collection instruments with a portal for
use by AdEase that will ultimately allow CalMHSA to download and compile the data
records to provide views of activities and achievements for contract deliverables.
AdEase will input data remotely using any of a variety of devices, including Windows
Mobile-based Pocket PCs and a Web browser or laptops that are compatible with
Microsoft Dynamic CRM.
AdEase will be responsible for managing the aggregate database, responding to
requests for data from CalMHSA and disseminating regular reports to CalMHSA and its
members through the Microsoft Dynamic CRM platform provided by CalMHSA.
4. AdEase will report quarterly to CalMHSA through the provided CRM and will also send:
Mail paper copies of reports to:
San Joaquin County Behavioral Health Services
Attn: Contracts Management
1212 N. California Street
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Stockton, CA 95202
Email electronic copies of quarterly reports to: contracts@sjcbhs.org
VI.

Program Funding
BHS will pay CalMHSA, in accordance with the funding provisions of the DMH regulations for
PEI Statewide Projects that are under the management and oversight of CalMHSA, a total
amount not to exceed $250,000 (Two Hundred and Fifty Thousand Dollars) for actual costs
incurred by CalMHSA and AdEase in providing the contracted services as described in
Sections IV and V above, for the AdEase SPSMCPS contract.

VII.

Program Expenses
BHS agrees that funding may be allocated by CalMHSA as follows:

PROGRAM EXPENSES
Evaluation
Administration
Planning
Operating Reserve

AMOUNT
7.5 %
7.5 %
5%
10%
Subtotal

Program

70%

$ 18,750.00
$ 18,750.00
$ 12,500.00
$ 25,000.00
$ 75,000.00
$ 175,000.00

TOTAL
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$ 250,000.00

PARTICIPATION AGREEMENT
Exhibit B – General Terms and Conditions
I.

Definitions
Throughout this Participation Agreement, the following terms are defined as follows:

II.

A.

CalMHSA - California Mental Health Services Authority, a Joint Powers Authority created
to jointly develop and fund mental health services and education programs for its
Member Counties and Partner Counties.

B.

Department of Mental Health (DMH) - The California Department of Mental Health.

C.

Member – refers to a County (or JPA of two or more Counties) that has joined CalMHSA
and executed the CalMHSA Joint Powers Agreement.

D.

Mental Health Services Act (MHSA) – Initially known as Proposition 63 in the November
2004 election, which added sections to the Welfare and Institutions Code providing for,
among other things, PEI Programs.

E.

Mental Health Services Oversight and Accountability Commission (OAC) - The oversight
body to ensure the activities are in accordance with the Mental Health Services Act.

F.

Partner - A non-Member County (or multi-county JPA) participating in a Program with
CalMHSA Members.

G.

Program – The program identified in the Cover Sheet.

H.

Prevention and Early Intervention (PEI) – Per Guidelines issued by the MHSOAC, there
are three PEI Statewide Projects—Suicide Prevention, Stigma and Discrimination
Reduction and Student Mental Health Initiative – that are to be conducted by Counties
acting jointly or in collaboration, or by DMH.

I.

Suicide Prevention - http://calmhsa.org/wp-content/common/aboutus/Strategic-Planon-Suicide-Prevention.pdf

J.

Stigma
and
Discrimination
Reductionhttp://calmhsa.org/wpcontent/common/aboutus/Strategic-Plan-for-Reducing-Stigma-and-Discrimination.pdf

K.

Student Mental Health - http://calmhsa.org/wp-content/common/aboutus/StudentMental-Health-Plan-PART1and2-6710.pdf

Responsibilities
A.

Responsibilities of CalMHSA:
1.

Develop Program plan, updates, and/or work plans as necessary on behalf of
and in coordination with BHS that are consistent with applicable laws,
regulations, guidelines and/or contractual obligations. These may include, but
are not limited to, obligations imposed by DMH and/or OAC.

2.

Act as fiscal and administrative agent for Participants in the Program.
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C.

III.

3.

Directly or indirectly (through a contracted JPA Management firm) hire and
employ Program Directors and other administrative staff as necessary to
perform under this agreement.

4.

Submission of plans, updates, and/or work plans on behalf of and/or in
coordination with BHS for review and approval by any public agency with
authority over the Program.

5.

Management of funds received the Program consistent with the requirements
of any applicable laws, regulations, guidelines and/or contractual obligations.

6.

Provide regular fiscal reports to BHS and/or other public agencies with a right to
such reports.

7.

Compliance with CalMHSA’s Joint Powers Agreement and Bylaws.

Responsibilities of BHS:
1.

Timely assignment, payment or other transfer of amounts assessed for the
Program.

2.

Identification of a representative authorized to act for BHS, and receive notices
on behalf of BHS. Identification of an alternate to attend meetings in absence of
representative.

3.

Attend advisory committee meetings for the Program, and provide input as
necessary to accomplish the purposes of the Program.

4.

Cooperate by providing CalMHSA with requested information and assistance in
order to fulfill the purpose of the Program.

5.

Provide feedback on Program performance.

6.

Timely and complete submission in response to requests for information and
items needed.

7.

Acknowledgement that funds contributed by BHS will be pooled with the funds
of other Participants in the Program, and jointly used to meet the objectives of
the Program, pursuant to the allocation formula adopted for the Program.
Program expenses will normally include a proportionate share of CalMHSA’s
general administrative expenses, since there is no independent source of
funding for such expenses.

8.

Compliance with applicable laws, regulations,
agreements, joint powers agreements and bylaws.

guidelines,

contractual

Duration and Term
A.

The term of the Program is as shown on the Cover Sheet. The Program may be extended
or terminated early depending on the availability of funds.
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IV.

V.

B.

BHS may withdraw from the Program upon six months written notice. Notice shall be
deemed served on the date of mailing.

C.

The majority of the Participants may vote to expel a Participant from the Program for
cause. Cause shall be defined as any breach of this Participation Agreement, any
misrepresentation, or fraud on the part of any Participant.

Withdrawal, Cancellation and Termination
A.

The withdrawal of a Participant from the Program shall not automatically terminate its
responsibility for its share of the expenses and liabilities of the Program. The
contributions of current and past Participants are chargeable for their respective share
of unavoidable expenses and liabilities arising during the period of their participation

B.

Upon cancellation, termination or other conclusion of the Program, any funds remaining
undisbursed after CalMHSA satisfies all obligations arising from the operation of the
Program shall be distributed and apportioned among the Participants in proportion to
their contributions.

Fiscal Provisions
A.

BHS agrees to transmit to CalMHSA the total funding amount stated on the Cover Sheet
upon approval of this agreement.

B.

BHS will share in the costs of administration and evaluation in the same proportions as
their overall contributions, as described in item VII of Exhibit A.
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MEMBERSHIP
Agenda Item 7.A
SUBJECT:
County Outreach Report – Allan Rawland, Associate Administrator –
Government Relations
BACKGROUND AND STATUS:
During each Board of Directors meeting, Allan Rawland, Associate Administrator–Government
Relations, will update the Board on the status of prospective new members. Staff has developed a
spreadsheet to track activity of prospective members, which is attached as reference material.
RECOMMENDATION:
None, information only.
REFERENCE MATERIAL(S) ATTACHED:



CalMHSA Membership Roster
County Outreach By Region
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Current Membership
M
R
Roster
50 members (49 counties, 1 JPA, 1 City)


























San Bernardino County
C
(July 9,, 2009)
Solaano County (Ju
uly 9, 2009)
Colu
usa County (Ju
uly 9, 2009)
Mon
nterey County
y (July 9, 2009)
San Luis Obispo County
C
(July 9, 2009)
Stan
nislaus County
y (July 9, 2009
9)
Suttter/Yuba Coun
nty (August 13
3, 2009)
Butte County (No
ov. 13, 2009)
Placcer County (Jaanuary 14, 201
10)
Sacrramento Coun
nty (March 12, 2010)
Glen
nn County (Ap
pril 7, 2010)
Trin
nity County (A
April 15, 2010))
Son
noma County (May
(
13, 2010
0)
Mod
doc County (M
May 13, 2010)
Santa Cruz Countty (June 10, 20
010)
Los Angeles Coun
nty (June 10, 2010)
2
Marrin County (Au
ugust 12, 2010
0)
Orange County (A
August 12, 201
10)
Yolo
o County (Aug
gust 12, 2010))
Con
ntra Costa Cou
unty (Oct. 14, 2010)
2
Fressno County (O
Oct. 14, 2010)
Imp
perial County (Oct.
(
14, 2010
0)
Kern County (Octt. 14, 2010)
Lak
ke County (Octt. 14, 2010)
Riveerside County
y (Oct. 14, 2010)



























San
nta Clara Coun
nty (Oct. 14, 20
010)
Siskkiyou County (Oct. 14, 2010
0)
Ven
ntura County ((Oct. 14, 2010)
Mad
dera County (Nov.12, 2010))
Men
ndocino Coun
nty (Dec. 9, 201
10)
San
n Diego Countyy (Feb. 10, 201
11)
San
n Francisco Citty & County (F
Feb. 10, 2011))
El D
Dorado Countyy (March 11, 2
2011)
San
n Mateo Countty (March 11, 2
2011)
Nap
pa County (Jun
ne 9, 2011)
Hum
mboldt Countyy (July 14, 201
11)
Las sen County (Ju
uly 14, 2011)
Marriposa Countyy (August 11, 2
2011)*
Tuoolumne County
ty (August 11, 2011)
San
n Benito Countty (October 13
3, 2011)*
Tri‐‐City Mental H
Health Center (October 13, 2
2011)
Del Norte Countyy (December 1
15, 2011)*
Shaasta County (F
February 10, 2012)*
Tulaare County (F
February 10, 2012)*
Kin gs County (Ap
pril 13, 2012)**
San
n Joaquin Coun
nty (April 13, 2
2012)§
Cityy of Berkeley, (June 14, 2012)*
Inyoo County (Jun
ne 14, 2012)
Mon
no County (June 14, 2012)
Nevvada County (JJune 14, 2012
2)*

Non
n‐Member Cou
unties w/Asssigned Fundss
Amad
dor, Calaverass, Merced and Santa Barbaraa
Remaining Non‐Member
N
Counties
Alam
meda, Tehamaa, Plumas, Sierrra and Alpinee
Ca
alMHSA’s Reg
gional Repre sentatives
Superior Region
R
– Williaam Cornelius, PhD, Colusa C
County
Central Region
R
– Brad
d Luz, PhD, Suttter/Yuba Cou
unty
Bay Area Region – Michaael Kennedy, M
MFT, Sonoma County
Southern Region – Mark
k Refowitz, MSSW, Orange County
R
– William Arroyo, M
MD, Los Angelees County
Los Angeles Region

*Mem
mber has elected not to assiggn funds to CalMHSA.

Updated 8/2/2012

§Mem
mber has elected
d to participate only
o in the Statewide PEI Suicide
e Prevention Prooject, Program 33: Social Marketing Program.
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CalMHSA NON‐MEMBER COUNTY OUTREACH
August 2, 2012
REGION/COUNTY
SUPERIOR REGION
Tehama

OUTREACH COMMENTS
6/6/2012 – Allan Rawland/Laura Li have continuously reached out
to the county since December 2011. Mr. Rawland to follow up in
the next couple weeks.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/19/11 A. Rawland and staff have initiated conversations with Mr.
Pena, to include a distribution of information and PowerPoint. Mr.
Pena has acknowledged rcpt. of the information and would further
distribute to Administration.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.
June/2011 ‐ They have indicated moving forward with initial steps
of CalMHSA membership

Plumas

Board member Gruendl of Glenn County has scheduled a meeting
with Tehama to discuss membership to CalMHSA.
CalMHSA staff left messages for Ms. Houghtby on July 22, 2010
followed by a follow‐up email and information packet in August
2010.
6/6/2012 – Allan Rawland/Laura Li have continuously reached out
to the county since December 2011. Mr. Rawland to follow up in
the next couple weeks.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
12/15/11 – Mr. Rawland has indicated the MHD will be going back
to their county for consideration.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/9/11‐ A. Rawland has initiated contact with Mr. Sebold and will
continue to work with Plumas towards membership.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
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follow‐up with each MH Director.

Sierra

CalMHSA staff had conversations with Mr. Sebold on July 22, 2010
and indicated they had not seen anything compelling to join
CalMHSA. No other contact has been made since then.
6/6/2012 – Allan Rawland/Laura Li have continuously reached out
to the county since December 2011. Mr. Rawland to follow up in
the next couple weeks.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
12/16/11 – Sierra County does not currently have a MHD on staff.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/9/11 – A. Rawland has initiated conversations with Dr. Roberts
and he will continue to work with her as they have a challenging
BOS to work with.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.

Nevada (Opt Out)

CalMHSA staff has not had contact with this county.
6/6/2012 – for CalMHSA approval at the 6/14/2012 Board
meeting.
3/27/2012 – Nevada Deputy County Counsel and HHS Contracts
Unit have been in discussions with CalMHSA staff relative to
CalMHSA membership.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
12/16/11 – Nevada County is waiting for staff to provide the Pros
and Cons of joining CalMHSA. To be completed and distributed by
12/19/11.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/19/11 – A. Rawland and staff initiated conversation with Mr.
Heggarty to included distribution of information and PowerPoint.
Staff will also forward “Talking Points” upon Mr. Rawland’s review
and approval of them. Mr. Rawland to follow‐up with him the week
of August 29, 2011.
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6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.
CalMHSA staff had contact with Mr. Heggarty on July 30, 2010 and
indicated some interest; no other contact has been made since
then.
CENTRAL REGION
Amador
(Funds have been assigned)

6/6/2012 – Staff has continuously reached out to the county since
December 2011. Board member Gruendl is reaching out to
Amador County MH Director.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/19/11 – A. Rawland and S. Gruendl will be initiating conversations
with Ms. Bengyel and work with Amador to establish membership.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.

Alpine

CalMHSA Staff left messages for Ms. Bengyel on April 13, 2011 re:
status, no return call as of yet.
CalMHSA staff has contacted Ms. Bengyel several times in July‐
August 2010 and March‐April 2011 with no response. They have
assigned funds and understand they have intent to become
members but with them being short on staff etc., they are unable to
proceed.
6/6/2012 – Staff has continuously reached out to the county since
December 2011. Board member Gruendl is reaching out to Alpine
County MH Director.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
6/19/11 – A. Rawland has initiated conversations with Ms. Knorr
and will continue to work with Alpine towards membership.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
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follow‐up with each MH Director.

Calaveras
(funds assigned)

CalMHSA staff has left messages for Ms. Knorr in June‐July 2010
with a follow‐up information packet mailed to them in August 2010.
No other contact has been made since then.
4/5/2012 – Calaveras Co staff has contacted CalMHSA staff and
indicated they will not be moving forward with seeking approval
for CalMHSA membership. They will contact staff should their
position change.
1/30/12 – Calaveras County has the intent to go before their BOS
for approval on March 13, 2012.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
12/16/11 – Calaveras staff has indicated going before their BOS in
January 2012.
11/30/11 – Calaveras staff contacted staff indicating they are
moving forward with requesting BOS approval for CalMHSA
membership. CalMHSA staff is working with Calaveras in making
this an uncomplicated process.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/24/11 – A. Rawland and staff have initiated conversations with
Ms. Downs, to include a distribution of information, PowerPoint
and Matrix of Statewide PEI Program Partners. Mr. Rawland to
follow‐ up with Ms. Downs in the next couple of weeks. Funds have
been assigned.
7/28/11‐ Staff followed up with a phone call, again offering
assistance and seeking status of membership. (Call made to Christa
Thompson, MHSA Coordinator)
7/18/11 – staff sent a follow‐up email offering assistance and
seeking status of membership. (Email sent to Rita Downs)
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.
6/6/11 – Dr. Baylor had a conversation with Ms. Downs indicating
they were drafting their letter to their BOS for CalMHSA
membership.
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4/28/11 – Board Member Baylor had a conversation with Ms. Rita
Downs relative to CalMHSA membership. She indicated they were
working on initiating conversations with their HSA Director before
going to the BOS.

Merced
(Funds have been assigned)

CalMHSA staff had conversations with Ms. Downs re: membership
in July 2010 where they indicated they would be working the
Statewide PEI programs at the local level. No other contact has
been made since then.
6/6/2012 – Allan Rawland/Laura Li have continuously reached out
to the county since December 2011. Mr. Rawland to follow up in
the next couple weeks.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
12/16/11 – Per Mr. Rawland, they are waiting for Pros and Cons of
joining CalMHSA. To be completed and distributed by 12/19/11.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/26/11 – Mr. Jimenez contacted staff inquiring about the
“CalMHSA Talking Points,” to which staff indicated they forward
upon finalizing some edits.
8/19/11 – A. Rawland initiated conversations with Mr. Jimenez.
Staff will forward him “Talking Points” upon Mr. Rawland’s review
and approval of them.
7/28/11 – Staff did not hear back from MHSA Coordinator and
followed up with call to Ms. Jones and email to Mr. Jimenez.
7/18/11 – Staff spoke with Merced’s MHSA Coordinator offering
assistance and seeking status of CalMHSA Membership. Ms. Jones
indicated she would speak with the Director and get back to staff.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.

Mono

CalMHSA left a message for Ms. Sharon Jones, MHSA Coordinator
re: status on April 13, 2011, no return call as of yet.
CalMHSA staff had several conversations with Mr. Jimenez July –
August 2010 re: membership. They indicated full intent to join it
was just a matter of having those conversations with their new
CAO. Funds have been assigned.
6/6/2012 ‐ Mono County is in process of scheduling a date to go
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before their BOS.
2/1/2012 – Mono County MH Director/staff contact staff regarding
CalMHSA membership and process. Mono has expressed interest
and will move forward with their internal process for seeking
membership approval.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/19/11 – A. Rawland has initiated conversations with Dr. Gimpel
and will continue to work with them towards membership.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.

Inyo

CalMHSA staff left several messages and sent an information packet
to Ms. Gimpel July –August 2010. At the time they were doing a
multi‐county collaborative with Inyo County.
6/6/2012 – Inyo Co. received BOS approval on 6/5/2012 and
requesting CalMHSA Board approval at the 6/14/2012 board
meeting.
3/19/2012 – Inyo Co. MH Director contacted CalMHSA staff and
requested CalMHSA membership information be sent to them.
Modoc Board Member, Dr. Stockton, has been reaching out to Inyo
County relative to membership.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/19/11 – A. Rawland has initiated conversations with Dr. Zwier and
will continue to work with them towards membership.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.
CalMHSA staff had several conversations with Ms. Zwier where she
indicated they would be doing a multi‐county collaborative with
Mono County. No other contact has been made.
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BAY AREA REGION
Alameda
(Option 2 – submitted to DMH &
OAC)

6/6/2012 – Allan Rawland/Laura Li have continuously reached out
to the county since December 2011. Mr. Rawland to follow up in
the next couple weeks.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
12/16/11 – Per Mr. Rawland, they are moving forward with seeking
BOS approval.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/26/11 – OAC has confirmed Alameda County has received their
assignment money, but cannot confirm their plan was approved as
they no longer approve plans.
5/2/11 – Staff confirmed with OAC that Alameda/City of Berkeley
have submitted their plans for Option 2.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.

City of Berkeley
(Option 2 ‐ submitted to DMH &
OAC)

CalMHSA staff has met with Ms. Thomas and other staff to discuss
membership. They showed some interest but decide to do
something else.
6/6/2012 – The City of Berkeley received City Council approval on
5/29/12 and is requesting CalMHSA Board approval at the
6/14/2012 board meeting.
3/9/2012 – Dr. Tribble of the City of Berkeley contacted CalMHSA
staff relative to discussing the process for CalMHSA membership.
Dr. Tribble indicated they would be moving forward with seeking
Council approval for membership, but added that their process is
long and it might May 2012 before they get approval.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
12/16/11 – Per Mr. Rawland, Berkeley anticipates going before
their City Council in February 2012.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/26/11 – OAC has confirmed City of Berkeley has received their
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assignment money, but cannot confirm their plan was approved as
they no longer approve plans.
8/23/11 – A. Rawland and staff initiated conversations with Ms.
Tribble to include distribution of information and PowerPoint. Mr.
Rawland is to follow –up with her in the next couple of weeks.
5/2/11 – Staff confirmed with OAC that Alameda/City of Berkeley
have submitted their plans for Option 2.
SOUTHERN REGION
Santa Barbara
(Funds have been assigned)

6/6/2012 – Allan Rawland/Laura Li have continuously reached out
to the county since December 2011. Mr. Rawland to follow up in
the next couple weeks.
12/20/11 – Staff finalized the Pros and Cons of joining CalMHSA and
distributed accordingly to non‐member counties.
9/2/11 – Staff sent CalMHSA Fact Sheet to include a full list of
Program Partners.
8/19/11 – A. Rawland has initiated conversations with Dr. Detrick
and will continue to work with them towards membership.
7/28/2011‐ Staff followed up with a phone call to Mr. Rodriguez re:
assistance and status.
7/18/2011 – Staff followed up with an email to MHSA Coordinator
(Mr. Rodriguez) offering assistance and seeking status.
6/9/2011 – Staff sent an electronic packet relative to CalMHSA
encouraging non‐member counties to seek membership. Staff to
follow‐up with each MH Director.
Spoke to Cuco Rodriguez on April 13, 2011 to follow‐up. Docs still at
legal and will speak with the Director (Anne Detrick) about status.
CalMHSA staff is having ongoing conversation with the MHSA
Coordinator “Cuco Rodriguez,” who has indicated they would be
seeking membership. Their legal counsel is currently reviewing
documents. They have already assigned funds.

LOS ANGELES REGION
N/A

N/A
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FINANCIAL MATTERS
Agenda Item 8.A
SUBJECT:

Report from the CalMHSA Finance Committee – Scott Gruendl

BACKGROUND AND STATUS:
The Finance Committee (FC) members are:
Chair

Mr. Scott Gruendl, CalMHSA Treasurer, Glenn County

Present

Bay Area

TBD

Central

Mr. Tom Sherry, Sutter‐Yuba Counties

Present

Los Angeles

Dr. William Arroyo, Los Angeles County

Absent

Superior

Ms. Amy Wilner, Butte County

Present

Southern

Ms. Tanya Bratton, San Bernardino County

Absent

Ex Officio

Dr. Wayne Clark, CalMHSA President, Monterey County

Absent

The FC met by teleconference on July 30, 2012. The following items were included on the agenda
and the discussion is included in the attached draft committee minutes:
1. Treasurer’s Report as of June 30, 2012 (included in consent calendar)
2. Investment Update (see discussion in Draft Finance Committee Minutes)
3. CalMHSA Statewide Prevention and Early Intervention Implementation Work Plan Update
(see discussion in Draft Finance Committee Minutes)
4. Financial Audit for June 30, 2012, 2013 and 2014
5. Indirect Rate
6. Finance Committee Calendar, Fiscal Year 2012–2013
7. Statewide Hospital Beds (see discussion in Draft Finance Committee Minutes)
The following will be presented by the committee for approval:
4. Financial Audit for June 30, 2012, 2013 and 2014
Ms. Santin gave a brief history of the working relationship between CalMHSA and James
Marta & Company, who has provided a letter of engagement to carry‐out audits for the
fiscal years ending June 30, 2012; June 30, 2013 and June 30, 2014.
Action:

The Finance Committee recommends approval of the engagement letter
for audits ending June 30, 2012; June 30, 2013 and June 30, 2014.

5. Indirect Rate
The Finance Committee discussed an indirect rate or indirect rate range to be utilized and
reported for CalMHSA. The discussion for the CalMHSA indirect rate was based on the
estimated expenditures for the three CalMHSA programs—Technical Assistance and
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Capacity Building (TTACB), Contra Costa County WET Program (CCCWET), and PEI
Statewide Projects (PEI). CalMHSA manages the complete program for TTACB and PEI, and
serves only as the fiscal intermediary for CCCWET.
The CalMHSA contract with the Department of Mental Health (DMH) does not specify
regulations or provide guidelines for cost principles. Staff has based its guidance on the
Federal guidelines utilized for Federal awards (OMB Circular A‐87, Part 225 – Cost
Principles for State, Local, and Indian Tribal Governments). These are the same cost
principles used by county governments and non‐profits partners (Part 230) for
determination of allowable costs and classifications of direct and indirect costs for Federal
programs. The guidelines for determining direct costs and indirect costs are summarized
below.
Direct Costs—those that can be identified specifically with a particular final cost
objective. Examples are:
•
•
•
•

Salaries, benefits and compensation of persons working on program.
Materials acquired or used for the program.
Travel Associated with the project
Capital expenditures

Indirect Costs—those incurred for a common or joint purpose benefiting more than one
cost objective (program), and not readily assignable to the cost objective specifically
benefitted.
Staff has compiled a table of costs of the CalMHSA programs allocated into direct and
indirect costs below.
Expenses

TTACB1
Historical
Percent

Contra Costa – WET2
Historical
Percent

Planning Expenses

PEI Statewide Projects3
Historical
Percent
$1,141,944

8%

$462,926

85%

$135,000

87%

12,582,508

85%

83,000

15%

13,450

9%

476,483

3%

Total Direct Program Expenses

545,926

100%

148,450

96%

14,200,935

96%

General & Admin (Indirect Costs)

‐

6,750

4%

571,006

4%

Total Expenses

$545,926

$155,200

100%

$14,771,941

100%

Program Contracts
Program Implementation,
Management and Oversight

100%

Following discussion, Committee Chair Gruendl reiterated the indirect rate range will be
8% for fully administrated programs close to 4% for intermediary services. Staff was then
directed to create a draft policy and range which will be brought back to the committee for
approval. Committee Chair Gruendl with work with Ms. Santin and staff on the creation of
the policy.
Action:

None, information only.
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6. Finance Committee Calendar, Fiscal Year 2012–2013
As directed by the Finance Committee on the May 21, 2012 teleconference, staff created a
committee calendar for fiscal year 2012‐2013. Dates were selected based upon the board of
directors meeting schedule and items needing the committee’s attention.
Action:

Acceptance of the Finance Committee Calendar, Fiscal Year 2012‐13.

RECOMMENDATIONS:
1. The Finance Committee recommends approval of the engagement letter for audits ending
June 30, 2012; June 30, 2013 and June 30, 2014.
2. Acceptance of the Finance Committee Calendar, Fiscal Year 2012‐2013.
REFERENCE MATERIAL(S) ATTACHED:




Draft Finance Committee Minutes, July 30, 2012
James Marta & Company Engagement Letter
Finance Committee Calendar, Fiscal Year 2012–2013
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4. Consent Calendar
Committee Chair Gruendl asked if there were any requests to pull items from the
consent calendar. None were made.
Action:

Approval of consent calendar.

Motion:
Second:

Tom Sherry, Sutter/Yuba County
Amy Wilner, Butte County

Committee Chair Gruendl made a note to staff that on page 10 of the budget
narrative, in the section titled Budget Notes, the items and numbers appear to be
correct but the columns don’t appear to match.
5. CalMHSA’s Treasurer’s Report as of June 30, 2012
Ms. Santin gave a review of the Treasurer’s Report, which include the market values
and book balances. Prior to the meeting, staff noticed the totals on the bottom of the
two graphics were not updated to reflect the values provided on the spreadsheet;
updated graphs were distributed prior to the meeting.
Action:

Approval of the Treasurer’s Report as of June 30, 2012 for
presentation at the August 9, 2012 Board of Directors Meeting.

Motion:

Tom Sherry, Sutter/Yuba County

Second:

Amy Wilner, Butte County

6. CalMHSA Investment Update
Committee Chair Gruendl called on John Liddle and Deborah Dunn of Morgan
Stanley Smith Barney to give an update on CalMHSA’s investments. First, Mr. Liddle
provided a current marker update. During the second quarter, the 10 year treasury
yield has gone down, which is good for CalMHSA’s portfolio. With the European
Central Bank and the Federal Open Market Committee meeting later in the week,
MSSB staff will be tracking the decisions reached at those meetings as well as the
results of the motor vehicle sales report being issued on Thursday and the
unemployment report on Friday. Next, Mr. Liddle reviewed the performance of
Public Financial Management (PFM) which is currently returning .51 basis points
while LAIF is at .36 basis points, which puts the portfolio well ahead of LAIF.
Mr. Liddle then presented an overview of the Account – Executive Summary.
CalMHSA’s portfolio is up 21 basis points, well ahead of Barclay’s one to three year
index. To date, interest received is at $680,539.17, all of which is being rolled back
into the money market account. Committee Chair Gruendl asked how the interest
aligns with the anticipated revenue in the budget. Ms. Santin responded that it was
tracking with what was anticipated in the budget at $1.2 million for June 30, 2013.
Recommendation: None, information only.
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7. CalMHSA Statewide Prevention and Early Intervention Implementation Work Plan
Update
Ms. Santin reviewed the financial piece of the Plan Update and provided an overview
of the budget from the original CalMHSA Statewide PEI Implementation Work Plan,
approved by the Mental Health Services Oversight and Accountability Commission
on January 5, 2011, as well as the First Amendment to the work plan, approved
March 23, 2012. The Plan Update recommends moving $2,869,658 from planning
and $9,662,072 from contingency reserve to program/direct funds.
Committee Chair Gruendl asked if CalMHSA has just not spent as much on planning
as estimated. Ms. Santin responded in the affirmative. Amy Wilner, Butte County,
asked how it was determined to reduce the contingency reserve to 2%. Ms. Santin
responded that with the reversion date fast approaching and program partners
strictly adhering to their budgets, staff wants to get as much money moving into
contracts and included in the plan. Ms. Collentine added that it takes about six
months to go from a plan update to an executed contract, possibly longer for a new
program. Conservatively money needs to be kept in the contingency reserve and in
planning funds in the event of something unforeseen, but with the six months
required to see a program implemented and the reversion date of June 30, 2014, the
Plan Update moves as much of the funds as is feasible into programs and gets the
money spent appropriately to fix any gaps in the existing PEI programs or address
new issues that may emerge.
Mr. Liddle asked if there was anything new in regards to extending the time period
CalMHSA has to disperse the assets. Mr. Rawland responded a letter has been sent
to Cliff Allenby, Department of Mental Health, and to Vanessa Baird, Department of
Health Care Services, requesting the date be extended to 2017. Mr. Rawland and
John Chaquica, CalMHSA Executive Director, will be meeting with Ms. Baird in the
coming weeks to discuss the matter further.
Recommendation: None, information only.
8. CalMHSA Financial Audit for June 30, 2012, 2013 and 2014
Ms. Santin to provide the rationale behind CalMHSA engaging James Marta &
Company to conduct fiscal audits for June 30, 2012 through 2014. Ms. Santin noted
the importance of consistency as well as the fact that the first year an auditor works
with an organization tends to be more challenging, thus re‐engaging James Marta &
Company would ensure a more efficient process. However, she acknowledged there
can be good reasons for changing an auditor as well as for keeping them. She added
following the 2014 audit, the matter would be brought up again for discussion.
Committee Chair Gruendl then noted the front page of the agenda listed the
recommendation as “none, information only,” making the committee unable to take
action. Instead it was decided the item would be moved to the board for action at
their August 9, 2012 meeting. Committee Chair Gruendl will report out to the board
on the committee’s discussion at that time.
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Ms. Wilner noted that it makes sense to have a consistent auditor for that period of
time.
Tom Sherry, Sutter/Yuba County, agreed with Ms. Wilner and stated James Marta &
Company has extensive experience working with JPAs. Ms. Santin added they also
participate in the California Association of JPAs and sits on the accreditation
committee.
Committee Chair Gruendl asked Ms. Santin if, in her knowledge, they were
comparable to other available vendors in terms of cost. Ms. Santin responded that,
to her knowledge, they were comparable. He then asked Ms. Santin what she
envisioned for 2014 when the matter would be revisited. Ms. Santin explained that a
similar discussion would be had addressing CalMHSA’s experience and satisfaction
with James Marta & Company. Mr. Rawland noted Doug Alliston, Legal Counsel,
should review the procurement policy as it relates to contract renewals and if a
solicitation process needs to take place following the 2014 audit.
Committee Chair Gruendl stated he would report out at the August 9, 2012 board
meeting that there were no concerns noted by the committee.
9. CalMHSA Indirect Rate Discussion
Ms. Santin reviewed historical data related to the indirect rate on three current
projects—Training/Technical Assistance and Capacity Building; Contra Costa
County Workforce, Education and Training; and the PEI programs. For the PEI
programs, DMH did not provided any guidelines regarding cost principles so Ms.
Santin used the Federal guidelines in OMB Circular A 87 Part 225. She noted
CalMHSA’s indirect rate has historically run at 4%, well below the budget 7.5%
approved in the PEI Work Plan and First Amendment to the Work Plan.
Committee Chair Gruendl asked Ms. Santin to clarify the items included in the direct
rate. Ms. Santin noted that because staff had been tracking their hours, they were
able to directly allocate salaries, benefits and resources, so the 15% direct rate
shown did include those items.
Mr. Rawland added staff was recommending a policy be developed to provide a
directive for future programs.
Committee Chair Gruendl suggested a range depending on the type of project, with
statewide projects being listed at one level and county projects being listed at a
different level.
Mr. Sherry suggested following Federal requirements, which counties and other
entities are familiar with and will see as standard. Should CalMHSA have federally
funded programs in the future, adjustments would not have to be made in the
handling of the indirect rate.
Following discussion, Committee Chair Gruendl reiterated the indirect rate range
will be 8% for fully administrated programs close to 4% for intermediary services.
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Staff was then directed to create a draft policy and range which will be brought back
to the committee for approval. Committee Chair Gruendl with work with Ms. Santin
and staff on the creation of the policy.
Recommendation: Discussion and/or action as deemed appropriate.
10. Finance Committee Calendar, Fiscal Year 2012‐2013
The Committee reviewed the calendar compiled by staff, based upon a survey done
of Committee members, the board of directors meeting schedule and items needing
the committee’s attention in preparation for those board meetings. The Committee
discussed the dates proposed and agreed that Mondays were preferred over
Tuesdays.
Action:

Approval of the Finance Committee calendar, Fiscal Year 2012‐
2013.

11. Discussion on Statewide Hospital Beds
Allan Rawland, Associate Administrator – Government Relations, gave an update on
CalMHSA’s progress in negotiating a statewide hospital bed annual purchase
agreement on behalf of interested counties. Staff is waiting for an MOU that is being
issued by the Department of Mental Health. There is currently no formula in place to
cover administrative and planning costs; George Hills Company is providing in‐kind
support until such a formula is finalized.
Staff has solicited CalMHSA members to participate in a short‐term work group for
the development of the Statewide Hospital Bed Utilization Plan, which is being
proposed to have seven county representatives. It is recommended that participants
in the work group be CalMSHA board members, or the members’ delegate,
preferably someone who has been involved with managing their county’s state
hospital bed contract. Don Kingdon, California Mental Health Director’s Association,
will also participate in the work group, which will be convened by CalMHSA staff.
Recommendation: Discussion and/or action as deemed appropriate.
12. General Public Comment
Committee Chair Gruendl asked for any general comments from members of the
public. There were none.
13. Closing Comments
Committee Chair Gruendl asked for any closing comments. There were none.
Hearing no further comments, Committee Chair Gruendl adjourned the call at 12:05 p.m.
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James Marta & Company
Certified Public Accountants
Accounting, Auditing, Consulting, and Tax

June 11, 2012
Kim Santin, CPA
Finance and Administration Director
George Hills Company, Inc.
3043 Gold Canal Drive, Suite 200
Rancho Cordova, California 95670-6394
Re: California Mental Health Services Authority
We are pleased to confirm our understanding of the services we are to provide for California Mental
Health Services Authority for the years ending June 30, 2012, 2013 and 2014.
I.

SCOPE OF WORK

We have been engaged to perform an audit of California Mental Health Services Authority’s general
purpose financial statements as of June 30, 2012, 2013 and 2014. The purpose of the audit is to express
an opinion as to whether your financial statements are fairly presented, in all material respects, in
conformity with U.S. generally accepted accounting principles, and is limited to the period covered by
our audit.
II.

MANAGEMENT’S RESPONSIBILITIES

At the outset, it is imperative that we state the scope of your responsibilities in connection with this
engagement. The financial statements are the responsibility of California Mental Health Services
Authority’s management. Encompassed in that responsibility is the establishment and maintenance of
effective internal control over financial reporting, the establishment and maintenance of proper
accounting records, and the selection of appropriate accounting principles.
Management is responsible for the design and implementation of programs and controls to prevent or
detect fraud, and for informing us about all known or suspected fraud affecting the government involving
(a) management, (b) employees who have significant roles in internal control, and (c) others where the
fraud could have a material effect on the financial statements. Management is also responsible for
informing us of its knowledge of any allegations of fraud or suspected fraud affecting the government
received in communications from employees, former employees, regulators, or others. In addition,
management is responsible for identifying and ensuring that the entity complies with applicable laws and
regulations.
We will assist in the preparation of your financial statements, but the responsibility for the financial
statements remains with you. You are responsible for adjusting the financial statements to correct
material misstatements and for confirming to us in the management representation letter that the effects
of any uncorrected misstatements aggregated by us during the current engagement and pertaining to the
latest period presented are immaterial, both individually and in the aggregate, to the financial statements
taken as a whole.
701 Howe Avenue, Suite E3, Sacramento, CA 95825 (916) 993-9494 fax (916) 993-9489
www.jpmcpa.com jmarta@jpmcpa.com
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As part of our engagement we may propose standard, adjusting, or correcting journal entries to your
financial statements. You are responsible for reviewing the entries and understanding the nature of any
proposed entries and the impact they have on your financial statements. Further, you are responsible for
designating a qualified management-level individual to be responsible and accountable for overseeing
these services.
III.

OUR RESPONSIBILITY

Our responsibility is to express an opinion as to whether your financial statements are fairly presented, in
all material respects, in conformity with U.S. generally accepted accounting principles, and is limited to
the period covered by our audit. Facts and circumstances may require us to qualify that opinion, or to
disclaim it, or to express an adverse opinion. Other facts and circumstances may require us to provide
additional information in our report. We will keep you informed if and when we begin to reach
conclusions that our report may need to be modified because of such facts and circumstances.
IV.

CHARACTER AND LIMITATIONS OF AN AUDIT

Our audit will be conducted in accordance with Auditing Standards Generally Accepted in the United
States of America (GAAS) and Government Auditing Standards. Those standards require that we
initially assess the risk that errors, fraud, irregularities, and illegal acts may cause the financial statements
to contain a material misstatement. This is necessary because we do not audit all the transactions and
balances in the financial statements, only a selected portion of them, in some cases a very small portion.
The costs for us to examine a large portion of them, or all of them of a certain category, or all of them in
all categories, would be prohibitive. Consequently, there are risks.
In making this initial assessment, we are required to obtain an understanding of the entity and its
environment, including its internal control, sufficient to assess the risks of material misstatement of
financial statements and to design appropriate audit procedures. Those considerations mandate your
complete cooperation and honesty about your knowledge and understanding of the possibility of the
existence of errors, fraud, irregularities and illegal acts. By signing this letter, you agree that you will
provide this cooperation and that you will be totally honest with us.
Based on that assessment, the standards require us to design the audit to obtain reasonable, rather than
absolute, assurance about whether the financial statements are free of material misstatement, whether
caused by errors, fraud, irregularities and illegal acts. Accordingly, a material misstatement may remain
undetected. While we are required to exercise due care and professional skepticism, since our opinion is
based on the concept of reasonable assurance, we are not an insurer and our report does not constitute a
guarantee. We will inform you of all matters of fraud that come to our attention. We will also inform
you of illegal acts that come to our attention, unless they are clearly inconsequential. We will inform you
of any need to extend our procedures because of them and our estimate of their additional cost.
The discovery, subsequent to the date of the auditor’s report, that one or more errors, frauds,
irregularities, or illegal acts causing the financial statements to contain one or more material
misstatements, have occurred does not necessarily mean that our audit was not conducted in accordance
with generally accepted auditing standards.
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An audit includes obtaining an understanding of internal control sufficient to plan the audit, but is not
designed to provide assurance on internal control or to identify significant deficiencies. However,
during the audit, if we become aware of such reportable conditions or ways that we believe management
practices can be improved, we will communicate them to you in a separate letter.
An audit includes examining, on a test basis, evidence supporting the amounts and disclosures in the
financial statements. An audit also includes assessing the accounting principles used and significant
estimates made by management, as well as evaluating the overall financial statement presentation. Our
procedures will include tests of documentary evidence supporting the transactions recorded in the
accounts, and may include direct confirmation of receivables and certain other assets and liabilities by
correspondence with selected individuals, legal counsel, creditors, and financial institutions.
The District’s management hereby promises that it will make every diligent effort to maintain proper
books and records that accurately reflect its business activities, that it will be completely truthful with us
and that we may rely upon both oral and written statements and responses to questions. Management
further promises to immediately advise us if it becomes aware of any inaccuracy in the record-keeping or
dishonesty in any of its business dealings, including its statements to us. Management acknowledges that
the promises are the cornerstone of its relationship with us and are made to induce us to accept this audit
engagement, and that we would not accept this audit engagement without such promises.
Management is responsible for making all financial records and related information available for
purposes of the audit. In the event that the financial information provided is incomplete or inaccurate,
then we will either complete the work at our standard rate, or delay the audit until this information is
complete and accurate.
At the conclusion of our audit, we will require you to furnish us a management representation letter
confirming, among others, your responsibility for your financial statements and for the design and
implementation of programs and controls to prevent and detect fraud. This letter is a required audit
procedure prior to issuing our report. By signing this engagement letter and furnishing a management
representation letter, you agree to indemnify us and hold us harmless for any liability and costs arising
from knowing misrepresentations by management.
In accordance with the requirements of Government Auditing Standards, we will also issue a written
report describing the scope of our testing over internal control over financial reporting and over
compliance with laws, regulations, and provisions of grants and contracts, including the results of that
testing. However, providing an opinion on internal control and compliance will not be an objective of the
audit and, therefore, no such opinion will be expressed.
V.

OTHER STIPULATIONS
Fees

Our fees for the audits will be $9,800, $10,200 and $10,500 for fiscal years ending June 30, 2012, 2013
and 2014, respectively. This fee includes the costs of a board presentation in Sacramento County,
additional cost will be added for time and travel expense to an alternate location. Invoices are payable
upon presentation. Unpaid fee balances 30 days over due will bear interest at 18 percent per annum.
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Whenever possible, we will attempt to use your organization’s personnel to assist in the preparation of
schedules and analyses of accounts. We understand that your employees will prepare all cash or other
confirmations we request and will locate any invoices selected by us for testing. This effort could
substantially reduce our time requirements, facilitate the timely conclusion of the audit, and help you
hold down audit fees. If assistance is not provided or accounting is not complete and we must complete
these items, the additional time and costs will be charged at our standard hourly rates.

Our initial fee estimate assumes we will receive the aforementioned assistance from your
personnel and unexpected circumstances will not be encountered. In the event that the GASB,
FASB, AICPA, GAO, OMB, or the State issues additional standards or audit procedures that
require additional work during the audit period, we will discuss these requirements with you
before proceeding further. Before starting the additional work, we will prepare an estimate of the
time necessary, as well as the fee for performing the additional work. Our fee for addressing the
additional requirements will be our standard hourly rates for each person involved in the
additional work.
Reports
We will provide you with 15 copies of the report. If you intend to publish or otherwise reproduce the
financial statements and make reference to our firm, you agree to provide us with printers’ proofs or
masters for our review and approval before printing. You also agree to provide us with a copy of the final
reproduced material for our approval before it is distributed.
You agree to distribute the report to those charged with governance and the appropriate officials of the
responsible party.
Working Papers
The working papers for this engagement are the property of James Marta & Company and constitute
confidential information. However, we may be requested to make certain working papers available or
provide copies of them to certain regulators pursuant to authority given to it by law or regulation. If
requested, access to such working papers will be provided under the supervision of James Marta &
Company.
We agree to retain our workpapers related to this audit for a period of at least seven (7) years from the
date of our report.
Mediation Provision
Disputes arising under this agreement (including scope, nature, and quality of services to be performed
by us, our fees and other terms of the engagement) shall be submitted to mediation. A competent and
impartial third party, acceptable to both parties shall be appointed to mediate, and each disputing party
shall pay an equal percentage of the mediator’s fees and expenses. No suit or arbitration proceedings
shall be commenced under this agreement until at least 60 days after the mediator’s first meeting with the
involved parties. If the dispute requires litigation, the court shall be authorized to impose all defense
costs against any non-prevailing party found not to have participated in the mediation process in good
faith.
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Several technical accounting and auditing words and phrases have been used herein. We presume you to
understand their meaning or that you will notify us otherwise so that we can furnish appropriate
explanations.
If the foregoing is in accordance with your understanding, please indicate your agreement by signing the
duplicate copy of this letter and returning it to us.
We appreciate the opportunity to serve you and look forward to working with you and your staff.

James Marta & Company

RESPONSE:
This letter correctly sets forth our understanding.
Approved by:
Title:
Date:
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PROGRAM MATTERS
Agenda Item 9.A
SUBJECT:

Report from CalMHSA Program Director – Ann Collentine

BACKGROUND AND STATUS:
Student Mental Health
Higher Education
University of California campuses continue to implement the American Foundation Suicide
Prevention (AFSP) Interactive Screening Program (ISP) on all campuses (http://calmhsa.org/in‐
the‐news/articles/). California Community Colleges (CCC) awarded sub‐grants to 23 campuses
(see California Community Colleges Foundation Summary). The CCC Statewide Training and
Technical Assistance (TTA) contractor selected through a competitive process is the Center for
Applied Research (CARS). CARS is providing TTA to campuses awarded sub‐grants and is
providing Suicide Prevention (SP) training for all campuses. Using a competitive process, CCC
selected Kognito Interactive for SP on all campuses and CARS will be instrumental in assisting the
roll‐out training for Kognito. The 23 California State University (CSU) campuses have been
awarded grants and were recently provided training and orientation by the CSU Office of the
Chancellor. All campuses were in touch with county Mental Health (MH) departments.
K‐12
California County Superintendents Educational Services Association (CCSESA) is conducting a
two‐day coordinators meeting in early August to prepare for the start of the school year. Ann
Collentine will be attending this meeting. All 11 regions have identified priority focus areas. These
are summarized as follows:


Northern California—Community Transition Teams, Positive Parenting Program,
Conscious Discipline Program



Bay Area—Bullying Prevention, Positive Parenting Program, Aggression Replacement
Training, Positive Behavioral and Intervention Strategies (PBIS), Project Cornerstone



Central California—Positive Behavior Support Teams, PBIS, Mental Health First Aid, Coping
and Support Training, Reconnecting Youth, Center for Social Emotional Foundations in
Early Learning (CSEFEL)



Southern California—Insight and Peer Resource Leadership, Coordinated School Health,
Youth Suicide Prevention Program, Bullying Prevention, Resiliency Training

All CalMHSA MH county liaisons have been provided with the contact information for each
regional coordinator. CalMHSA staff meets with CCSESA every two weeks to discuss updates on
the implementation of this project. The addition of Regional Consultants will allow CalMHSA to
visit regional meetings as well.
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The California Department of Education (CDE) will hold the second Statewide Policy Workgroup
meeting at the end of August. CalMHSA staff will attend and Kim Suderman, Yolo County Mental
Health Director, serves as the county representative of the Workgroup. The goal of this
Workgroup is to annually determine one to two significant policy recommendations that will
improve student mental health. The Workgroup has the support and interest of State
Superintendent of Education, Tom Torlakson.
CDE with the Placer County Office of Education is scheduling a series of trainings on Training
Educators through Recognition and Identification Strategies (TETRIS) in each of the 11 CCSESA
Regions. TETRIS is an evidence‐based practice that trains teachers and other school personnel to
recognize the early indicators of mental health disorders.
Stigma and Discrimination Reduction
Putting research and lessons learned into practice is an essential element of the Stigma and
Discrimination (SDR) Programs. CalMHSA Program Manager, Stephanie Welch recently presented
information about the program design, intended outcomes and initial impacts of the SDR
Component at “Together Against Stigma—The 5th International Stigma Conference” in Ottawa,
Canada. There was international interest from researchers and advocacy organizations regarding
how to learn from each other’s experiences. This prompted CalMHSA staff to start a learning
community among program partners. Staff post and encourage partners to post, research,
conference presentations and use other information tools on the CalMatrix research library link to
promote exchanging learning among program partners. CalMHSA will also be presenting on SDR
activities at the upcoming American Public Health Association’s annual conference in San
Francisco.


United Advocates for Children and Youth has drafted a community network roundtable
toolkit for organizing and sustaining a local action committee to reduce stigma and
discrimination. They are seeking input from other program partners with expertise, such as
Mental Health Association in San Francisco, to make the toolkit as effective and localized as
possible. Planning and scheduling for the FY 2012–13 community roundtables have begun.



Runyon Saltzman& Einhorn and the Field Research Corporation released the Where We
stand at Baseline: Results of a Survey of California Children (11 to 13 yrs. of age) and Adult
Decision Makers Aged 25+, an executive summary with an analysis of implications. The full
report can be found on the CalMHSA Website at http://calmhsa.org/wp‐
content/uploads/2012/07/RSE_Baseline‐Report‐06‐28‐12‐FINAL.pdf.



Within just the first month of the launch of the campaign, traffic to ReachOutHere.com and
BuscaApoyo.net (Spanish‐language site) combined account for an average of 16% of
ReachOut's total visitors on any given day and over 10,000 new Californians have visited
the ReachOut Forums.



The Entertainment Industries Council held it first Muestra Esto forum for Latino Media
Makers, in Spanish at Univision in Los Angeles, and additional collaboration with the
Hispanic Communications Network begins this fall.
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NAMI‐CA has conducted cultural competency assessments and is developing subsequent
trainings to strengthen cultural competencies of the 11 affiliate hubs providing leadership
roles in the regional roll‐out of In Your Own Voice, NAMI Provider Education Program,
Parents and Teachers as Allies, and Breaking/Ending the Silence

Suicide Prevention
The SP Programs have been undergoing quality improvement, as well as some contract
deliverable changes related to the first plan amendment which impact the regional SP capacity
building programs. CalMHSA staff is working closely to ensure that county needs related to SP
strategies are heard and incorporated into program improvements.


Several improvements are being made in the regional capacity building effort. Notable is
the addition of text and online messages in the SP activities being conducted by The Effort
in the Central and Northern Region.



The Social Marketing Campaign for Suicide Prevention has selected its campaign logo, with
input from stakeholders statewide, “Pain isn’t obvious: Know the Signs:
Suicideispreventable.org”. County toolkits are in development, including a specialized
technical assistance component for small counties. The full campaign launch will be during
Suicide Prevention Month in September. For more information be sure to visit
http://yourvoicecounts.org.

To date, 115 individuals statewide have been trained as trainers in Applied Suicide Intervention
Skills Training (ASIST). Program staff is working with counties and LivingWorks (the program
partner) to ensure that appropriate training candidates are selected and in coordination with
counties.
Evaluation
The Draft Evaluation Strategic Plan adopted by the Board on June 14, 2012 has been presented to
the Statewide Evaluation Expert (SEE) Team and CalMHSA staff has been developing and
reviewing budgets and timelines for specific deliverables. A final Evaluation Strategic Plan with a
user‐friendly executive summary should be available soon. In addition, the SP, SDR and Student
Mental Health (SMH) literature reviews will be published separately and could be extremely
helpful to the counties and the stakeholders and partners who do this work locally.
The Draft Prevention and Early Intervention (PEI) Evaluation Framework was recently presented
to the Mental Health Services Oversight and Accountability Commission’s (MHSOAC) evaluation
committee and the SEE Team with much praise and support for its accessibility and ease of use.
(For more information see agenda item 9.E ‐ Statewide Prevention and Early Intervention
Framework.)
Regional Program Consultants
Per the CalMHSA Board action on June 14, 2012, CalMHSA staff is recruiting Regional Program
Consultants to provide leadership and program expertise to assist in the management of regional
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contracts in Suicide Prevention and Student Mental Health, and support the regional application of
Statewide SDR efforts. These consultants will work with County Mental Health staff, key
stakeholders in the region and the contractors implementing regional efforts to provide guidance
and expertise to support CalMHSA program staff. The ideal candidates will reside within their
respective regions and have positive, established working relationships with counties and their
key stakeholders.
CalMHSA staff has developed a recruitment process that includes screening of candidates,
conducting panel interviews with the CalMHSA regional representatives, checking candidate
references and negotiating and executing Professional Services Agreements, consistent with the
specified Board authority. Utilizing this process, candidates have been selected for the Superior
Region and Bay Area. Recruitment is ongoing for the Central, Southern and Los Angeles regions.
Communications
At the June 14, 2012 CalMHSA Board Meeting, members approved staff’s request for a sole source
contract with marketing firm MIG, Inc. An Ad Hoc Committee made up of Scott Gruendl, Nancy
Pena, Michael Kennedy, Kathleen Piche (Los Angeles PIO), Mike Roth, Joseph Robinson and
CalMHSA staff meets regularly to provide input to MIG on product and content of all materials
being developed. Additionally, stakeholders had an opportunity to provide feedback to MIG on
scope and content of materials. During the summer, MIG will continue to meet with the Ad Hoc
Committee and set timelines for product completion.
CalMHSA staff continues to work with Mike Roth, Communications Consultant, to develop a Media
Plan for FY 12/13 and 13/14. The focus of the Media Plan is to highlight the implementation of the
CalMHSA PEI work plan throughout the state. Staff anticipates completion of the Media Plan by the
end of August. The Media Plan will include an overview of media events being calendared and
program partners to be featured each month. Several events are being planned for the month of
September, including a SP launch and a media event coordinated by CSU with the Office of Senate
Pro‐Tem Steinberg for announcing the CalMHSA grants awarded to all 23 campuses.
RECOMMENDATION:
None, information only.
REFERENCE MATERIAL(S) ATTACHED:




Prevention and Early Intervention Projects Update PowerPoint Presentation
California Community Colleges Foundation Summary
California County Superintendents Educational Services Association PowerPoint
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MHSA-Funded Statewide PEI Projects
Background, Status &
What’s on the Horizon
July 12, 2012

Compassion.
Action.
Change.
Compassion.
Compassion.
Action.
Action.
Change.
Change.
1

Presentation Goals

• Overarching Goals of PEI Statewide Projects
• Major Activities over 4 years of the Program
• Overview of PEI Statewide Projects Evaluation

2

2

Compassion. Action. Change.
2
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Statewide Goals
Overarching Goals for Programs:
• Prevent Suicides
• Improve Student Mental Health
• Reduce Mental Health Stigma and Discrimination

Key objectives for Program Evaluation:
• Establish baselines and community indicators
• Conduct thorough program evaluations
• Identify innovative programs for replication
• Promote continuous quality improvement efforts

3

3

Compassion. Action. Change.
3

Guiding Principles PEI Statewide Projects
 Complement other statewide programs (e.g., suicide
prevention should complement stigma and discrimination
programs) as well as other state, regional and local efforts and
resources
 Continuous stakeholder involvement
 Cultural and linguistic competency, inclusive of California’s
diverse population across all age groups

4

4

Compassion. Action. Change.
4
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Guiding Principles –
Statewide PEI Programs
 Employ lifespan focus for children, transition age youth and
transition age foster youth, adults and older adults
 Address California’s geographical diversity, ranging from small
communities in rural areas to metropolitan areas with
suburban expense and urban density
 Leverage federal, state and local resources
 Support data-driven policy and evidence-based, promising and
community-defined practices

5

5

Compassion. Action. Change.
5

Historical Milestones
January – June 2009
 Genesis of JPA
 Formation process and legal documents started

July – October 2009
 JPA opens doors with six members and begins meetings per Brown Act
requirement (July)
 CalMHSA documents filed with appropriate state authorities
 First Strategic Planning Session held (September)
 Contract with George Hills Company, Inc finalized (October)

“The real work starts now.”
--Allan Rawland

6

6

Compassion.
Action.
Change.
Compassion.
Action.
Change.
6
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Historical Milestones
November – December 2009
 First CalMHSA project approved–Technical Assistance and Capacity
Building (contract with CiMH)
 CalMHSA Website launched

7

7

Compassion.
Action.
Change.
Compassion.
Action.
Change.
7

Historical Milestones
January – May 2010
 Second Strategic Planning Session held (March)
 Agreement with DMH approved (April)
 Contract with George Hills Company, Inc amended (April)
 14-month CalMHSA budget approved (April)

June – July 2010
 Amended JPA Agreement approved (June)
 Bylaws formally approved (July)
 Implementation Ad Hoc Committee formed (July)

8

8

Compassion.
Action.
Change.
Compassion.
Action.
Change.
8
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Historical Milestones
August 2010
 Implementation timeline approved for Work Plan and release of RFPs
 Recommended Actions (from Suicide Prevention, Stigma and
Discrimination Reduction, and Student Mental Health Strategic Plans)
prioritized with stakeholder input
 Vision and Purpose statements adopted

September 2010
 Finance Ad Hoc Committee established

November – December 2010
 CalMHSA Statewide PEI Implementation Work Plan approved by board
and submitted to MHSOAC (November)
 Purchasing and Procurement Policy approved
 Information gathering sessions held regarding the scopes of work for the
implementation RFPs
9

9

Compassion.
Action.
Change.
Compassion.
Action.
Change.
9

CalMHSA PEI Statewide Projects Implementation
 Year 1 (FY 2011 - 2012): Foundation & Setting the Stage for
Success
 Year 2 (FY 2012-2013): Contract Management,
Communication, Quality Improvement
 Year 3(FY 2013-2014): Project Outcomes, Evaluation,
Sustainability
 Year 4 (June 2014): Evidence of Impact

10

10

Compassion. Action. Change.
10
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Foundation
 Developed & released RFPs
 Contractors approved by CalMHSA Board
 Developed standardized contract language
 Negotiated & executed 25 contracts
 Developed invoicing and monitoring tools; review and
approval processes
 Efficient tracking and communication system with contractors
 Database and communication tool operational
 Quarterly Program and Cost Reports

11

11
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Foundation

12

12

Compassion. Action. Change.
12
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Foundation: Program Oversight
 Fiscal Oversight: Finance Committee
 Stakeholder Input: Advisory Committee
 Evaluation Input: Statewide Evaluation Experts Team

13

13

Compassion. Action. Change.
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Implementation is Underway
CalMHSA projects providing:
 Broadening mental health skills/knowledge/attitudes across initiatives
 New and/or expanded programs (e.g. training, awareness/understanding
and service provision)
 Material and financial resources
 Cross-system collaboration, policies & protocols

14

14

Compassion. Action. Change.
14
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Statewide PEI Initiatives
Leveraging
opportunities
between
Initiatives

Stigma &
Discrimination
Reduction

Synergy
across
initiatives

Student
Mental
Health

Suicide
Prevention

15

Compassion. Action. Change.

15

15

Synergy
 Promoted collaboration across initiatives (e.g. Contract
requirement, Statewide Coordinating Workgroup)
• Student PSA competition – partnership between SDR and
SP social marketing and K-12
• SDR and Higher Education exploring student film
competition – collaboration with Active Minds chapters and
future media-makers
• SP capacity building contractors sharing assessment tools,
marketing strategies and data collection approaches

16

16

Compassion. Action. Change.
16
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Stigma & Discrimination Reduction

17

Compassion. Action. Change.

17

17

Stigma & Discrimination Reduction (SDR)
Approved Programs
Program
1

2

Provider

Strategies for a Supportive Environment Program
1

Stigma & Discrimination Reduction Consortium

Adele James, (Interim) Program Manager

2

Social Marketing

Runyon, Saltzman & Einhorn

3

Capacity Building

United Advocates for Children & Families

Values, Practices and Policies Program
1

Resource Development

Mental Health Association of San Francisco

2

Partnering with Media and the Entertainment Industry

Entertainment Industries Council, Inc

3

Promoting Integrated Health

Community Clinics Initiative

4

Promoting Mental Health in the Workplace

Mental Health Association of California

5

Reducing Stigma and Discrimination in Mental Health and
System Partners

National Alliance on Mental Health

3

Promising Practices Program

Mental Health Association of San Francisco

4

Advancing Policy to Eliminate Discrimination Program

Disability Rights California
18

18

Compassion. Action. Change.
18
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Stigma & Discrimination Reduction (SDR)
Program 1
Strategies for a Supportive Environment Program
Stigma and Discrimination Consortium:
• Design and Implement Stigma and Discrimination Reduction Consortium (up
to 30 members from Law Enforcement to Individuals with Lived Experience)
• Review materials from social marketing campaigns to support a consistent
message with resilience, recovery and wellness values
• Act as a Depository and Dissemination Hub for Research and Data of SDR
Campaigns and other Materials
• Provide written recommendations and action plans to support smaller scaled
efforts at local and regional levels

19

19

Compassion. Action. Change.
19

Stigma & Discrimination Reduction – Program 1
Strategies for a Supportive Environment Program
Social Marketing Strategic Approach:
• Empowering a New Generation will combine existing and future communications
into a holistic system of change that is effective at three levels: 1) Inoculating children
age 9-13 against stigma 2) Empowering their maturation into informed new
generations of youth age 14-24 who openly disclose and empathically support People
with Mental Illness (PWMI) and 3) Utilizing a lifespan approach inclusive of racially,
ethnically and culturally diverse populations, to normalize the broad recognition and
urgent abatement of system-based prejudice across multiple levels of society and
multiple public service environments.
• Addressing Decision Makers, will leverage, amplify and extend the efforts of the
statewide network focused on mental health issues – including all awardees within the
statewide PEI programs, county PEI programs and MHSA, NAMI California, CAYEN
and REMHDCO – to create a more robust communications infrastructure poised to
reach Californians across the lifespan and within racially, ethnically and culturally
diverse populations with stigma reduction messages.
20

20

Compassion. Action. Change.
20
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Stigma & Discrimination Reduction – Program 1
Social Marketing Campaign Deliverables:
•

Collect baseline data, conduct focus groups and develop strategic plan which will include input
from counties and stakeholders

•

Develop campaign materials for print, radio, television, social media, etc., and train local
communities on how to use materials

•

Develop and launch ReachOut Forums, an online community that would be a safe, anonymous,
peer-to-peer community for teens and young adults to discuss a range of social, health and mental
health related issues

•

Create a California-based pool of influential mom/dad bloggers that will “blog” to support campaign
dissemination

•

Develop a series of documentaries with CA Public TV and enhance with contact strategies using
Speakers Bureaus across the state to present/use and launch documentary events. Promotional
website, key media screenings and community events will increase impact

•

Train and create a statewide database of campaign spokespeople who reflect the cultural, linguistic
and geographic diversity of the state. Spokespeople will receive scholarships for their time

•

Local efforts will be leveraged and speakers’ bureaus supported with stipends and other resources
from the campaign
21

21

Compassion. Action. Change.
21

Stigma & Discrimination Reduction – Program 1
Strategies for a Supportive Environment Program
Capacity Building:
• Create a Network Advisory Committee to Operationalize a 12-Region
Capacity Building Program
• Conduct a Needs Assessment to identify gaps in local capacity to reduce
stigma and discrimination and to build upon existing programs and efforts
• Develop and implement Community Contact Strategies throughout the state
in a 12-region approach. Ensure that outreach is culturally and linguistically
competent and include appropriately unique approaches to reach LGBTQ,
Veterans, and rural communities
• Develop a set of recommendations/ action plan for on-going sustainability of
regional stigma and discrimination reduction leadership

22

22

Compassion. Action. Change.
22
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Stigma & Discrimination Reduction – Program 2
Values, Practices and Policies Program
• Resource Development - design instruments and assessment tools to
evaluate existing SDR Training Programs (SDRTP) designed to capture best
practices in training programs across California and establish a framework
for evaluating and improving existing anti-stigma training programs.
• Partnering with the Entertainment Industry – develop, distribute, outreach
and engage media makers and entertainment developers to reduce stigma
by using accurate, sensitive and meaningful images and messages
regarding mental illness, health and wellness. Message and distribution plan
development will also access media via key entry points within specific,
culturally diverse communities.

23

23

Compassion. Action. Change.
23

Stigma & Discrimination Reduction – Program 2
Values, Practices and Policies Program
• Promoting Integrated Health – Conduct statewide needs assessment of
levels of behavioral and physical health integration including attitudes and
educational programs. Promote integration by dissemination integrated care
practices by creating an one-stop shop website for technical assistance
resources including A and Q on programmatic and administrative barriers to
integration
• Promoting Mental Health in the Workplace – Educate employers on the
importance of mental health wellness for all employers.
• Reducing Stigma and Discrimination within Existing Mental Health and
System Partners – NAMI-CA and their affiliates will use three programs (In
Your Own Voice, Provider Education, and Parent and Teachers as Allies) to
target stigma reduction and educational strategies at existing systems.
Participating NAMI-CA affiliates will participate in a process to strengthen
cultural and linguistic competencies
24

24

Compassion. Action. Change.
24
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Stigma & Discrimination Reduction – Program 3
Promising Practices Program
• Capture best practices in SDR training programs and Promising Practices
Programs across California and establish a framework for evaluating and
improving existing SDR/PP Programs
• Focus specifically on high need areas – such as best or promising practices
for cultural and ethnic communities across the lifespan
• Design a clearinghouse where information on promising practices and best
practices for SDR training programs (as well as crucial gaps) is readily
accessible for use by staff and contractors, local stakeholders, county/state
mental health departments/etc.

25

25

Compassion. Action. Change.
25

Stigma & Discrimination Reduction – Program 4
Advancing Policy to Eliminate Discrimination Program
• Disseminate through trainings, social media, and websites fact sheets on
legal topics that reduce stigma and discrimination and encourage provision
of services in the community
• Develop training or other educational materials that are specific to identified
target populations and train groups using outreach and training teams that
include people with mental health challenges and their family members
• Identify and develop strategies to address laws and policies within the
criminal justice system impeding efforts to effectively meet the needs of
people with mental health challenges

26

26

Compassion. Action. Change.
26
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Stigma & Discrimination Reduction – Intended
Outcomes
• Increased availability of age, gender, region, and
culture/language specific anti-stigma programs to create
widespread understanding of mental health challenges and
suicide risk and prevention.
• Measurable reduction in public stigma towards people with
mental health challenges by employers, landlords, law
enforcement, mental health and health care staff, and school
and college personnel
• Measurable increase in understanding of mental health
challenges and suicide risk and prevention strategies on the
part of trained personnel, community gatekeepers and peer-topeer support providers.
27

27

Compassion. Action. Change.
27

Stigma & Discrimination Reduction- Current Efforts

 Baseline data collection completed on attitudes and beliefs
 Partnerships: SDR Consortium, Promising Practices Research
& Evaluation Team, Statewide Needs Assessment
 Program coordination and material development underway
• Speakers’ bureau, training resources, toolkits
 Media efforts: positive mental health messaging
 Coming soon: Training in Communities on Empowerment and
Civil Rights

28

28

Compassion. Action. Change.
28
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ReachOutHere.com

29

Compassion. Action. Change.

29

29

CalMHSA Peer Leaders 2012
Catherine

Olivia

Alisha

Compassion.
Action.
Change.
Compassion.
Compassion.
Action.
Action.
Change.
Change.
30
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431%
95,759

growth in California
visitors in last 6 months

California visitors

ReachOut is
multi-cultural
and statewide.
31,000+

California fans on the
MyYearbook social networking site

27,000

California visitors in
the month of February

31

31

Compassion. Action. Change.
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ReachOutHere.com
• Traffic to the campaign
landing pages has increased
progressively since the May
2012 launch. Visits to
ReachOutHere.com and
BuscaApoyo.net (Spanishlanguage site) combined
account for an average of
16% of ReachOut's total
visitors on any given day.
• Since the campaign's launch,
over 10,000 new Californians
have visited the ReachOut
Forums.
32

32

Compassion. Action. Change.
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Student Mental Health – Approved Programs
Program

Provider

California State University

California State University Office of the Chancellor

California Community Colleges

California Community Colleges Office of the Chancellor

University of California

Regents of the University of California

Statewide K-12

California Department of Education

Regional K-12

California County Superintendents Educational Services Association

33

33

Compassion. Action. Change.
33

Student Mental Health – Program 1
California State University
• Electronic surveys administered to provide a comprehensive picture of
student need, knowledge about, attitudes towards and utilization of mental
health services, as well as perceived stigma related to mental health issues
and treatment
• Development of a social marketing campaign focused on mental health and
wellness, suicide prevention, and stigma reduction. Campaign will
particularly target higher need students such as returning veterans, CSU
disabled students and first-generation college students
• Development of curricular modules focused on developmental and
adjustment issues relevant to CSU's diverse student population will be
designed for use in first year experience or other relevant classes and extracurricular settings

34

34

Compassion. Action. Change.
34
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Student Mental Health – Program 2
California Community Colleges
• Provide 12 California community colleges with mini-grants to develop and
implement services that reflect local campus needs and priorities focusing on
suicide prevention; faculty, staff and student training; and peer-to-peer
resources.
• Provide statewide online suicide prevention gatekeeper training for faculty
and staff using evidence-based programs developed specifically for use by
colleges and universities.
• Expand and enhance training for faculty and staff on the mental health
needs of student veterans, based on trainings recently piloted at three
California community colleges.

35

35

Compassion. Action. Change.
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Student Mental Health – Program 3
University of California
• Implement training programs that broadly reach faculty, staff and students to
skill build about student safety, suicide prevention, strategies to reduce
stigma and discrimination.
• Implement a “recognizing and responding to students in distress” manual
and guidelines to all faculty, staff, and administrators
• Support Peer to Peer Programs on Campus and improve the current “Red
Folder” emergency protocols to include strategies related to mental health
distress
• Increase and improve suicide prevention screening
• Monitor the effectiveness of campus programs and, if necessary, make
appropriate adjustments in order to make programs and services sustainable
post grant funding.

36

36

Compassion. Action. Change.
36
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Student Mental Health – Program 4
Statewide K-12
• Organize the Student Mental Health Policy Workgroup to conduct an
assessment of current capacity in student mental health, develop a student
mental health resource directory, and generate policy recommendations that
will favorably impact student mental health.
• Develop a California specific “Educators Guide to Recognizing Mental Health
Disorders.”
• Work with other Program Partners to identify and implement joint initiatives
to leverage project activities and points of engagement.

37

37

Compassion. Action. Change.
37

Student Mental Health – Program 5
Regional K-12
• Improve cross-system collaboration and county plans and protocols for
prevention and early intervention student mental health services, thereby
reducing resource and structural barriers for accessing these services.
• Create an online clearinghouse of age appropriate, culturally relevant,
evidence-based resources, information and best practices for prevention of
student mental health issues in K-8.
• Establish a sustainable infrastructure statewide to support K-8 schools with
school-based student mental health focused programs with trained staff that
can provide technical assistant on prevention program development and
implementation.

38

38

Compassion. Action. Change.
38
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Student Mental Health Initiative- Current Efforts
 K-12:
• Mental health training for educators
• Statewideness: 11 regional plans under review for more information
http://www.ccesaarts.org/content/regions.asp
• Northern CA: Community Transition Teams, Positive Parenting
Program, Conscious Discipline Program
• Bay Area: Bullying Prevention, Positive Parenting Program, Aggression
Replacement Training, Positive Behavioral and Intervention Strategies
(PBIS), Project Cornerstone
• Central CA: Positive Behavior Support Teams, PBIS, Mental Health First
Aid, Coping and Support Training, Reconnecting Youth, Center for
Social Emotional Foundations in Early Learning (CSEFEL)
• Southern CA: Insight and Peer Resource Leadership, Coordinated
School Health, Youth Suicide Prevention Program, Bullying Prevention,
Resiliency Training
39

39

Compassion. Action. Change.
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Student Mental Health Initiative- Current Efforts
 Higher Education:
• CCC – 15 colleges/consortia selected for grants ranging from $50K to
$250K awarded, more to be considered for list see
http://extranet.cccco.edu/Divisions/StudentServices/MentalHealthServices.
aspx
• CSU – Reviewing campus proposals to RFP – all campuses submitted
• UC Faculty/Student Mental Health training conducted
• Systems collaboration: UC/CSU/CCC meeting quarterly

40

40

Compassion. Action. Change.
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Suicide Prevention

41

Compassion. Action. Change.

41

41

Suicide Prevention – Approved Programs
Program

Provider

1

Suicide Prevention Network Program

Didi Hirsch Community Mental Health
Services

2

Regional Local Suicide Prevention Capacity Building Program
A

Ventura, San Bernardino, Riverside, Orange, San Diego,
Imperial & Los Angeles

Didi Hirsch Community Mental Health
Services

B

San Luis Obispo, Santa Barbara & Kern

Transitions Mental Health Association

C

Monterey & Santa Cruz

Family Services Agency of the Central Coast

D

Marin, Sonoma, Napa, Lake, Mendocino & Solano

Family Services Agency of Marin

E

San Francisco, Santa Clara, San Mateo & Contra Costa

San Francisco Suicide Prevention

F

Sacramento, El Dorado, Placer, Yolo, Sutter/Yuba, Amador,
Butte, Colusa, Glenn, Trinity, Humboldt, Siskiyou ,
Tuolumne, Calaveras & Modoc

Institute on Aging Center

G

Fresno, Madera, Merced & Stanislaus

Kings View

3

Social Marketing

AdEase

4

Suicide Prevention Training Workforce Enhancement Program

LivingWorks

42

42

Compassion. Action. Change.
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Suicide Prevention – Program 1
Statewide Suicide Prevention Network Program
• Build infrastructure for effective, long-term statewide suicide prevention.
• Provide culturally sensitive suicide prevention services to populations and
regions that have not yet been reached.
• Assure use of best practices throughout the State - and beyond.
• Oversee coordinated statewide data collection to inform stakeholders,
facilitate advocacy, and save lives.
County Role: Get involved in one of the 5 Regional Taskforces

43

43

Compassion. Action. Change.
43

Suicide Prevention – Program 2
Regional Local Suicide Prevention Capacity Building
Program – Southern CA Deliverables
• Expand bilingual services - Add Korean and Vietnamese language crisis line
coverage during peak hours of operation 8:30PM to 4:30 AM and support a
Public Awareness Campaign in Korean and Vietnamese to acquaint
Vietnamese –by working with Korean Community Services and the
Vietnamese Community of Orange County.
• Establish the Southern California Warmline Network (SCWN) and utilize
Consumer Advisory Councils to improve service delivery and serve as an
advisory body to the development of the Peer Run Warm Lines
• Add 11pm to 3am Shift to NAMI-OC Warmline
• Develop and implement a marketing strategy and plan unique to each
county, based on the needs assessment information generated from each
county.
44

44

Compassion. Action. Change.
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Suicide Prevention – Program 2
Regional Local Suicide Prevention Capacity Building
Program – Bay Area Deliverables
• Develop and expand internet chat, text and email counseling services in San
Francisco, Contra Costa, Santa Clara and San Mateo counties.
• Expand outreach activities in San Francisco, Contra Costa, Santa Clara and San
Mateo counties to the following communities; Latino, African American,
Asian/Pacific Islander, LGBTQ, Adolescents, Young Adults, Transition Age
Young Adults, Middle Age Adults and Seniors.
• Develop stronger relationships with warm lines in San Francisco, Contra Costa,
Santa Clara and San Mateo counties, and provide suicide prevention training
and referral programs
• Expand outreach to the rural communities of Contra Costa, Santa Clara and San
Mateo counties.
• Assure that all crisis centers in the Bay Area obtain accreditation or become
reaccredited with the American Association of Suicidology.
45

45
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Suicide Prevention – Program 2
Regional Local Suicide Prevention Capacity Building
Program – Central CA Deliverables
• Engage key stakeholders, agencies and community groups in all 4 counties,
Fresno, Madera, Merced, and Stanislaus in establishing a local needs
assessment regarding the most effective ways to reach out and market the
suicide prevention hotline.
• Establish and operate a 24/7, 365 days a year, AAS certified Suicide
Prevention Hotline that is linguistically and culturally sensitive to all 4
counties. Additionally the Hotline will use the latest technology and social
networking platforms to reach out to today's youth.
• Transitions‐Mental Health Association’s (T-MHA) SLO Hotline will become
an AAS accredited suicide call center for San Luis Obispo County.
• T-MHA will collaborate with providers in Santa Barbara County to develop
and sustain Peer Run Warm Lines in both the Northern and Southern parts
of the county.
46

46

Compassion. Action. Change.
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Suicide Prevention – Program 2
Regional Local Suicide Prevention Capacity Building
Program – Superior Region Deliverables
• Work collaboratively with warm lines and hot lines in the San Francisco
Region as well as in the Superior Counties to increase call volumes from
vulnerable older adults.
• To increase awareness and understanding of elderly suicide prevention.
Trainings will remind professionals and community members of the
importance of extending suicide prevention services to people of all ages.
• Decrease ageism and increase awareness regarding healthy aging in the
San Francisco Region and the Superior Counties through trainings,
workshops and in-services.
• Increase the options for depressed, lonely, isolated older adults to reach out
for support through the 24-hour Friendship line and/or other warm lines and
hot lines.
47
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Suicide Prevention – Program 3
Social Marketing
•

Implement a statewide broadcast and social media campaign to increase the general
public's knowledge of risk factors, warning signs and resources.

•

Implement media outreach and regional training forums to increase safe messaging and
increase more positive and balanced news and media coverage on suicide.

•

Develop an array of campaign materials (including bilingual material) for suicide prevention
such as additional radio or TV commercials and/or editing and printing of the Out-of Home
materials, (billboards, bus sides and bus shelters). Intended materials/products include
brochures, posters, media kits, campaign tool kits, newsletters, fact sheets and/or research
reports.

•

Distribute targeted materials to those at elevated risk for suicide and in rural communities.

•

Provide survivor support groups with sustainability training.

•

Counties can participate in “Your Voice Counts Online Forums” www.yourvoicecounts.org
which include workgroups to determine campaign priorities and products, help determine
what “materials” from the campaign should be used in your county, help identify needed
translation priorities, involve local high school students in the video contests, and outreach
to survivor groups to participate in available sustainability trainings
48
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Suicide Prevention – Program 4
Suicide Prevention Training Workforce Enhancement
Program
• Partner with National Suicide Prevention Lifeline (NSPL) certified CA Crisis
Centers to assist the CalMHSA partnering counties in providing suicide
prevention, suicide alertness and suicide intervention training.
• Will certify 192 Applied Suicide Intervention Skills Train the Trainers (ASIST)
and 100 safeTalk Training for Trainers
• Target for trainings include - primary care providers, community clinics and
health centers, first responders, licensed mental health and substance abuse
treatment professionals, social workers and other staff in older adult
programs, in-home support services and adult and child protective services,
staff working in correctional facilities including probation and parole officers,
and administrators and faculty in K-12 and university settings.

49
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Suicide Prevention- Current Efforts
 Established partnerships among 9 crisis centers
 Built capacity statewide, through regional efforts
 Launched communication & input tool: Your Voice Counts
www.yourvoicecounts.org
 Completed data collection
• County Suicide Prevention efforts, Survey of CA residents
on attitudes and knowledge related to suicide
• Determined Campaign Logo and Logic Model
 Developed the workforce: Hired trainers in 3 regions,
conducted training for trainers – total of 115 statewide
50
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YourVoiceCounts.org

51
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Suicide Prevention Campaign Logo

52

52

Compassion. Action. Change.
52

Page 93 of 181

26

8/2/2012

Year Two: SDR
 Communication campaigns underway:
• Social marketing across lifespan
• Speakers bureaus partnership with UACF & NAMI
 Resource Materials Clearinghouse established
 Comprehensive training underway
• Media, educators/parents, workplace, healthcare
• Empowerment trainings launching statewide
 Identification of: promising practices and discriminatory policies

53
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Year Two: SDR
Social Marketing Efforts – Baseline Findings
Baseline Report – Field Research Corporation
Adults with Influence Survey:
• Over 1,050 surveyed in English and Spanish
• Screened to be “a person in a position to influence the quality of life of
individuals living with mental illness”
• Subgroup differences tested (age, ethnicity, race, education, gender, and
level of contact)
• Stereotypical Attitudes – Confirmed Prevalence

54
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Year Two: SDR
Social Marketing Efforts – Baseline Findings
Adults with Influence Survey:
• Attitudes toward Mental Illness – Only slight majority (52%) believed
discrimination occurs and only 53% felt comfortable talking with someone with
mental illness
• Learning More and Being Supportive – 1/3 said they knew how to be supportive
and one in three said they wanted to learn more about how to be supportive
• Overall Acceptance – 1/3 said they were more accepting than they used to be

55
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Year Two: SDR
Social Marketing Efforts – Baseline Findings
Middle School Youth Survey:
• Nearly 650 Youth (age 11-13) were interviewed in Malls through CA in
English and Spanish
• ¼ each of Caucasian/Other, African-American, Hispanic/Latino, and
Asian/Pacific Islanders
•

Subgroup differences tested for age, ethnicity, race and gender

• Overall knowledge about mental illness was lower than expected
• Majority of answers were incorrect, reflected misconceptions and
stereotypes
• 80% surveyed believed that, “people with mental illness are more likely to
act in ways you don’t expect”
• 2/3 surveyed believe “violent behavior is a form of serious mental illness”
• 58% surveyed believe, “people with mental illness are required to take
medication and get counseling for the rest of their lives”
56
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Year Two: SDR
Social Marketing Efforts – Baseline Implications
For Adults Ambivalence is the Barrier - Civil Rights Frame?
• A substantial amount of ambivalence (soft-stigma) needs to be converted to
Opposition
• Ambivalence is pronounced with respect to self-stigma, even 21% felt friends
would reject them if disclosed
• Attention to the issue and interest in involvement is low
• Harden stigma based on 3 factors
• Type of illness (schizophrenia and substance abuse)
• Familiarity
• Situation

57
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Year Two: SDR
Social Marketing Efforts – Baseline Implications
For Youth Education Efforts Must Start before Age 11
•

Topic priority education efforts should tackle misconceptions about violence,
unpredictability, the need for medication, etc.

•

Less priority education efforts regarding rights to jobs, housing, self-blame

•

The good news is that youth see mental illness as a highly relevant subject –
9 out of 10 believe that “young people my age can have a mental illness just
like adults” and 61% believe it is “very common in the U.S.”

58
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Lifespan - Stigma
14-24: Isolation

9-13: Misconception
25+: Discrimination

8 and under:
Denial/Blame

Compassion.
Action.
Change.
Compassion.
Compassion.
Action.
Action.
Change.
Change.
59

Lifespan - Destigmatization
14-24: Support and Influence

9-13: Understanding
25+: Acceptance
and Inclusion

8 and under:
Recognition and
Guidance

Compassion.
Action.
Change.
Compassion.
Compassion.
Action.
Action.
Change.
Change.
60
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Year Two: SMHI- K-12
 Operational PEI practice demonstration models based on
regional plans
 Data on training practices, participation and 6 month post
training survey results
 Work Plan and target dates for key policy issues to be
addressed by SMHPWG

61
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Year Two: SMHI- Higher Education
 PSA’s and social marketing campaigns specific to students
populations and adaptable to specific campuses
 Expanded training for staff on Mental Health needs for student
Veterans
 Campus based projects operational/inter-system resource
sharing

62

62

Compassion. Action. Change.
62

Page 98 of 181

31

8/2/2012

Year Two: Suicide Prevention
 Social marketing campaign underway–
• Localized messaging; ongoing monitoring of message
effectiveness
 Statewide Suicide Prevention Network• Identify common metrics and best practice local initiatives
for registry
 Training- ASIST and Safe Talk Trainer the Trainers
 Regional networks established
• Outreach efforts for local crisis lines underway
• Expanding to online and text services

63
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Year Two - Goals
 Contract Management
• Oversight of deliverables/site visits
• Opportunities to build coordination with local efforts
 Communication
• Dashboards with interim outcomes: Demographics- who
are we reaching?
 Quality Improvement
• Addressing challenges with Performance Improvement
Plans
• Technical assistance from RAND for program partners

64
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Year Three- Goals
 Project Outcomes - Availability of outcome data
 Evaluation - Program partner evaluations submitted
 Sustainability/Legacy - Setting priorities

65
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Year Four- Evidence of Impact
 Reduction in stigma and discrimination
 Improved student mental health
 Reduction in suicide

66
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Approach to a
Comprehensive and
Independent Evaluation

67
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Evaluation Efforts
Maximize Learning by Investing in Evaluation
• Evaluate to what extent are the strategies of the PEI statewide projects Preventing Suicide, Improving Student Mental Health and Reducing Mental
Health Stigma and Discrimination
• All 25 contractors required to conduct program evaluations
• Contracted with the RAND Corporation for a comprehensive/ independent
evaluation

68
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Statewide PEI Projects Evaluation
Objectives
Key objectives of PEI Statewide Evaluation:
• Establish baselines and community indicators
• Conduct thorough program evaluations
• Identify innovative programs for replication
• Promote continuous quality improvement efforts

69
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PEI Statewide Projects Evaluation
Components
• Goal-based, process-based, and outcomes-based evaluations
• Evaluation design conducted at three levels:
• Individual programs
• Each of three initiatives
• Overall CalMHSA effort statewide
• Coordination and leveraging across PEI initiatives and
programs
• Work with Program Partners on their own evaluation and
quality improvement activities

70
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Evaluation Approach
• Formative Evaluation
• Provide early feedback on measures of process and shortterm outcomes
• Feedback can inform program partners implementation efforts,
and suggest changes in structure of PEI initiatives
• Summative Evaluation
• Assess short-term and key outcomes to evaluate overall
impact
• Examine relationships between process and short-term
outcomes to understand what had impact
• Examine relationships between short-term and key outcomes
to test social change assumptions
71
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What can we learn from evaluating PEI
Statewide Projects?

•
•
•
•
•
•
•
•
•
•

STRUCTURE

PROCESS

What PEI capacities &
resources are PPs
developing and
implementing?

What intervention
activities are delivered,
and to whom?

Networks
Needs assessment
Service expansion
Outreach
Training & technical
assistance
Screening
Educational resources
Marketing campaigns
Cross-system
collaboration
Policies & protocols

SHORT TERM
OUTCOMES

KEY
OUTCOMES

What are immediate
targets of change?

What negative
outcomes are
reduced?

•
•
•
•

Knowledge
Attitudes
Normative behavior
Mental & emotional
well-being
• Help-seeking

• Participation in training
& education
• Exposure to outreach
• Exposure to media
• Access to and use of
services
• Quality and cultural
appropriateness of
services

• Suicide
• Discrimination
• Social Isolation
• Student failure/
disengagement
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Evaluation – Progress To Date
• 23 three-hour in-person Get to Know You meetings with Program
Partners (PP), from which 23 logics models were created to understand how
activities will lead to outcomes.
• Statewide Evaluation Strategic Plan, initial and revised versions (over 300
pages)
• Literature reviews for each of the 3 initiative areas completed, to:
• Identify evidence-based PEI interventions
• Inform PPs evaluations
• Draft evaluation plan to serve as an outline for how to conduct an
evaluation of PEI programs, adopted by CalMHSA Board June 2012
• Program-specific technical assistance plans for each PP were created,
and technical assistance is being provided to PPs (ongoing)

73
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Next Steps
• Foundational year is coming to a close
• Programs, strategies and interventions will be taking place
throughout California in FY 2012-13 and FY 2013-14
• Evaluation and Impact Analysis FY 2014-2015

74
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CalMHSA Staff Key Contacts
Suicide Prevention
 Capacity Building and Regional Programs ‐ Sarah Brichler, (916) 859-4827
(sarah.brichler@georgehills.com)
 Social Marketing and Training Programs ‐ Stephanie Welch, (916) 859-4816
(stephanie.welch@georgehills.com)

Stigma and Discrimination Reduction
 Stephanie Welch, (916) 859-4816 (stephanie.welch@georgehills.com)

Student Mental Health
 Ann Collentine, (916) 859-4806 (ann.collentine@georgehills.com)

Evaluation
 Stephanie Welch, (916) 859-4816 (stephanie.welch@georgehills.com)
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Overview of CCC SMHP Campus Based Grant Awards
July 27, 2012











23 grants to campuses or consortia of campuses (representing a total of 30 campuses) were selected to receive
funding. This includes the initial funding that was awarded to the CCC SMHP as well as the funds provided
through the amendment.
We anticipate awarding funding to Miracosta College (included as receiving an award) but they may not receive
the entire amount they are requesting. We are in the process of identifying whether we can provide full funding
to them. We will know when we conclude our final negotiations and identify final award amounts.
The three consortia that were selected include:
o Fresno‐Reedley – 2 campuses
o Orange Consortia – 2 campuses
o LA Harbor – 6 campuses
The funding ranges from $ 88,738 (West Los Angeles College) to $250,000. Several campuses or consortia
requested funding at this level which was the maximum range. These are:
o Orange Consortia (2 Colleges)
o Butte College
o College of the Desert
o LA Harbor Consortia (6 Colleges)
Initial award letters were sent to campuses on June 18, 2012.
Final work plan and budget negotiations are in progress and we have identified July 1, 2012 as the official start
date for these grants.
Campus/consortia

amount proposed county

1 Butte College
$
2 College of San Mateo
$
3 College of the Canyons
$
4 College of the Desert
$
5 Columbia College
$
6 Cuesta College
$
7 Fresno‐Reedley Consortia (2 Colle $
8 Gavilan College
$
9 LA Harbor Consortia (6 Colleges) $
10 MiraCosta College
$
11 Modesto Junior College
$
12 Orange Consortia (2 Colleges)
$
13 Pasadena College
$
14 Rio Hondo College
$
15 Riverside College
$
16 San Bernardino Valley College
$
17 San Diego City College
$
18 Santa Monica College
$
19 Santa Rosa Junior College
$
20 Santiago Canyon College
$
21 Sierra College
$
22 West Los Angeles College
$
23 West Valley College
$
$
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250,000.00
247,320.00
170,282.00
250,000.00
105,730.00
154,543.00
246,747.00
147,552.00
250,000.00
112,409.00
182,076.00
250,000.00
244,541.00
245,517.00
249,672.00
248,191.00
236,760.00
189,646.00
227,605.00
211,245.00
249,370.00
88,738.00
248,273.00
4,806,217.00

Butte‐Glenn
San Mateo
Los Angeles
Riverside
Tuolumne
San Luis Obispo
Fresno
San Benito
Los Angeles
San Diego
Stanislaus
Orange
Los Angeles
Los Angeles
Riverside
San Bernardino
San Diego
Los Angeles
Sonoma
Orange
Placer
Los Angeles
Santa Clara
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Regional K‐12 Student
Mental Health Initiative
California County Superintendents
Educational Services Association (CCSESA)

Regional K‐12 SMHI is 1 of 5 SMH Projects


CCSESA



California Department of Education



University of California Office of the President



California State University Office of the Chancellor



California Community College Office of the Chancellor

2
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Regional K‐12 SMHI: Structure


11 CCSESA regions covering all 58 California counties



11 Regional Lead County Offices of Education



Sacramento County Office of Education coordinates regional
activities



Common goals and focus areas for all 11 regions



Regional/county level activities to meet local needs

3

Eleven Service Regions

California County
Superintendents
Educational Service
Association (CCSESA)

4
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Regional K‐12 SMHI: Goals


Build capacity of schools to implement prevention and early
identification strategies that promote student mental health, with
emphasis on grades K‐8



Build relationships among local agencies for effective use of
resources and improved communication and information sharing



Build capacity of county offices of education and school districts to
educate and train school staffs and families



Share resources and best practices through demonstration programs
and online clearinghouse
5

Regional K‐12 SMHI: Focus Areas


Cross‐system collaboration



School‐based demonstration programs



Education and training



Technical assistance to districts/schools

6
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Regional K‐12 SMHI: Key Activities


Develop regional plans



Facilitate protocol changes across systems for prevention and
early identification



Build capacity to provide education and training district/school
staffs, families/caregivers and community partners



Implement school‐based demonstration programs



Create online statewide clearinghouse of resources and best
practices
7

Regional K‐12 SMHI: Program Examples


Northern CA: Community Transition Teams, Positive Parenting Program,

Conscious Discipline Program


Bay Area: Bullying Prevention, Positive Parenting Program, Aggression
Replacement Training, Positive Behavioral and Intervention Strategies
(PBIS), Project Cornerstone



Central CA: Positive Behavior Support Teams, PBIS, Mental Health First
Aid, Coping and Support Training, Reconnecting Youth, Center for Social
Emotional Foundations in Early Learning (CSEFEL)



Southern CA: Insight and Peer Resource Leadership, Coordinated
School Health, Youth Suicide Prevention Program, Bullying Prevention,
Resiliency Training
8
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Regional K‐12 SMHI: Collaborations


CA Department of Education: Members of SMH Policy Work Group



Didi Hirsch: Suicide Prevention Regional Advisory Committees



AdEase: Regional Competition for Student Public Service
Announcements for Suicide Prevention, Your Voice Counts Online
Forum



Runyon Saltzman & Einhorn: Middle School Programs, ReachOut
Forums



Nami: Regional Connections



Disability Rights: Awareness of Anti‐Bullying Legislation (AB 9 and
AB 1156)

9

Regional K‐12 SMHI: Making Connections


Contact regional leads



Visit a demonstration program (beginning fall 2012)



Visit the online Clearing House web site (to be launched by
early September 2012)

10
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Regional K‐12 SMHI: Contact Information
 Gaye

Smoot, Assistant Director, CCSESA at
gsmoot@ccsesa.org

 Joyce

Wright, Assistant Superintendent, Sacramento
County Office of Education at jwright@scoe.net

 Regional

Leads (See Attached List)

11
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PROGRAM MATTERS
Agenda Item 9.B
SUBJECT:

Report from the Advisory Committee – Maureen Bauman

BACKGROUND AND STATUS:
The Advisory Committee met on July 12, 2012 in Sacramento to discuss various items with main
focus on the following:
Draft Criteria for Plan Update to the Statewide Prevention and Early Intervention (PEI)
Implementation Work Plan
Ann Collentine, CalMHSA Program Director, gave a brief overview of the Plan Update, soliciting
committee feedback on the Plan Update. Ms. Collentine reviewed each principle, stating that
CalMHSA staff is recommending two new principles be added for determining the utilization of
program funds. The Advisory Committee approved the addition of the two principles and
recommended the adoption of the Plan Update.
MIG, Inc. Presentation and Feedback
At the June 14, 2012 CalMHSA Board Meeting, the Board members approved staff’s request for a
sole source contract with the marketing firm, MIG, Incorporated. CalMHSA formed the
Communications Ad Hoc Committee, whose members consist of Nancy Pena, Michael Kennedy,
Scott Gruendl, Kathleen Piche (Los Angeles PIO), MIG representatives, CalMHSA Program Manager
Stephanie Welch, and Advisory Committee Co‐Chair Joseph Robinson.
Stephanie Welch introduced the members of the Communications Ad Hoc Committee and gave a
general overview of the aggressive timeline of the Ad Hoc Committee in developing the
communication materials. Ms. Welch sought input from the Advisory Committee members on MIG
materials being developed and principles or recommendations to be considered from stakeholder
perspective.
Program Partner Presentation from California County Superintendents Educational
Services Association (CCSESA)
Gaye Smoot, Assistant Director of CCSESA, gave a general overview of the current Student Mental
Health Initiative for K‐12 within California, split up by region. Ms. Smoot reiterated the general
goals and focus areas of CCSESA regarding K‐12. Joyce Wright, Assistant Superintendent of
Sacramento Office of Education (SCOE), gave a more detailed explanation of key activities
currently taking place, giving program examples by region. Ms. Wright also stated various
partners with whom CCSESA is collaborating for the three programs.
RECOMMENDATION:
None, information only.
REFERENCE MATERIAL(S) ATTACHED:


None
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PROGRAM MATTERS
Agenda Item 9.C
SUBJECT:
Statewide Prevention and Early Intervention Implementation Work Plan
Update – Ann Collentine
BACKGROUND AND STATUS:
The Draft Criteria for Plan Update to the CalMHSA Statewide Prevention and Early Intervention
(PEI) Implementation Work Plan was posted on July 5, 2012, to begin the 30‐day public comment
period. All input was submitted in writing via email or regular mail to CalMHSA by August 4, 2012
at 5:00 p.m.
The update to the Work Plan proposes to shift additional funds to program activities. Consistent
with CalMHSA values and statutory requirements, CalMHSA seeks public input on this CalMHSA
Plan Update.
Key Dates and Funding for the CalMHSA Statewide PEI Implementation Work Plan
Date
February 2011
March 2012
July 5, 2012

Funds
$136,210,398
$8,183,100
$14,230,405

August 9, 2012

As above

Description
Initial Work Plan approved by MHSOAC
First Work Plan Amendment approved by MHSOAC
Proposed CalMHSA Plan Update is posted for public review
and comment (program dollars)
CalMHSA Board takes action on proposed Plan Update

The primary goal of the CalMHSA Plan Update is to expeditiously shift available funding into
program activities. Available funding includes moving funds from the previously approved
contingency/operating reserve ($9,662,072) and planning activities ($2,869,658), as well as
changes in CalMHSA participation by counties and cities ($1,698,675). In total, the CalMHSA Plan
Update increases program funding by $14,230,405.
It is the intention of CalMHSA staff to strengthen existing statewide PEI programs. However, if any
new programs are proposed to be funded, they must be posted for 30 days for public comment
and be approved by the MHSOAC.
Key Principles
Key Principles were adopted by CalMHSA and were utilized in determining funding priorities for
the First Work Plan Amendment approved in March 2012.
1. Maintain overall consistency in the proportion of funds allocated to Suicide Prevention
(25%); Stigma and Discrimination Reduction (37.5%); and Student Mental Health
(37.5%).1
2. Strengthen local and regional capacity by ensuring new CalMHSA participants are
included in funded activities.
1

Per DMH Information Notices No.: 08‐25 and 10‐06.
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3. Strengthen racial, ethnic and cultural competency within existing projects.
4. Implement PEI projects in an expeditious manner.
5. Expand the scope of regional projects to include additional geographic areas and
underserved populations.
6. Consider the unique characteristics of communities participating in CalMHSA, including
local factors such as capacity, population, and setting (rural, suburban, urban).
This CalMHSA Plan Update continues to utilize the above principles and CalMHSA Staff is
recommending the adoption of two additional principles for determining the utilization of
program funds. The recommended principles are:
7. Consider performance, sustainability and leveraging opportunities to maximize
available funding.
8. Enhance capacity for data‐driven decision making and contribute to the body of
knowledge of emerging PEI best practices to improve student mental health, prevent
suicide and reduce stigma and resulting discrimination.
Staff recommends the addition of these new principles in order to plan for sustainability and
maximize the impact and legacy of CalMHSA projects, per the MHSOAC PEI Statewide Project
Guidelines2.
The CalMHSA Plan Update was presented to the Advisory Committee on July 12, 2012. The
Advisory Committee voted and recommended approval of the CalMHSA Plan Update to the full
CalMHSA Board on August 9, 2012.
CalMHSA Program Director, Ann Collentine, presented the CalMHSA Plan Update to the Mental
Health Services Oversight and Accountability Commission (MHSOAC) at their July 26, 2012
Commission Meeting. The Commissioners had questions regarding the process for prioritizing
which programs would be receiving augmented funding and supported that any new programs
require MHSOAC approval. Public comments at the MHSAOC meeting indicated that some
stakeholders had concerns regarding the cultural competency of CalMHSA projects.
CalMHSA Plan Update Timeline
To expeditiously implement enhanced program activities, staff is developing a tentative timeline
for the CalMHSA Plan Update as follows:

2

July 5:

Public posting of CalMHSA Plan Update

July 12:

Obtain feedback on CalMHSA Plan Update at Advisory Committee
meeting; utilize feedback to refine CalMHSA Plan Update

August 9:

CalMHSA Board action on proposed CalMHSA Plan Update

August/September:

Submission of CalMHSA Plan Update to MHSOAC and the Department
of Health Care Services

September:

Operationalize CalMHSA Plan Update

Per DMH Information Notice 10‐06.
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RECOMMENDATION:
Approval of the Statewide Prevention and Early Intervention Implementation Work Plan Update
for submission to the Mental Health Services Oversight and Accountability Commission and the
California Department of Healthcare Services.
REFERENCE MATERIAL(S) ATTACHED:


Statewide Prevention and Early Intervention Implementation Work Plan Update
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CalMHSA PLAN UPDATE
CalMHSA STATEWIDE PREVENTION AND EARLY INTERVENTION
IMPLEMENTATION WORK PLAN
July 5, 2012
(Includes technical correction of 7/11/2012)

BACKGROUND AND STATUS
The California Mental Health Services Authority (CalMHSA) is an independent administrative and fiscal
government agency focused on the efficient delivery of California mental health projects. California
counties established CalMHSA as a Joint Powers Authority (JPA). Member counties worked together to
develop, fund and implement mental health services, projects and educational programs at the state,
regional and local levels. CalMHSA members developed an Implementation Work Plan in Fiscal Year
2010-11 that describes how $136 million of MHSA funds is being utilized to implement California’s
Statewide Prevention and Early Intervention (PEI) Plan to prevent suicides, reduce stigma and
discrimination, and improve student mental health.
The CalMHSA Implementation Work Plan was approved by the Mental Health Services Oversight and
Accountability Commission (MHSOAC) in February 2011. Since the original work plan, new counties
and cities joined CalMHSA, resulting in a work plan amendment to serve these communities. The First
Work Plan Amendment was approved by the MHSOAC in March 2012.
An update to the CalMHSA Statewide PEI Implementation Work Plan is proposed in order to
expeditiously shift available funding into program activities. Available funding includes the previously
approved contingency/operating reserve ($9,662,072) and planning funds ($2,869,658), and funds
resulting from changes in CalMHSA participation by counties and cities ($1,698,675). In total, the
CalMHSA Plan Update seeks to increase program funding by $14,230,405. In addition, funds set aside
from the First Work Plan Amendment for Stigma and Discrimination Reduction will be utilized as
approved and consistent with new principles adopted with this Plan Update.
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It is the intention of CalMHSA staff to strengthen existing statewide PEI programs. However, if any new
programs are proposed to be funded, they must be posted for 30 days for public comment and be
approved by the MHSOAC.
Key Principles for Funding Allocations
Key principles were adopted by CalMHSA and were utilized in determining funding priorities for the
First Work Plan Amendment approved in March 2012.
1.

Maintain overall consistency in the proportion of funds allocated to Suicide Prevention (25%);
Stigma and Discrimination Reduction (37.5%); and Student Mental Health (37.5%).

2.

Strengthen local and regional capacity by ensuring new CalMHSA participants are included in
funded activities.

3.

Strengthen racial, ethnic and cultural competency within existing projects.

4.

Implement PEI projects in an expeditious manner.

5.

Expand the scope of regional projects to include additional geographic areas and underserved
populations.

6.

Consider the unique characteristics of communities participating in CalMHSA, including local
factors such as capacity, population, and setting (rural, suburban, urban).

This CalMHSA Plan Update continues to utilize the above principles and CalMHSA staff is
recommending that two additional principles be adopted for determining the utilization of program
funds. The recommended principles are:
7.

Consider performance, sustainability and leveraging opportunities to maximize available
funding.

8.

Enhance capacity for data-driven decision making and contribute to the body of knowledge of
emerging PEI best practices to improve student mental health, prevent suicide and reduce
stigma and resulting discrimination.

Staff recommends the addition of these new principles in order to plan for sustainability and maximize
the impact and legacy of CalMHSA projects, per the MHSOAC PEI Statewide Project Guidelines1.
PROPOSED FUNDING ALLOCATIONS
This CalMHSA Plan Update dedicates an additional $14,230,405 to program activities. Within each
initiative, CalMHSA staff will apply the key principles to determine the utilization of program funds.
Based on Key Principle #1, newly available program funds will be allocated to Suicide Prevention (25%);
Stigma and Discrimination Reduction (37.5%); and Student Mental Health (37.5%) as follows:

1

DMH Information Notice 10-06.
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Suicide Prevention (SP): Increase by approximately $3.6M (25% of $14.2M).
Student Mental Health Initiative (SMHI): Increase by approximately $5.3M (37.5% of $14.2M).
Stigma and Discrimination Reduction (SDR): Increase by approximately $3.6M $5.3M (37.5% of
$14.2M). In addition, increase by the approximately $2.9M that was set aside during the First Work
Plan Amendment (approved by the MHSOAC on 3/23/12). Overall, increase SDR programs by
approximately $6.5M $8.2M. (Please note: technical errors- identified by strikethroughs- were
corrected on 7/11/12)
The chart below includes approved funding allocations to date (the budget from the CalMHSA
Implementation Work Plan and additional funding from the First Work Plan Amendment) and
proposed changes (program funds made available as part of the CalMHSA Plan Update).

71%
Program/Direct

9%
Contingency
Reserve1

7.5%
Evaluation2

7.5%
Admin2

100%
Total

$6,810,520

$97,322,330

$11,645,988

$10,215,780

$10,215,780

$136,210,398

$409,155

$5,810,0013

$736,4793

$613,733

$613,733

$8,183,100

Subtotal

$7,219,675

$103,132,331

$12,382,467

$10,829,513

10,829,513

$144,393,498

Changes in
CalMHSA
membership

$119,625

$1,698,6754,7

$215,325

$179,438

$179,438

$2,392,500

$2,869,658
moved to
program/direct

$2,869,6585 +
$9,662,0726
= $12,531,7307

$9,662,072
moved to
program/direct

Revised Total

$4,469,642

$117,362,736

$2,935,720

$11,008,950

$11,008,950

$146,785,998

Revised
Percentage

3.0%

80.0%

2.0%

7.5%

7.5%

100%

Funding
Work Plan
Budget
First WP
Amendment

CalMHSA
Plan Update

5%
Phase I
Planning

1. Originally, the Contingency Reserve was calculated as 9% of the Approved Plan. It is the intent of CalMHSA to
maximize the delivery of services. In this Plan Update, $9,662,072 of this reserve will now be utilized for program
activities.
2. The maximum allocation permitted by DMH for Indirect Administration services is 15%. Included in this 15% is the
requirement to provide evaluation of programs.
3. These dollars differ slightly from those shared during the First Work Plan Amendment; this change is due to the
program/direct percentage being calculated as 71%, based on the approved plan.
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4. Changes in CalMHSA membership and the assignment of funds by counties and cities resulted in an additional
$1,698,675 for program funds.
5. Based on the FY 12-13 CalMHSA Budget approved by the CalMHSA Board on June 14, 2012, planning dollars
($2,869,658) were moved to fund program/direct activities. The new overall percentage of funds dedicated to
planning is 3.0%.
6. Contingency reserve dollars ($9,662,072) were moved to fund program/direct activities. The new overall percentage
of funds dedicated to the contingency reserve is 2.0%.
7. The total increase in program funds is $14,230,405 (Shift planning and contingency reserve: $12,531,730, plus
changes in CalMHSA membership: $1,698,675).

CalMHSA Plan Update Timeline
To expeditiously implement enhanced program activities, staff developed a tentative timeline for the
CalMHSA Plan Update as follows:
July 5:
July 12:
August 9:
August/September:
September:

Public Posting of CalMHSA Plan Update to www.calmhsa.org
Obtain feedback on CalMHSA Plan Update at CalMHSA Advisory Committee
meeting. Utilize feedback to refine CalMHSA Plan Update
CalMHSA Board Action on Proposed CalMHSA Plan Update
Submission of CalMHSA Plan Update to MHSOAC and DHCS
Implement CalMHSA Plan Update

Instructions for Public Comment
30 DAY PERIOD FOR PUBLIC COMMENT
(July 5, 2012 thru August 4, 2012)
1.

The CalMHSA Plan Update to the Statewide PEI Implementation Work Plan will be posted and
distributed for an invitation to submit public comment. All input must be submitted in writing
via email or regular mail.

2.

CalMHSA must receive public comment by 5:00 PM on August 4, 2012.

3.

Please provide name, organizational affiliation (if any) and contact information with your
comment submissions.

4.

Send comments to:
Regular Mail
CalMHSA
Attn: Laura Li
George Hills Company
3043 Gold Canal Drive, Suite 200
Rancho Cordova, CA 95670-6394
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Email
calmhsa@georgehills.com
5.

Staff will post all public comment on the CalMHSA Website in a timely manner for viewing.

6.

A final Plan Update to the Statewide PEI Implementation Work Plan will be presented to the
CalMHSA Board in August 2012.

Note: Full consideration will be given to all submissions, but staff would appreciate early submissions if
possible.
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PROGRAM MATTERS
Agenda Item 9.D
SUBJECT:

Stigma and Discrimination Reduction Consortium

BACKGROUND:
The Stigma and Discrimination Reduction (SDR) Program One: Strategies for a Supportive
Environment Program, Component One: Stigma and Discrimination Reduction Consortium, was
previously awarded to a client‐led organization, but contract negotiations were discontinued
due to organizational restructuring and ongoing changes. Subsequently, on October 13, 2011,
the CalMHSA Board of Directors authorized the CalMHSA Executive Director to recruit a project
leader via a Request for Interest (RFI) process and to enter into a contract for timely
implementation of SDR Program 1, Component 1. On October 14, 2011, staff released a 15‐day
RFI and, although CalMHSA received a number of applications of interest, due to the
comprehensiveness and unique qualifications required for this position, staff extended the
solicitation deadline until the position was filled on November 28, 2011.
The Project Manager selected to oversee the launch of the Consortium was Adele James. Ms.
James self‐identifies as a consumer with extensive background in facilitation, project
management, training, and leading community engagement with diverse client populations,
including individuals living with a mental health challenge. Through a second contract, the
California Institute for Mental Health (CIMH) was selected to provide Ms. James with
administrative and organizational support until a suitable organization was selected. CIMH will
be the lead entity supporting CalMHSA in administering a competitive process for the
Consortium’s management transition.
As approved by the CalMHSA Board in October, the role of the Project Manager is to implement
SDR Program 1, Component 1, and by September 30, 2012, transition the Consortium’s
administration to a consumer/client‐led organization that has the capacity to continue to
manage the work of the project until the SDR Initiative concludes on June 30, 2014. Critical to
the success of the project is the selection of an organization with the capacity to provide a
statewide voice on the critical impact of stigma and resulting discrimination and disparities
experienced by individuals, families and communities.
STATUS:
Consortium Membership
In May of 2012, the first Consortium meeting was held. The Consortium was established to build
a diverse and interdisciplinary statewide presence to support and advance mental health stigma
and discrimination prevention activities in California, and to raise awareness and promote
utilization of best practice strategies. In total there are 25 Consortium members ranging in age
from their early 20’s to their 70’s. The Consortium is consists of twelve men and thirteen
women. Overall the group is reflective of diverse sectors and disciplines that can help to
influence mental health SDR including, but not limited to, rural law enforcement, urban chamber
of commerce, policy/advocacy, veterans, school counselors, family resource centers, school
principals, youth advocates, and the homeless population.
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Consortium Deliverables
To date the Consortium has had two webinars and three in‐person meetings, with a fourth in‐
person meeting planned for the fall. Key tasks of the Consortium during this transition period
include: 1) development/support of a transition plan for the Consortium’s administration to a
consumer/client‐led organization(s); 2) review/comment on SDR messaging, and messaging for
the Prevention and Early Intervention (PEI) initiatives in general, to ensure a consistent
message; and 3) exploration of strategies for how the Consortium can serve as the “hub” or
“clearinghouse” for accessible and cultural relevant anti‐stigma materials for California’s diverse
racial, ethnic and cultural populations and communities, and provision of recommendations for
development of the clearing house in collaboration with other CalMHSA contractors.
Draft Consortium Strategic Plan
In May 2012, a Steering Committee of Consortium members was formed to work with the
project manager in laying out the structure for the Consortium’s work and for vetting ideas
about the design and content of upcoming meetings. The Steering Committee serves as the voice
of the overall Consortium by providing input/recommendations. In collaboration with the
Steering Committee, the project manager developed a 1½‐day strategic planning session
conducted on July 9–10, 2012 so the Consortium could develop its work plan. Parameters for
development of the strategic work plan specified recommendations should:
1. Fit within the context of Stigma & Discrimination Reduction,
2. Focus on the bigger picture of how all contractors are using prevention and early
intervention strategies to promote wellness and prevent mental illness, and
3. Identify opportunities to leverage work across and within initiatives, as well as through
different external networks, associations, policy/advocacy and community education.
The strategic planning session resulted in the Consortium developing draft values and a vision
statement, as well as, identifying roles and intended outcomes to guide work product. In
addition, members selected strategies to support accomplishing tasks and achieving outcomes.
Over the next several weeks, members of the Consortium, through workgroups, as well as the
Steering Committee, will meet to revise and edit the drafts into one complete and finalized
Strategic Plan. A final Strategic Plan will be adopted by the full consortium in September 2012.
Next Steps—Consortium Transition Plan/ Request for Statement of Qualifications
A key deliverable of the Consortium is to develop a transition plan for its administrative and
organizational functions to a consumer/client‐led entity with the capacity to provide a statewide
voice on the critical impact of stigma and resulting discrimination and disparities experienced
by individuals, families and communities. Several activities have been underway to gather
Consortium member input and guidance, including in‐person meeting feedback, a survey of
consortium members, and conference calls. In addition, on July 30, 2012 a conference call was
hosted by CalMHSA Project Manager Stephanie Welch in order to obtain direct input from
members on the transition and future management of the Consortium.
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During these processes, the majority of the consortium membership, including the Steering
Committee, expressed strong support for CalMHSA to retain Adele James as the facilitator of the
consortium. Members felt it would be imperative to continue to provide guidance on Consortium
leadership, management and facilitation. Due to the complexity of the transition, significant
criteria for the RFSQ would be the retention of Adele James or a description of the process for
ensuring the engagement of a facilitator of comparable experience during the transition period
and possibly the duration of the contract. Until a contractor is selected and a contract is
executed, CalMHSA staff seeks to extend its contract with Ms. James for a minimum of $31,500,
not to exceed, $63,000 based on need during the transition. The rationale for doing so is to
support the effectiveness of the diverse group assembled through the existing facilitation while
the new organizational entity selected will be able to provide the subject matter expertise
needed.
In order to find this expertise, issuing a Request for a Statement of Qualifications (RFSQ) is
critical. An RFSQ can support the timely selection of a qualified applicant/organization. The
work of the Consortium must be on‐going, especially during this time in which program
implementation is taking place statewide. Moreover, there is no need for reviewing proposals
because the Consortium has already developed a draft strategic work plan and has identified
intended outcomes consistent with the PEI workplan and through collaboration with current
SDR program partners. It is this strategic plan that the warded entity will provide expertise and
support to implement through the Consortium. With an RFSQ process, CalMHSA retains the
ability to identify the Scope of Work, minimum qualifications for candidates, and information to
determine financial viability and fiduciary responsibility.
Staff recommends that Consortium members be recruited to serve on a review panel for the
RSFQ responses along with CalMHSA representatives. CiMH, in consultation with CalMHSA and
the Consortium, will be the lead entity drafting the RFSQ and conducting the review process.
Below are draft principles developed from these processes with the Consortium that will be
used in the development of the RFSQ:
1. Possess expertise in consumer‐led mental health projects with strong community
connections.
2. Have expertise in mental health issues as well as stigma and discrimination on the basis
of mental health status and how this intersects with issues of race, culture, gender, sexual
orientation, geography and other ‐isms.
3. Demonstrate willingness to work with multiple partners, sectors and disciplines beyond
mental health.
4. Have a collaborative working style.
5. Promote transparency in organizational practices.
6. Demonstrate a history of sound fiscal/business practices
7. Exercise fair consensus‐building skills when conflict arises.
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8. Maintain and support the current configuration of the Consortium’s membership that
prioritizes and is reflective of diverse sectors and disciplines, in addition to the mental
health field, and individuals representing consumers, family members, parents.
9. Convene the Consortium’s membership regularly to support interaction and exchange as
appropriate, either through in‐person meetings or by use of technology.
10. Support the facilitation of any necessary subcommittees and/or implement other
necessary strategies for the Consortium to achieve identified deliverables, which include
but are not limited to:
a. Review and comment on SDR messaging, and messaging for the PEI Initiatives in
general, to ensure a consistent message, when appropriate;
b. Collaborate with other contractors participating in the SDR Initiative to ensure a
connection to local efforts and to assess local capacities for use of interventions
and tools;
c. Collaborate with the Mental Health Association of San Francisco, an SDR
contractor in Programs 2 and 3, to assess, develop and disseminate information on
available resources and best practices;
d. Implement strategies and tactics for the Consortium to serve as the “hub” or
“clearinghouse” for accessible and cultural relevant anti‐stigma materials for
California’s diverse populations and communities.
Proposed RFSQ Timelines to Ensure Efficient Transition







Finalize RFSQ
Public Posting and Release of RFSQ
Review Team Selection, Training and Tool Development
RFSQ Responses Due
Review Process
Present to CalMHSA Board

8/10 – 8/15
8/17
8/20 – 9/7
9/17
9/20 – 9/27
10/11

RECOMMENDATIONS:
1. Approval of the use of a RFSQ process to identify a qualified consumer/client‐led
organization with the capacity to provide a statewide voice on the critical impact of
stigma and resulting discrimination and disparities experienced by individuals, families
and communities to administer the Consortium through June 30, 2014 and to include
Consortium members in the review process of the RFSQ respondents. The award to a
qualified respondent would be up to $1.2M total funds (less any appropriate transition
costs).
2. Approval of CalMHSA extending its contract with Adele James as the facilitator of the SDR
Consortium throughout the RFSQ process and during a transition to the contractor
selected as a result of the RFSQ and not to exceed $63,000.
REFERENCE MATERIAL(S) ATTACHED:


None
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PROGRAM MATTERS
Agenda Item 9.E
SUBJECT:
Statewide Prevention and Early Intervention Framework – Audrey Burnam,
RAND Corporation
BACKGROUND AND STATUS:
The Mental Health Services Act (MHSA), passed by California voters in 2004, called for
transforming California’s community mental health system from a crisis‐driven system to one
focused on prevention and wellness. Transformation was to be accomplished by setting aside a
portion of the revenues brought in by the Act for prevention and early intervention services (PEI).
This shift in focus represented an historic change in the way that California addressed the problem
of serious mental illness and the consequences of mental illness for individuals, families, and
communities.
The MHSA identified seven negative outcomes associated with untreated or inadequately treated
mental illness that PEI programs were intended to reduce—suicide, mental‐health related
incarcerations, school failure, unemployment, prolonged suffering, homelessness and removal of
children from their home.
In this 295‐page, Statewide Prevention and Early Intervention draft document (entitled Evaluating
the Impact of PEI Activities on the Mental Health of California’s Population, dated July 10, 2012),
RAND describes the work conducted to develop the statewide evaluation framework. Discussion is
organized as follows:


Rationale for RAND’s approach



Methods used to develop the frameworks (both the overall framework and frameworks for
each specific negative outcome identified by the MHSA, including data sources and
measures with which to populate the frameworks)



Descriptive components of the frameworks (and summary of the descriptive and
inferential analytic approaches that could be used to track program capacity development,
reach, and outcomes)



Descriptions of each data source, measure specifications, and technical details of our
analytic approach (found in the appendices section)



Conclusions, with a discussion of potential next steps and recommendations for data
development

Stakeholder Input
In RAND’s discussions with stakeholders, including the Mental Health Services Oversight and
Accountability Commission (MHSOAC), California Mental Health Services Authority (CalMHSA)
staff, the CalMHSA Statewide Evaluation Experts (SEE Team) and a diverse group of subject matter
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experts representing CalMHSA programs, and other California county representatives, it became
clear that the evaluation framework(s) needed to accomplish three objectives:


Enable tracking and accountability over time



Monitor progress towards mental health equity



Take a public health perspective, while also providing useful data for local performance
improvement

By addressing the first objective, the framework would capture the extent to which the system is
being transformed from a “fail first” system to one in which prevention and early intervention
becomes part of a public‐health oriented continuum of services that link, as needed, to treatment
and other community services. By addressing the second objective, the framework would assess
how well PEI activities were reaching underserved populations and improving their outcomes. As
reflected in the third objective, the framework would provide information that would be useful to
a broad range of stakeholders and decision makers.
Evaluation Frameworks
RAND created two types of frameworks: an overall “approach” framework and specific
frameworks for each of the key outcomes specified by the MHSA. The key outcomes specified by
the MHSA are broad social outcomes with multiple determinants. Therefore, in addition to looking
at specific measures of each outcome, the framework(s) also identified antecedent factors that
were either known to, or that RAND hypothesized, would impact each outcome, and that RAND
posited to be influenced by PEI funding. For example, decreasing risk behaviors such as poor
parenting skills is known to improve child well‐being and resiliency, which is hypothesized to lead
to decreased school dropout. In effect, the framework asks a series of questions about the funding
provided by PEI—where is the funding going, what it is being used for, does the funding make a
difference, and are there resulting public health benefits?
Analytic Approaches to Evaluating the Impact of PEI
The standard program evaluation framework considers the effect of a particular intervention or
“treatment” on one or more outcomes. The challenge for the program evaluator is usually three‐
fold: (1) to determine which outcome(s) are expected to be affected by the intervention, (2) to
detect/measure changes in the outcome(s) of interest, and (3) to credibly attribute cause to effect,
in other words, how much of the observed change in the outcome(s) can be attributed to the
intervention. The use of appropriate conceptual frameworks, theories of change, or more complex
theoretical models can help the evaluator in defining the relevant outcome(s), while appropriate
data collected from a sufficient number of “treated” units can help to address the second concern.
Establishing causality is much more difficult, especially in the context of social programs where
other variables associated with the outcome(s) of interest might also be changing.
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Usefulness of the Evaluation Framework
It is analytically possible to evaluate the causal impact of the MHSA on population‐level outcomes.
However, RAND believes it would be a mistake to make evaluating causality the focus of a
statewide evaluation plan. Because the negative outcomes identified by the MHSA are broad social
outcomes that are affected by many different social forces, and because the expectation is that
changes in these outcomes will take years to observe, it is possible that change in these outcomes
will not be apparent at the population level, leading to a potentially false conclusion that PEI and
the MHSA monies have not improved outcomes. In addition, establishing causality would involve
technically complex analyses that might be difficult to interpret.
If CalMHSA and the MHSOAC felt that establishing causality was essential, RAND recommends that
the evaluation focus on changes in resilience and emotional well‐being. Resilience and emotional
well‐being are intermediate outcomes that are logically antecedent to the seven negative
outcomes, and changes in resilience and well‐being should eventually result in changes in these
more long‐term outcomes. Because most PEI activities have a common goal of increasing
resilience and emotional well‐being, it is likely that changes in this outcome will both precede and
be larger (and thus more easily observed at the population level) than changes in more long‐term
outcomes such as unemployment or homelessness.
Despite the difficulty in establishing causality, there are tremendous opportunities to use existing
data to track over time the population‐level outcomes identified in the MHSA and ultimately to
provide the data needed to estimate how this historic initiative has affected the mental health of
California’s population. RAND believes the frameworks developed and the associated measures
defined can produce useful descriptive information‐‐based on existing data, without the
investment of significant new funding. This is an excellent time to establish a surveillance system
that can be used to provide important information about the early phase of PEI activity—who is
being reached; who is using PEI services; changes in disparities in access; and what kinds of
programmatic activities are being carried out and by whom. The evaluation frameworks provide a
theory‐based approach to answering the question, “Are we putting in place the kinds of
interventions we wanted to, and are they reaching the populations we thought they should?”
There is another, perhaps even more important, reason to monitor changes in outcomes at the
population level. Even small changes in the average mental health of the population as a whole
could greatly reduce the number of individuals with serious mental illness (Rose, 1992). This is
because the prevalence of mental illness/ emotional well‐being is distributed in the population in
the form of a bell‐shaped curve. A shift in the whole distribution of population values necessarily
implies an associated change in the occurrence of extreme values (individuals with serious mental
illness). In other areas of health, it has been shown that prevention programs that focus on high‐
risk individuals have had disappointing impacts on the total burden of disease in the population,
because most of the incidence of new disease arises from the many individuals at low risk rather
than the few individuals who are at high risk. Because primary prevention programs are
population‐based and focus on providing many individuals with a little benefit (e.g., public service
announcements), and because PEI programs are meant to synergistically build upon each other
(e.g., school and community‐based after‐school programs for transitional aged youth), the
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cumulative impact of PEI may have shifted the distribution of risk for all members of society. This
shift may have a large benefit, and unless one monitors impact at the population level, this benefit
will not be counted.
Application of the Framework to the Broader MHSA Evaluation
It is not possible to disentangle the impact of PEI initiatives from the impact of the broader
treatment system on key outcomes of interest. This is because PEI initiatives, by design, are
intended to complement and promote equitable access to and early use of treatment, and because
PEI was implemented at the same time as other new treatment services.
RAND’s development of an evaluation framework and consideration of data sources and measures
focused on PEI program activities because RAND was tasked to develop a PEI evaluation
framework. However, the framework could readily be extended to apply broadly to the MHSA
programs. This would require additional work to identify key concepts, other relevant data
sources, and indicators. Because treatment service information systems and performance
indicators have been in use at the statewide or county levels, there is extensive service‐level
information to build upon.
Other Important Evaluation Issues
Evaluating program efficacy. Existing research provides information on the efficacy of some
specific PEI interventions, and effectiveness of some multi‐component PEI campaigns. The
evidence base for the efficacy of specific program interventions can be used to support the
development of performance indicators that could be incorporated into ongoing assessment of
program activities.
Evaluating cultural competence. The cultural competence of programs is a very important issue
given the diversity of California’s population, and the importance of reaching traditionally
underserved groups through PEI programs. The importance of cultural competence is broadly
accepted and supported by extensive literature describing culturally specific barriers and needs.
However, there are currently no broadly accepted and reliable measures of cultural competence
that could serve as performance indicators in an ongoing statewide monitoring system.
Developing program capacity for quality improvement. Programs can develop capacity for ongoing
evaluation and quality improvement by developing information and internal reports that describe
delivery of program activities, routinely assess the reach and demographic characteristics of
program participants, and routinely assess short‐term program outcomes. Standardized
information systems, measures, data definitions, data entry protocols and reporting formats can
facilitate the development of this capacity.
Next Steps
An initial three‐year phase would allow for implementation of a basic framework that would be
extremely useful for evaluating current PEI activities and would establish a basis for longer‐term
monitoring of program activities and key outcomes. Several tasks could be accomplished in the
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initial year: 1) demonstration of development and reporting of PEI program‐level information, in
collaboration with interested counties; 2) psychometric assessment and refinement of program‐
level and population‐level measures, which would also include pilot testing new measures to
determine sample size, and where needed, reliability and validity (this would probably need to
occur over a two year period); 3) development of descriptive analytic and reporting templates; 4)
proposed work plan and resources required for full implementation and ongoing maintenance.
The second and third years would be focused on implementing the full evaluation framework,
including implementation of infrastructure required to acquire, store, analyze, and routinely
report data. A development of a web‐based reporting system could be included as part of years
two and three.
Subsequent phases beyond the first three years could focus on improvements, such as
development of performance indicators. It would be important for the MHSOAC, CalMHSA and
other stakeholders to consider longer‐term priorities for improvements in ongoing evaluation,
and also priorities for special studies.
RECOMMENDATIONS:
1. Accept and endorse the Evaluating the Impact of PEI Activities on the Mental Health of
California’s Population, dated July 10, 2012, prepared by the RAND Corporation.
2. Approve the above document be utilized in the CalMHSA Training/Technical Assistance
and Capacity Building Project as a foundational tool for evaluation of Prevention and Early
Intervention.
3. Approve submission and endorsement of the above document to the Mental Health
Services Oversight and Accountability Commission (MHSOAC) in September for their use
and consideration in MHSAOC evaluation activities.
REFERENCE MATERIAL(S) ATTACHED:


Excerpts from Evaluating the Impact of PEI Activities on the Mental Health of California’s
Population (July 10, 2012)
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Draft Outline of Statewide Evaluation Framework
Preface
It is our hope that the work we have conducted to develop a PEI evaluation framework will prove useful
to state and county decision makers, and to advocates for mental health system transformation and
improvement. While we benefited greatly from the insights and advice of the Mental Health Services
Oversight and Accountability Commission (MHSOAC), the California Mental Health Services Authority
(CalMHSA), the Statewide Evaluation Experts (SEE) and from diverse stakeholders, the approach and
views expressed in this document are the authors, and we are solely responsible for any errors or
omissions.

I. Background
The Mental Health Services Act (MHSA), passed by California voters in 2004, called for transforming
California’s community mental health system from a crisis-driven system to one focused on prevention
and wellness. Transformation was to be accomplished by setting aside a portion of the revenues
brought in by the Act for prevention and early intervention services (PEI). This shift in focus represented
an historic change in the way that California addressed the problem of serious mental illness and the
consequences of mental illness for individuals, families, and communities.
The MHSA was intended to convert the public mental health system from a “fail first” system to a
system where people would get the services and community support they needed to prevent the
development or worsening of a mental illness, and to reduce the negative consequences of mental
illness, including disability, suicide, homelessness, incarceration, and school dropout. The vision was
that prevention and early intervention comprised the first step in a continuum of services designed to
reduce stigma and discrimination associated with mental illness, to prevent mental illness from
becoming severe and disabling, and ultimately to contribute to stronger and healthier communities.
The Act also explicitly emphasized expanding services to reach historically underserved populations and
developing culturally appropriate services to meet the needs of California’s diverse communities.
The Act required that 20% of revenues be allocated towards PEI programs. The programs should: 1)
prevent mental illnesses from becoming severe and disabling; 2) improve timely access to underserved
populations; 3) offer outreach to families, employers, primary care health care providers and others to
recognize the early signs of potentially severe and disabling mental illnesses; 4) provide access and
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linkage to medically necessary care provided by county mental health programs for children with severe
mental illness, and for adults and seniors with severe mental illness as early in the onset of these
conditions as practicable; and 5) reduce stigma and discrimination associated with either being
diagnosed with a mental illness or seeking mental health services.
The MHSA identified seven negative outcomes associated with untreated or inadequately treated
mental illness that PEI programs were intended to reduce:


Suicide



Mental-health related:
o

incarcerations

o

School failure

o

Unemployment

o

Prolonged suffering

o

Homelessness, and

o

Removal of children from the home.

Stakeholders, particularly consumers of services, family members, parents, and caregivers, were to
participate in planning, implementing, and overseeing the MHSA programs at the state and local level.
The legislation also established the Mental Health Services Oversight and Accountability Commission
(MHSOAC), which was given statutory mandates to evaluate how MHSA funding was being used, what
outcomes have resulted from those investments, and how services and programs could be improved to
maximize positive outcomes for all populations. Consistent with this role, the MHSOAC coordinated
with the California Mental Health Services Authority (CalMHSA) to seek the development of a statewide
evaluation framework for evaluating and monitoring the long-term impact of PEI funding on the
population. CalMHSA selected RAND to develop the framework.
RAND was tasked with 5 activities, listed below. For the reader’s convenience, we indicate the sections
of this document containing information relevant to each task:

RAND Corporation

Dr. Katherine Watkins
Page 136 of 181

Page 5



Identify a consolidated list of overall goals across PEI programs and conceptualize each goal in
terms of potential measures (Section IV; Appendix A)



Identify data sources that are either available or could be available to populate potential
measures, and investigate the utility of PEI evaluation frameworks and data that counties have
developed (Section III, Sec V, Appendix B)



Develop a conceptual PEI statewide evaluation framework and analytic approach that logically
links programs and program strategies with outcome measures (Section IV, Section VI,
Appendices A and D)



Develop measure specifications, including the data sources required to implement measures,
and strengths and limitations of the data sources and measures (Section V, Appendices B and C)



Identify ways to link PEI evaluation to overall MHSA evaluation. (Section VII)

In this document, we describe the work we conducted to develop a statewide evaluation framework.
Our discussion is organized as follows. We begin by presenting the rationale for our approach. We then
describe the methods used to develop the framework(s)--both the overall framework and frameworks
for each specific negative outcome identified by the MHSA, and we identify the data sources and
measures with which to populate the frameworks. We describe the components of the frameworks and
summarize the descriptive and inferential analytic approaches that could be used to track program
capacity development, reach, and outcomes. Appendices provide descriptions of each data source,
measure specifications, and technical details of our analytic approach. We conclude with a discussion
of potential next steps and recommendations for data development.

II. Goals and Approach
In our discussions with stakeholders, it became clear that the evaluation framework(s) needed to
accomplish three objectives:


Enable tracking and accountability over time;



Monitor progress towards mental health equity;



Take a public health perspective, while also providing useful data for local performance
improvement.
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By addressing the first objective, the framework would capture the extent to which the system is being
transformed from a “fail first” system to one in which prevention and early intervention become part of
a public-health oriented continuum of services that link, as needed, to treatment and other community
services. By addressing the second objective, the framework would assess how well PEI activities were
reaching underserved populations and improving their outcomes. As reflected in the third objective, the
framework would provide information that would be useful to a broad range of stakeholders and
decision makers.
Many stakeholders observed that the seven negative outcomes identified in the MHSA are typically not
directly and immediately impacted by individual PEI programs; rather these outcomes should be
reduced over the long run if the entire system (the continuum of prevention, early intervention, and
treatment) is strengthened. There was broad recognition that system changes take time, and that the
benefits of PEI efforts are likely to accumulate over years.1 For example, the benefits from parent
training programs or social media campaigns to educate the public about suicide prevention are likely to
have some immediate effects on knowledge and attitudes of those exposed to them; however, effects
on suicide rates or school drop-out can be distant in time, and the benefit can be experienced by others
beyond the program participants.
In addition, the benefits of PEI programs often logically depend on access to appropriate treatment. For
example, screening and early detection of child behavioral and emotional problems is an effective early
intervention strategy only if these children and their families are linked to appropriate treatment
services. Hotlines can prevent suicide through timely support and intervention that encourages callers
to get treatment that alleviates their suffering.
We believe it is important that the evaluation approach reflect expectations that reductions in the seven
negative outcomes are longer-term, system-wide effects, rather than direct effects of PEI programs.
One implication of this expectation is that the negative outcomes should be measured for the
population as a whole, rather than only among individuals participating in or exposed to any particular
PEI program. Another implication is that the effects of PEI programs on these outcomes cannot logically
be distinguished from effects of treatment, and can only be thought of as broader system

1

One analogy for how PEI effects accumulate is the example of the significant reductions in cigarette smoking;
these are small in any given year but have been sustained over a decade and have resulted in many health
benefits. Educational campaigns, policy changes, and smoking cessation treatments are all believed to play a part
in this public health success story.
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transformation effects. This means that while the frameworks we developed (both the overall
framework and the area-specific frameworks focused on the seven negative outcomes) are focused on
PEI, the proposed approach could and should be extended to include the continuum of treatment
services. A final implication is that long-term tracking of the seven negative outcomes is essential: the
benefits of system transformation are likely to be small, and probably undetectable in the short-run, but
with sustained programmatic efforts, small effects should accumulate and result in a positive trend over
time. While it may be difficult to identify the short-term impact of PEI funding at the population level,
the approach we offer should be able to answer these important questions in the short-run: “Is the state
putting into place the kinds of PEI programs and interventions that intended? And are these programs
reaching the state’s diverse and high risk populations as intended?”

III. Methods
In this section, we describe how we developed and refined our evaluation frameworks and how we
identified the databases that would be relevant for a statewide PEI evaluation.
Developing frameworks. In order to develop the overall evaluation framework, we first needed to
understand the goals of the legislation, how the goals were implemented, who the target population for
PEI program activities was, and how the results would be used. We began by conducting key informant
interviews with 48 individuals. Half were subject matter experts; the rest were either consumers or
state or county administrators. Interviews with subject matter experts focused on defining key
outcomes and constructs identified by the MHSA and the MHSOAC, as well as identifying available state
datasets. Interviews with consumers and administrators elicited their perspectives on how the
framework(s) might be used as well as attributes that would make the framework(s) useful. We
solicited input on the intent behind the legislation, and, in the case of county respondents, how the
county they represented had developed and implemented PEI programs. During interviews conducted
during the latter part of the interview process, informants reviewed and provided feedback on draft
versions of the relevant framework(s).
We used a widely accepted model (Donabedian, 1980) of how health services impact health to develop
our overall framework and applied it to the specifics of PEI implementation. The model provides an
approach for examining how PEI funding led to programs and activities that resulted in improved
individual, family, service-system, and community outcomes. We refined the model using the results of
our key informant interviews, and by reviewing the model with the SEE, CalMHSA and the MHSOAC.
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We created two types of frameworks: an “overall approach” framework and specific frameworks for
each of the key outcomes specified by the MHSA. In the next subsection, we describe the components
of these frameworks in detail. The frameworks appear in Appendix A.
The frameworks are flexible and include individual and family outcomes (population-level measures of
emotional well-being and family functioning), program and service system outcomes (the quality and
timeliness of treatment and increased collaboration across agencies) and community outcomes
(stronger and more resilient communities, population-level measures of negative outcomes such as
unemployment or suicide). The frameworks identify, at the conceptual level, the key components that
should be measured and tracked over time. Individual, family and community outcomes are measured
at the level of California’s population as a whole, and, where possible, at the regional or county level.
When national data are available, it will be useful to compare California’s performance with that of the
nation. Program and service-system outcomes are measured by aggregating measures across programs.
An example of this type of measure is one that reports the proportion of suicide hotlines that have
received national accreditation.
Identifying databases. We used our key informant interviews to identify state or national databases or
vital statistics that could be used to measure individual or family outcomes at a population level. To be
included, each database had to contain data relevant to at least one of the PEI outcomes, and the data
had to have been collected at more than a single point in time to allow for comparisons over time.
We described each database in terms of its content; the populations that it covered and to which it
could be generalized; the instrument type; years for which the data were available; the frequency with
which the survey or interview producing the data were repeated; information about reliability and
validity, availability and cost; information about administration and scoring; and contact information.
We also provided links to the instruments and to the data when such links were available.
Detailed descriptions of the databases available for the PEI evaluation appear in Appendix B.
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IV. Evaluation Frameworks
We created two types of frameworks: an overall “approach” framework, as shown in Figure 1, and
specific frameworks for each of the key outcomes specified by the MHSA, an example of which (suicide
prevention) appears in Figure 2. As noted above, the key outcomes specified by the MHSA are broad
social outcomes with multiple determinants. Therefore, in addition to looking at specific measures of
each outcome, the framework(s) also identified antecedent factors that were either known to, or that
we hypothesized, would impact each outcome, and that we posited to be influenced by PEI funding. For
example, decreasing risk behaviors such as poor parenting skills is known to improve child well-being
and resiliency, which is hypothesized to lead to decreased school dropout.

Overall Approach Framework
To understand the impact of PEI programs and activities, one must first understand what the funding
was intended to accomplish, and how the funding was used. Our “overall approach” conceptual
framework highlights these issues. The framework, depicted in Figure 1, is meant to be read from left to
right. In effect, the framework asks a series of questions about the funding provided by PEI: where is
the funding going, what it is being used for, does the funding make a difference, and are there resulting
public health benefits?

Figure 1. The Overall Approach Framework
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This framework was developed to understand the impact of PEI funding. However, it could be used to
understand the impact of all MHSA funding and could be expanded to include all MHSA-funded
programs and activities.
With the exception of the Community Planning Process which has already been completed, the overall
approach framework shows the factors that should be measured. In most cases, data for boxes two and
three (Where is it going? What is it doing?) would be provided by programs and counties; data for
boxes four and five (Does it make a difference? Are there public health benefits?) would be available
from existing national or statewide surveys or vital statistics.
The social and economic context influences how PEI was implemented and what it is accomplishing;
therefore, we show socio-economic context at the bottom of the figure as affecting all of the boxes.
However while context is important, we do not include specific measures of the social and economic
context because this will vary based on the specific analysis being conducted. And because PEI funding
was posited to have indirect effects on community supports and resources, we include that in the
frameworks as well. Where possible, we include measures of community supports and resources in the
specific frameworks.
The content of each box in the overall approach framework is as follows.
Box 1. Initially, each county undertook a community planning process to determine funding priorities.
In most cases this process also included a needs assessment.
Box 2. The second box answers the question Where is it (the funding) going? In the case of PEI, funding
went to new and enhanced community resources, new and enhanced treatment (primarily early
intervention) resources, and support for increased collaboration and coordination among agencies. This
box assesses the “structure” of the programs – that is the programmatic capacity that was developed.
Box 3. The third box answers the question What is it doing? The model indicates that PEI-funded
programs and activities were intended to provide more and better prevention programs and resources,
more and better early intervention treatment and resources, and more collaboration and integration
among social service agencies and between mental health and primary care providers. This box assesses
the “process” of delivering the programs – what prevention activities reached which target populations.
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Box 4. The fourth box, Does it make a difference?, identifies the direct, short-term outcomes that PEI is
intended to bring about—changed knowledge, behaviors and attitudes, and improved resilience and
emotional well-being.
Box 5. Changes in short-term outcomes are intended to affect the broader, long-term public benefits
identified by the MHSA, as shown in the fifth box. These include reducing the suicide rate, and
decreases in mental-health related prolonged suffering, incarcerations, homelessness, school dropout,
removal of children from the home, unemployment, and disparities across these outcomes.
PEI programs were expected not only to improve individual and family outcomes, but also to indirectly
result in healthier and more resilient communities and more use of privately funded mental health
treatment. We show these outcomes below the five boxes. There are arrows between this box and
each of the five upper boxes because we hypothesize that these indirect effects are reciprocally related
to each of the other five boxes.

Outcome-Specific Frameworks
In addition to the overall conceptual framework, we developed an evaluation framework for each of the
outcomes identified by the MHSA. We briefly discuss the Suicide Prevention Framework (Figure 2) and
the Reduced Suffering Framework (Figure 3) as an example; the other outcomes-specific frameworks
appear in Appendix A.
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Figure 2. Suicide Framework

We obtained information about the content of each box in the Suicide Prevention Framework from our
key informant interviews and from reviewing program description documents.
PEI funding for suicide prevention programs has gone to increase the capacity of hot/warm lines;
survivor and peer support services; suicide prevention, training, and education programs; and the other
activities shown in the second box in Figure 2. In the evaluation framework, these activities should lead
to increased calls to hot/warm lines, participation in support groups and training, exposure to suicide
awareness information, and the other factors described in the third box in Figure 2.
The short term effects of PEI funding for suicide prevention includes increased knowledge about suicide
prevention, help seeking, and available resources; decreases in self-stigma, psychological distress, and
thoughts of suicide; and the other outcomes shown in box 4 in Figure 2.
The public health benefit of PEI funding in the suicide area is straightforward: reduction in the rate and
number of suicides.
One of the key outcomes identified by the MHSA is that of “prolonged suffering.” Because of the
difficulty measuring the length of time associated with suffering and establishing whether suffering has
been “prolonged”, we have focused instead on the measurement of “reduced suffering”, and suggest
measuring the timeliness of treatment access as a component of the duration of suffering. See Figure 3.
RAND Corporation

Dr. Katherine Watkins
Page 144 of 181

Page 13

Figure 3. Reduced Suffering Framework

We also include in “Reduced suffering” framework the related concepts of resilience and well-being.
Because resilience and well-being are related to suffering and are also key intermediate outcomes
related to all the long-term outcomes identified by the Act, we believe it is the most important outcome
to track longitudinally at the level of the population. Changes in resilience and emotional well-being are
hypothesized to precede changes in all the negative outcomes and thus can be used to monitor the
overall impact of the Act on public mental health.

V. Data Sources and Measures Specifications
As noted above, the data used to measure the contents of boxes two and three will come primarily from
programs and counties. Some programs and counties are already collecting this information; however,
it is not collected in uniform ways across programs and counties, and counties do not provide these data
to the state for analysis. One of the recommendations we make is that program-level data be collected
using a uniform template so that the information can be aggregated and used for comparisons.
In some cases, data not currently being collected from programs and counties should be relatively
simple to collect and report—for example data on how many individuals received a particular early
intervention program, or how many calls were received by the suicide hotline. In other cases, the new
data will be more difficult to collect, either because there aren’t good measures (e.g., there are few
reliable and valid measures of PEI program quality), or because the data would be difficult to collect
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(e.g., measuring completed referrals or the timeliness of access). A common problem for counties is the
lack of a data collection infrastructure to track PEI services.
To measure the contents of boxes four and five in the frameworks (Does it make a difference? Are there
public health benefits?) we use population-based measures of outcomes. Some of these data already
exist, others do not. In either case, the burden of collecting or creating the data varies substantially. For
example, in some cases data exist only at the state level; in others, data are available at the county level.
Where possible, we also identify where comparable national or regional data exist. (As noted above, a
detailed description of existing databases relevant to the evaluation appears in Appendix B.)
Appendix C shows the potential measures for each component in the evaluation frameworks, including
the numerator and denominator, data source, and other relevant notes. Where possible, we have
recommended using existing measures and specifications for convenience and cost considerations.
Using existing measures also permits comparisons with other populations and with previous years.
We recommend pilot testing any new measure before it is used to determine the sample size needed for
a meaningful evaluation and the statistical power each sample size will have to determine causal
relationships between program elements and outcomes. The pilot test would also establish the
reliability of the data, consistency of reporting across counties, and the extent to which missing data
should be anticipated.

VI. Analytic Approaches to Evaluating the Impact of PEI
The standard program evaluation framework considers the effect of a particular intervention or
“treatment” on one or more outcomes. The challenge for the program evaluator is usually three-fold: (1)
to determine which outcome(s) are expected to be affected by the intervention, (2) to detect/measure
changes in the outcome(s) of interest, and (3) to credibly attribute cause to effect, in other words, how
much of the observed change in the outcome(s) can be attributed to the intervention. The use of
appropriate conceptual frameworks, theories of change, or more complex theoretical models can help
the evaluator in defining the relevant outcome(s), while appropriate data collected from a sufficient
number of “treated” units can help to address the second concern. Establishing causality is much more
difficult, especially in the context of social programs where other variables associated with the
outcome(s) of interest might also be changing.
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We have laid out a conceptual framework for thinking about the possible effects of PEI programs and
activities (Figure 1). Building on the insights from this overall approach framework, we have identified
several intermediate and long-term outcomes that can be monitored to assess the impact of PEI and the
MHSA. The primary outcomes of interest as shown in the specific evaluation frameworks include
resilience and emotional well-being, suicide rates, attempted suicides, and mental-health related rates
of homelessness, incarceration, unemployment, removal of children from the home, and school
dropout. The framework also shows that changes in access to mental health services and treatment are
an important intermediate outcome.
Before considering the different evaluation designs it is important to acknowledge the inherent
limitations of a PEI evaluation. Because the programs and activities were not randomly implemented
and there are no geographic areas or populations within California that were not exposed to PEI
activities, it would be technically difficult (although not impossible) to estimate the causal impact of PEI
on outcomes. What can be done more easily is to relate changes in the treatment effect (PEI program
activity) to changes in outcomes, without establishing causality.
A second limitation is the inability of the analysis to separate the impact of PEI funding from the impact
of community supports and services (CSS) funding. PEI programs and services were meant to exist as
part of a continuum of services that included treatment and recovery services, and both PEI and
treatment are meant to impact outcomes. Treatment and recovery services were generally not funded
by PEI monies (apart from early intervention services). However, CSS was funded by the MHSA, and
implementation of CSS occurred at the same time as implementation of PEI programs and activities.
When we discuss estimating the impact of PEI, in fact what we are doing is estimating the impact of the
entire MHSA. Analytically it is not possible to separate the impact of PEI from CSS (unless there were
some population groups that were systematically exposed to one program but not the other).
We now consider three evaluation designs that could be used to estimate the impact of PEI funding on
outcomes. The technical details of the statistical analysis are described in Appendix D. We follow the
discussion of evaluation designs with an assessment of how descriptive data could be used to make
inferences about PEI impact.
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Time-trend Analysis of Observational Data (Before-after design)
In this design, the evaluator compares outcomes for the study population before and after a program is
implemented. For example, one might measure overall or age-specific suicide rates in California before
the PEI and again after the PEI and assess whether there is a “meaningful” change in the suicide rates.
This evaluation design is simple and often easy to implement but it is also not as robust as the other
designs we discuss below. The principal limitation of the simple before-after comparison is that it is
difficult to distinguish the “causal” effect of the program from the effect of overall time trends.2 As an
example, homelessness is one of the outcomes that might be affected by PEI funding, but homelessness
also fluctuates over time in response to other factors such as economic conditions. If we find that
homelessness rates have fallen since the PEI program was implemented, we cannot conclusively say that
the falling rates were due to the PEI program, rather than to the economic climate. In this example,
homelessness rates would still have fallen even if the PEI had not been implemented. The next two
designs address this limitation of the before-after design.

Difference-in-Difference (DD) Design
In order to disentangle the effects of the PEI program from the effects of other confounding variables,
an evaluator needs a comparison group-- i.e., another population with similar characteristics that is also
affected by overall time trends but was not exposed to the PEI program. With such a group, the
evaluator can then compare changes in the outcome(s) for the population exposed to the PEI program
(“treated” group), with changes in the same outcome(s) for the non-PEI group (“untreated” or
comparison group). The outcomes will change in the latter group simply as a result of overall trends,
while changes in the outcomes of the “treated” group will include the effects of the PEI program plus
the effects of time trends. Since we know the size of the time trend effect (from the comparison group),
the evaluator can simply subtract this from the estimate obtained for the “treated” group.
Table 1 illustrates the difference-in-difference design. Three percent is the “net” effect of the program
on the treated group, minus the effect of general time trends on that group. The latter is determined by
examining changes in outcomes for the non-treated comparison group.

2

There are advanced econometric techniques that rely on only time-series data but these methods typically
require many years of data and rely on very strong assumptions.
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TABLE 1: An Illustration of the D-in-D Design
Suicide Rates
Before-After

Before the PEI

After the PEI

Treated group

10%

6%

4%

Comparison group

9%

8%

1%

D-in-D Estimate

Estimate

3%

Since potentially everyone is California was exposed to the PEI program, it is challenging to identify a
comparison group. One alternative is to compare outcomes in California to the outcomes for
surrounding states, e.g. Arizona, Nevada, and Oregon. This tactic assumes that comparable data are
available for the other states, and that none of the other states implemented a similar program.
An important assumption underlying the D-in-D design is that of commonality in time trends; in other
words, if other states are used as the comparison group in a D-in-D design, one must assume that in the
absence of the PEI program, the trends in suicide rates for California would resemble the trends for the
comparison states. This raises the important issue of comparability between the “treated” and
“untreated” units. The more dissimilar the treated and comparison groups, the more implausible the
assumption that the trends over time would be similar. For example, North Dakota might not be an
appropriate comparison for California, but in theory, neighboring states should be. However, using
neighboring states also raises the potential for spillover or contamination effects because events in
California may have effects that extend to adjoining states. As a simple example, the implementation of
the PEI program in California might attract mental health providers from neighboring states, which
might in turn affect the outcomes in those states.
To avoid the problem of contamination, an evaluator could select for comparison any state within the
continental US, provided the state was sufficiently similar to California.3 However, this would mean
identifying the relevant characteristics to select on. For example should the evaluation pick states with a

3

The evaluator could also use all of the states.
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similar population size and composition, states with a similar rate of homelessness or suicides, states
with a similar number of mental health providers, or perhaps some combination of these?
A new econometric technique described below removes some of the subjectivity from this choice.
Instead, it uses a data-driven method for selecting similar comparison units.

Synthetic Control Method
The synthetic control method, outlined in Abadie et al. (2010)(Abadie, Diamond and Hainmueller, 2010),
is based on the D-in-D framework but with modifications that make it particularly suitable for evaluating
programs such as PEI in which there is only one “treated” unit—in this case, California. The key insight of
the synthetic control method is to use a weighted average of untreated units. Higher weights are
assigned to “untreated” units that are more similar on explicit quantifiable dimensions to the treated
unit. This approach produces a much better comparison group than one in which all the untreated units
are essentially given the same weight.4
The weights are chosen to replicate as closely as possible the outcomes in California before the PEI
program was implemented. Using suicide rates as an example, the evaluator attempts to match as
closely as possible the values of a set of predictors of suicide rates for California before implementation
of the PEI. The determinants of state-level suicide rates may include the age composition of the
population, the state unemployment rate, divorce rates, average income levels, alcohol consumption
per capita, etc. In most cases these predictors are informed by the literature. This method has been
successfully used to evaluate various state programs (Abadie and Gardeazabal, 2003; Buchmueller,
DiNardo and Valletta, 2011).
The discussion above assumes only state-level variation: in other words, because the PEI is a state
program, we assume that all of California was “treated”. This is the reason why we use other
“unexposed” states as a comparison group. However, it is possible that there is meaningful variation
within California that an evaluator can exploit to learn something about the effect of PEI programs. For
example one might expect variation at the county level because the amount of PEI funding varied from
county to county (one can think about this as different intensities of “treatment”), or alternatively,
because different counties implemented different types of programs.

4

This is the same intuition behind propensity weighting methods.
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To the extent that an evaluator is interested in assessing county-level variation, some of the methods
described here can also be used. As we discuss in the next paragraph, the “before-after” and differencein-difference” designs in particular are quite general and can be applied easily.
If there were variation in the amount of PEI funding per capita at the county-level, then an evaluator
could use a D-in-D design to compare changes in outcomes in counties with higher levels of funding per
capita (high PEI intensity counties) to changes in outcomes in counties with lower levels of funding per
capita (low PEI intensity counties). The expectation would be that counties that received more funding
per capita would have better outcomes, all else equal. Continuing with our illustration in Table 1,
treated and comparison group would then be replaced with high PEI-intensity and low PEI-intensity
counties respectively. Alternatively if there were variation in the types of PEI programs implemented-for example, if some counties focused on programs of a certain type (call it “Type A”) while other
counties implemented predominantly “Type B” programs--then an evaluator could assess differences in
outcomes between counties that implemented “Type A” vs. “Type B” programs to learn something
about which programs are more effective.
More generally, an evaluator might simply be interested in whether some counties outperform other
counties, and if this turns out to be the case, may then want to understand why those counties
performed better. For example, do counties with better outcomes share particular characteristics such
as better management and oversight, or a focus on certain types of programming? The results from this
kind of analysis can be very useful and can help policy makers to identify what works. Such knowledge
can inform future program refinements.
Note that the use of any one of these designs does not preclude use of any of the others. In general, it is
good practice to use multiple methods in order to assess the robustness of the estimates of the program
effect to the choice of evaluation design. If all the methods produce similar results, then it increases
confidence in the reliability of the estimate. If methods produce divergent results, then more weight is
should be given to estimates from the most rigorous design.

Using Descriptive Statistics for Inference
The evaluation framework we have developed can also be used more generally to monitor the effects of
PEI programs by collecting and reporting descriptive information or statistics. This information can range
from the very basic - such as counts of people served by various programs at the state level, to more
detailed information such as program outcomes disaggregated by population sub-group or geographic
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area. While descriptive data have their inherent limitations and cannot, or at least should not, be used
to make causal statements about the impact of PEI programming, they can be a useful way for policy
makers to continuously monitor progress towards benchmarks and can serve as an “early-warning”
indicator of implementation failures. The use of descriptive data also has the additional advantages of
being both relatively easy to produce, and relatively easy to digest, particularly if presented in ways that
consumers can easily understand, such as through the use of simple figures and charts. Data should be
reported at regular intervals such as annually or quarterly.

An easy way to provide descriptive data about PEI programs is by creating a web tool where individuals
can obtain descriptive statistics on various program indicators for their areas as well as for the state as a
whole. Data that can be reported via this web tool may include data on the cost of individual PEI
program activities, the types of services provided, and the number of individuals using or exposed to
various PEI-funded services. This data can also be benchmarked against data from other programs in the
state or from similar programs in other states. The web tool may also include data on program
outcomes, ideally, disaggregated by geographic area, population sub-groups e.g. gender, age-group, or
race/ethnicity, and other characteristics that may be of interest to the public, such as the lesbian, gay,
bisexual, transgender and questioning sub-population. It is important that the results be reported in a
simple way for public consumption. Such reporting can be done using graphs, bars, or pie charts. The
web tool should also be easily customizable so that public users can choose indicators they are
interested in, and can drill-down to specific groups or areas of interest. Users should also be able to
specify that the data be reported for various time periods that they are interested in.

While useful, this reporting system has additional implications that should be considered. The main one
is the size of the population in the area of the user’s interest. Because some of the mental health
outcomes being studied are rare, estimates for areas with a small population can be unstable, with
extreme variability or large confidence intervals. These estimates should not be made available for
public use, and it will be necessary to decide at what level of variability this restriction should be put into
effect. Establishing such restrictions will also alleviate issues of participant privacy: if only 1 or 2 people
in a small area have a reported outcome, they will not be perfectly de-identified by a user’s request in
the tool. Advanced statistical techniques such as empirical Bayes methods (Carlin and Louis, 2000) for
smoothing estimates when dealing with rare outcomes should be considered and to allow for estimates
that really represent the area of interest, and not just the bias in the participating sample. The method
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of Modified Kalman Filter (MKF) developed at RAND (Lockwood et al. 2011; Setodji et al. 2011) can also
be used to smooth estimates over time while accounting for different disparity groups and different
time points.

VII. Conclusions
In this section, we provide concluding comments on the future usefulness of the evaluation framework
if it were to be implemented using existing data sources and core program-level data, and discuss the
applicability of the framework to broader MHSA evaluation. We make recommendations for additional
data development to support the evaluation framework. We also identify some areas in which
supplemental evaluation activities could address important system evaluation priorities that cannot
feasibly be addressed as part of an ongoing statewide data monitoring and evaluation capability. We
conclude by recommending next steps for developing and implementing the PEI evaluation framework.

Usefulness of the Evaluation Framework
It is analytically possible to evaluate the causal impact of the MHSA on population-level outcomes.
However, we believe it would be a mistake to make evaluating causality the focus of a statewide
evaluation plan. Because the negative outcomes identified by the MHSA are broad social outcomes that
are affected by many different social forces, and because the expectation is that changes in these
outcomes will take years to observe, it is possible that change in these outcomes will not be apparent at
the population level, leading to a potentially false conclusion that PEI and the MHSA monies have not
improved outcomes. In addition, establishing causality would involve technically complex analyses that
might be difficult to interpret.
If CalMHSA and the MHSOAC felt that establishing causality was essential, we recommend that the
evaluation focus on changes in resilience and emotional well-being. Resilience and emotional wellbeing are intermediate outcomes that are logically antecedent to the seven negative outcomes, and
changes in resilience and well-being should eventually result in changes in these more long-term
outcomes. Because most PEI activities have as a common goal increasing resilience and emotional wellbeing, it is likely that changes in this outcome will both precede and be larger (and thus more easily
observed at the population level) than changes in more long-term outcomes such as unemployment or
homelessness.
However, despite the difficulty in establishing causality, there are tremendous opportunities to use
existing data to track over time the population-level outcomes identified in the MHSA and ultimately to
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provide the data needed to estimate how this historic initiative has affected the mental health of
California’s population. We believe the frameworks we have developed and the associated measures
we have defined can produce useful descriptive information--based on existing data, without the
investment of significant new funding. This is an excellent time to establish a surveillance system that
can be used to provide important information about the early phase of PEI activity—who is being
reached, who is using PEI services, changes in disparities in access, what kinds of programmatic activities
are being carried out, and by whom. The evaluation frameworks provide a theory-based approach to
answering the question “ Are we putting in place the kinds of interventions we wanted to, and are they
reaching the populations we thought they should?”
The surveillance system should also monitor changes in outcomes at the population level, so as to
identify early movement in these outcomes. Similar to our recommendation to use resilience and
emotional well-being to measure the causal impact of PEI, we recommend using these same measures
to monitor and track changes at the population level. Changes in resilience and emotional well-being
are likely to be the most sensitive to the new programmatic activities funded by the MHSA.
There is another, perhaps even more important, reason to monitor changes in outcomes at the
population level. Even small changes in the average mental health of the population as a whole could
greatly reduce the number of individuals with serious mental illness(Rose, 1992). This is because the
prevalence of mental illness/emotional well-being is distributed in the population in the form of a bellshaped curve. A shift in the whole distribution of population values necessarily implies an associated
change in the occurrence of extreme values (individuals with serious mental illness). In other areas of
health, it has been shown that prevention programs that focus on high-risk individuals have had
disappointing impacts on the total burden of disease in the population, because most of the incidence of
new disease arises from the many individuals at low risk rather than the few individuals who are at high
risk. Because primary prevention programs are population-based and focus on providing many
individuals with a little benefit (e.g. public service announcements), and because PEI programs are
meant to synergistically build upon each other (e.g. school and community-based after-school programs
for transitional aged youth), the cumulative impact of PEI may have shifted the distribution of risk for all
members of society. This shift may have a large benefit, and unless one monitors impact at the
population level, this benefit will not be counted.
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Application of the Framework to the Broader MHSA Evaluation
As we noted above in Section VI, it is not possible to disentangle the impact of PEI initiatives from the
impact of the broader treatment system on key outcomes of interest. This is because PEI initiatives, by
design, are intended to complement and promote equitable access to and early use of treatment, and
because PEI was implemented at the same time as other new treatment services.
Our development of an evaluation framework and consideration of data sources and measures focused
on PEI program activities because we were tasked to develop a PEI evaluation framework. However, we
believe that the framework could readily be extended to apply broadly to the MHSA programs. This
would require additional work to identify key concepts, other relevant data sources, and indicators.
Because treatment service information systems and performance indicators have been in use at the
statewide or county levels, there is extensive service-level information to build upon.

Data Development
We recommend additional data development to support implementation of the evaluation framework.
Some of the recommendations focus on near-term data needs; others suggest ways to improve data
collection to support ongoing evaluation.
Immediate PEI program information needs. It is essential to develop standardized, core information
about the programs funded under the MHSA PEI initiatives, the activities carried out by these programs,
and the individuals reached by these activities. This information is needed to populate the constructs in
the evaluation framework that answer the questions “Where is it going?” and “What is it doing?”
While it is a challenging task to develop and implement data definitions and data systems that can
capture this information, we believe that the key information can be developed in a relatively short
time-frame (over 1 or 2 years). Because PEI programs are relatively new and are not embedded in
existing treatment system data systems, the state and counties have before them a unique opportunity
and window of time to develop consistent definitions and data capture systems across PEI programs and
across counties. At minimum, all programs should report on the number of individuals served or
exposed to the intervention, the type of program, and the target population. A next step would be for
programs to report on the demographic and social characteristics of the individuals reached by the
programs. Lastly (and significantly more difficult) would be to implement data systems that can track
individuals across programs and service systems.
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PEI performance indicators. Important information about the quality or performance of PEI programs is
not easy to develop for routine use in an ongoing statewide evaluation framework. Currently, there are
few standardized and widely accepted measures of the quality of PEI services. But these could be
developed over time. Some examples of performance indicators that could potentially be developed
include whether a program meets certification standards (e.g., suicide hot line certification), client
satisfaction with program activities, and whether training or other interventional activities are delivered
with fidelity to evidence-based protocols. Developing reliable and valid performance indicators is an
important area for further research.
Maintaining and improving tracking of population outcomes. This report has catalogued existing data
sources that can be used to populate constructs in the PEI evaluation framework. In some cases these
data sources have limitations and could be improved. A key example is suicide statistics. Currently,
there are variations in the way that deaths by suicide are reported across counties in California.
National standards provide guidelines for more consistent reporting, and these could be adopted to
improve suicide statistics and their utility for PEI evaluation. Not all schools participate in the California
Healthy Kids Survey, and even fewer collect data using the optional modules, a significant limitation to
the use of these surveys for population surveillance and monitoring.
In other cases, existing data sources could potentially be enhanced to be more useful for PEI evaluation.
For example, there are currently no good measures of stigma and discrimination that are collected at a
population level. However, it would be feasible to add these measures to the California Health
Interview Survey or the California Healthy Kids Survey. Consistent measures of resiliency and emotional
well-being could be included in most (if not all) population-based surveys, which would allow for
comparisons across different priority populations.

Other Important Evaluation Issues
Evaluating program efficacy. Existing research provides information on the efficacy of some specific
PEI interventions, and effectiveness of some multi-component PEI campaigns. The evidence base for
the efficacy of specific program interventions can be used to support the development of performance
indicators that could be incorporated into ongoing assessment of program activities.
In many cases, however, the literature provides insufficient evidence regarding the efficacy of PEI
program activities. PEI programs may be innovative, or existing programs may be modified for new
target populations. And some broadly disseminated programs have not been well evaluated.
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In this report we have not recommended attempting to determine the comparative effectiveness of
different programs through routine monitoring of client/participant outcomes. Routine assessment of
relevant client/participant outcomes can be important as part of a program-specific quality
improvement process. However, appropriately evaluating and comparing the effectiveness of programs
would require well-designed and controlled studies. We recommend that the state or counties
strategically develop the evidence base for PEI interventions by conducting rigorous evaluations of
strategically selected promising programs.
Evaluating cultural competence. The cultural competence of programs is a very important issue given
the diversity of California’s population, and the importance of reaching traditionally underserved groups
through PEI programs. The importance of cultural competence is broadly accepted, and supported by
extensive literature describing culturally specific barriers and needs. However, there are currently no
broadly accepted and reliable measures of cultural competence that could serve as performance
indicators in an ongoing statewide monitoring system.
It may be a priority for MHSOAC, CalMHSA, and other stakeholders to pursue development of cultural
competence assessments at the program level. If so, we recommend obtaining advice from national
experts who can provide a review of state-of-the-art approaches to cultural competence definitions and
assessment and assist in exploring the best strategies for MHSA efforts.
Developing program capacity for quality improvement. Programs can develop capacity for ongoing
evaluation and quality improvement by developing information and internal reports that describe
delivery of program activities, routinely assess the reach and demographic characteristics of program
participants, and routinely assess short-term program outcomes. Standardized information systems,
measures, data definitions, data entry protocols, and reporting formats can facilitate the development
of this capacity.
We have argued that given the limitations of observational data, routinely assessed outcomes are not
useful for comparing effectiveness of programs or evaluating the efficacy of PEI interventions. However,
observational data can be very useful at the program level for evaluating program implementation and
reach, understanding program clients/audience, targeting and trying improvements, and creating an
organizational climate for continuous quality improvement.
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Next Steps
We suggest a phased implementation of the statewide evaluation framework. An initial 3-year phase
would allow for implementation of a basic framework that would be extremely useful for evaluating
current PEI activities and would establish a basis for longer-term monitoring of program activities and
key outcomes.
We recommend several tasks be accomplished in the initial year: 1) demonstration of development and
reporting of PEI program-level information, in collaboration with interested counties; 2) psychometric
assessment and refinement of program-level and population-level measures, which would also include
pilot testing new measures to determine sample size, and where needed, reliability and validity (this
would probably need to occur over a two year period); 3) development of descriptive analytic and
reporting templates; 4) proposed workplan and resources required for full implementation and ongoing
maintenance. The second and third years would be focused on implementing the full evaluation
framework, including implementation of infrastructure required to acquire, store, analyze, and routinely
report data. A development of a web-based reporting system could be included as part of years 2 and 3.
Subsequent phases beyond the first 3 years could focus on improvements, such as development of
performance indicators. It would be important for the OAC, CalMHSA, and other stakeholders to
consider longer term priorities for improvements in ongoing evaluation, and also priorities for special
studies.
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A. Framework Logic Models
Draft: Do Not Distribute

RAND Corporation

Dr. Katherine Watkins
Page 159 of 181

Page 28

RAND Corporation

Dr. Katherine Watkins
Page 160 of 181

Page 29

RAND Corporation

Dr. Katherine Watkins
Page 161 of 181

Page 30

RAND Corporation

Dr. Katherine Watkins
Page 162 of 181

Page 31

RAND Corporation

Dr. Katherine Watkins
Page 163 of 181

Page 32

RAND Corporation

Dr. Katherine Watkins
Page 164 of 181

Page 33

RAND Corporation

Dr. Katherine Watkins
Page 165 of 181

Page 34

RAND Corporation

Dr. Katherine Watkins
Page 166 of 181

Page 35

RAND Corporation

Dr. Katherine Watkins
Page 167 of 181

Page 36

RAND Corporation

Dr. Katherine Watkins
Page 168 of 181

Page 37

CalMHSA JPA
Board of Directors Meeting
August 9, 2012

PROGRAM MATTERS
Agenda Item 9.F
SUBJECT:

Training/Technical Assistance and Capacity Building

BACKGROUND AND STATUS:
Based on feedback from several counties1, including the original partner counties (from the 2009
CiMH Evaluation Continuous Improvement Technical Assistance & Capacity Building Program)
and the CMHDA IDEA2 Ad Hoc and MHSA Committees, CalMHSA developed a Training, Technical
Assistance and Capacity Building (TTACB) program in which counties may elect to participate. The
Multiyear Regional Data Workgroups Program was developed to support counties in
understanding how Prevention and Early Intervention (PEI) efforts impact the mental health
system/continuum of care, while providing a mechanism to utilize FY 2008–09 and 2009–10
TTACB funds prior to their reversion date of June 30, 2012. The program is proposed to contain
three phases and continue through June 2014:


Phase I (March–June 2012): develop regional workgroups, assess needs, provide technical
assistance, plan for Phases II and III, support work with stakeholders



Phase II (FY 2012–13, possibly FY 2013–14): implement regional work plans, facilitate
ongoing workgroup meetings



Phase III (FY 2012–13, possibly FY 2013–14): provide technical assistance to community
based organizations and training to stakeholders

As approved by the CalMHSA Board on February 10, 2012, RAND Corporation (RAND), the
existing evaluation provider for CalMHSA, is providing these services to counties in partnership
with SRI International.
Update on Phase I Activities Completed by June 30, 2012
The Phase I activities resulted in key deliverables being met and funds being expended prior to
their reversion date. For the 14 counties supporting the program, services included the provision
of onsite technical assistance and training. For these counties, a brief assessment of county needs
was conducted, including review of relevant documents and preliminary telephone interviews
with key staff. The needs assessment highlighted initial priority topics among counties:

1
2



Developing logic models for PEI programs



Addressing the question of “does it make a difference?”



Measurement of outcomes from PEI programs and which measures would be most
appropriate and operationally feasible

The term “counties” is intended to mean both counties and cities that were allocated PEI Statewide TTACB funds.
Indicators, Data, Evaluation and Accountability (IDEA) Committee
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Engaging stakeholders of various kinds in evaluating PEI programs and using the
evaluation results in oversight and planning

In‐person technical assistance was provided to participating counties. The meetings focused on
current evaluation efforts, challenges, and interests for future evaluation and reporting efforts.
The RAND/SRI team also reviewed current reporting forms and provided suggestions to improve
data quality and reporting. Based on identified needs, additional tools were developed and
provided to counties (e.g., project‐specific logic models, evaluation plans).
The RAND/SRI team offered six regional workgroup meetings during June 2012 that focused on
building capacity among county staff and local consultants on evaluation of PEI programs. These
workgroups were open to all counties, and 96 individuals from 36 counties participated. Work
groups were held in the cities of San Rafael (6/11), San Bernardino (6/15), Sacramento (6/18),
Salinas (6/19), Redding (6/22) and Madera (6/28).
The regional workgroups addressed the challenge of assessing multiple PEI programs serving
diverse populations within a county. The RAND/SRI team proposed that using common measures
across programs could facilitate multiple goals: (a) to assess collective impact of programs toward
a shared outcome goal; (b) to permit comparisons among programs’ reach, cost effectiveness, and
impact; (c), to support statewide evaluations of PEI efforts; and (d) to engage stakeholders in
discussions about the relative needs of participants, and program reach and effectiveness.
The RAND/SRI team identified emotional well‐being as a mediator to critical outcomes (e.g.,
reduced suffering, stigma and discrimination, suicide) as well as an important outcome in its own
right. Measures of emotional well‐being were evaluated based on factors such as appropriateness
for diverse populations and psychometric properties and a summary of recommended measures
was developed for both adults and youth. Recommended measurement tools tended to be free,
brief, available in multiple languages and have evidence to support their use. Participants received
a summary of recommended youth well‐being measures, as well as the instruments themselves.
Each regional work group meeting was composed of presentations (use of logic models, selecting
outcome measures, challenges in using common measures across programs) and small‐group
exercises (review and discussion of adult and child well‐being measures, how to share results with
stakeholders). Participants were asked to complete a brief, anonymous evaluation on a five‐point
agree/disagree scale with a score of 1 indicating a low opinion and a 5 indicating a high opinion.
There was very little variation across responses; overall mean scores across all participants
indicated high opinions of the workgroups:


Content was informative (4.27)



Content would be useful in their work (4.14)



Presentation had clear objectives (4.19)



Presentation included useful materials (4.39)



Presenters were knowledgeable (4.55)
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Presenters were engaging (4.41)



Overall workgroup was high quality (4.25)

The regional workgroup meetings also provided an opportunity for the RAND/SRI team to elicit
high‐priority topics for possible future PEI regional workgroup meetings.
Planned Phase II and III Activities
A cohort of counties is continuing to fund the program in FY 2012–13 and 2013–14 in order to
receive technical assistance from the RAND/SRI team, and develop activities for Phases II and III
(based on recommendations from counties identified in Phase I). Phase II and III activities are
anticipated to focus on continued provision of technical assistance to counties and biannual
regional data workgroup meetings. In addition, ideas for how to provide technical assistance to
community based organizations and training to stakeholders are being explored with counties.
Regional workgroup participants provided input about potential topics and technical assistance
activities for Phase II of the TTACB project; ideas included the following:


Detailed implementation plans and frameworks for establishing cross‐program data
collection: How do you feasibly and efficiently put common measures in place?



Methods to extract data from Electronic Health Records (EHR) for use in PEI evaluation



Compendium of other common outcome measures suitable for different types of programs
and/or programs of different intensity levels



Sample reports shared across counties: How do other counties report out and
communicate with stakeholders effectively about PEI outcomes?



Ongoing statewide opportunities to share evaluation lessons learned and challenges



Assist counties in extracting information and analyzing/reporting data relevant to their
county PEI efforts

Counties that are interested in participating can modify existing or enter into new participation
agreements with CalMHSA. Interested counties should contact Sarah Brichler, CalMHSA Program
Coordinator, as soon as possible to allow time to finalize participation agreements and contracts,
and begin implementation. It will be important for interested counties to demonstrate that a
stakeholder review process and a request for these funds were completed, and that the request for
funds is inclusive of this use of PEI Statewide TTACB funds.
RECOMMENDATION:
None; information only.
REFERENCE MATERIAL(S) ATTACHED:


None
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SUBJECT:

Agenda Item 9.G
Statewide Hospital Bed Utilization Planning Update

BACKGROUND AND STATUS:
CalMHSA has proceeded with the direction provided by the Board of Directors to begin the
administrative planning for implementation on one of the priority items identified at the April 13,
2012 Strategic Planning Session. This priority item is in regard to CalMHSA working with CMHDA
to explore the feasibility of the JPA acting on behalf of member counties (and possibly non‐
member counties via a contractual agreement) in the development of an annual purchase
agreement with the new Department of State Hospitals (DSH) for a statewide utilization of state
hospitals beds (as provided under sections 4330 et seq. of WIC). Since that planning meeting in
April, CalMHSA and CMHDA have been working closely in moving this item forward.
As part of the initial planning, on June 14, 2012, Mr. John Chaquica, CalMHSA Executive Director,
asked the CalMHSA Board to approve the JPA as a contracting entity on behalf of all participating
counties. In addition, Mr. Chaquica requested approval to establish a budget up to $100,000 for
planning and development as CalMHSA has no discretionary funds for such administrative
activity. The Board approved both recommendations.
On June 19, 2012, there was a meeting at the Department of Mental Health (DMH). DMH was
represented by Cliff Allenby, Kathy Gaither (by telephone), Cynthia Rodriguez, Mark Beckley, Irene
Briggs, and Pam Ahlin. CalMHSA was represented by William Arroyo and Mary Marx from Los
Angeles County (by telephone), Allan Rawland (by telephone), Doug Alliston, and John Chaquica.
CMHDA was represented by Patricia Ryan and Don Kingdon. Discussion included CalMHSA’s
authority to act; the impact on nonmember counties, if any; DMH’s preference for a MOU over a
contract; bed rates; utilization; flow of funds; basis for the 2012‐13 rates; and the prior Small
Counties Bed Pool.
Since the June Board meeting, staff has surveyed the counties for interest in participation in Phase
One, which includes the necessary administrative planning with a proposed budget of up to
$100,000 that would be proportionally incurred by those participating counties.
In addition, staff has solicited CalMHSA Members (or their designated staff) for a short‐term Work
Group for the development of the Statewide Hospital Bed Utilization Plan, which is being proposed
to have seven county representatives. It is recommended that participants on the Work Group be
CalMSHA Board members or the members’ delegate, preferably someone who has been involved
with managing their county’s State Hospital Bed contract. Don Kingdon, CMHDA, will also
participate in the work group, which will be convened by CalMHSA staff.
As an update, CalMHSA has:
1. Received affirmative responses from 19 counties representing 264 beds.
2. Received two negative responses on the basis that those counties do not procure state
hospital beds.
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3. Received six responses from interested individuals willing to participate in the short‐term
Work Group. The Executive Director with concurrence from the President will select the
seven representatives ensuring diverse representation by size and location.
4. Directed counsel to send a memo to legal counsel for the DSH explaining the authority for
JPA to act on behalf of the counties, along with a copy of the agenda item subsequently
approved by CalMHSA’s Board.
5. Engaged in ongoing communication with DSH about CalMHSA progress of member
involvement and the JPA’s readiness to review the department’s first draft of an MOU (they
are moving to a MOU from a contract) and reports DSH has available. The department’s
attorney indicates they have formed a committee to work on the proposed MOU.
6. Begun working on the development of a “County Participation Agreement”, and have
reviewed the formation documents of the prior Small Counties Bed Pool. Staff will await the
proposed MOU before creating a working draft the County Participation Agreement for
circulation and review.
7. CalMHSA's attorney is reviewing WIC 17601 regarding the “election” each county is
entitled to make between paying state hospital bed reimbursement directly or having it
withheld by the Controller’s office from monthly realignment amounts that would
otherwise be distributed to the county.
8. Proposed the following timeline:
a. Establish Working Group by August, 2012
b. MOU for 2012‐13, July to Dec 1 to complete, with a target of October, 2012
c. MOU for 2013‐14, April to June 30, 2013 to complete, with a target by May, 2013
d. County Participation Agreement drafted by September, 2012
e. Operations Plan (administrative, fiscal and bed management)


Plan will be drafted for input by October



Plan can be executed at one of the three points:
1. MOU completion (October–Dec)
2. Final bed count is due to DSH (January 1, 2013)
3. Contractual agreement or MOU (July 1, 2013)

f. Management and working with the State will start with completion of MOU
RECOMMENDATION:
None, information only.
REFERENCE MATERIAL(S) ATTACHED:


Survey Matrix
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CalMHSA STATE HOSPITAL BED MEMO
REQUEST FOR INTEREST

COUNTY

HOSPITAL BED # OF
BEDS
MEMO
YES

Alameda County
Alpine County
Amador County
Butte County
Calaveras County
Colusa County
Contra Costa County
Del Norte County
El Dorado County
Fresno County
Glenn County
Humboldt County
Imperial County
Inyo County
Kern County
Kings County
Lake County
Lassen County
Los Angeles County
Madera County

Marin County
Mariposa County
Mendocino County
Merced County
Modoc County
Mono County
Monterey County
Napa County
Nevada County

Created by: Laura Li

WORK
GROUP
INTEREST NAME

COMMENTS

REGION
REPRESENTING

EMAIL

mmarx@dmh.lacounty.gov 323‐226‐4448

PHONE

NO



0

Butte County, zero beds




They do not use state hospital beds





190
1



4



0



4

In 11‐12 we averaged 4 bed; 3 dedicated
and one excess use; for 12‐13 we asked for
4 dedicated beds but would be using more
now if they were available.



Mary Marx

Los Angeles
Region



Margaret Kisliuk

Bay Area Region mkisliuk@marincounty.org 415‐473‐6769



Jay Vanderhurst

jaye.vanderhust@countyof
707‐299‐2102
Bay Area Region napa.org
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CalMHSA STATE HOSPITAL BED MEMO
REQUEST FOR INTEREST

COUNTY

HOSPITAL BED # OF
BEDS
MEMO
YES



17

Placer County
Plumas County
Riverside County
Sacramento County
San Benito County



3




9
0




17
12




3
0

Santa Cruz County
Shasta County
Sierra County
Siskiyou County
Solano County
Sonoma County
Stanislaus County
Sutter County
Tehama County
Trinity County
Tulare County
Created by: Laura Li






COMMENTS

REGION
REPRESENTING

EMAIL

PHONE

NO

Orange County

San Bernardino County
San Diego County
San Francisco City &
County
San Joaquin County
San Luis Obispo County
Santa Barbara County

WORK
GROUP
INTEREST NAME

1
0

Orange County is currently contracting
with the state for 17 beds. We have an
internal budget for more than 17 beds and
pay the overage amount, which allows us
to not pay for empty beds.
7/30 requested 3; will reduce to 2 in
1/2013

FY 12/13 14‐ Intermediate Care, 3‐ skilled
nursing



Deborah S. Lent

Southern Region dlent@ochca.com

714‐834‐5035




Joe Sebastian
Kelli Weaver

Southern Region jksebastian@rcmhd.org
Central Region
weaverk@saccounty.net

559‐760‐9722
916‐876‐7107



Sharon Nevins

Southern Region snevins@dbh.sbcounty.gov 909‐382‐3088



Adrian Carroll

Central Region

SLO is interested ‐ zero beds
Hello Laura, attached is the Enclosure B for
Santa Cruz County Mental Health. Please
note our Mental Health Director will be
retiring 6/29/2012. We anticipate our new
director to start sometime at the end of
July. In the interim please include Pam
Rogers‐Wyman and myself.

acarroll@stanbhrs.org

209‐525‐6225

0
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CalMHSA STATE HOSPITAL BED MEMO
REQUEST FOR INTEREST

COUNTY

Tuolumne County
Ventura County
Yolo County
Yuba County
TOTAL COUNTIES &
BEDS

Created by: Laura Li

HOSPITAL BED # OF
BEDS
MEMO
YES


20

COMMENTS

WORK
GROUP
INTEREST NAME

REGION
REPRESENTING

EMAIL

PHONE

NO
0

261

8
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Program Communications
Agenda Item 9.H.
SUBJECT:

Amendment of Contract with Communications Consultant

BACKGROUND AND STATUS:
For the past ten months, CalMHSA communication consultant, Mike Roth and the firm of
Paschal/Roth Public Affairs have provided communication services to CalMHSA through a
month‐to‐month contract (contract amounts were: $6,000 (September), $5,000 (October),
$4,000 (November) and $3,000 monthly thereafter). Services provided under this contract
included the development of a CalMHSA Statewide Projects Communication Plan including
guidelines and standard protocols for information development and dissemination,
including working with the media. Additional deliverables included a media toolkit for
program partners and counties and the provision of technical assistance and training for
CalMHSA staff, Board and program partners. Through the contract, Paschal/Roth Public
Affairs has supported CalMHSA in coordinating with CMHDA, CiMH, MHSOAC and other
MHSA partners with similar efforts and other related projects.
In recent months, CalMHSA Board members have expressed a greater need for more
extensive and frequent communication to stakeholders regarding the breadth of the
Statewide Initiatives and linkage to local PEI efforts. In addition, a primary objective of the
Stigma and Discrimination Project is to reduce mental health stigma and resulting
discrimination which can lead to the negative consequences of untreated mental illness
such as incarceration, hospitalization, and school failure or dropout. Efforts to eliminate
misperceptions and to provide accurate information about mental illness and services can
shift attitudes to support help‐seeking and other healthy behaviors for at‐risk populations.
Communication efforts should be proactive in addressing mental health stigma and
discrimination.
Staff recommends amending the current contract with Paschal/Roth Public Affairs to
include additional services to meet the communication and informational needs as
expressed by the Board. The additional work provided under an amended contract will
allow Paschal/Roth Public Affairs to implement a more comprehensive communications
strategy. Under an amended contract, Paschal/Roth Public Affairs will be more involved in
CalMHSA’s operations and take responsibility for being the lead in partnerships with
mental health community activities that address mental health stigma and discrimination,
rather than relying on CalMHSA staff to be the intermediary. Paschal/Roth will provide the
CalMHSA community1 with a stronger and consistent internal communications program.
Examples of potential additional activities are:


Distribute monthly updates and emails to communicate implementation steps,
updates, and success stories.

(Board members, member staff, Boards of Supervisors, Program Partners, CMHDA, OAC, CiMH, Senator
Steinberg’s Office and other key partners of CalMHSA)

1
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Develop coordinated message materials and training for counties and partners



Provide tools to partners for outreach (e.g. Suicide Prevention Month toolkit, Mental
Health Month toolkit, sample Board of Supervisors resolution)



Develop and conduct a message training for county staff



Coordinate communications between CalMHSA PEI statewide projects, and regional
and local efforts. (e.g. addressing misperceptions and negative attitudes towards
individuals with mental illness and/or help‐seeking behavior). Work directly with
counties to tie them into communications efforts and proactively pursue positive
local stories



Act as a Technical Advisor on project with MIG, coordination of activities, as
appropriate, with CMHDA, OAC, and Senator Steinberg’s Office

RECOMMENDATIONS:
Staff recommends amending the current month‐to month contract with Paschal/Roth
Public Affairs to a monthly rate, not to exceed $6,600/month for a six month period, and for
staff to return in six months to the Board Officers with a recommendation regarding need
for continuation of the expanded services until June 30, 2014.
REFERENCE MATERIALS ATTACHED:


None
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GENERAL DISCUSSION
Agenda Item 10.A
SUBJECT:

Report from CalMHSA Executive Director – John Chaquica

BACKGROUND AND STATUS:
CalMHSA Executive Director, John Chaquica, will provide general information and updates
regarding the JPA.


Strategic Planning Ad Hoc Committee



General

RECOMMENDATION:
Approval of the CalMHSA Strategic Planning Ad Hoc Committee Charter.
REFERENCE MATERIAL(S) ATTACHED:


Draft CalMHSA Strategic Planning Ad Hoc Committee Charter
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Charter for the
CalMHSA Strategic Planning Ad Hoc Committee
DRAFT

I.

Purpose
The Strategic Planning Ad Hoc Committee (SPAHC) is an ad hoc committee of the Board of
Directors of the California Mental Health Services Authority (CalMHSA). The SPAHC shall
strategize and provide input to the CalMHSA Board of Directors regarding potential CalMHSA
programs and oversee and review CalMHSA’s Strategic Plan and its related goals. The SPAHC’s
overall objective shall be to assist the board with its responsibilities for CalMHSA’s mission,
vision and strategic direction.

II.

Composition
The SPAHC shall be composed of seven (7) members. The SPAHC shall also include the President
of the Board of Directors, who shall serve as a non‐voting Ex Officio Member. The President of
the Board shall nominate members including the committee chair for approval by the Board. If a
member subsequently resigns or otherwise becomes unavailable, the President of the Board
may appoint a replacement. SPAHC members shall serve in person (no alternates) and shall be
prepared for and participate regularly in CalMHSA meetings, teleconference calls, etc.

III.

Structure
The SPAHC shall meet via teleconference as deemed necessary by staff or the committee chair.
The SPAHC shall adopt recommendations by consensus. When consensus is not possible,
opposing positions shall be presented to the Board as a report from the committee.

IV.

Charge
1. Ensuring an effective strategic planning process has been established and is being
carried out, including development of a three year strategic plan with measurable goals
and time targets.
2. Reviewing CalMHSA’s Strategic Planning Goals and making recommendations to the
Board of Directors on future projects and services, based on in‐depth discussion,
research and gathered public comment.
3. Reviewing the strategic plan and recommending updates as needed based on changes in
the market, community needs and other factors.
4. Reviewing new programs and services to assure they are aligned with CalMHSA’s
strategic plan and goals.
5. Helping the Board identify critical strategic issues facing the organization and assisting in
an analysis of alternative directions.
6. Understanding California’s mental health community—at both the state and local levels.
Keeping up‐to‐date on community health care needs, advances in methodology and
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other opportunities to improve the scope, cost effectiveness and quality of services
provided by CalMHSA.
7. Monitoring/cultivating partnerships, as appropriate, to include organizations such as
CADPAAC, CHA, CWDA, CHEAC, primary care, etc.
8. Periodically reviewing the mission, vision and strategic plan, and recommending
changes to the Board.
9. Assisting in the development of a strategic dashboard of key indicators.
10. Monitoring CalMHSA’s overall performance against measurable targets or progress
points.
11. Other duties as authorized by the CalMHSA Board of Directors.

V.

Proposed Timeline
To ensure efficiency of time and resources, the Strategic Planning Ad Hoc Committee shall
dissolve within one year. This timeline may be extended by the Board if necessary to allow the
SPAHC to accomplish its Charge as set forth in the preceding section.
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