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MHSA County Compliance Certification

County: TRI-CITY MENTAL HEALTH SERVICES
Local Mental Health Director Program Lead
Name: ANTONETTE (TONI) NAVARRO Name: RIMMI HUNDAL
Telephone Number: ({305} 623-6131 Telephone Number: (909) 784-3016
E-mall: anavarro@tricitymhs.org E-mail: rhundal@tricitymhs.org
County Mental Health Mailing Address:
1717 N. indian Hill Boulevard, Suite B Claremont, CA 91711

I hereby certify that | am the official responsible for the administration of county/city mental
health services in and for said county/city and that the County/City has complied with all
pertinent regulations and guidelines, laws and statutes of the Mental Health Services Act in
preparing and submitting this Annual Update, Including stakeholder participation and non-
supplantation requiraments.

This Annual Update has been developed with the participation of stakeholders, in accordance
with Welfare and Institutions Code Section 5848 and Title 9 of the California Code of
Regulations section 3300, Community Planning Process. The draft Annual Update was circulated
ta representatives of stakeholder interests and any interested party for 30 days for review and
comment and a public hearing was held by the local mental health board. Ali input has been
considered with adjustments made, as appropriate. The annual update and expenditure plan,
attached hereto, was adopted by the County Board of Supervisors on May 18, 2016.

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

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

Antonette (Toni) Navarro %/ é/ Q// C,,

Local Mental Health Director/Designee (PRINT) Signature Date
County: TRI-CITY MENTAL HEALTH SERVICES




Introduction to Tri-City Mental Health Services



Tri-City Mental Health Services’ System of Care

Tri-City Mental Health Services (TCMHS) was created in 1960 as a result of the Joint Powers
Authority adopted by the cities of Claremont, La Verne, and Pomona. It provides high-quality,
culturally-competent, behavioral health care treatment, prevention, and education in the
diverse cities of Pomona, Claremont, and La Verne by understanding the needs of consumers
and families.

TCMHS uses the MHSA planning effort to create a unique and transformative approach to
mental health service delivery. Guided by a vision of a system of care that is aimed at creating
wellbeing in the three cities of Pomona, Claremont and La Verne, TCMHS plays a critical but not
exclusive role in providing mental health supports and services. Rather, the system of care is
made possible by the community’s own capacity to care for its members without relying
exclusively on expanded services provided by TCMHS. The role of TCMHS in this system of care
is to provide services when necessary and to support the community’s capacity to care for its
members.

This orientation toward building a community’s capacity for wellbeing, recovery, and mental
health is the foundation of TCMHS’ MHSA programming. The approach can be visualized using
the following map of the emerging system of care and the MHSA investments that have been
made to date:
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Along the left side is the complete range of supports and services available, from non-MHSA
funded clinical services to MHSA-funded intensive treatments such as Full Service Partnerships
to MHSA-funded programs aimed at prevention and wellbeing such as the Community



Wellbeing grants. All of these programs are boistered by formal and informal community
supports. TCMHS envisions its system of care from this broad perspective, inclusive of formal
and informal community supports that help community members maintain and improve their
mental health with or without formal services provided directly by TCMHS.

Demographic Profile of TCMHS’s Service Area

TCMHS serves the three-city population of Pomona, Claremont, and La Verne of approximately
215,000 persons with Pomona being the largest of the three cities. According to the U.S. Census
(2010), 57% of the population is Latino, 26% is White, 9% is Asian Pacific Islander, 6% is African
American, 2% is multiracial and less than one percent is American Indian. Forty-three percent of
the population has an income that is less than 200% of the federal poverty threshold. Roughly
48% of the Tri City population speaks monolingual English, while 42% speaks Spanish as the
primary language at home. Another 6.7% speak an Asian Pacific Islander language as the
primary language, and 3.5% of the population speaks a language other than the ones already
named. Forty-nine percent of the population is male, and 51% is female.

While these demographics describe the area as a whole, there are distinct differences in
demographics of each of the cities as demonstrated in the following tables:

Table 1: Ethnic Distribution by City

La Verne Claremont {Pomona Tri-Cities
White 55.4% 58.9% 12.5% 26.2%
[Latino 31.0% 19.8% 70.5% 56.6%
African American 3.2% 4.5% 6.8% 5.9%
American Indian 0.2% 0.2% 0.2% 0.3%
API 7.6% 13.0% 8.4% 9.0%
Multi-Race/Other 2.6% 3.6% 1.6% 2.0%
Total 100.0% 100.0% 100.0% 100.0%
Table 2: Age Distribution by City
La Verne Claremont Pomona
0-15 18.1% 16.7% 25.9%
16-25 14.2% 22.2% 18.6%
26-59 44.2% 38.9% 44.3%
60+ 23.5% 22.3% 11.3%
Total 100.0% 100.1% 100.1%




Table 3: Primary Language Distribution by City

La Verne Claremont Pomona
English 75.9% 76.1% 35.0%
Spanish 14.6% 9.4% 55.8%
API 2.5% 7.7% 8.1%
Other 6.9% 6.7% 1.1%
Total 99.9% 99.9% 100.0%

Table 4: Population in Poverty by City

La Verne Claremont Pomona Total
0,
200% of Federal Poverty l6,165 5,197 80,600 91,962
Threshold
Total Population 31,063 34,926 149,058 215,047
% of Population in Poverty [19.8% 14.9% 54.1% 42.8%

In FY 2014-15, TCMHS served approximately 1,341 unduplicated clients who were enrolled in
formal services. TCMHS currently has 159 full-time and 14 part-time employees and an annual
operating budget of $18.4 million dollars. TCMHS strives to reflect the diversity of its
communities through its hiring, languages spoken, and cultural competencies.

Description of Stakeholder Process

Tri-City Mental Health Services engaged in expansive community engagement and stakeholder
processes throughout its MHSA planning and implementation efforts by including more than
6,000 people for its original Community Services and Supports (CSS) and Prevention and Early
Intervention (PEl) plans. TCMHS's angoing robust stakeholder engagement process
demonstrates its commitment to ensuring that broad stakeholder and community participation
takes a deep hold in our transformed mental health system.

Stakeholder perspectives include individuals who receive services; consumers with serious
mental illness and/or serious emotional disturbance; family members; community providers;
leaders of community groups in unserved and underserved communities; persons recovering
from severe mental iliness; seniors, adults, and families with children with serious mental
iliness; representatives from the three cities of Claremont, La Verne and Pomona; veterans;
representatives from the local school districts, colleges, and universities; primary health care
providers; law enforcement representatives; mental health, physical health, and drug/alcohol
treatment service providers; faith-based community representatives; representatives from the
LGBTQ community; representatives from LACDMH and other county agencies; and many



others. Stakeholders participate in all aspects of the Mental Health Services Act, including policy
development, planning, implementation, monitoring, improvement, evaluation, and budget
allocations.

To arrive at this Annual Update, TCMHS engaged stakeholders in an eight-month program
review, evaluation, and planning process. Beginning in October 2015, more than 80
stakeholders attended one or more of the MHSA stakeholder meetings in FY 2015-16, and they
represented the following constituencies: TAY, adults, and seniors with severe mental illness;
families of children, adults, and seniors with severe mental iliness; providers of services; law
enforcement agencies; education; TAY; seniors; community members from the three cities;
Native Americans; African Americans; Asian/Pacific Islanders; and individuals served or targeted
by Prevention and Early Intervention services.

Beginning in October 2015, two workgroups organized around CSS and PE| reviewed reports
and data from each project and made recommendations for no-cost and low-cost
improvements. The workgroups met on October 26, November 2, and December 14, 2015.
Workgroups also identified potential areas for improvements that might require additional
funds if they were available in the budget. During the December 2015 MHSA program review
workgroup, TCMHS discussed priorities in how to use additional funding if it were available. The
Stakeholders endorsed the proposed expenditures during the February 2016 meetings.

In preparation for this year's Annual Update, four focus groups were held in August 2015 to
target hard-to-reach stakeholders: LGBTQ, Veterans, TAY from the Wellness Center location,
and TAY from the Therapeutic Community Garden location. In these focus groups discussion
topics included:

° When you hear the term “Mental lliness”, what comes to mind?

. What keeps people from telling friends and family about their stress and mental iliness?
. What do you feel may be barriers to services for community members?

. What types of programs would you like to see offered for Transition-Aged Youth (TAY}?
. What keeps you or someone you know from seeking services?

. What are some LGBTQ/TAY/Veteran barriers that you face when seeking support?

Stakeholder meetings were held on October 7-8, 2015 and on February 24-25, 2016. To aid new
stakeholders’ participation, TCMHS provided new stakeholders with an orientation packet
which included information on MHSA, its five plans, a glossary of terms and acronyms, and
other necessary background information. In October 2015, TCMHS held two MHSA orientation
sessions, one during the daytime hours and one in the evening.

This Annual Update was posted on April 15, 2016, and the required minimum 30-day review
process ended on May 15, 2016. Staff circulated a draft of the annual update by making
electronic copies available on TCMHS's website and providing printed copies at various public
locations {such as at the Wellness Center, libraries, City Hall, etc.). Several methods of collecting
feedback were available such as phone, fax, email, mail, and comments at the public hearing.
The public hearing was held on May 18, 2016. At that time, the Mental Health Commission



decided to recommend approval of the MHSA 2016-17 Annual Update to the Tri-City Governing
Board who then acted on this recommendation and approved the plan.

This Annual Update includes several attachments. Attachment A consists of the sign-in sheets
from the May 18, 2016 Public Hearing. Attachment B is a summary of the Outreach and
Participation efforts for the Planning Process and Public Hearing. Attachment C is a summary of
the public comments received both orally and in writing at the Public Hearing. Attachment D
includes the Public Hearing presentation materials and outreach materials used in the outreach
and participation efforts. Attachments E and F are the final reports of the two Innovation
projects that are closing.

Cost Per Participant Summary

What follows are descriptions of each MHSA-funded program. The descriptions include updates
to the program’s development; performance outcomes for CSS, PEI, and INN programs; and
cost per participant calculations for programs that provide direct services. The services
provided in Fiscal Year 2014-15 by age group, number of clients served, and average cost per
person are summarized in the table below as per the guidelines for this Annual Update:

Table 5: Summary of MHSA Programs Serving Children, Including TAY

Program Name Type of Program # of Children or TAY Cost Per Person
Served
Full Service CsS 42.0FTC * $30,150
Partnerships - Child
Full Service CSS 43.0FTC* $30,998
Partnerships - TAY
Community css 553 S184**
Navigators
Wellness Center ) 885 S 483+
Supplemental Crisis css 20 5494+
Services
Family Wellbeing Prevention/ 713 576+
Early Intervention
Housing Stability PEI/Other 31 $1,196 =
Peer Mentoring /TAY Prevention/ 33 $1,692 ++
Wellbeing Early Intervention
Therapeutic Early Intervention 15 $5,25]1 »»
Community Gardening
Cognitive Innovation 1FTC- 533,451
Enhancement
Therapy-TAY
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Table 6: Summary of MHSA Programs Serving Adults and Older Adults, Including TAY

Program Name Type of Program # of TAY, Adults, Cost Per Person
Seniors Served
Fuli Service CSS 43.0FTC* $30,998
Partnerships - TAY ,
Full Service CSS | 75.0FTC > $28,620
Partnerships - Adult
Full Service CsS 6.0FTC- 522,928
Partnerships — Older
Adults
Community Css 1,710 $184++
Navigators
Wellness Center CSs 1,628 5483 »»
Supplemental Crisis CSS 167 5494 +»
Services
Field Capable Services CsS 27 i $9,370
for Qlder Adults '
Family Wellbeing Prevention/ 4389 $76
Early Intervention
Housing Stability PEI/Other 137 51,196 **
Peer Mentaring/Older Prevention/Early 42 51,692
Adult Wellbeing Intervention
Therapeutic Early Intervention 23 $5,251 #*
Community Gardening
Cognitive Innavation 6 FTC* $33,451
Enhancement Therapy

* FTC means Full-time Client. Some people who begin a program may leave before completion.
In order to accurately calculate a cost per person, Tri-City staff calculated the full time
equivalent of clients who continued in the program for all of FY 2014-15.

** These programs do not collect costs by client age group; therefore, these cost amounts
reflect the average cost per client served for all age groups combined.

During the Stakeholder review process used to prepare this Annual Update, stakeholders
reviewed the available performance outcome data which is tracked for each program through
our Results-Based Accountability process (RBA). Through the RBA process, TCMHS developed
indicators to help us track the answers to the following three questions: 1) How much did we
do, 2) How well did we do it, and 3} Is anybody better off? The performance data included in
this plan is the same data that our stakeholders and staff reviewed. Stakeholders also identified
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areas for each program’s improvement and opportunities for greater collaboration between
programs and between additional stakeholders.

As per the guidelines Annual Update, TCMHS considered services similar to those provided by
the Mentally Il Offender Crime Reduction Grant Program; however, those services were not
considered a high priority by our stakeholders at this time.

Lastly, there were no shortages in personnel identified, nor additional assistance needs from
education and training programs.

12



Summary of MHSA Workgroup Recommendations for FY 2016/2017

During the MHSA workgroup deliberations, participants were invited to review the current C55
and PEl projects and identify gaps in services as well as recommendations for general
improvements and/or potential new projects to be funded through CSS dollars and/or by
revising current PEl budgets. The recommendations are as follows:

Community Services and Supports (CSS) Programs: $230,000.00

A common thread throughout the CSS workgroup discussions included an identified need for
vehicles to provide transportation in several CSS programs. For Full Service Partnerships (FSP),
the request was made to purchase two vehicles to provide transportation for Children and
Adult FSP participants. For Supplemental Crisis, the request included the purchase of two
vehicles to aid in transportation focused on the outreach and engagement efforts. For the
Wellness Center, one additional vehicle was requested to provide transportation for Wellness
Center participants. Finally, for the Permanent Supportive Housing program, the request was
made to purchase two vehicles/trucks to provide support for MHSA housing and general facility
needs. This brings the total number of vehicles requested to seven and the total amount
estimated to cover these vehicles is $230,000.00. These funds represent unspent excess CSS
dollars.

Prevention and Early Intervention {PEl) Programs: $43,000.00

The Peer Mentoring program has expanded over this past year with the addition of both new
mentors and mentees. The identified need for this program involves increasing staff to include
a full time person with a clinical background to assist with the administration of the program.
The current budget allows for a 0.5 person and the request was made to reassess the budget to
add another 0.5 hours to create a full time position. The amount estimated to expand this
position is $43,000.00 which includes benefits. These PEl funds would be considered
regccurring.

Pursuant to the Welfare and Institutions Code Section 5892(b), Counties may use a portion of
their CSS funds for WET, CFTN and the Local Prudent Reserve. It is further specified that the
total amount of C5S funding used for this purpose shall not exceed 20% of the total average
amount of funds allocated to that County for the previous five years.

Capital Facilities and Technology Needs: $500,000.00

For the benefit of the Tri-City System of Care and in part to enhance the Therapeutic
Community Gardening (TCG} program, the request was made by stakeholders to allocate excess
unspent CSS funds totaling approximately $500,000.00 to Capital Facilities and Technology
Needs. Of these funds, it is anticipated that approximately $250,000.00 will be used to establish
a permanent location for the garden and the remaining funds will be held in the CFTN account
for future projects.

Following a recent change in the garden location, this request is made to establish a permanent
garden site consisting of planting beds and construction of an outdoor structure/room designed
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to accommodate year-round garden activities and support groups. This space will also be used
for Full Service Partnership participants and the Peer Mentoring program. The second portion
of this allocation will allow for the replenishment of depleted funds in the CFTN account which
will then be available for yet to be identified needs in the System of Care.

The requested amount of $500,000.00 represents excess dollars currently available in the
Community Services and Supports (CSS) budget. The MHSA workgroup recommendation is to
transfer these funds to the Capital Facilities and Technology (CFTN) account for the purpose of
securing these funds for the future completion of the garden project as well as projected
technology needs. The requested amount for the garden project is an approximation and
based on the most current information available. Final plans and costs for the TCG garden
project as well as any technology needs will be subject to public review and final approval by
the Tri-City Governing Board at a later date.

Workforce Education and Training: $450,000.00

Staff and volunteer trainings continue to be a focus for TCMHS and highly supported by
stakeholders during the workgroup process. The request was made to transfer funds from the
C5S plan to provide continuing trainings and hire additional staff to support workforce
development. These funds atso address the need for specialized training which has increased as
a result of changes for county mental health/specialty mental health due to the Affordable Care
Act and Medicaid reform. With an increase emphasis on performance outcomes, evidence
based practices, and effective treatment of severe and specialized population, Tri-City staff and
volunteers need to be confident in their knowledge and feel equipped to perform at an optimal
level. A consistent flow of volunteers are needed to support the ongoing efforts of Tri-City staff
and sustain the quality of care and activities the community members have come to rely upon.

In addition, local law enforcement agencies have requested supplemental mental health
trainings beyond the popular Mental Health First Aid. Crisis Intervention Training (CIT) has been
identified to meet this need and is considered a “Best Practice” training for law enforcement
personnel statewide. One of the important goals of CIT is to help participants learn how to
intervene in such a ways as to guide the individual in crisis away from the need for
incarceration and towards mental health services, when appropriate. The estimated cost for
these combined recommendations is approximately $450,000.00 and these funds will be
transferred from excess unspent CSS funds.
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Full Service Partnership Programs (CSS funded)

15



Full Service Partnerships (FSP) - TC-01

OVERVIEW

Full Service Partnerships (FSPs) are for people who are severely ill and at risk of homelessness or
other devastating consequences. The program uses a “whatever it takes” approach to help
people recover. The plan can include all needed services, including but not limited to traditional
mental health services and safe housing. Each enrolled individual has a personal services
coordinator and 24/7 staff support.

ORIGINAL RATIONALE

The CSS Plan requires counties to allocate at least 51% of the plan’s total budget to FSPs. This
requirement reflected significant evidence of success from pilot projects in California that were
lauded across the country as models for successful mental health care.

NOTES ON DEVELOPMENT ¢ PROGRESS ¢ LEARNING

This year, the FSP program served more child and TAY clients and received more referrals for
youth with serious mental illnesses. The increase may be due to the fact that more people
qualify now for Medi-Cal and that Tri-City is holding more events for clients at the Wellness
Center to make them more aware of resources, including FSP. The Older Adult and Adult FSP
programs report improvements to addressing co-occurring disorders thanks to training in
Motivational Interviewing and using a “Seeking Safety” model that is trauma-informed and
helps clients develop safer coping habits.

Tri-City FSP staff attended more trainings on topics such as psychosis, trauma-informed care,
parent support, and mindfulness interventions. Conferences such as the Latino Behavioral
Conference and professional development opportunities help to rejuvenate FSP staff and
improve services. For example, these trainings helped FSP staff gain a better understanding of
how to advocate for their FSP clients. Clients are stabilizing faster as a result.

The FSP program for adults and older adults continues to experience staff turnover, but at a
rate that is consistent with the demanding nature of the work. The biggest challenge continues
to be finding housing supports for FSP clients. Another key challenge is that, again related to
the expansion of Medi-Cal coverage, several recent referrals to the FSP programs are persons
who have severe and previously untreated mental health issues. These persons take a iot more
time to engage and are harder to sustain in consistent treatment. The newly formed Intensive
Outreach and Engagement Team is relieving some of work from FSP in regards to doing the
engagement. Consistent, on-going training, and skills building with regard to treating the most
resistant and more complex cases will help to keep persons in treatment long enough to be
effective.
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HOW MUCH DID WE DO? FSP participants by age and gender

2014/15
80 — 71-74

325 —

51
NN " S L, I
40
individuals served B Male 23 B ST R
= Female 2
2014/15 13 2y

Children TAY Adults Older Adults 60+
0-15 16-25 26-59

HOW WELL DID WE DO IT?
Percent of FSP Clients who Feel They Work Well with the
Treatment Team to Meet Their Treatment Goals.

IS ANYONE BETTER OFF: SUCCESS STORIES

A 16-year old TAY was suffering from severe depression, cutting, and hearing voices. Now, this
person is graduating from services without medication and is confident of their ability to
continue on a positive track. This client wants to go to college and is participating in many
extracurricular activities in school.

One FSP client has been with TCMHS for several years and moved from TAY FSP to Adult FSP.
This person has been placed in a sober living arrangement that is partly subsidized by the FSP
program. Recently, they obtained employment, and staff members are working with them to be
able to succeed in that job. The goal is to be able to pay for their own living arrangement with
their income.

17



Table 7: Cost per person estimate for FSPs, FY 2014-15

Children TAY Adults Older Adults Totals
0-15 16-25 26-59 60+
#'s Served (FTC) {2) 42 43 75 [ 166
$29,435
Cost/Person $30,150 530,998 528,620 $22,928 T

* FTC means Full-time Client. These numbers are based on full-time equivalent clients. Some people who

begin these programs leave before completion. In order to accurately calculate o cost per person, we

estimated the number of full time equivalent clients in these programs for all of FY 2014-15.
Note 2: FSP costs include both MHSA and other funds. The average cost/person varies by age group

served.
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Non-Full Service Partnership Programs (CSS funded)
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Community Navigators - TC-02

OVERVIEW

Community Navigators help people in the Tri-City area connect to local rescurces, including
informal community supports and available formal services. Navigators also provide education
and stigma reduction services to local communities and organizations. All Tri-City Community
Navigators are bifingual and bicultural. They regularly stay in touch with local resources,
including community organizations, emerging and well-established health and mental health
service providers, law enforcement agencies, schools, courts, residential facilities, NAMI
programs, self-help groups, client advocacy groups, homeless shelters, and others. They involve
people who have received services, family advocates, family members, and leaders of un-
served and under-served communities whenever possible in identifying and helping leverage
community supports.

ORIGINAL RATIONALE

One of the foundational premises of the Tri-City CSS plan is a belief that professionally
delivered, publicly funded mental health services, by themselves, cannot deliver the outcomes
we seek. Therefore, if we are committed to achieving the MHSA outcomes for everyone in need
of support, we must develop a broader infrastructure to leverage all available community
supports, including informal supports and professional services. Community Navigators and
their teams are a crucial structure for helping people successfully access formal and informal
supports when they are needed.

NOTES ON DEVELOPMENT ¢ PROGRESS  LEARNING

The Community Navigators program was short-staffed during the majority of this fiscal year,
but Tri-City hired another Navigator by the end of the fiscal year. The Navigators have focused
more time on outreach and engagement with the community, as that was their primary focus
when the program first launched. The program saw an increase in calls from outside the three
cities. Navigators still provide these callers with resources, but resources that are closer to
where the caller lives. Lastly, the program saw a sharp increase in the number of internal
referrals where they are being referred by other TCMHS programs.

HOW MUCH DID WE DO?

#_of P_e&aliServed

2500 | e

! ® FY 2014-15 2208
2000 + - -

| 1365
1500 _—
1000 - -

640
0 - J rrva | i — -8 :
Claremont La Verne Pomona Unknown/Other  Total
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HOW WELL DID WE DO IT?

# of Referrals

Internal External

Number of Participants Reporting Satisfaction with Services Provided

gg: i ke o 96% 96%

949, |
92%
90% -
BB%
86% -
84%
82% -
B0%
78%

Q1 (N=58) Q2 (N=49) Q3 (N=67) Q4 {N=66)

IS ANYONE BETTER OFF: SUCCESS STORY

A Community Navigator was contacted by Officer of the Day at Tri-City Adult Cutpatient
services, because they needed assistance with an elderly woman who was in need of
immediate housing resources. This elderly woman had been recently diagnosed with a severe
medical issue and she was tearful and very worried about where she would live during this
difficult time in her life as she was homeless. A Community Navigator sat with her and went
over her finances and explained to her different housing options. The elderly women called
some of the shelters and transitional fiving resources that community navigators provided, and
within minutes found a room at a transitional living which was willing to take her in that same
day. She was very thankful to the Community Navigator for assisting her to find a place to rest
that same day.

COST PER PERSON ESTIMATE FOR FY 2014-15: $184
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Wellness Center - TC-03

OVERVIEW

The Wellness Center is a community hub for activities that promote recovery, resiliency, and
wellness for residents of the Tri-City area. The Wellness Center is open to people of all ages,
focusing especially on people in recovery and their families. The Wellness Center sponsors
support groups, and provides an array of holistic services through collaboration with other
community partners.

Staff members at this site include peer advocates, family members, clinical staff, and others.
They provide a range of culturally competent, person— and family-centered services and
supports that are designed to promote increasing independence and weliness. The Wellness
Center is open five days a week and for extended hours on many days.

ORIGINAL RATIONALE

The Wellness Center was conceived as a place of support for people who have struggled with
mental health issues so that they could accelerate their movement toward independence,
recovery and wellness. It does not offer intensive counseling, medication, or other more
traditional mental health services. Instead, it provides self-help groups, peer and family support
services, educational resources, recreational and cultural activities, assessment and linkage
services, and other services to promote increasing independence. It also provides specialized
supports and services for transition-aged youth.

NOTES ON DEVELOPMENT ¢ PROGRESS = LEARNING

After multiple years of rapid growth, attendance at the Wellness Center settled into a steady
rhythm of familiar faces along with new participants. To prevent complacency, staff members
are looking at ways to make sure that there continues to be value-added to support groups and
classes. The most popular offerings have been related to employment, so staff members are
looking for ways to create more programming at the Wellness Center to support job seekers.
Tri-City is also looking to develop a curriculum based on training part-time staff including
lessons learned in the process of supporting the development of Tri-City’s workforce. The year
was also spent improving systems that monitor the retention rates of those we place through
Tri-City's employment services. In the next year, Tri-City should be able to track whether
participants are still employed after 30, 60, and 90 days. Tri-City also increased TAY
programming, and TAY staff planned a TAY Fair which will be held in the 2015-16 fiscal year.

22



HOW MUCH DID WE DO?

Number of People Served at the Wellness Center

3,000 2811 oo
2,000 e li577 ]
1,000 . —
0
FY2012-13 FY2013-14  FY2014-15

Number of Events at the Wellness Center

23,000 —

22,297
22,000 | —
20,872
2,000 | —
20,000 4 - S—
FY 2013-14 FY 2014-15

144

individuals

secured
employment in
2014-15

*These numbers do not include Family Wellbeing participants.

Attendance at Events

The chart below represents the number of unique people in each event group. Individuals who attended

one or more groups are counted once in each category.

3000 i —e e - = I
2000 . — 1814 mFy201213
575 860 509 _ = FY 2013-14
1000 526 | 163 231 289 235 178 -
o\ NN ooy el “ FY 2014-15
Support Groups TAY Various Vocational
HOW WELL DID WE DO IT? IS ANYONE BETTER OFF?

% of Participonts Satisfied with Experience.
Percentage of those answered “Agree”

% Reporting Improved Wellbeing.
Percentage of those answered “Agree”

91%

91%

92%
100% 98%
95% a1% 91% - —
90% | 90% -
85% - 90%
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IS ANYONE BETTER OFF: SUCCESS STORY

While at a job fair in Pomona, a woman told a Tri-City staff person that she used to go to the
Wellness Center for support groups and was doing much better as a result. The staff person told

her about employment opportunities at the Wellness Center, and she applied for a position. She
is feeling confident in her journey of recovery.

COST PER PERSON ESTIMATE FOR FY 2014-15: 5483
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Supplemental Crisis Services (SCS) - TC-04

OVERVIEW

The Supplemental Crisis Services (SCS) program provides after-hours and weekend support as
well as support during working hours to individuals who are suffering a crisis and who currently
are not receiving TCMHS services. Tri-City crisis staff and on-call clinicians offer support to the
person in crisis, police personnel, and others as appropriate. Support may be provided over the
phone or at the crisis location. Paired with follow-up by the Intensive Qutreach and
Engagement Team and Community Navigators, the Supplemental Crisis Services program helps
people with symptoms of serious mental iliness prevent hospitalization and receive more
appropriate care.

ORIGINAL RATIONALE

The Tri-City clinic and other area providers offer 24/7 crisis support to people formally enrolled
in their treatment services. People not currently receiving services, however, who suffer a crisis
after hours or on weekends must rely on Los Angeles County’s Psychiatric Mobile Response
Team (PMRT) for assistance. Many persons experiencing a crisis are not in need of hospita!
intervention. Given that the three Tri-City area cities are on the eastern edge of the county,
PMRT response times can sometimes take hours. Such delayed support to the person in crisis
and his/her family increases the likelihood that the situation will deteriorate, resulting in the
person being sent to an emergency room, committed to a psychiatric facility, or incarcerated.
The Supplemental Crisis Services program is designed to ameliorate and/or prevent these
escalations.

NOTES ON DEVELOPMENT ¢ PROGRESS » LEARNING

Both the walk-in and call-in services in the Supplemental Crisis Services program remain
consistently and steadily utilized. Demand tends to taper off during the summer, but otherwise
the program experienced a stable, steady year. Beginning in FY 2015-16, the program was
approved by Stakeholders to expand staffing to include an Intensive Qutreach and Engagement
Team (IOET), which is designed to increase the likelihood that persons who access SCS services
will ultimately engage and/or enroll in more appropriate treatment. IOET services act as a
bridge between SCS and intensive treatment services such as FSP. The |OET began providing
services in August 2015 and as of February 10, 2016 the Team has outreached to 130 unique
individuals and 41 of those have been enrolled in services.
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HOW MUCH DID WE DO?

Distribution of callers by city. “Other” category includes Azuza, Covina, La Puente, Lancaster,
Ontario, Redlands, Upland and West Covina.
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HOW WELL DID WE DO IT?
Level of Distress

Callers rated their level of distress at the beginning of the phone call and at the endon a 1 to 10

scale where 1 = mild and 10 = severe (higher rating means greater level of distress).

10 e — — '7_....72 — - e

B Beginning of the Call
u End of the Call

IS ANYONE BETTER OFF: SUCCESS STORY

A suicidal child was brought in by the local police department. The Supplemental Crisis Services

staff were able to stabilize the child and connect him to FSP services.

COST PER PERSON ESTIMATE FOR FY 2014-15: $494
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Field Capable Clinical Services for Older Adults (FCCS) - TC-05

OVERVIEW
Through this program, TCMHS staff members provide mental health services to older adults
where they are, such as in their homes, senior centers, and medical facilities.

ORIGINAL RATIONALE

QOlder adults are the fastest growing demographic population in Claremont and La Verne.
According to 2010 Census data, individuals aged 60 years and older comprise 23.5% of La
Verne's population, 22.3% of Claremont’s and 11.3% of Pomona’s. While a number of programs
provide health and social supports for older adults, there are few services to meet the mental
health needs of this population. Clder adults, especially frail elders, often have a difficult time
accessing services in traditional venues and therefore need mental health services provided in
locations convenient to them.

NOTES ON DEVELOPMENT = PROGRESS = LEARNING

The year was spent increasing outreach efforts primarily by working with the Community
Navigators. A new position was added to FCCS {ast year; however, due to the specialized nature
of the position (clinical therapist with specialized education and/or experience in geriatric
psychology or social work) it took time to hire an appropriate candidate. The position was filled
in December 2015. TCMHS switched to a new inquiry process that is now available every
weekday which makes access easier for this population and their caregivers. As Tri-City is
qualified to work with mental health diagnoses, if at screening (or any time after FCCS services
have started) a person appears to be potentially suffering from Alzheimer’s disease, they are
encouraged to take part in neuropsychological testing and are assisted by Tri-City staff in order
to access those services. Clients who progress and stabilize in treatment are now being
transitioned out of FCCS and linked to more appropriate services for their level of need such as
Peer Mentoring program and Senior Services programming at the Wellness Center.

HOW MUCH DID WE DO?

Gender

27 Male, 5
individuals served ‘

2014/15

Female,

IS ANYONE BETTER OFF: SUCCESS STORY 79

One client was struggling with finding a support system for herself and became overly reliant on
Field Capable Services staff. She was connected with a local senior center and church group to
help fill out her support system. Staff members also helped her clarify a medical insurance
issue, which helped her obtain some in-home support.

COST PER PERSON ESTIMATE FOR FY 2014-15: 59,370
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Permanent Supportive Housing - TC-06

OVERVIEW

In July 2011, the TCIMHS Board approved a Comprehensive Housing Master Plan to construct or
rehabilitate 100 permanent supportive housing units. Permanent supportive housing units are
living spaces where people who are homeless or at risk of homelessness and who suffer from
one or more mental illness can receive an array of services designed to support their recovery.

ORIGINAL RATIONALE

Sustaining recovery from mental illness is profoundly difficult if the person receiving services
does not have the security of stable, safe and sanitary housing. Permanent supportive housing
has proven to be a significant part of successful recovery plans for many peaple with serious
mental illness. Such housing enables successful pathways to recovery and, ultimately, can
reduce the cost of other services such as emergency room visits and incarceration. For many
years, Tri-City, in collaboration with other private and governmental partners, has provided
short-term transitional housing for individuals receiving services. Until recently, Tri-City lacked
the rescurces to undertake efforts to supply long-term Permanent Supportive Housing.
However, the CSS Housing plan now allows Tri-City to begin providing such long-term housing.

NOTES ON DEVELOPMENT * PROGRESS ¢ LEARNING
During FY 2014-2015, Tri-City was involved in five housing efforts. The status for each of these
projects is detailed below:

Parkside Family Apartments (Related Companies)

Groundbreaking for this project took place in May 2015 with a formal groundbreaking
celebration held on June 2, 2015. This project is scheduled to be completed in March 2016 and
will provide 16 one-bedroom and five two-bedroom units for Tri-City clients. To support clients
in their recovery, Tri-City staff and clients will have exclusive use of an office and lounge area. In
addition, Tri-City clients will have access to a computer, the central lounge, kitchen, assembly
room, and common area.

Cedar Spring Apartments (A Community of Friends)

The Cedar Springs project broke ground on January 29" 2015 with construction scheduled to
continue until June 2016. This project focuses on Transition-Aged Youth (TAY) ages 16 -24 1/2
and offers 5 one-bedroom units for individuals and 3 two-bedroom units for TAY who are
residing with their family.

Holt Family Apartments {Clifford Beers Housing)

The Clifford Beers Housing (CBH) was delayed due to an unsuccessful attempt to obtain Federal
Tax Credit Financing in the March 2015 funding round. The principal reasons for its failure to
obtain these credits included the lack of outside {non-Federal) funding and the highly
competitive nature of special needs housing. Therefore, CBH applied for a $1 million grant with
the Federal Home Loan Bank (FHLB); unfortunately, the project did not receive the grant.
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Update: In the Fall of 2015, CBH was successful in their bid for Federal Tax Credits Financing and
the project began construction on March 21, 2016. These units will consist of 11 one-bedroom
apartments units, 11 two-bedroom apartments, and 3 three- bedroom apartments units with
an anticipated completion date of May 2017.

Claremont Site Search

In FY 2014-15, Tri-City staff engaged the services of two real estate firms to search for
appropriate housing sites located in the city of Claremont. During this process, TC staff focused
on single family homes with guidelines regarding specific size and square footage. A property
located at 956 Base Line Road was identified with 2581 square feet constructed with two wings;
each containing two bedrooms and a full bathroom. The wings are connected to a large living
room and kitchen. The house is historically significant and built on a .85 acre parcel allowing for
future construction of additional housing. It is anticipated that this housing would
accommodate two families.

A seven-unit apartment building located near the Claremont Village area was also under
consideration. However, this option was eliminated due to the higher listing price of 51,550,000
and because the building was fully occupied.

Park Ave. Apartments

All eight MHSA units located at the Park Avenue Apartments remained occupied with tenants
participating in varicus pragrams provide by Tri-City. These programs include the Therapeutic
Community Gardening, which is located onsite, as well as supportive activities at the Wellness
Center.

HOW MUCH DID WE DO?

Projected Units of Permanent Supportive Housing
62 units in development or complete
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IS ANYONE BETTER OFF: SUCCESS STORY

TCMHS engaged in a local anti-stigma campaign themed around “Room 4 Everyone,”
emphasizing inclusiveness in our community. Despite previous opposition to permanent
supportive housing proposals in the previous year, after the “Room 4 Everyone” campaign and
outreach there was no opposition to the renovation or purchasing plans of the Park Avenue site,
As a result, three individuals receiving mental health services were able to remain in their
homes, had their homes renovated, and were engaged in additional mental health supportive

services.
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Prevention/Early Intervention Combined 50/50 (PEI
Funded)
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Older Adult Wellbeing - PEI-02
and
Transition-Aged Youth Wellbeing - PEI-03

Both the Older Adult Wellbeing and the Transition-Aged Youth Wellbeing programs are
comprised of two projects: Peer Mentoring and Support Groups for the specific ages.

PROGRAM: Peer Mentoring Program

OVERVIEW

The Peer Mentoring Program, a prevention and early intervention program, trains volunteers
from the Tri-City area who want to learn how to provide support to peers who are in emotional
distress. Once trained, peer mentors can offer both individual and group mentoring, and
additional support through linkages to age- and culturally-appropriate resources.

ORIGINAL RATIONALE

Originally, this project focused on providing peer-to-peer services to Transition-Aged Youth and
Older Adults. While TCMHS continues its aggressive outreach to the two original populations,
there has been significant demand for services for intergenerational exchanges. Given this
demand, TCMHS expanded the program in FY 2013-14 to also include adults as mentors to TAY
and Older Adults.

NOTES ON DEVELOPMENT » PROGRESS « LEARNING

The project recently decided to change the terms used for this project from
counselor/counseling/counselee to mentor/mentoring/mentee. Staff members feel that this
change better reflects the true nature of the relationship.

This project continued to train peer mentors and provide services. Many are past mentors
returning to the program to give back to their community. Three mentors, in particular, started
specialized groups in response to community need: a veterans group, Alzheimer Support Group,
and a bilingual {Spanish/English) group. Because many of the mentors are college-aged, TCMHS
tends to see a decrease in the availability of mentors during the summer. Serving older adults
continues to be a challenge. Program staff reached out to the older adult population by
outreaching to facilities such as Hillcrest, a local retirement community. They are constantly
listening for what the mentees need. Going forward, the program will continue its efforts to
expand the available mentor pool to accommodate different age ranges and look to recruiting
mentors with lived experience to join the program.
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HOW MUCH DID WE DO?

Total Number of Mentors Trained Total Number of Mentors Trained
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IS ANYONE BETTER OFF: SUCCESS STORIES

A young lady who was aging out of the foster care system was experiencing a great deal of
stress. She did not qualify for formal services but was in need of support. She was referred to
Tri-City’s Peer Mentoring program in hopes to receive the help she needed. After a few
meetings she expressed her appreciation for the opportunity to have someone be there for
social support and simply listen to her. In another instance, a Spanish-speaking female came to
the Peer Mentoring program due to feelings of loneliness, complaining of having no friends. She
states that she now enjoys participating in the support group.

COST PER PERSON ESTIMATE FOR FY 2014-15: $1,692
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Family Wellbeing Program - PEI-04

OVERVIEW

In this prevention and early intervention program, staff and volunteers build trusting
relationships and provide support to family members and caregivers of people who struggle
with mental illness. The focus is particularly on family members from unserved and under-
served communities. Programming includes support groups, 1-1 support, and an array of
culturally appropriate activities focused on weliness interests, e.g. exercise, cooking, cther
interests—that can attract family members and other caregivers from vulnerable communities
into peer support experiences.

ORIGINAL RATIONALE

For this project, stakeholders chose to focus on family members and caregivers, particularly of
young children, as a way of providing support to children and youth in stressed families. Data at
the time the PEI plan was first developed indicated discernible, and in many cases significant
increases in domestic violence calls, violent crime, suicide attempts, and other indicators of
mental and emotional distress within families and communities across the three cities. These
and other indicators of mental and emotional distress were increasing at precisely the time
when local governments, schools, foundations, and service providers were suffering severe
budget cuts.

NOTES ON DEVELOPMENT ¢ PROGRESS = LEARNING

The Family Wellbeing Program doubled the number of people served and continues to grow.
However, there has not been an increase in staff to accommodate this growth. Instead, Tri-City
supports the Family Wellbeing Program by using Masters-level interns and other Wellness
Center staff. The program developed a stronger relationship with the Bonita Unified School
District this year. Tri-City interns worked with eight Bonita elementary schools to provide
behavior modification and linkage and referral to supportive services and helped families
connect to local resources.

HOW MUCH DID WE DO?

Number of People Served in the Family Wellbeing Program
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Number of Events by Family Wellbeing

FY 2013-14 FY 2014-15
*These numbers do not include all other events held at the Wellness Center.

HOW WELL DID WE DO IT?

% of Participants Satisfied with Experience. % Reporting improved Wellbeing.
85% -
50% 88% ' 80%
88% 80% ‘
84%
82% 70% -
82% | 67%
78% S 60% |. . — —
Q2 Q4 Q2 Q4
Percentage of those answered “Agree” Percentage of those answered “Agree”

*Surveys were not administered during Quarter 3.

IS ANYONE BETTER OFF: SUCCESS STORY

A few years ago, a high schoo! student was referred to the behavior modification intervention
services. After learning about the free support groups, her mother has participated in the
Family Wellbeing programming along with her other children. This student recently graduated
with honors from high schoo! and is on her way to college.

COST PER PERSON ESTIMATE FOR FY 2014-15: $76
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Early Intervention Programs (PEI funded)

36



Therapeutic Community Gardening (TCG) —~ PEI-08

OVERVIEW

The Therapeutic Community Gardening program helps participants decrease their isolation and
experience mental health benefits through participation in horticulture/gardening activities and
group therapy exercises. The focal populations for this program are unserved and underserved
populations within a range of groups such as adults, youth ages 16-25, families with their
children, seniors, and veterans. Focusing on early intervention, this program provides services
to people who are early on in their treatment and do not yet meet medical necessity or who are
not eligible for MediCal. For some clients {(“gardeners” as they are known), the community
garden becomes a place to reconnect with their family’s heritage of working the tand; while for
all participants, the community garden is a setting where otherwise isolated people come
together to work, learn, and share. Program gardeners not only engage in peer support
activities supported by professional staff; they also experience the satisfaction of producing
something meaningful via gardening activities. Extra-curricular activities such as cooking classes
and workshops also promote augmentation of gardener skills while allowing them the chance
to enjoy the other dimensions of their work

ORIGINAL RATIONALE

TCMHC developed the Therapeutic Community Gardening program to provide early
intervention services and supports to people who are at significant risk of serious mental health
issues, but who are unable or as yet unwilling to access formal mental health services.

NOTES ON DEVELOPMENT « PROGRESS ¢ LEARNING

Tri-City added a case manager to accommodate the program’s rapid growth and provide
support by conducting groups, outreach, and clerical duties. The early months of the 2014-15
fiscal year were extremely hot, yet clients continued to want to participate in outdoor groups.
During the location transition in the late spring and early summer, many clients remained with
the program despite the move, but family clients who were enduring changes in their personal
lives felt that the move echoed their experience of loss. Program staff helped them process
these issues, but several left the program shortly after the move.

Staff members learned that the program is most effective when they keep clients engaged in
not only weekly therapeutic groups, but also extracurricular/non-gardening activities (such as
cooking classes, composting, and herb workshops) to maintain their interest in the program.
Staff members would like to establish steadier referral streams within and outside of TCMHS to
ensure continued growth of the program and to transition clients into and cut of TCG. They
would also like to have the opportunity to connect with and outreach to other community
partners, in particular those that service veterans and families.
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HOW MUCH DID WE DO?

# of People Served

38 7/
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HOW WELL DID WE DO?

Percent of Participants Who Report Improvement in
Their Symptoms
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TCG Survey was not conducted during Quarter 1.
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IS ANYBODY BETTER OFF?

Percent of Participants Who Report an Increased
Confidence from the Skills They Have Learned

100%
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TCG Survey was not conducted during Quarter 1.

IS ANYONE BETTER OFF: SUCCESS STORY
A young man heard about TCG via a flyer left in a local college counseling center. He

participated, but later expressed that he was depressed. Staff encouraged him to utilize Tri-City

resources in addition to TCG, but then did not hear from him again. Sometime later, he re-
enrolled in the program and reported that in his absence he had been seeing his doctor, had
enrolled at a local community college, and was interested in transferring to another school to
get a B.A. Recently he graduated from college and applied for a part time job. He was offered

the position and is finishing the classes needed to complete his transfer to a four-year school.

COST PER PERSON ESTIMATE FOR FY 2014-15: $5,251
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Other PEI Programs (PEl Funded)
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Community Capacity Building — PEI-01
Three projects make up the Community Capacity Building program; they are the Community
Wellbeing Project, Mental Health First Aid and Stigma Reduction. They are detailed separately

below.

Community Wellbeing Project (CWB)

OVERVIEW

In this program, community is defined as a group of individuals who rely on each other for
support and can act together. The program provides small grants and technical assistance to
help communities build their capacity to strengthen the wellbeing of their members and the
community as a whole. The program focuses on providing support to communities at greater
risk for mental iliness.

ORIGINAL RATIONALE

The Community Wellbeing Program is designed to help communities develop and implement
community-driven plans to improve and sustain the mental and emotional wellbeing of their
members. Particular focus is on unserved and underserved communities who often struggle to
access appropriate menta! health and other services.

NOTES ON DEVELOPMENT » PROGRESS * LEARNING

This year, they saw tremendous growth in the communities that participated in the CWB
program. Through the years of warking this program, there is a greater awareness of the
purpose of the program. When the CWB program first started, there was a tendency for
community members to focus on services and organizations as opposed to relationships and
wellbeing. This year, in particular, there was an awareness of how important relationship
building and focusing on “ourselves” instead of “serving others.”

One challenge this year was that the survey system that CWB staff typically employed was not
appropriate for one of the CWB grant recipients, who favor a more conversational approach to
collecting opinions and data. To accommodate this preference, staff members worked with the
community to develop a different strategy that was a combination of success stories and
descriptions of conversations.

Program staff would like to develop a newsletter about the communities that are participating
in the CWB program so that the communities can communicate with one another to make
anncuncements about events, needs, etc. Communities would also be able to learn about the
other communities in more detail. The intercommunity gatherings will become more
substantive and focus on more content and less on annocuncements.

Program staff continues to see communities that are monolingual Spanish speaking and are
providing translations and Spanish materials as appropriate. The CWB program will work to
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streamline this process internally so that it can be done more quickly. Staff also are outreaching
more to community members that speak other languages, such as the Asian communities.

HOW MUCH DID WE DO?

Number of Community Grantees Chosen

IS ANYONE BETTER OFF?

Community Members Report Improvement in
Supporting Each Other
100%

78% 81% 83%

75%

50%

25% -

0% T
Timel Time 2 Time 3

IS ANYONE BETTER OFF: SUCCESS STORY

HOW WELL DID WE DO IT?
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The Parenting and Me group, connected to Pomona Hope, was a great demonstration of the
shift in the thinking from services to relationships mentioned earlier. At the start of the year,
the Pomona Hope organization was providing services to parents that needed assistance. Later,
Tri-City saw a tremendous development of the leadership potential of the actual members of
the group, including deeper connections among members, as individuals within the group took
leadership roles. In fact, the community identifies itself as Padres Fuertes Hacen Familias
Fuertes, a Spanish phrase meaning strong parents make strong families, which reflects the

nature of the group itself.
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Community Mental Health Trainers

OVERVIEW

Community Mental Health Trainers began with Mental Health First Aid (MHFA), a nationally
recognized program that trains individual community members (Mental Health First Aiders) to
recognize the early warning signs of someone experiencing mental and emotional distress. This
evidenced-based program begins with a premise that just as people can master basic first aid
for physical distress without being doctors (such as the Heimlich maneuver or CPR), so they can
master basic mental health first aid without being clinicians. TCMHS expanded the program to
include additional trainings beyond the core MHFA curriculum, such as workshops on Everyday
Mental Health, The Recovery Model, Non-Suicidal Self-Harm, and Suicide Prevention.

ORIGINAL RATIONALE

The Mental Health First Aid (MHFA) program will train scores of people in community-based
settings to intervene quickly and effectively to offer support when someone is experiencing
mental and emotional distress. in this way, community members can offer support and
encourage connections to appropriate and professional help to people in distress, thus
extending the impact and reach of the system of care.

NOTES ON DEVELOPMENT ¢ PROGRESS ¢ LEARNING

This year saw a breakthrough in engaging veterans in Tri-City’s MHFA trainings. Thanks to
partnerships with Cal Poly Pomona’s Veterans Center and the University of La Verne, staff were
able to regularly provide MHFA trainings designed specifically for military and higher education.
The program also planned trainings for all three local police departments for fiscal year 2015-16
and is working on a Spanish youth version to be ready in fiscal year 2015-16. The adult Spanish
version was modified from 12 hours of training down to 8 hours of training. Future needs for
trainings are for parents, which are being developed now. While there is a constant demand
from organizations for MHFA trainings, there is less demand for trainings that are open to the
community as a whole.

Tri-City also conducts Community Mental Health Trainings, which do not require as strict
adherence to the National Council of Behavioral Health. These trainings now are available in
English and Spanish and in muitiple lengths of time to be able to meet a variety of needs and
requests. The year was spent updating the resources portions of the trainings and modifying
them for specific groups. Staff members also collaborated with the Integrated Care Project to
organize and provide trainings for its conference in April 2015.
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HOW MUCH DID WE DO?

# of MHFA’ers Trained Each Fiscal Year
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HOW WELL DID WE DO IT?
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IS ANYONE BETTER OFF: MHFA Training Survey Responses

Participants Report They Can Reach Qut to Participants Who Report Ability to Utilize
Someone Experiencing a Mental Health problem or information/Knowledge Gained into their
Crisis Practice (CMHT)
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IS ANYONE BETTER OFF: SUCCESS STORY

One woman took the MHFA training in Spanish and later revealed to the trainers that her child
has a mental illness. Staff members met with her and her son and were able to connect him to
services. This mother was overjoyed with the resuits of this referral. Her son’s behavior
concerned her, but after taking the class and then referred to the children’s department at Tri-
City, she took her son to an intake with a clinician. At first, her son was reluctant to speak to the
therapist, but now he is active, more communicative, and much more social than before
therapy. He is now more equipped to speak up for himself in school, avoids being bullied and is
able to make friends with more ease than before.
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Stigma Reduction

OVERVIEW

Tri-City’s stigma reduction efforts group into three main efforts: Room4Everyone, Courageous
Minds, and Green Ribbon Week. Room4Everyone is a community wellbeing campaign that
focuses on reducing stigma. The Room4Everyone website includes resources, information, a
pledge, and personal stories of recovery from participants in Courageous Minds. Courageous
Minds is a speakers bureau made up of people living with mental health challenges who are
leading the charge against stigma by sharing their persona! stories to a wide range of
audiences. Green Ribbon Week is part of a national stigma reduction effort and is held during
the third week of March. The Stigma Reduction within Cultural Groups project originally began
as a one-time prevention project in March 2012. The program engages leaders and members of
underserved cultural groups in conversations about mental illness. The purpose is to gather
information to make services more relevant and culturally sensitive to every cultural group and
community and to increase their mental health awareness. This project was completed in June
2015.

ORIGINAL RATIONALE
Reducing stigma is a critical foundation for educating the community about mental iliness,
promoting recovery, and engaging the community’s support.

NOTES ON DEVELOPMENT ¢ PROGRESS ¢ LEARNING

In fiscal year 2014-2015, Tri-City trained two cohorts with a total of 10 participants for
Courageous Minds. With the addition of these new members, the total number of active
Courageous Minds speakers in now 14. Staff members continuously look for opportunities to
integrate clients into events as speakers and in other roles, and they also actively integrate
stigma reduction components into other mental health events. For this year’s Green Ribbon
Week, staff members focused on hosting events and encouraging community members to take
ownership over their own events. This year, one private school and one public school organized
Green Ribbon Week activities and included youth in the planning and implementation of them.

NAMI leads the Stigma Reduction for Cultural Groups project, and during this final year of the
project, they found that more people are accepting the idea of mental health as a medical issue
and are willing to reach out to others and help. All of the engaged groups embraced the call to
stigma reduction, and some will continue to work on stigma reduction on a volunteer basis. In
fact, NAMI has seen an increase in people from these cultural groups at NAMI's general
meetings. The project experienced some challenges this year including leadership transitions at
NAMI and finding appropriate metrics to determine success for the project. The cultural groups
will continue their stigma reduction efforts, but may need continued support from NAMI since
they are still learning a lot about mental health and stigma.
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PROGRAM: Courageous Minds
HOW MUCH DID WE DO?
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PROGRAM: Stigma Reduction for Cultural Groups

Number of Presentations by City per )
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IS ANYONE BETTER OFF?

Participants Who Report an Increase in Participants Who Indicate an increase
Understanding of the Impact of in the Belief that People with
Mental liness in Their Community Mental lliness Can Recover

82%

(N=356)

IS ANYONE BETTER OFF: SUCCESS STORIES

A participant came to Courageous Minds as a Tri-City client. His progress in therapy and
participation in Courageous Minds helped him to see his worth and value in other aspects of his
life. He created a four-minute video to share his journey. This video is a great representation of
hope, purpose, and re-establishing his role in his famity through his recovery.

Another participant joined Courageous Minds as a community partner through an on-campus
advocacy group at a local college. She joined with some hesitation and insecurities about telling
her story publicly when she started, but then she completed more than a dozen presentations.
Recently, she was contacted by a mental health agency to share her story as a part of the
recovery lecture series they host every year.

The Stigma Reduction for Cultural Groups’ Spanish-speaking group took ownership over their
activities, met every two weeks, and large numbers of people attended consistently. NAMI is
developing a support group in Spanish to help them continue their momentum and providing
the support needed so that they will eventually lead themselves.
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Housing Stability Program — PEI-07

OVERVIEW

The Housing Stability Program is designed to help people with mental illness maintain their
current housing or find more appropriate housing. Program staff members work with clients,
mental health service providers, landlords, and property managers to secure housing
placements, mediate conflicts, and strengthen relationships. TCMHS works to prevent
homelessness by going to where the housing is (with landlords and property management
companies) and addressing the needs of housing providers, in addition to consumers. As part of
this project, TCMHS developed a “good tenant” training that addresses landlord expectations,
rights and responsibilities.

ORIGINAL RATIONALE

Stable housing is a necessary foundation to be able to create wellbeing and support a person’s
mental health. Once homeless, it is difficult to provide interventions towards mental health and
wellbeing without first finding stable housing. TCMHS began this program in lanuary 2012. The
intention was to find ways to work with landlords in a cooperative manner, reduce stigma
towards mental iliness, and prevent evictions and homelessness.

NOTES ON DEVELOPMENT « PROGRESS » LEARNING

TCMHS hosted a Housing Summit for approximately 80 property managers and service
providers representing 19 agencies and housing authorities. The Summit featured information
and resources about hoarding and spotlighted the Good Tenant curriculum. The Good Tenant
curriculum is in high demand and could possibly be used as a reasonable accommodation to
prevent evictions. To date, program staff have run four of the courses and graduated 30
participants. TCMHS has been given 12 additional Shelter Plus Care vouchers thanks to their
reputation for how well they work with their tenants. Program staff continues to hold monthly
lunch meetings for landlords and property owners called the Knowiedge Exchange. Seven to ten
people attend each month. These meetings help TCMHS to maintain relationships with them
and helps them feel part of a larger movement that benefits community members.

HOW MUCH DID WE DQ?

168 184

Total Participants

Total Staff Referrals
Served
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IS ANYONE BETTER OFF? A SUCCESS STORY

The owner of a local hotel recently purchased a building complex that includes Tri-City clients.
He has been so impressed with their work at the summit and the quality tenants they provide
that he always asks for more clients and has offered some spaces in his hotel, as well.

COST PER PERSON ESTIMATE FOR FY 2014-15:51,196
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NAMI Community Capacity Building Program — PEI-06

OVERVIEW

The NAMI Community Capacity Building Program consists of two projects: Parents and Teachers
as Allies (PTAA) and the Inter-Faith Collaborative on Mental Health (ICMH). Parents and
Teachers as Allies provides in-service trainings for school professionals and families to help
participants better understand the early warning signs of mental illnesses in children and
adolescents. The intention is that this training will help teachers and family members learn how
best to intervene so that youth with mental health treatment needs are linked with services.
The Inter-Faith Collaborative on Mental Health provides outreach, education and training
opportunities to faith organizations, which are often a first point of contact when individuals
and families seek assistance. Among other activities, the Collaborative conducts outreach
efforts, offers seminars and conferences, and engages a Steering Committee throughout the
year.

ORIGINAL RATIONALE

Schools and faith-based organizations are natural centers for seeking mental health support. In
addition, they are often multicultural and diverse in their membership. Through this project,
NAMI-Pomona Valley Chapter provides education, training, and support to help school
personnel and faith-based community members become better able to accept, identify, assist
and guide persons and families who are at risk of and/or experiencing mental illness in their
lives.

NOTES ON DEVELOPMENT  PROGRESS * LEARNING

PTAA continues to receive positive feedback from teachers and administrators. Three
workshops were conducted in Pomona, one in Claremont, and one in Bonita. More than 125
teachers attended, and other school staff were also encouraged to attend for a total of 226
attendees. Many teachers expressed relief upon discovering resources to help them. For
example, once they learned that denial by parents is a common response, teachers expressed a
willingness to continue to advocate for the child’s mental health and work past the denial. The
project continues to receive requests for more presentations.

The ICMH’s year began with some strategic planning to help keep the group on track
with their mission. They hosted a mindfulness workshop to demonstrate how
mindfulness can help providers and clergy/laity leaders. In March and May 2015, the
Interfaith Collaborative hosted workshops between clergy/laity and providers that were
modeled after the Ground Round case consultations often used in hospital settings.
Prominent speakers such as Richard Van Horn from Mental Health America offered their
perspectives. Lastly, the project organized a well-attended countywide mental health
and faith conference in Pasadena. One of the biggest challenges was continuing to get
good attendance from mental health providers at the events as many of them were too
busy to attend despite a highly successful gathering last year. Other challenges included
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keeping a balance between mental health and faith issues (participant feedback felt it
was too heavily weighted on mental health instead of being balanced).

PTAA: HOW MUCH DID WE DO?
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B FY 2014-15 2263

2000

1500 1365
1000

640
500 140 118 .
0 == =
Claremont La Verne Pomona Unknown/Other Total
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IS ANYONE BETTER OFF: SUCCESS STORIES

PTAA: After one presentation at an elementary school, a teacher came up to the presenters to
express her gratitude. She has mental illness in her own family and often felt broadsided when
she recognized it in her students. She began to attend NAMI meetings and eventually became a

teacher for NAMI courses.

ICMH: One participating church formed a Serenity Group, facilitated by a member who is
trained in Mental Health First Aid. When a member of their congregation presented with
symptoms, they developed a team of people to help and a strategy to intervene. The person
received help and is doing better now.
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Innovation Programs (INN funded)
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Cognitive Enhancement Therapy (completed) - INN-01

OVERVIEW

Cognitive Enhancement Therapy (CET) is a recovery-oriented, evidence-based practice. It assists
individuals diagnosed with schizophrenia and schizoaffective disorders in developing and
enhancing their mental capacities. Enhanced capacities include an increased self-awareness
that encourages self-directed social interactions, greater psychosocial functioning, and
wellbeing. Clients diagnosed with schizophrenia and schizoaffective disorders can improve their
mental stamina and active information processing and learn to function better with and around
other people. The treatment lasts 48 weeks and includes weekly computer sessions, 1:1
coaching and social-educational group sessions. Through this Innovation Project, TCMHS is
testing a modified version of CET to include individuals diagnosed with bi-polar disorder.

ORIGINAL RATIONALE

Medication and treatment options are available in the three cities of Claremont, La Verne, and
Pomona, and these strategies help individuals diagnosed with schizophrenia and bipolar
disorder to better manage their symptoms. These treatment options, however, do not address
the underlying cognitive impairment associated with these illnesses. Addressing cognitive
impairment is central to a person’s recovery and ability to function effectively in life. TCMHS
decided to see if a modified version of CET could be introduced into TCMHS's system of care
and be proven effective in addressing underlying cognitive impairment. If so, it could improve
significantly the system’s overall ability to support successful processes of recovery.

NOTES ON DEVELOPMENT ¢ PROGRESS ¢ LEARNING

The final CET cohort began with eight participants. Weekly sessions were held with clients, and
throughout the year clients participated in group exercises such as “Dragnet and Colombo” and
“Introduce a Guest.” Lecture topics included Building Alliances, Social Cognition, Active
Listening, and Acceptance of Disability. CET officially ended in April 2015 and graduated 4
participants. Of those who did not complete the program, one was transferred to Full Service
Partnership for more intensive support and three dropped out due to the length of the
program. A challenge with this program has always been maintaining consistent participation
and engaging monolingual Spanish speakers, and many of the lessons learned from this
program are being incorporated into the Cognitive Remediation Therapy Innovation program.
Staff also found family participation hard to achieve as many of the clients are from lower
socio-economic backgrounds and do not have a family support system in place. However, for
those who did complete the program, their outcomes were consistent with the results from
other agencies supported by CETCLEVELAND. CET coaches received eight-hour training from
CET Cleveland and at least one supervision/observation session with CET Cleveland trainer
Sharon Shumaker via video conference and at least one personal 1:1 visit.
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FINAL REFLECTIONS AND LEARNINGS

A large number of clients exhibited a reduction in symptoms, and numerous clients participated
in volunteer work as a result of participating in the CET program. Several clients reported
improvements in social function including the ability to establish and maintain romantic
relationships, peer friendships, and improve family support systems. Several clients also
reported increased ability to maintain stable housing as a result of the life skills learned through
CET. After-hours use of on-call systems were reduced and the clients who remained in the CET
program through completion reported increased feelings of engagement and support with their
treatment team and with the agency as a whole. One client was able to obtain volunteer work
at a local religious school and reported using the skiils learned in CET to transition this
volunteer opportunity into paid employment for the first time in several years. This client
stated that the increased feelings of confidence and self-efficacy she gained by completing the
CET program gave her the confidence she needed to successfully venture into the job market.

One of the major limitations to CET at TCMHS was that staff were not able to generalize these
outcomes to all clients. For example, the length of the treatment cycle (12 to 15 months)
precluded some clients from entering the program. Others began CET but were not able to
finish due to symptom severity or lack of motivation to attend twice-weekly treatment sessions.
This posed a logistical problem for TCMHS as new clients were not able to join the program
after groups had been in session for a certain length of time. In the end, this resulted in a very
low staff-to-client ratio and posed a concern with the financial sustainability of the project after
funding ended.

Lessons learned after implementation:

e Having backup staff trained in the procedure will reduce time delays to staff turnovers.

e Having a Tri-City staff member who is a certified trainer in the CETCLEVELAND
curriculum would have reduced reliance on CETCLEVELAND to provide a trainer to train
new staff. Recommend to send lead clinician to “train-the-trainer” instruction so future
trainings can be offered in-house.

¢ Having an in-house IT staff member trained in the equipment and basic understanding
of the program was necessary.

¢ Being unable to add clients after the program began severely limited the completion
rate.

o Offering transportation to clients was necessary for some clients to be able to
participate.

¢ Ongoing outreach of potential clients may be necessary in order to sustain sizable
cohorts since the program’s current protocols prohibit adding members once a program
has begun.

A copy of the final report of this project is included as Attachment E.
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HOW MUCH DID WE DO?
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IS ANYONE BETTER OFF: SUCCESS STORY

The Quality of Life Questionnaire was used to ask participants about their degree of enjoyment
and satisfaction with daily life. Respondents were asked to answer questions in nine categories:
physical health, feelings, work, household duties, school/coursework, leisure activities, social
relations and general activities. They were asked to rate their experiences in each category on a
scale of very poor to very good. A higher score indicates a higher level of quality of life.

Results:

50% of the clients improved their physical health scores from the pre to post test.

60% of the clients improved their scores of feelings about their quality of life from pre to
post test.

73% of the clients improved their scores of household duties from the pre to post test.
36% of the clients improved their scores of leisure time activities from the pre to post
test.

47% of the clients improved their scores of social relations from the pre to the post test.
Results for work and school/coursework were too small of a sample size to be analyzed.

COST PER PERSON ESTIMATE FOR FY 2014-15: $33,451
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Integrated Care Project (completed) — INN-02

OVERVIEW

The Integrated Care Project (ICP) aims to create a model of integrated care among providers
with a shared commitment to recovery and weliness. The project engages people representing
physical health, substance abuse, and mental health providers in the Tri-City area, including
formal leaders, medical providers, receptionists, administrative staff, and individuals who
receive services. The focus is to strengthen relationships and create shared understanding and
knowledge among participants in order to transform existing policies and procedures toward a
mare fully integrated system of care. Put differently, the project seeks to identify and challenge
existing paradigms that fragment care among providers of physical health, substance abuse, and
mental health services.

ORIGINAL RATIONALE

Most counties have systems to facilitate working across health and substance abuse
departments, e.g., regular cross-departmental meetings. TCMHS as a Joint Powers Authority
has not had similar facilitative structures. This project intended to create formal opportunities
to bring together representatives from physical health, substance abuse, and mental health
systems in service of creating a truly integrated system of care.

NOTES ON DEVELOPMENT = PROGRESS * LEARNING

For the final year of this project, the Integrated Care Project {ICP) members participated in the
American Cancer Society’s annual campaign to quit smoking. More than 75% of ICP
participants reported being able to use the smoking cessation material provided to start a no-
smoking campaign or increase overall awareness at their agency. For ICP members, Tri-City
hosted a Motivational interviewing Training, a counseling approach used to engage a client’s
intrinsic motivation to elicit behavior changes. Tri-City also hosted a meeting of psychiatrists
from Tri-City and doctors from Pomona Valley Hospital to discuss projects that would facilitate
communication between the two organizations and shared community resources available for
each other’s patients.

When the ICP project ended in June 2015, the eleven core members expressed an interest in
continuing to collaborate. Going forward, the members will merge with a group similar to ICP in
a neighboring agency. It is the goal of ICP members to take what they learned and maintain the
relationships established. In fact, one of the key lessons learned was that in-person, face-to-
face relationships were critical to their success in integrating care systems.

The Panel Member Advisory Panel (PMAP), a Tri-City consumer group, focused on increasing its
membership, resulting in an increase from three members to twelve who participated
consistently for the last six months. One of the key pieces of information they contributed to
the ICP was that transportation is critical to being able to maintain their doctor appointments.
They said that if the city offered cab service or other transportation they would utilize health
care services more often. PMAP members heard from speakers such as NAMI, Community
Navigators, and Therapeutic Community Gardening. Members also got involved in Tri-City
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events such as the No Smoking Campaign, Green Ribbon Week, and job fairs. Ninety percent of
the PMAP participants also want to continue to meet, and will participate in other Innovation
projects such as the Employment Stability Project.

One major challenge is that each agency has so much to offer that we needed a centralized way
to communicate services and events to providers and clients. An email blast seemed too
cumbersome, and the group was unable to decide on a suitable medium. Members of PMAP
expressed preference for a book or some other physical product for them to reference.

FINAL REFLECTIONS AND LEARNINGS

The Integrated Care Project (ICP) took on the task of trying to create greater inter-agency
collaborations. Tri-City is the mental health authority for the cities of Pomona, Claremont and
La Verne and it was the intention to recruit providers not only across different disciplines but
also across different geographic areas. A total of 24 organizations participated over the course
of the project with representation from physical health, substance abuse, mental health and
community groups. Eleven of the 24 organizations maintained consistent participation
throughout the length of the project and Tri-City was very satisfied with this level of
involvement. The relationships formed among the providers are likely to be one of the most
valuable achievements from this project. Because of the length of the project, some members
were able to interact with each other over a period of months and even years and these
relationships will have a lasting impact and inspire additional improvements in client services.

ICP was successful in building collaborative relationships, which resulted in successful
community events such as the ICP Health Fair at Pomona First Baptist Church and the ICP
Conference at Western University.

The ICP Health Fair provided free services to the community such as healthcare and substance
abuse screenings, community resources, outreach opportunities for the diverse agencies and
providers, education on smoking cessation, kidney and diabetes awareness, and understanding
mental health crisis.

The ICP Conference at Western University offered professional speakers on diabetes, mental
health, adverse childhood experiences and co-occurring disorders. The conference offered
professionals in physical health, substance abuse, and mental health agencies an opportunity to
network and learn their different disciplines. Some of the feedback received from the
conference at Western University requested that the conference be held as an annual event
where different disciplines such as homeopathy or eldercare could be explored. The ICP group
has elected to continue on after the end of the project so this provider conference may have
planted a seed that can grow into more of a community collaboration.

The Tri-City Panel Member Advisory Panel (PMAP) revealed an active level of engagement from

consumers that proved to be a valuable source of information. The consumers of services have
firsthand knowledge of the challenges in navigating the healthcare system. Being able to sit in
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on healthcare provider panels and voicing their concerns, knowing their opinions were being
heard directly by the providers of those services, proved very empowering for the PMAP
participants. It was from these candid conversations that a better understanding of the process
of delivering services and the importance of the providers having peer relationships began to
form.

A copy of the final report of this project is included as Attachment E.

HOW MUCH DID WE DO?
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Organizations

Meetings of the ICP
Committee in 2014-2015

IS ANYCNE BETTER OFF: SUCCESS STORIES

The final milestone of the ICP was an integrated health conference held on April 8, 2015. ICP
members collaborated on the conference, which was hosted at Western University. The
conference included ICP members and health care providers from the surrounding area. An
audience of more than 70 health care professionals and community activists attended to hear
speakers present on diabetes, co-occurring disorders, and adverse childhood experiences.

A staff member at Tri-City who was a long-term smoker participated in the no-smoking project
initiated by ICP. Using the tools and help-lines provided this person was able to quit smoking
cigarettes and is currently one-year smoke free.
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Cognitive Remediation Therapy Project (in progress) — INN-03

OVERVIEW

The project integrates two existing evidence-based practices, Cognitive Enhancement Therapy
and Cognitive Behavioral Treatment for Psychosis (CBTfP) that elsewhere have been
administered independently, each addressing one part of a client’s interrelated cognitive
impairment and psychotic symptoms. This project tests an approach to treating the whole
person who experiences psychotic iliness with an innovative combination of treatments to
address both their cognitive impairment and psychotic symptoms. By combining the two types
of treatment approaches, TCMHS hopes to support and accelerate the client's progress toward
wellness. The educational approach that is embedded in the program helps participants cope
with the self-stigma that can often be associated with mental illness, helps them move toward
self-acceptance, and to become realistically hopeful about their recovery.

ORIGINAL RATIONALE

This project builds on what was learned in an earlier TCMHS Innovation project, the Cognitive
Enhanced Therapy (CET) form of cognitive remediation. Through TCMHS's CET project (which
was completed in March 2015), TCMHS has learned that cognitive remediation can have a
positive impact on cognitive functions for clients with psychosis; however, this approach does
not address or reduce symptoms of psychosis (e.g. hallucinations, voices, worry-filled thinking
style, etc.).

In contrast, Cognitive Behavioral Treatment for Psychosis (CBTfP} offers an evidence-based
approach to reduce symptoms, improve personal and social functioning, develop highly
effective problem solving strategies, and restore energy and enjoyment in life. CBTfP (not
currently offered at TCMHS) has been tested extensively and has been shown to be effective for
a wide variety of emotional and behavioral issues, but it does not improve cognitive
functioning.

This innovation proposes to combine the two types of treatment approaches to address the
client as a whole person, supporting and accelerating their progress toward wellness.

NOTES ON DEVELOPMENT » PROGRESS = LEARNING

During FY2014-2015, the lead CRT therapist began work on designing a curriculum based on
CET, CBTfP, and lessons learned through the previous Innovation project, Cognitive
Enhancement Therapy. However, this therapist subsequently resigned and a new therapist was
hired. Based on the complexity of this project, it was determined that success would be
predicated on the new therapist receiving adequate training in Cognitive Enhancement Therapy
and Cognitive Behavioral Treatment for Psychosis, as well as the opportunity to become
familiar with lessons learned from the recently completed CET project. In December 2015, Tri-
City Mental Health notified the Mental Health Oversight and Accountability Commission that
this project has been delayed and it is anticipated that the Cognitive Remediation Therapy (CRT)
project will resume in June 2016 and be completed by June 2018.
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Employment Stability Project (in progress) — INN-04

OVERVIEW

Inspired by the success of the Housing Stability Project, this project seeks to build new relationships,
understanding, and activities that will effectively incorporate employers into the system of care.
First, the project will take some time to learn the perspectives of the people involved by engaging
employers and clients in discussions on mental health and employment topics. Next, the project will
break harmful beliefs and barriers in clients” own thinking about employment and address the
clients’ self-stigma. We will develop a “good employee” curricutum that will build skills that are
attractive to employers and help remove self-stigma among clients who may believe they lack the
ability to be a good employee. Topics such as how to properly communicate in the workplace and
how to follow the chain of command will be addressed. Understanding the chain of command and
hierarchies at work was a suggestion made by the employer cohort as an important skill for TAY
{millennial) aged employees to learn,

ORIGINAL RATIONALE

The purpose of this project is to expand and strengthen the system of care by focusing on ways that
employers and TCMHS can work together to: 1) identify mental health needs; and 2) provide
assistance in ways that allow TCMHS clients and others to access employment. The project expands
on the effective employment support already offered by TCMHS staff and volunteers, building
beyond the support for employees, to work now with employers to create a healthier work
environment, more openness to hiring and retaining employees with mental health challenges, and
successfully supporting employers when faced with employees who are experiencing significant
symptoms of mental distress or illness.

NOTES ON DEVELOPMENT » PROGRESS » LEARNING

In October 2014, Tri-City hosted a local job fair where participating employers were introduced to
the Employment Stability Project (ESP). During this event, these business owners were invited to
become part of a cohort to provide feedback regarding this project. Another event, the Career and
Workforce Development Task Force Meeting, provided ESP staff with the opportunity to network
with other employment-related specialists and encourage their participation in the Employment
Stability Project.

In an effort to provide support and expertise to this project, an Employment Specialist from the
Wellness Center was assigned to the ESP project. In February 2015, ESP staff attended the California
Placement Association’s Pathways to Employment Conference in San Luis Obispo. Trainings offered
during this conference included techniques to engage businesses, leveraging social media and how
to host a successful employment conference.

Lastly, two employer luncheons were hosted by TCMHS during FY 2014-2015 and attended by a
cohort of 8 members and 4 members respectively. The purpose of these luncheons was to
collect input from attendees on how Tri-City could best engage local businesses and encourage
interest in the Employment Stability Project. From the feedback received, the idea of hosting an
employer conference with educational speakers was agreed upon. Planning efforts are now
underway for the second Employment Stability Conference scheduled for late spring 2016.
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Workforce Education and Training Programs (WET
funded)

Bd



Workforce Education and Training (WET)

OVERVIEW

The activities undertaken through the Workforce Education and Training {WET} plan develop a
mental health workforce that is based in the Recovery model and can fulfill the promise of
MHSA. TCMHS considers the public mental health workforce to include professional clinical staff
providing treatment services, staff who provide wellbeing supports, and volunteers and
caregivers, both with and without compensation. This WET plan is comprised of two primary
objectives: 1) to develop a systematic and sustained approach to training and learning, and 2) to
develop a deeper pool of volunteers and future employees who have a realistic understanding
of community mental health.

ORIGINAL RATIONALE

The objective for a more systematic and sustained approach to training and learning arose out
of dramatic agency growth that required staff to be able to manage complex and diverse
programs that have outpaced informal methods of training and learning. The objective to
create a deeper pool of volunteers and future employees arose out of an empbhasis that
encourages the community to support each other's wellbeing and educates young people
about community mental health approaches.

NOTES ON DEVELOPMENT » PROGRESS = LEARNING

As part of the development of a strategic learning plan, TCMHS hired consuitants to investigate
an e-learning system. The consultants did not recommend purchasing existing e-learning
systems off the shelf, but rather to utilize our existing website and add on learning modules as
needed. Later, TCMHS began to catalog existing learning resources and develop a database
system to track training and professional development opportunities. TCMHS hosted several
Lunch & Learns for staff and volunteers.

TCMHS developed the W.I.S.H. {(Working-Independence-Skills-Helping) Program where clients
could participate in an eight-week training program to become volunteer lobby room greeters
at Tri-City’s Garey clinic and Wellness Center. The project was an opportunity for them to gain
some experience with general employment skills such as greeting guests, tidying the lobby, and
distributing information. Many of the clients never had a job or had not worked in more than
20 years. All seven enrolled participants completed the training.

Much of the year was spent standardizing the process to become a volunteer. The WET
coordinator looked for potential volunteers with a real interest in the mental health field by
going to local colleges (many of them have service learning requirements for their students}.
Volunteers were placed with the Wellness Center, Peer Mentoring program, Therapeutic
Community Gardening, and Community Navigators at first. Later, volunteers could also be
placed with TCMHS' clinical services and WET programs. All volunteers were screened through
an interview process with the WET coordinator, who matched up the velunteers' interests with
program coordinators’ needs. One of the challenges from this year was managing the large
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number of volunteer applications received. Of these 85 applications, 39 applicants became
volunteers.

HOW MUCH DID WE DO?

3,347 77

Volunteer Hours trainings, conferences, and
2014/15 educational opportunities
funded for staff in 2014/15

HOW WELL DID WE DO IT?

39 2 385

# of volunteer
applications 2014/15

# of applicants became # of volunteers became
volunteers 2014715 staff 2014/15

IS ANYONE BETTER OFF: A SUCCESS STORY

One graduate of the W.1.5.H. program is now pursuing her higher education degree and
attributes her success in life to the programs and volunteer time at Tri-City.



Capital Facilities and Technology Needs Programs (CFTN
funded)
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Capital Facilities and Technology Needs Plan (CFTN)

OVERVIEW

Tri-City’s CFTN Plan was launched in two phases: 1) technology in 2013-14, and 2) capital
facilities in 2014-15. This summary focuses on plans to create greater access to technology, to
support empowerment for mental health service recipients and providers, and establish a
higher level of program monitoring and outcome analysis. Three technology projects were
developed: 1) Improving Electronic Health Records and Systems Enhancement, 2) Consumer
and Family Access to Computing Resources, and 3) Program Monitoring and Service Outcome
Support. In keeping with key goals of MHSA to modernize and transform the mental health
service system, the projects also include training needed to effectively utilize new resources.

The second phase of the CFTN plan focuses on providing suitable space to accommodate Tri-
City's growing MHSA workforce. The distribution of these funds includes purchasing an existing
building and its surrounding parking area, in addition to allocating funds to cover the estimated
costs to conduct needed improvements on the building and surrounding space.

ORIGINAL RATIONALE

Four themes emerged out of the CFTN planning process: 1) the need for increased availability
of service data upon upgraded technical assets; 2) the need for easier methods to gather,
collect, and analyze data; 3) the need for data collection for reporting on the impact of mental
heaith and community support services provided throughout the system of care; and 4) a
requirement for more interoperability between mental health providers and programs.

The first project seeks to establish a more integrated information system with increased and
upgraded systems infrastructure and modernized administrative and clinical processes such as
clinical charts and billing systems. The second project will allow placement and upgrade of
computers, technical support and training in easily-accessible, client and family areas of Tri-City
service locations such as the computer lab and lobbies. Computers are currently available in the
computer lab at the Wellness Center but the lobby locations are still pending. The third project
aims to collect measurable data using updated systems on existing and new programs to
improve quality of care and cutcome tracking and to identify areas of opportunity.

In preparation for the second phase of the Capital Facilities Plan, TCMHA worked with
community stakeholders to explore options for building and/or purchasing the space needed to
house the approved MHSA programs and staff. The discussion and consensus was to purchase a
building in close proximity to one of the sites TCMHA already owns. The intent was to promote
the integration of the services created under MHSA that now make up the TCMHA system of
care.

NOTES ON DEVELOPMENT * PROGRESS * LEARNING
In the first project, which focuses on modernizing Tri-City’s infrastructure, TCMHS upgraded
several key pieces of equipment such as phone systems, network infrastructure hardware, and




audio visual equipment in conference rooms that are frequently used by staff and community.
Upgrades were also made to improve the Internet firewall system, electronic mail archiving,
electronic mail security, data circuit connections, and network software to help keep user
accounts updated and maintained. The second project, which focuses on improving consumer
and family access to computing resources, responded to consumer feedback and requests,
resulting in updated Wi-Fi network connections at the Wellness Center to improve speed and
increase security. The third project, which focuses on program monitoring, is primarily being
maintained by the Quality Improvement and Best Practices Department with technical support
from this plan as needed.

The second phase of this plan was initiated in 2015 when Tri-City Mental Health Authority
posted a Capital Facilities and Technology Needs plan update requesting CFTN funds to
purchase an existing building intended to house Tri-City’'s expanding MHSA programs and
workforce. The building selected is located at 2001 N. Garey Avenue, Pomona CA 91767 and is
in close proximity to the current Tri-City clinic. Completion of renovations is scheduled for
Spring 2016. Once renovations are completed, this building will serve as a permanent office for
MHSA staff.
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MHSA County Fiscal Accountability Certification
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MHSA COUNTY FISCAL ACCOUNTABILITY CERTIFICATION

County/City: Tri-City Mental Health Services
Three-Year Program and Expenditure Plan
v Annual Update
Annual Revenue and Expenditure Report

Local Mental Health Director County Auditor-Controller/City Financial Officer
Name: Antonette {Toni) Navarro Name: Diana Acosta
elephone Number: (909) 623-6131 Telephone Number; {909) 451-6434
-mail: anavarro@tricitymhs.org E-mall: dacosta@tricitymhs.org
Local Mental Health Mailing Address: 1717 N. Indian Hill #8, Claremont, CA 91711

| hereby certify that the Annual Update is true and correct and that the County has complied with all
fiscal accountability requirements as required by law or as directed by the State Department of Health
Care Services and the Mental Health Services Qversight and Accountability Commission, and that all
expenditures are consistent with the requirements of the Mental Health Services Act {MHSA), including
Welfare and Institutions Code (WIC) sectlons 5813.5, 5830, 5840, 5847, 5891, and 5892; and Title

9 of the Californla Code of Regulations sections 3400 and 3410. [ further certify that all expenditures are
consistent with an approved plan or update and that MHSA funds will only be used for programs
specified in the Mental Health Services Act. Other than funds placed in a reserve in accordance with an
approved plan, any funds atlocated to a county which are nat spent for their authorized purpose within
the time period specified in WIC section 5892{h), shall revert to the state to

be deposited into the fund and available for countias in future years.

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

Antonette (Toni) Navarro Q/‘I_ Z M 4 6[/6/ / (9

Local Mental Health Director (PRINT) Signature Date

! hereby certify that for the fiscal year ended June 30, 2015, the County/City has maintained an interest-
bearing local Mental Health Services (MHS) Fund {WIC 5892(f}); and that the County's/City's financial
statements are audited annually by an Independent auditor and the most recent audit report is dated
for the fiscal year ended June 30, 2015. ) further certify that for the fiscal year ended June 30, 2015, the
State MHSA distributions were recorded as revenues in the local MHS Fund; that County/City MHSA
expenditures and transfers out werse appropriated by the Board of Supervisors and recorded in
compliance with such apprapriations; and that the County/City has complied with WIC section 5891{a),
in that local MHS funds may not be loaned to a county general fund or any other county fund.

I declare under penalty of perjury under the laws of this state that the foregoing, and if there is a
revenue and expenditure report attached, is true and corract to thegjbest of my knowlegge.

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