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Prevention and Early Intervention Report
IMPLEMENTATION OPPORTUNITIES

California’s Mental Health Commission report, Well and Thriving, details a conceptual
framework to instill a shared vision that guides prevention and early intervention in mental
health, including four recommendations to advance that vision. Below are a series of short-
and long-term action steps for the Commission to implement these recommendations. In
addition to these actions, the Commission’s immediate next step is to develop a process,
informed by its Well and Thriving framework, for potentially establishing new priorities for
programs funded by Prevention and Early Intervention component of the Mental Health
Services Act.

RECOMMENDATION ONE

The Governor and Legislature should establish a state leader for prevention and early
intervention charged with establishing a statewide strategic plan for prevention and early
intervention - with clear and compelling goals tied to global standards of wellbeing that are
centered in equity, diversity, and inclusion.

CommissionAction Steps:

I. Champion the designation of a state-level prevention leader and support the formation
of a prevention and early intervention advisory body.

[l. Educate public and private partners on global standards of wellbeing and how they
apply to Californians, including the value of diversity, equity, and inclusion in those
standards.

lll.  Work with the administration to identify a full array of opportunities consistent with
prevention and early intervention around structural racism, economic stability,
employment, housing, transportation, environmental policy, and other conditions and
systems impacting welling.

IV. Workwith state and local partners including California’s Reducing Disparities Project
and the newly established Racial Equity Commission to support awareness and
application of opportunities to achieve equity, diversity, and inclusion through
prevention and early intervention and related initiatives.

V. Develop and document examples of tools and strategies including fiscal incentives,

local planning, technical assistance, training, research, and other strategies to support
implementation and progress of prevention and early intervention initiatives.



Draftv.1 January 3,2023

VI. Develop metrics, identify opportunities around data systems, and monitor progress of
prevention and early intervention and related strategies in pursuit of global wellbeing
standards.

RECOMMENDATION TWO

The State’s strategic approach to prevention and early intervention must address risk factors
- with particular attention on trauma - and enhance resiliency, by addressing basic needs
and bolstering the role of environments, cultures, and caregivers in promoting and protecting
mental health and wellbeing across the lifespan for individuals, families, and society at large.

CommissionAction Steps:

I. Documentlocal processes for assessing community needs and prioritization of local
funds and offer technical assistance to strengthen that process to better address
disparities in communities.

[l. Enhance awareness of the value of community environmentsin promoting mental
health resilience and strategies for promoting healthy lifestyles, social cohesion, and
belonging, including community defined evidence practices.

[ll.  Work with partners to betterunderstand and improve strategies to respond to the
mental health impacts of natural disasters, extreme climate conditions, pandemics,
firearm violence, and related community-level traumas, with a focus on reducing
disparities.

IV. Highlight opportunitiesto strengthen the role of caregivers of children, aging adults,
and people with disabilities and their ability support others in ways that are effective,
sustainable, and reduce future costs.

V. Consistent with data monitoring strategies described above, identify metrics and
opportunitiesto measure and track indicators of mental health risk and resilience in
communities, with an emphasis on disparities.

RECOMMENDATION THREE

The State’s strategic approach to prevention and early intervention must promote mental
health awareness and combat stigma by ensuring all people have access to information and
resources necessary to understand and support their own or another person’s mental health
needs.

CommissionAction Steps:
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Continue its partnership with the Governor’s Child and Youth Behavioral Health
Initiative and support its digital tools and related public awareness strategies focused
on Californians aged 0-25, and work to extend those efforts to enhance mental health
awareness and support for all Californians through strategies that are inclusive of age,
culture, language, and LGBTQ+ identities.

Partner with private public leaders, such as employers, law enforcement, and
educators, to identify and develop mental health information, training, curricula, and
otherresources to enhance awareness and reduce stigma among marginalized and
underserved populations and in strategic settings.

Consistent with data monitoring strategies described above, identify metrics to track
public awareness and stigma related to mental health among California’s diverse
communities, including the impact of current initiatives in youth and school mental
health, suicide prevention, and workplace mental health, amongothers, with an
emphasis on disparities.

RECOMMENDATION FOUR

As part of its approach to prevention and early intervention, the State must guarantee all

residents have access to behavioral health screening and an adjacent system of care that

respects and responds to California’s diverse communities and their mental health needs.

CommissionAction Steps:

Increase support for the California’s Child and Youth Behavioral Health Initiative and its
effortsto enhance behavioral health screening and services for California’s 0-25
population and expand those initiatives to support people of all ages, including older
adults.

Provide training and technical assistance to support implementation of cultural
competency standards during behavioral health screening and services, and promote
the inclusion of all underserved populations, including LGBTQ communities, in those
standards.

Partner with CDPH to understand the lessons learned through California’s Reducing
Disparities Project and the efficacy of Community Defined Evidence Practices and other
promising strategies to reduce behavioral health disparities.

Consistent with its data monitoringinitiatives described above, explore opportunities
and metrics to monitor access and outcomesrelated to behavioral health screening and
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services on an annual basis, including but not limited to MHSA-funded initiatives, with
an emphasis on disparities.

To support these efforts, the Commission may need to seek additional authority and
resources through the state’s legislation and budget processes.



s 10 I\

Mental Health Services
Oversight & Accountability Commission

Prevention and Early Intervention Project
Final Report Draft V.1 Written Public Comment

Submitted to the Commission on or before September 1, 2022

| think every CA school should have Advancing Parenting's bumper stickers on the office
counter so folks can choose one for their cars. Also, the bumper stickers should be given away
at meetings and events that support children's health.

I know bumper stickers are low tech and low brow, but they are an in-demand and effective kind
of public health messaging tool. Just one will be read thousands of times.

More than one hundred CA schools and organizations are already on the waiting list for sets of
our stickers.

Advancing Parenting is a Camarillo, CA nonprofit organization. Visit
www.advancingparenting.org.

- David Dooley

Thank you. | have just read through the Well and Thriving PEI report. Thank you for including
home visiting and working with families who have young children as key intervention strategies.
| do supervise a very small MHSA PEI program in Merced County and we serve children ages
birth-five and their families. It has always been an uphill battle to advocate for the needs of
these families and try to explain the science behind this. Your report wraps it up perfectly. | hope
to see more funding allocated to support at-risk families before severe illness develops. Thank
you for getting it!

- Monica Adrian

| hope there's a renewed focus on Medi-Cal to make it more marketable to private practitioners.
Many providers will not accept Medi-Cal clients because clients frequently do not show up for
appointments. We cannot bill clients for missed sessions, nor does Medi-Cal reimburse for
missed sessions. This is not an inviting business model for mental health private practitioners
who will lose money on missed sessions. If Medi-Cal were to reimburse for missed sessions,
since clients cannot be charged, this would likely provide Medi-Cal recipients with a wider
variety of options besides CBOs for their mental health care.

Furthermore, MFTs are not permitted to treat Medicare clients, which is also a gap that could be
fixed if Congress would pass two of the laws going through congress to permit MFTs to treat
Medicare clients; thus providing more Medicare clients with access to a wider range of mental
health practitioners.

| hope this was helpful.
- Deborah Licurse, MFT


http://www.advancingparenting.org/

It is essential to prevention and early intervention for the seriously mentally ill who would
otherwise end up in jail without adequate care and treatment that they be treated by qualified
professional staff in locked high quality psychiatric facilities when needed. The following in my
view as a concerned citizen should be recommended to make available for these purposes the
massive annual funds raised by the tax authorized by the MHSA:

1. Amend Welfare and Institutions Code section 5801(b)(9) to add: "Programs and/or
services provided with Mental Health Services Act funds shall be designed for voluntary
and involuntary participation. 9 California Code of Regulations section 3400(b)(2) is
expressly declared inconsistent with and contrary to law in stating that programs and/or
services provided with Mental Health Services Act funds are designed for voluntary
participation to the exclusion of involuntary participation."

2. Amend Welfare and Institutions Code section 5891(a) after the first sentence thereof to
add these two sentences to the section: "Programs and/or services provided with Mental
Health Services Act funds shall be designed for voluntary and involuntary participation. 9
California Code of Regulations section 3400(b)(2) is expressly declared inconsistent with
and contrary to law in stating that programs and/or services provided with Mental Health
Services Act funds are designed for voluntary participation to the exclusion of involuntary
participation."

3. Alternatively to amending W&l Code sections 5801(b) and 5891(a), issue a proposed
regulation for public comment amending 9 California Code of Regulations section
3400(b)(2) to read, “Programs and/or services provided with Mental Health Services Act
funds shall be designed for voluntary and involuntary participation.”

| write strictly as a concerned citizen who has had a seriously mentally ill family member. As a
retired attorney, | am not authorized to practice law and am not holding myself out as available
to provide attorney services. Nothing herein should be construed as legal advice. My
suggestions should be reviewed with a practicing attorney.

- Daniel O. Jamison

Thank you for the work on this report and the comprehensive approach to prevention and early
intervention.

My comment is that | feel the report and the state’s strategy should move beyond an important —
but overly broad — focus on “depression and anxiety” to specifically address mental health
conditions that develop in children, youth and teens. My experience comes from losing my 14-
year-old daughter to Borderline Personality Disorder (BPD) and suicide.

The medical establishment has recently agreed that BPD can begin in adolescence. The latest
version of the DSM (DSM-5) has a provision for diagnosis of BPD in people under 18 years old.
Some clinicians have moved away from the DSM, relying instead on the World Health
Organization’s International Statistical Classification of Diseases and Related Health Problems
(ICD). The ICD-10, the 10th edition of the ICD, became effective October 1, 2019. Its concise
definition of BPD includes this, “Severe personality disorder that develops in early childhood;
characterized by a lack of control of anger, intense and frequent mood changes, impulsive acts,
disturbed interpersonal relationships, and life-threatening behaviors.”

While the DSM-5 and the ICD-10 make it clear that BPD develops in early childhood, nearly all
of the mental health professionals we encountered espoused the outdated belief that BPD



doesn’t occur in children and teens and would not diagnose our daughter (and therefore she
didn’t receive the treatment she needed). The National Institute of Health summarizes the issue
this way, “Recognizable symptoms and features of BPD appear during adolescence. However,
there has been resistance to diagnose or research this disorder prior to adulthood because of
clinical lore that BPD is a long-standing iliness and that personality traits are not stable until
adulthood.”

California’s PEI strategy should specifically address the stigma and misinformation that
continues to keep young people with BPD (and other serious mental illness) from receiving the
life-saving services and supports they need.

- Harry Bruell

Some of the issues that | would like to improve:

e Increase funding for operations and QI services for CBOs, especially those contracted
with Los Angeles County Department of Mental Health. Many CBOs lack good
management, customer services, and quality improvement services. More audits need
to be completed to help organizations identify strength and weaknesses.

e Increase salary and benefits for clinicians for recruitment and retention. Offer more loan
forgiveness and incentives.

o Offer good compensation for clinicians who speak other languages, especially those
who work with CBOs.

e Investin good customer service and Ql.

o Improve streamlining access to PEI funds by helping contracted CBOs with operations
and reducing bureaucracy.

e Invest in good mental health pipeline projects/ programs. Many organization are closing
because they do not have clinicians.

- Carmen Perez

Dear Ms. Patterson and MHSOAC Leadership,

Thank you for the opportunity to review and provide comments on the PEI draft report, Well and
Thriving: Prevention and Early Intervention in California. My name is Janet Frank and | am a
Faculty Associate with the UCLA Center for Health Policy Research, and an appointed
commissioner to the California Commission on Aging. My educational background includes a
master’s in gerontology from the University of Southern California and a doctorate in public
health from the University of California, Los Angeles. | served as principal investigator for a
MHSOAC-funded project from 2014-2018 that focused on the MHSA impact on services to older
Californians (14MHSOACO016). My comments below represent my individual viewpoint, not that
of either UCLA Center for Health Policy Research or the CCoA.

| would like to applaud the Commission for their hard work and the inclusive focus of the report,
specifically, the whole community approaches, calling out issues of root cause and inequities,
the use of a population health approach and a life course perspective. | also appreciated that
the report addresses outreach, workforce development, use and expansion of data, integrated



care and racial, ethnic, socioeconomic and other disparity issues. The framing of the report is
spot-on, given the above comprehensive focus.

However, as an advocate for older adults, | am concerned that the report missed a number of
opportunities to focus on important issues of this vulnerable population group. SB 1004
includes older adults as a priority population in need of expanded services and PEI programs. |
know from years of working in the field of aging, that the words “prevention” and “older adults”
are not often paired. Yet, older adults with behavioral/mental health problems benefit greatly
from prevention. | was so glad to see the three types of prevention called out in the report — and
older adults benefit from every type: primary, secondary and tertiary prevention. | would never
want to pit one age group against another, and | totally agree that children and youth are very
important population groups for mental health prevention programs. But let’s not forget about
older Californians, soon to be 20 percent of our state’s population.

That said, | believe there are ways to adjust the report to provide a more balanced discussion of
PEI needs and program and policy opportunities across the lifespan. Actually, let’s start with
the photos associated with the report and the flyer inviting comment. Please consider a more
intergenerational approach, rather than showing a family with young children (kudos for
selecting African Americans). We know language is important, and | noted in the report that
words depicting youth (children/child/youth/young) were included 269 times; whereas older
adults (adults over 60, aging adults) were mentioned 16 times). Of the 20 boxed “Opportunity
Spotlights”, seven focused on children’s programs/issues and one on older adults. The report
tilts in the direction of much focus on the younger age groups, and little on adults and older
adults.

In addition, there are places to strengthen the report by calling out issues and programs for
older adults. For example, on page 22 in the discussion of the possibility of state standardized
data, such as a uniform data set, part of our MHSOAC work identified assessment and outcome
data most appropriate for older adults behavioral health data (Policy Brief: Mental Health
Services for Older Adults: Creating a System That Tells the Story ). On page 53, inconsistent
mental health screening could certainly include a nod to issues about older adult screening
discussed in our work. Depression is one of the most prevalent mental health problems for
older adults, and there are a number of evidence-based programs that have shown very positive
outcomes (e.g. IMPACT, PEARLS, Healthy Ideas) that are being delivered as prevention
programs through health care clinics and aging network providers.

Other areas of the report would be enriched by including some examples and data about older
adult behavioral health issues. In discussing the need to expand the behavioral health
workforce, our older adult workforce study was cited, but not discussed (citation 565, California's
Behavioral Health Services Workforce Is Inadequate for Older Adults). The need for workforce
development regarding the special issues of older adult behavioral health is critical. In
discussing the basis of discrimination, age should always be included as a factor (page 31,
1.2b) since ageism continues to be a major issue. Older adult suffering and increased isolation
during Covid-19 should be highlighted on page 31 when Covid is discussed. | believe the
headers that focus on childhood trauma and childhood poverty do not embrace the inclusive life-
course framing at the outset of the report. Some of the poorest and most vulnerable people in
California are older adults from racial and ethnic minority groups, living in rural areas, are from
immigrant and/or LGBTQ+ groups, and the report should also highlight these disparities and
challenges to mental/behavioral health services.
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For additional resource material, | wanted to share our study’s deliverables/reports housed at
the MHSOAC (14MHSOACO016), one of which was a secondary analyses of data about older
adult programs and services, many funded by MHSA that might be very helpful. In addition, we
have these products available on the UCLA Center for Health Policy Research website, links
provided here for easier access:

e Fact Sheet: California's Public Mental Health Services: How Are Older Adults Being
Served?

e Policy Brief: Older Californians and the Mental Health Services Act: Is an Older Adult
System of Care Supported?

o Policy Brief: Mental Health Services for Older Adults: Creating a System That Tells the
Story

e Fact Sheet: Servicios publicos de salud mental en California: ;, Como estan siendo
atendidos las personas de tercera edad?

o California Mental Health Older Adult System of Care Project Deliverable 4 Report: Focus
Groups

e Promising Older Adult Mental Health Programs
e Fact Sheet: MHSA and Older Adult Study Policy Recommendations
e California Mental Health Older Adult System of Care Project

Thank you for this opportunity to provide feedback to improve the life course perspective of the
report, and include a bit more focus on issues of prevention for older Californians. The report
framing and the four recommendations are excellent and will greatly improve prevention
services throughout California for all age groups. Please let me know if | may provide any
additional information. Below is my contact information.

- Janet C. Frank, DrPH

Dear Commission,

| would like to thank you for the work you are doing re: transforming the PEI component of
MHSA. | have the following comments:

1. Itis important to incorporate a Population Health lens, however, that approach is
incomplete. | suggest using an Ecological Health Model approach as a more
comprehensive model that highlights both individual and systemic factors in its focus.

2. Partner with the private sector, specifically tech companies in the State, to develop
cutting edge data platforms and use data as a key part of future key decision-making for
the State as well as for Counties.

3. Accountability! While the mental health system, let alone PEI-funding programs and
services are insufficient to address our worsening health outcomes and inequities,
Counties are not being held accountable for developing and implementing effective
strategic plans to address disparities, particularly among Black, Latinx, Native and
Indigenous, Asian American,

LGBTQ#+, rural, and disabled communities.
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https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fhealthpolicy.ucla.edu%2Fpublications%2Fsearch%2Fpages%2Fdetail.aspx%3FPubID%3D1714&data=05%7C01%7CKali.Patterson%40mhsoac.ca.gov%7Cf7d93981687f43060f7408da8ad6f684%7C60292dfd8bde4e20b5acc75d9cdf6db0%7C0%7C0%7C637974953132846532%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=sLkl%2B4lzpeHjgaHBzXoK3H9WItRoamQyBqLdwsRzxWs%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fhealthpolicy.ucla.edu%2Fpublications%2Fsearch%2Fpages%2Fdetail.aspx%3FPubID%3D1714&data=05%7C01%7CKali.Patterson%40mhsoac.ca.gov%7Cf7d93981687f43060f7408da8ad6f684%7C60292dfd8bde4e20b5acc75d9cdf6db0%7C0%7C0%7C637974953132846532%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=sLkl%2B4lzpeHjgaHBzXoK3H9WItRoamQyBqLdwsRzxWs%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fhealthpolicy.ucla.edu%2Fpublications%2Fsearch%2Fpages%2Fdetail.aspx%3FPubID%3D1712&data=05%7C01%7CKali.Patterson%40mhsoac.ca.gov%7Cf7d93981687f43060f7408da8ad6f684%7C60292dfd8bde4e20b5acc75d9cdf6db0%7C0%7C0%7C637974953132846532%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=QC%2B8nYu%2Fm0ybG%2Fm4qmNxYcQheQqqP6alhM3IU5gV7%2Bk%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fhealthpolicy.ucla.edu%2Fpublications%2Fsearch%2Fpages%2Fdetail.aspx%3FPubID%3D1719&data=05%7C01%7CKali.Patterson%40mhsoac.ca.gov%7Cf7d93981687f43060f7408da8ad6f684%7C60292dfd8bde4e20b5acc75d9cdf6db0%7C0%7C0%7C637974953132846532%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=YpaNR5NevkTi33a2PKb7GQ7oVRk0DuqVzAWw5yB%2FIpE%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fhealthpolicy.ucla.edu%2Fprograms%2Fhealth-disparities%2Felder-health%2FPages%2FOlder-Adult-Mental-Health-Care.aspx&data=05%7C01%7CKali.Patterson%40mhsoac.ca.gov%7Cf7d93981687f43060f7408da8ad6f684%7C60292dfd8bde4e20b5acc75d9cdf6db0%7C0%7C0%7C637974953132846532%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=0p70TvnfP1xkyFnzK5NbhfAAY5nybBJdfLK0d9U6oLo%3D&reserved=0

- Dr. Luis Guzman

Thank you MHSAOAC team for the draft PEI report. There is much to appreciate and applaud in
this document and the efforts you've made toward effective and integrated PEI services. Thank
you for championing this effort. Among the many things to like....

1.

The scope of your recommendations, limited to 4 is right sized. Far too often these
reports are so vast/broad as to be unreadable, let alone actionable. Four is the right
number.

Each of the recommendations is thoughtful and I think, accurate.
Your context and background section is thoughtful and complete.

| particularly appreciate your framing of the need for interconnected systems to solve the
complex family and community issues, and the importance of state decision makers
understanding that structural transformation must be included. It's not enough to
suggest more or better collaboration. We've been attempting that for four decades in
California. | do think your recommendations could go further and should include creation
or adaptation of current state departments to an integrated state System of Care--at
least for children and youth and an integrated Prevention Services division within it.

Overall--Well done! | would offer respectfully, some additional recommendations for your
consideration.

1.

Much of what your recommending is presently afoot via the AB 153 FFPSA
Comprehensive Prevention Planning process, sponsored by CDSS as part of its federal
FFPSA requirements. | recommend that your report elaborate on this connection, and
that your recommendations include doing much of this work in partnership with the
Systems of Care locally and with the DSS administration of their whole person
prevention planning under CPP. See Cheryl Treadwell or Hillary Konrad at DSS for more
information. Your suggested reforms would be even more powerful, if done in alignment
with the DSS's CPP work in community.

| suggest you also connect your recommendations more explicitly to the local
interagency collaboration now present in the AB 2083 Local Systems of Care. While
framed as a "foster youth System of Care", many counties have constructed Interagency
Leadership teams that are primed to collectively administer whole child/whole
community prevention frameworks you describe. Recommend you cite AB 2083's local
System of Care rollout in 2018 as the seed of your efforts to recommend a new
ecosystem.

State level interagency prevention should and must be held in a larger Department of
Child Family and Services. Create a Division of Prevention Services for Children and
Youth--within a new larger Children's System of Care at the state level and similar
division for Adults. This requires structural change and likely administrative or legislative
action, but it necessary to sustain any efforts your report seeks to support.

In light of your recommendation to expand place-based supports, I'd recommend you
anchor or connect this concept to the CDE sponsored Community schools grants. CSPP



grants from CDE are seeding the type of community, parent led efforts that you
recommend. Build on and connect to that effort.

5. Finally, I'd recommend a greater emphasis on Resilience and Advantageous Childhood
experiences. The research is becoming more clear, that focusing only on Trauma
mitigation is insufficient. Children are actually insulated from trauma when advantageous
experiences are present. Building advantageous childhood experiences is predictively
more impactful, according to the research, than trying to simply offset the existing
traumatic conditions or experiences. See these two papers for examples of the emerging
critical distinction and impact of using community and government to build highly resilient
families.
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-10732-w

https://www.childandadolescent.org/positive-childhood-experiences/

Prevention is most effective when it is provided simultaneously across

individuals, families, communities, and societies in ways that respond to their unique and fluid
needs.

- Richard S. Knecht
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Racial and Ethnic Mental Health Disparities Coalition

\V) REMHDCO

September 1, 2022

Mara Madrigal-Weiss

Commission Chair and Project Chair

PElI Subcommittee of the

Mental Health Services Oversight and Accountability Commission
1812 9th Street

Sacramento, CA 95811

Re: PElI Subcommittee Meeting of September 7, 2022
Dear Chair Madrigal-Weiss,

Thank you for this opportunity to comment before the first hearing on the
recently released PElI Subcommittee Report, “Well and Thriving”. We hope our
letter will be published as part of the materials for the meeting on September 7,
2022 in San Diego as outlined in the email sent by Kali Patterson of the MHSOAC.

The Racial and Ethnic Mental Health Disparities Coalition (REMHDCO) and others
have consistently requested that the public is made aware at meetings of the PEI
Subcommittee that SB 1004 (Wiener) — Chapter 843, Statutes of 2018, gives
authority to the MHSOAC to add to the list of priorities for PEI funding at the
county level. We are once again requesting that this is explained to the public at
and before the September 7" meeting.

In addition, we strongly urge that the PEI priorities in SB 1004 under Section

5840.7. (a) are listed and provided to the public at the meetings. Then members
of the public should be asked whether they believe there should be any additional
priorities added or any language added to clarify these priorities.

S901 Leona Street, Oakland, CA 94605
(916) '705-501S8 shiramoto@remhdco.oxrg
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This aspect of SB 1004 is just as important as asking the public their general
comments about the PEI Subcommittee report or general comments about PEI
programs at the local level.

REMHDCO and others have recommended on more than one occasion to the PEI
Subcommittee that an additional priority needs to be added to the list that
includes programs for transition age youth who are not attending college to
balance the current priority that prioritizes programs that serve transition age
youth on college campuses.

REMHDCO and others have also recommended that language be added to the
priority of “culturally competent and linguistically appropriate prevention and
intervention” to highlight and prioritize community defined evidence practices as
consumers and families from BIPOC and LGBTQ communities favor programs that
utilize these. In addition, the use of community defined evidence practices has
shown to be effective in reducing mental health disparities.

Once again, we urge the PEl Subcommittee to accept our recommendations to
expand the current list of PEI priorities as SB 1004 allows the Commission to do.
We will make additional comments on the general recommendations made in the

PEI Subcommittee report at a later date. Thank you.

Sincerely,

Stacie Hiramoto, MSW
Director

S901 Leona Street, Oakland, CA 94605
(916) '705-501S8 shiramoto@remhdco.oxrg
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Mental Health America
Mara Madrigal-Weiss, Chair of California
Mental Health Services Oversight and Accountability
Commission
1812 9t Street
Sacramento, CA 95811

RE: Initial Comments on Draft PEI Report
Dear Chair Madrigal-Weiss,

Mental Health America appreciates the opportunity to provide our initial comments on
the Commission’s Draft PEI Report, Well and Thriving, Prevention and Early
Intervention in California. We may submit more detailed comments at a later date.

The mission of Mental Health America of California (MHAC) is to ensure that people of
all ages, sexual orientation, gender identity or expression, language, race, ethnicity,
national origin, immigration status, spirituality, religion, age or socioeconomic status
who require mental health services and supports are able to live full and productive
lives, receive the mental health services and other services that they need, and are not
denied any other benefits, services, rights, or opportunities based on their need for
mental health services.

MHAC truly appreciates the work that was put into creation of this Draft Report. The
report includes extensive and meaningful recommendations to the State that, if
implemented, could substantially improve the mental health of Californians. Our
comments at this time are not related so much to what is included within the report,
but to an element of SB 1004 (Wiener, 2018) that is not included within the report.

RECOMMENDATION: The Draft Report should add, as an additional priority,
Recommendation #1 adopted by the Commission’s Cultural and Linguistic
Competence Committee (CLCC) on December 8, 2021

Senate Bill 1004 mandates the Commission to establish priorities for the use of county
MHSA PEI funds, which must include the priorities listed in the bill, and may include
additional priorities (WIC Section 5840.7. (a)). Yet nothing in the Draft Report mentions
which priorities the Commission has chosen to establish. In addition, the Draft Report
mentions that the MHSOAC’s own committee, the CLCC, approved 4 recommendations
(2 of which are specifically related to the priorities listed in SB 1004), yet the Draft
Report does not state whether those 2 recommendations will be adopted by the
MHSOAC as additional PEI priorities.

SB 1004 included, as a priority for PEI funding, youth outreach and engagement
strategies that target secondary school and transition age youth, with a priority on
partnership with college mental health programs. The CLCC's first adopted
recommendation is to: "Emphasize transition age youth generally under the identified

www.mhac.org

717 K Street, Suite 232 - Sacramento, CA 95814-3477 - T: (916) 557-1167 - F: (916) 836-3225 PO Box 567, Sacramento, CA 95812-0567


www.mhac.org

priorities in Senate Bill 1004 (Wiener, 2018).” We agree wholeheartedly with this
recommendation.

The California Youth Empowerment Network (CAYEN), a youth-led program of MHAC
has consistently advocated for access to behavioral health services, including MHSA PEI
services, for all youth regardless of whether or not they are enrolled in college or
university. Along these lines, we agree with the CLCC that prioritizing youth who are
enrolled in college disadvantages transition age youth of color. Furthermore, youth who
are enrolled in college have access to on-campus mental health resources that are not
available to those who are not enrolled, and these youth are often privately insured,
while youth not enrolled in college are less likely to have private insurance.
Additionally, youth enrolled in college who temporarily leave school due to mental
health challenges will not only lose access to on-campus services, under SB 1004, they
would also not be prioritized for community PEI services. If they are University of
California students enrolled in the campus insurance program, they lose both their
health insurance and access to on-campus resources if they take any time off of school,
which is hot uncommon for students who live with mental health challenges.

The MHSA was written to increase community-based mental health services for
everyone who needs them, not just those who are fortunate enough to attend college,
and we respectfully request the Commission to broaden the existing priority to include
all Transition Age Youth regardless of college enrollment status.

Again, we appreciate the opportunity to provide our comments on the Draft Report and
we are grateful for the tireless efforts of Commission Staff in drafting the report. Please
feel free to contact me or our Interim Public Policy Director, Karen Vicari
(kvicari@mhaofca.org) if you have any questions or would like more information.

In Community,

Heidi L. Strunk
President & CEO

Page 2 of 2
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Prevention and Early Intervention Project
Final Report Draft V.2 Written Public Comment

Submitted to the Commission on or before September 30, 2022

Thank you for the opportunity to comment on this well-written & researched report. As a
parent of two children with severe mental disorders, | am grateful for the immense
amount of attention and work placed on this critical issue for my children and the
multitude of other children and youth as well.

My comments are focused specifically on RECOMMENDATION THREE.

1. EDUCATION IN SCHOOLS

Mental Health education starting at a very young age is the key to long term elimination
of stigma surrounding mental health. The majority of young people experiencing mental
health challenges are AFRAID to speak up due to stigma from adults and their own
peers. Once our youth understand the basics surrounding mental health challenges
and that they are simply no different than physical health challenges - just affecting a
different part of the body, the fear will be eliminated.

Mental health education is critical to administration and educators in the schools as
well. At age 12, my daughter started experiencing anxiety, depression & psychosis. My
daughter was a straight A student who participated in sports and many school

activities. She was a student leader. She received enormous support from her
immediate teachers and they reached out to us - and we ensured she received EARLY
psychosis prevention therapy. But, the administrator at her school did not support

her. My daughter had spent all her K-8 school years at this one small school and they
removed her 5 months shy of her middle school graduation. This one action, which was
based on the ignorance of the administrator, was far more detrimental than any
symptom my daughter was experiencing. Once my daughter entered high school a few
months later with a well-constructed IEP Plan from the counselors at her middle school -
she received great support from a few key teachers & counselors. But, again she did
not receive support from the principal of that public high school. The only symptom my
daughter demonstrated was "crying" and based on that one symptom they wanted to
transfer her to a severely disabled facility due to insufficient funds to support my
daughter. We had to transfer again to a Charter School, where she flourished with
minimal attention. My daughter is now the quintessential poster child for early
intervention...her symptoms are under control and she has started her own Youth
Mental Health Advocacy Program. The only issue my daughter has had to this day is
her absence of friends due to the dismissal from her schools.
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Early & continued education has the power to eliminate all stigma in one generation.

Senate Bill 224 is a "start" - but, the Bill is too limited in its scope. The age of mental
health education needs to start in Kindergarten. In fact, instead of Physical Education -
there should be a WHOLE HEALTH education curriculum at every grade level

that teaches physical education, mental health education, nutritional education,
economic education, conflict resolution education, personal coping skills development &
basic self-suffiency to prepare children for all life's challenges. (ldeally these
educational parameters would be met by parents at home, but unfortunately with most
households needing to maintain multiple incomes for both parents - it is no longer being
handled at home & the one location all our children are to receive this type of
comprehensive education is in our schools.)

2. YOUTH-LED PEER PROGRAMS.

The report mentions the effectiveness of youth-led school based programs. This is
absolutely critical. Once young people understand mental health challenges, they are
the first ones to reach out & support their friends. We have to remember that our youth
first & foremost look to their friends for support - far more quickly than any adult. Youth-
Led Peer Programs for Mental Health empower our youth - they allow for diverse
population interaction, sustainability as it is student-led, and are financially low-cost &
low-maintenance using limited support human resources. Engaging students who want
to help their peers is a productive mechanism for both the students wanting help & the
student giving help. Additionally, peer supports learn more active listening & counseling
skills - which creates a much needed pipeline for mental health occupations. It's a win-
win everywhere you look.

Thank you for listening to my comments.

Debbie Dennison

09/06/22
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It's such a beautifully comprehensive, clearly laid out plan that encompasses so many
elements of what people need to be well. | greatly appreciate the scope of the report
and the direct linkage made between historical oppression and today's needs as well as
the descriptions of how systems must learn to interact with one another to truly make
change.

A few thoughts...
Grammatical

1. Page 2 of the Executive Summary, para. 1 = "finding" should be "findings"
2. Page 15, second to last paragraph = consider re-wording "...educational system,
justice system and social services sectors..."

3. Page 16, last paragraph = missing "s" on "bicyclist"
4. Page 53, para. 3 = "unnecessarily" should be "unnecessary"

Content - Specific

1. Finding/Recommendation #2: | wonder about adding in language or history that
highlights why certain marginalized groups may distrust the healthcare system and
include language about rebuilding trust in our healthcare systems as an action item.
Increasing resilience is important and the details on increasing resilience in the wake
of the pandemic/fires/racism, etc...clearly highlight this need. | also believe that in
addition to individual and community resilience, the healthcare system must
understand the role it has played (and continues to play) in the oppression of certain
groups through policies, practices and implicit biases and work to remedy this past
to invite these groups back into a trusting relationship (ex. studies demonstrating
that doctors believe black people feel less pain than white people subsequently
impacts their quality of care, leading to mistrust of the system - and so many more
historical examples...). This may not fit at all, but it came to mind when | read about
increasing resilience - there is a balance, | believe, between increasing resilience
while also giving communities a reason to trust in and return to our healthcare
system.

2. Page 13, para. 1 = | wonder if this section might be strengthened by discussing the
lasting impacts of redlining and how we see those impacts playing out in today's
neighborhoods, instead of focusing on the practice of redlining and then naming it no
longer exists. It might be beneficial to give more attention to the impacts the practice
has had in limiting the accumulation of generational wealth and ensuring under-
resourced neighborhoods have remained so, even today, to strengthen this section.

3. Pages 14-15 = In these sections, the terms "systemic racism" and "structural racism"
are used both interchangeably as well as independently. Depending on who the
audience is, it might be helpful to define the terms or state they will be used
interchangeably.
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. Page 24, para. 2 = this sentence: "Through ongoing data monitoring and evaluation,

technical assistance, public engagement, and transparency, the State can ensure its
strategies meet the needs of communities" might be strengthened by adding "...by
building capacity for local leadership/community control".

Page 29, para. 4 = this sentence: "...people who cannot afford high-speed internet or
digital devices, or who lack the necessary sKkills to navigate technologies, are
excluded from the quickly evolving digital landscape" might be strengthened (and
would preview upcoming arguments) by adding "leading to increased social isolation
and lack of necessary information needed to support a high quality of life" (or
something like that).

Page 29, last para. = might add "generational trauma, community trauma" to the
introductory list since these come up in subsequent paragraphs

Page 24, para. 3 = this sentence: "...by helping disadvantaged individuals and
communities acquire and retain wealth and achieve economic mobility" might be
strengthened by adding "to alleviate the impacts of structural racism and histories of
systemic oppression”

Page 38, Opportunity Spotlight - ECMHC: Is there any additional data that supports
an increase in equitable outcomes in these programs for students of color who tend
to be disproportionately disciplined in early childhood education settings, leading to a
strong connection with the school to prison pipeline? If so, this might be compelling
data to include since interrupting biases and oppression early on may have a
positive impact on educational outcomes/job opportunities/SDOH specifically for the
groups named as most marginalized in this report.

Finding/Recommendation #4: | was curious about two potential additions to this
section... 1) a recommendation to increase the availability of mental health support
in schools, where kids are, to increase early identification and access to care; and 2)
a recommendation to increase the availability of virtual care services - thinking about
just my own experiences trying to get two of my daughters to weekly counseling
sessions across town and the amount of time, scheduling and coordination that took
that was really only manageable because | had the privilege of having an extremely
flexible job. Increasing virtual care access might be very beneficial to addressing
access to care for communities most in need (as well as access to culturally and
linguistically responsive providers) and aligns with the prior recommendation of
increasing access to high-speed internet and other virtual care opportunities.

Content - General

1.

| am thinking about those who believe in the "pull yourself up the bootstraps”
mentality and wondering if that is something to address in this report. There is
research demonstrating that when resources are provided to those most in need, all
of society benefits. It's like thinking about special ed in a way...when we design a
lesson that incorporates scaffolds and supports for those at the lowest and highest
levels of the class, by default, we also meet the needs of the students in the middle.
If this idea or research were explicitly named in the report, it might give context to



e

= 10 I UM\
Mental Health Services
Oversight & Accountability Commission

iy
.

and strengthen the arguments for explicit government support of those most in need
as a strategy that will also benefit those "in the middle".

2. The call for community involvement and control reminds me of schools' LCAP
processes or at least the original theory behind it - give schools money to spend in
the way they determine is most needed as long as the needs are in line with state
priorities. Schools then report on how they identified their needs, how they spent the
money to support those needs and what the results were. While our LCAP model is
deeply flawed these days, the theory is good and could be a starting point for a
community health model with local control.

| really appreciate the opportunity to dive into such a big picture analysis of the
problems and potential solutions. It was both insightful and heartwarming to read about
the amazing work being done and the incredible potential for solving some of CA's most
important problems.

Rachel Wegner, M.Ed.

9/12/22



To the MHSOAC Commissioners, 9.29.22

| write to demonstrate support for funding and expansion of relapse prevention/early
intervention, PEI, for people living with severe mental illnesses. These services are especially
helpful to ward off onset of relapses even after years of trying to stay stable.*

*My daughter qualified for some PEIl services in 2008, but as soon as she was past her 3rd
relapse she was no longer prioritized to receive PEIl services, and once she turned 30 years old,
the services declined further. During times when symptoms were so strong that the illness itself
prevented her capacity to volunteer (as opposed to a person who has access to willpower and
rational decision making), again the services were not delivered. She has battled Schizoaffective
Disorder for more than 10 years, and spent the last 3 years in revolving doors of hospitals,
streets, group homes, our home, streets, interactions with the law, ER visits, hospitals and back
to streets and now is housed in jail for trying to survive on streets. This could have been
prevented in 2020 with better funding and better implementation of PEI funds for individuals
like her who become detached from reality to the point deteriorating on the streets.

| also support funding for diversion and reentry programs for SMI arrestees/jail inmates.

*Now that daughter is housed in Sacramento County Main Jail and is found Incompetent to
Stand Trial (IST) with a wait list of over 1,500 that may take months or years to receive a bed, |
am more aware of the need for funding for programs that can, for some individuals, lead to
court supervised diversion and reentry programs. Sacramento now has a justice involved
reentry program that includes housing and mentoring and other supports known as El Hogar.
This program is reportedly showing success, and expanding successful programs requires
funding. | hope she qualifies and is accepted to this diversion program. Meanwhile, daughter
receives care for her illnesses at the jail-- the care that is legally possible in that setting.
Alternative settings where her anxiety, her past traumas (PTSD from a rape) and non-
medication therapies can be delivered, along with competency training would be more
economical to counties and to CA, and increase her chances of survival. When she is stable and
stays in treatment she gets her brain back, her life back—but she needs extra help.

*] write with my daughter’s permission and encouragement to “do anything you can, Mom,
to get things changed so others’ stories won’t go like mine.”

Please follow the letter of the wording of the MHSA Funding laws stating that PEl and
Diversion/reentry services SHALL be provided.

Sincerely,

Elizabeth Kaino Hopper, MFA Design (focus on disability). 916-204-3138

6929 Grant Ave, Carmichael, CA 95608 / ekainohopper@gmail.com
NAMI Sacramento member (past volunteer in family programs)
Advisory Board for 988 (WCCCRT) Sacramento (current)
Primary Caregiver to daughter* living with SMI
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September 29, 2022

THE PEI VISION MUST NOT IGNORE TWO MHSA MANDATES FOR PEI SERVICES THE VOTERS INTENDED
FOR THE SEVERELY MENTALLY ILL, LACK OF WHICH IS NOW A STATEWIDE MENTAL HEALTH CRISIS

To the Commission:

Your draft of “Well and Thriving,” while it gives lip service to the need for “tertiary prevention,” is
defective because it focuses entirely on upstream prevention, thereby ignoring two Voter-imposed
MHSA mandates (meaning they are mandatory—you have no choice about them) requiring
downstream relapse prevention and early intervention services for consumers with existing severe
mental illnesses (“SMI”). Both of these mandates were imposed by the Voters when the Mental Health
Services Act was first passed as Proposition 63, almost twenty years ago. Both derive from the central
focus of the MHSA: care for and prevention of/early intervention in severe mental illness as that term is
used in the MHSA, which incorporates Welf. & Ins. Code §5600.3.1

The first of these mandates is in the subsection that is the heart of the PEI provisions. While the first
clause focuses on upstream prevention (as does “Well and Thriving”), the last clause says this:

[PEI] shall also include components similar to programs that have been
successful in reducing the duration of untreated severe mental
illnesses and assisting people in quickly regaining productive lives. Welf. &
Inst. Code §5840(c), last clause. (Emphasis added.)?

Despite the above mandate--half of the heart of the MHSA PEI provisions--your draft defines
“tertiary prevention” as relapse prevention/early intervention at p. 19 but makes no mention of

" Universally recognized principles of statutory construction treat the word “shall” as mandatory. See, e.g, Tarrant v Superior Court,
247 P.3d 538 (2011) and cases cited therein. The MHSA and its Purpose and Intent provisions repeatedly state that PEI funds shall
only be used for preventing “mental illness” from becoming “severe mental illness”—essentially, for “secondary” and “tertiary”
prevention as defined at p. 19 of your report. Welf. & Inst. Code § 5600.3 requires both a serious DSM diagnosis that is not solely
developmental or SUD, plus evidence of disability caused by that iliness, proof of which varies by age. There may be legal funding
sources that would allow the Commission to address poverty, racism and the other causes of mental “health” issues identified as
“primary prevention” in the Commission’s “vision,” but MHSA is not one of them. The Commission risks rekindling the scandals and
repeated criticisms from the State Auditor, the Little Hoover Commission and others from years past, see, e.g.,
https://mentalillnesspolicy.org/states/california/mhsa/californias-mental-health-service-act-a-ten-year-10-billion-bait-and-switch-
pdf.html, if it goes back to funding happy-making activities for the general public in the hope this will somehow prevent severe
mental illness, instead of using PEI funds to help the desperately ill Californians who urgently need the relapse prevention services
mandated by the Voters.

2 While SB 1004 (2018) focused its clarification on upstream prevention and children, the Legislature had no power to ignore the
downstream mandate and did not try. Indeed, they provided for “mental health needs of older adults” and a “mood disorder and
suicide prevention program that occurs across the lifespan” as well as for youth. Welf. & Inst. Code § §5840.7(a)(2) and (5).
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it whatsoever in the priorities that follow. The discussion of crisis services at p. 35—which does
not even belong in a document about prevention and early intervention unless it focuses on
relapse prevention—mentions that stabilization of existing severe mental illnesses is part of the
Wellness Act, but does not even acknowledge that it has always been part of the MHSA as well.
The resounding quote of Dr. Thomas Insel at the end of the “Well and Thriving” draft is ironic,
because he placed more emphasis on relapse prevention/early intervention than on
“upstream” prevention. Your draft does the opposite.

The second MHSA mandate the “Well and Thriving” draft overlooks is one for services now
desperately needed to resolve a statewide crisis that has recently come to a head. Though
mandated by the Voters nearly twenty years ago, this Commission and derivatively, nearly all
counties have ignored the MHSA mandate set forth here:

Welf. & Inst. Code 5815.3(f) Each county plan and annual update
pursuant to §5847 shall consider ways to provide services similar to
those established pursuant to the Mentally Ill Offender Crime
Reduction Grant Program. Funds shall not be used to pay for
persons incarcerated in state prison. Funds may be used to provide
services to persons who are participating in a presentencing or
postsentencing diversion program or who are on parole,
probation, postrelease community supervision, or mandatory
supervision....(Italicized clarification added by Stats. 2019, Ch. 209,
Sec. 1. (SB 389) Effective January 1, 2020.)(Emphasis added.)

To summarize briefly, the Mentally Ill Offender Crime Reduction Grant Program (“MIOCRGP”) is
an evidence-based Department of Corrections program, the essence of which is “[m]ental
health and substance abuse treatment for mentally ill adult offenders or mentally ill juvenile
offenders who are presently placed, incarcerated, or housed in a local adult or juvenile
detention or correctional facility or who are under supervision by the probation department
after having been released from a state or local adult or juvenile detention or correctional
facility” including “[p]rerelease, reentry, continuing, and community-based services designed to
provide long-term stability for juvenile or adult offenders outside of the facilities of the adult or
juvenile justice systems, including services to support a stable source of income, a safe and
decent residence, and a conservator or caretaker, as needed in appropriate cases.” Penal Code
§§6045.2(b)(1) and(c)(2)(emphasis added). Much of MIOCRGP is devoted to data collection?

3 See, for example, Penal Code §s 6045.6-6045.8(a) which include,“The [grant] plan shall describe how the responses and
services included in the plan have been proven to be or are designed to be effective in addressing the mental health needs of the
target offender population, while also reducing recidivism and custody levels for mentally ill offenders in adult or juvenile
detention or correctional facilities. Strategies for prevention, intervention, and incarceration-based services.....The plan as
included in the grant application shall include the identification of specific outcome and performance measures and for annual
reporting on grant performance and outcomes to the board that will allow the board to evaluate, at a minimum, the effectiveness
of the strategies supported by the grant in reducing crime, incarceration, and criminal justice costs related to mentally ill
offenders.....The board shall establish minimum requirements, funding criteria, and procedures for awarding grants, which shall
take into consideration... The probable or potential impact of the grant on reducing the number or percent of mentally ill adult
offenders or mentally ill juvenile offenders who are incarcerated or detained in local adult or juvenile correctional
facilities...Demonstrated ability to administer the program, including any past experience in the administration of a prior
mentally ill offender crime reduction grant....Demonstrated ability to develop effective responses and to provide effective



and the DOC reports on this program over the years are far more impressive than the
amorphous materials this Commission has issued in years past. According to the statute, DOC
has already created an “evaluation design” for these programs, see last clause at n. 3.

Your intervention on behalf of the SMI corrections population illustrated in the lefthand graph
above is more urgently needed than ever, due to recent legal developments that could soon
push thousands of desperately ill and sometimes dangerous SMIs onto California’s streets. For
decades, California has been warehousing these individuals in jails and prisons without bail or
trial, often for status crimes like public urination or talking back to a police officer, and
sometimes for periods longer than any possible prison sentence. The California courts recently
declared that practice unconstitutional and ordered that mentally ill inmates who are
incompetent to stand trial must be placed in competency restoration programs within 28 days.
See Stiavetti v Clendenin (2021), 65 Cal.App.5th 691, 280 Cal.Rptr.3d 165, rev. den. (Aug. 25,
2021). Because there are insufficient state hospital beds to handle the IST population (and
perhaps because “competency restoration” is a primitive and cruel concept), the Legislature
has reacted by amending the Penal Code, which as of this year essentially requires diversion
and reentry programs for all but the most violent in this SMI population. See generally, Penal
Code §§ 1370(a)(1)(B)(iv) and 1370.01, as amended. But few such programs exist, even though
the MHSA should have been funding them for the past twenty years. This is partly the early
Commission’s fault, because historically it ignored the mandate entirely itself. It’s also partly
the age-old problem of the great divide between the civil side and the criminal justice side, who
are often unwilling to share resources or even talk to one another.

Given the current crisis, it is long past time to bridge that gap. There is a sheriff on the
Commisson for a good reason. Part of you “vision” needs to be a partnership with DOC that will
make good use of existing data to create the programs the Voters called for twenty years ago,
that will prevent and intervene early in the relapses that repeatedly send individuals with
severe mental illness into crimes and prison. Such programs represent a wise use of public
funds by focusing resources precisely where they are needed. They will benefit not only
consumers with severe mental illness, but also their families, the members of the public and
businesses they sometimes harm, and the institutions that are presently struggling to help
them without adequate resources.

Two MHSA-authorized relapse prevention/early intervention programs worth mentioning in
your report are Laura’s Law (see MHSA funding authorization at Welf. & Inst. Code §5813.5(f)—
in essence Laura’s Law is early intervention for individuals with a recent history of
dangerousness, who have not yet become dangerous again), and the new Care Court (aimed at

treatment and stability for mentally ill adult offenders or mentally ill juvenile offenders...The board shall create an evaluation
design for adult and juvenile mentally ill offender crime reduction grants that assesses the effectiveness of the program in
reducing crime, adult and juvenile offender incarceration and placement levels, early releases due to jail overcrowding, and local
criminal and juvenile justice costs. The evaluation design may include outcome measures related to the service levels, treatment
modes, and stability measures for juvenile and adult offenders participating in, or benefitting from, mentally ill offender crime
reduction grant programs or services.”


https://Cal.Rptr.3d

the psychotic homeless on our streets, dangerous or not—see Welf. & Inst. Code

§5982(a)(authorizing MHSA funds for Care Court).

In general, you need to educate counties that they can and should use PEI for relapse
prevention/early intervention, especially when CSS funds are scarce. ( | was solemnly informed
by a county MHSA specialist in my home county that PEl is “only for children.” )

A gentle reminder: the only reason that relapse prevention/early intervention is included in the
present PEl regs at 9 Code of California Regulations § 3720(d) is that | and the Shiff, Harden law
firm took the issue to the Office of Administrative Law when MHSOAC refused to include these
mandatory services years ago. OAL agreed with us and not a former Commissioner who was
then chair (or at any rate always acted like it) who told me that persons with severe mental
illnesses should not get PEI because “those people (emphasis his) get CSS.” (Though shocked
that he would exclude the very group that the Voters enacted Prop. 63/MHSA to help, |
managed to politely remind him that those people get PEIl too.) By letter dated February 19,
2021, | also reminded your former counsel Filomena Yeroshek of the OAL directive, and how
easy it would be to enlist OAL’s assistance again, given that we have already been down this
road. | also put her on notice that I/we would request attorneys’ fees if we had to do it again. |
have great hopes that the current Commission will do what is morally right and legally required,

which will make this warning unnecessary.

cc: Toby Ewing

Sincerely,

Mary Ann Bernard

Stanford with honors ‘75

U.Chicago Law ‘78

SBN 211417(inactive-retired)

Former counsel to state mental hospitals
in another state

Plaintiff with MHSA drafter Rose King
and counsel in Bernard & King v CHFFA
et al (Third App Dist. CA—the case that
put Prop.2 (2018) on the ballot)
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September 30, 2022

To: Mental Health Services Oversight and Accountability Commission
1812 9th Street
Sacramento, CA 95811

Cc: Toby Ewing, Ph.D., Executive Director
Dear MHSOAC Commissioners:

Thank you for the opportunity to provide feedback on the Well and Thriving report regarding the
Prevention and Early Intervention (PEI) component of the Mental Health Services Act (MHSA) per the
legislative requirement under Senate Bill 1004.

In order for MHSA PEI to most effectively promote mental health wellness across the life course, it must
prioritize early childhood investments and programs that provide whole-family supports, interrupting
intergenerational cycles of trauma. First 5 Association of California offers the following comments in
reflection to the Well and Thriving report that uplift the critical importance of prioritizing early
childhood mental health and working with First 5 county agencies as partners to support infants and
toddlers across the state.

1. Young children experience mental health concerns differently than older children and adults. Young
children’s mental health is heavily reliant on caregiver mental health and responsiveness, requiring
two-generation interventions.

Young children under age 5 can — and do — suffer from mental health conditions. These conditions are
difficult for providers to identify and address because young children respond to emotional experiences
and traumatic events differently from adults and older children. During these early years, a child’s brain
is developing more rapidly than at any other point in their life and this development is foundational for
future learning and life-long health.! Because of this, prevention science suggests intervening as early as
possible on prenatal, infant, and early childhood social-emotional concerns to mitigate risk factors
associated with the later onset of mental health disorders.? Very young children are also uniquely
dependent on the caregivers in their lives to meet their social-emotional needs and bounce back from
stressful experiences.? Therefore, it’s critical that both young children and their caregivers receive the

1 Harvard University Center on the Developing Child. (n.d.). Early Childhood Mental Health. https://developingchild.harvard.edu/science/deep-
dives/mental-health/

2 Wakschlag, L. S., Roberts, M. Y., Flynn, R. M., Smith, J. D., Krogh-Jespersen, S., Kaat, A. J., Gray, L., Walkup, J., Marino, B. S., Norton, E. S., &
Davis, M. M. (2019). Future Directions for Early Childhood Prevention of Mental Disorders: A Road Map to Mental Health, Earlier. Journal of
Clinical Child and Adolescent Psychology: The Official Journal for the Society of Clinical Child and Adolescent Psychology, American Psychological
Association, Division 53, 48(3), 539-554. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6750224/

3ZERO TO THREE. (2017, August 2). Infant and Early Childhood Mental Health Consultation: A Briefing Paper.
https://www.zerotothree.org/resources/1952-infant-and-early-childhood-mental-health-consultation-a-briefing-paper
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interventions necessary to support their mental health now. With this early intervention, upstream
approach, we may be able to prevent children from worsening mental health concerns in the future.

California’s infants, toddlers, and their caretakers are under significant and escalating toxic stress, which
have been exacerbated by the pandemic. Isolation and severe economic stress, combined with systemic
issues like poverty, racism, and community trauma, are contributing to crisis-level mental health
concerns among our youngest children and their caretakers. A recent poll conducted by Education Trust-
West found that 70% of parents of young children are worried about their family’s mental health.* Other
research suggests that many more young children are experiencing high levels of social and emotional
difficulties than in non-pandemic times.> Even before the pandemic, young children across the state
were dealing with the effects of toxic stress, with forty-two percent of California children having
experienced at least one Adverse Childhood Experience (ACE).

The First 5 Association applauds the report’s inclusion of early childhood mental health supports into
the recommendations to reduce trauma and promote mental health across the lifespan. As highlighted
in the report, home visiting and Early Childhood Mental Health Consultation (ECMHC) services are key
two-generation strategies that show a commitment to upstream prevention by supporting optimal
social-emotional development of young children. First 5s not only have a long-standing commitment to
and expertise in home visiting and ECMHC services, but also have a deep familiarity with the counties
and families that they serve. First 5s are critical partners in this work in every county.

2. Given the prevalence of early childhood mental health concerns and the lifelong impacts of
intervening early, MHSA PEI funding should prioritize young children to effectively promote wellbeing
and prevent mental health conditions.

MHSA county departments are not currently required to prioritize or address the needs of children ages
0 to 5 specifically, despite the rapid brain development and vulnerability of young children. The
MHSOAC is a special body, with the position and funding to make early childhood mental health a
statewide priority, reduce stigma related to seeking out services to address infant and toddler mental
health concerns and support local programs that meet community need and diversity. We recommend
that MHSOAC identify children ages 0 to 5 as a priority population, given the unique opportunities for
positive development. MHSOAC should direct counties to increase PEl investments in universal,
community-based approaches that promote early childhood social-emotional well-being, including
broad-based efforts to identify issues early, and culturally-relevant services that meet the needs of a
wide range of families and communities.

3. First 5 county agencies are an important local partner for every county PEIl strategy in supporting
mental health for children ages 0-5 years old.

First 5 county agencies, focused solely on the needs of children ages 0 to 5 and their families, have
flexibility to determine how to invest their funds to best serve the community, though their funding
source (a state tobacco tax) is declining. In several counties, ECMH programs are the product of

4The Education Trust-West. (n.d.). California Parent Poll: COVID-19. https://west.edtrust.org/california-parent-poll-covid-19-and-early-
childhood-2021/

5 Barnett, W.S., & Jung, K. (2021). Seven Impacts of the Pandemic on Young Children and their Parents: Initial Findings from NIEER’s December
2020 Preschool Learning Activities Survey. New Brunswick, NJ: National Institute for Early Education Research. Available at
https://nieer.org/wp-content/uploads/2021/02/NIEER_Seven Impacts _of the Pandemic_on Young Children _and their_Parents.pdf
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partnerships between the county mental health department and the First 5 county commission.® These
partnerships take many forms but, in many cases, the First 5 initiated, developed or designed the
program that is now funded by MHSA, and in some cases is also administering the services.

For example, in Amador County, the First 5 Executive Director and Program Coordinator designed the
county’s ECMH consultation program. Through a contract with county mental health and funded by PElI,
First 5 identifies and contracts with licensed mental health professionals to provide the services. In
Orange County, First 5 allocated seed money to initiate an Early Childhood Mental Health collaborative
out of an interest in learning more about reducing the number of children being expelled from
preschool programs and to pilot an ECMH consultation program for staff and leadership of ECE centers
(see page 14 for more information on this program).”

Continued and expanded partnerships between First 5s and county departments of mental health are
one avenue to support expansion of programs for children ages 0-5 years old, and ensure these
programs are designed at the local level to serve this special population and are connected to additional
family-serving systems in the county.

4. Instead of recommending new public communication strategies, MHSOAC should name, align, and
link existing state communication efforts such as the Children & Youth Behavioral Health Initiative
(CYBHI), Office of the Surgeon General/ACEs Aware, and First 5 California, to educate the public on
mental health issues including how mental health impacts young children.

The report could be strengthened by recommending a single cohesive public awareness strategy or
campaign, led by the State, to influence the broader narrative about mental health and influence state
leaders’ responses to the existing crisis. MHSOAC should identify areas where through convening and
coordinating across the Administration, it can leverage and align various state efforts to educate the
public on mental health issues, including ongoing efforts through the Children & Youth Behavioral
Health Initiative (CYBHI), Office of the Surgeon General/ACEs Aware, and First 5 California. Linking and
leveraging these various public awareness efforts could strengthen a broader narrative about
prevention and early intervention being most impactful before mental health conditions typically
emerge. This kind of messaging could significantly add to the political will in California to invest in true
upstream prevention and early intervention in historically marginalized communities.

Sincerely,

Lo WUTO

Avo Makdessian
Executive Director, First 5 Association of California

5 First 5 Center for Children’s Policy (October 2021). Addressing infant and early childhood mental health needs: Opportunities for community
solutions. https://first5center.org/publications/addressing-infant-and-early-childhood-mental-health-needs-opportunities-for-community-
solutionsttichapter94920
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September 30, 2022

Mara Madrigal-Weiss

Mayra Alvarez

Mental Health Services Oversight and Accountability Commission
Prevention and Early Intervention Subcommittee

Re: Letter for the October 6, 2022 PElI Subcommittee Meeting

Dear Chair Madrigal-Weiss and Commissioner Alvarez,



The undersigned organizations, who work with and advocate for BIPOC and
LGTBQ+ communities throughout the state, write to express grave concerns
about the Commission’s implementation of SB 1004 (Weiner), Chapter 843,
Statutes of 2018.

SB 1004 requires the Commission, by January 1, 2020, establish priorities for
funding at the county level for the Prevention and Early Intervention (PEI)
component of the Mental Health Services Act. Nearly three years have passed
since this deadline and the Commission’s recent release of a preliminary report
falls short of meeting SB 1004’s mandate, including but not limited to, the
timeline.

The language of the statute is clear that in addition to priorities explicitly
identified in SB 1004, additional priorities should be identified with community
stakeholder participation. Last year, a letter dated August 11, 2021 and signed by
twenty-five organizations strongly requested the Subcommittee conduct a public
meeting separate from the one that reviews the PEI Report to allow for open and
robust discussion of the possible PEI priorities for funding at the local level.
According to MHSOAC staff, such a public meeting will not be conducted.

We believe that the provisions of SB 1004 regarding the establishment by the
MHSOAC of PEIl funding priorities for the counties have not been made clear to
the Commissioners or to the public. Does the Commission intend to use the
recent preliminary report, once finalized, as compliance with SB 1004? We do not
believe the current report meets the legislative mandates and shortchanges the
opportunity to adequately address historically racial, ethnic, and LGBTQ+ mental
health disparities.

We strongly urge the Commission, pursuant to Welfare & Institutions Code
Section 5840.7 (a) (6), to include the following in your list of priorities for
adoption:

» A priority that adds transition age youth who are not in college. Although
college-bound youth are specifically identified by the priority on college
mental health programs (Section 5480.7 (a) (3), we recommend adding
strategies for transition age youth not enrolled in college. This is vital to
avoid discrimination against youth from communities of color and others
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who are remain underrepresented on college campuses. Not every youth
attends college. Those that do not may follow a different work path, or may
be unable to avail themselves of a program to help them attend college.

» Community defined evidence practices. Although the Commission is
expected to prioritize “Culturally competent and linguistically appropriate
prevention and intervention,” (Section 5480.7 (a) (4), growing evidence
supports the importance and efficacy of using “community defined
evidence practices (CDEPs).” The inclusion of CDEP language provides local
jurisdictions with a concrete example of strategies that constitute culturally
competent and linguistically appropriate prevention and intervention.
Moreover, inclusion of CDEP language will further state policy to reduce
disparities for racial, ethnic, LGBTQ+, and other underserved communities.

In December of 2020, your own Cultural and Linguistic Competence Committee
(CLCC) voted to support our recommendations. The recent draft report of the PEI
Subcommittee, “Well and Thriving”, mentions this, yet does not include these two
priorities in the report’s final recommendations. Is it the practice of the
Commission to disregard the suggestions of its own standing committees?

According to the MHSOAC's Strategic Plan, there are levers that enable
transformational system change. One of these is: to engage diverse communities
to drive changes needed to increase access to high quality services and improve
outcomes. We represent diverse communities, and we are asking the MHSOAC to
leverage the opportunity to improve the PEIl regulations to do exactly that: drive
the changes needed — and recommended by our communities - to increase access
to high quality services and improve outcomes! Furthermore, two core principles
of the MHSOAC's Strategic Plan are: community collaboration and cultural
competence. Please say “YES” to following the Commission’s own strategic plan
and incorporate our specific recommendations to address disparities concretely
and within the authority of the Commission. Please realize the principles of
transformational change and move the levels within your control.

Almost 20 years after the Mental Health Service Act was enacted, serious mental
health disparities for racial, ethnic, and LGBTQ communities continue to exist. It is
undeniable that the COVID pandemic exacerbated these disparities. We cannot



allow another 20 years to pass without disrupting and eliminating the mental
health disparities now experienced by the majority of California’s population.

The Commission has the opportunity to lead by example and demonstrate
systems change that provides a stronger pathway to reducing disparities than
what currently exists without usurping the authority of local jurisdictions.

Say “YES” to our communities, say, “YES” to the CLCC of your own commission,
and say “YES,” to realizing the promise of your own strategic plan. Finally, say
“Yes” to meeting the mandates of SB1004 and include our recommended
additions to the PEl priorities in the regulations.

We would be pleased to make a brief panel presentation at the MHSOAC meeting
at which the PEI priorities are established as mandated under SB 1004. This may
move the Commission to adopt our recommendations as additional PEI priorities
and demonstrate compliance with the mandate of SB 1004.

Sincerely,

Sz, Yvramats = —

Stacie Hiramoto, MSW

Director Josefina Alvarado Mena
Racial & Ethnic Mental Health Disparities Chief Executive Officer
Coalition (REMHDCO) Safe Passages
Do Gliith sy
Pysay Phinith, LCSW Kathleen M. Sullivan, Ph.D.
Program Director Executive Director
Korean Community Center of the East Bay Openhouse
(KCCEB)
Eba Lavye Eimthas Kook
Eba Laye
-y Mr. KIMTHAI KUOCH, CEO
President
Whole Systems Learning Cambodian Association of America (CAA)
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Mel Mason
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Vattana Peong
Executive Director
The Cambodian Family (TCF)

Mot Ay

Matt Gallagher
Assistant Director
Cal Voices

Anne Natasha- )ﬁ/W

Pinckney

Anne Natasha-Pinckney
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Andrea Wagner

Interim Executive Director

California Association of Mental Health
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Rebecca Gonzales

Rebecca Gonzales

Director of Government Relations and
Political Affairs

National Association of Social Workers, CA
Chapter (NASW)

Sarah Marxer

Evaluation & Policy Specialist Il

Peers Envisioning & Engaging in Recovery
Services (PEERS)

Roland S. Moore, Ph.D.
CRDP Native American
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Pao Yang
President & CEO
The Fresno Center
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Yolanda Randles
Executive Director
West Fresno Family Center

Orvin Hanson

Orvin Hanson
Chief Executive Officer
Indian Health Council, Inc.

fmya %«/(y Aadoan
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Carolyn Moulton
Grants Project Coordinator
Sonoma County Indian Health Center



Individual Supporters

Liyane Glambern

Lilyane Glamben

Advocate for African American Communities
Sacrament

Cc: Members of the Mental Health Services Oversight and Accountability

Commission
Toby Ewing, Executive Director of the MHSOAC
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Septemer 30, 2022

Toby Ewing, Ph.D.

Executive Director

Mental Health Services Oversight and Accountability Commission
Sacramento, CA 95814

RE: MHSOAC'’s PEI Project Report
Dear Dr. Ewing:

The California Council of Community Behavioral Health Agencies (CBHA) appreciates
the opportunity to provide comments about the initial draft of the Prevention and Early
Intervention (PEI) Project Report, Well and Thriving. As a representative of community-
based organizations (CBOs) across the state that collectively provide mental health
and substance use disorder (SUD) services to over a million Californians, we
appreciate that the Mental Health Services Oversight and Accountability Commission
(MHSOAC) values our members’ perspectives about this critical document.

Below are recommendations and comments pertaining to the draft PEI Project Report
we request that MHSOAC consider as it finalizes the report.

Finding 1: California does not have a strategic approach in place to address the
socio-economic and structural conditions that underpin mental health inequities
or to advance statewide PEI.

Recommendation #1: The State must establish multi-disciplinary leadership,
deploy a strategic plan, and build capacity for using data and technical
assistance to advance a statewide strategic approach to PEI.

e CBHA believes this recommendation does not appear to acknowledge ongoing
prevention services and planning efforts happening in other sectors across the
state. For example, how would this recommendation interact and interface with
CA DSS'’s draft five-year Family First Prevention Services Act (FFPSA)
Prevention Services Plan?

e How will MHSOAC and the State of California develop one cohesive and
comprehensive plan to support prevention services for all Californians that cut
across departments and funding streams, as opposed to developing yet another
document or stakeholder process? While we agree that this requires an
Executive at the Governor's Cabinet who will “champion” this cause, the
execution will be challenging given all the initiatives now underway, including
California Advancing and Innovating Medi-Cal (CalAIM), FFPSA, Child Youth
Behavioral Health Initiative (CYBHI), Community Schools, etc.

e How can we be intentional with the use of data to support communities with the
right interventions?

o CBHA suggests that the state leverage existing efforts to develop a statewide
plan for prevention services instead of creating additional bureaucracy.
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Finding 2: Unmet basic human needs and trauma exposure drive MH risks. These factors will
continue to disrupt statewide PEI efforts and outcomes unless they are addressed.

Recommendation #2: The state’s strategic approach to prevention and early intervention must
ensure that all people have access to the information and resources necessary to support their
own or another person’s mental health needs.

e Page 17 alludes to the California Department of Health Care Services (DHCS)’s initiative on a
Behavioral Health Prevention Plan starting in April 2022. How does the development of another
plan interact with all the other DHCS initiatives currently underway?

¢ Page 29 shows some data on uninsured rates for different groups within the Asian Pacific
Islanders subpopulations. Why were these groups not mentioned under Paragraph 1 under
Community Disparities?

¢ Recommendations 2.1, 2.2, and 2.3: How will MHSOAC collaborate, partner, and leverage state
resources with local partners?

e On 2.3 E: How will this recommendation intersect with prior efforts like the Master Plan on
Aging?

Finding #3: Strategies to increase public awareness and knowledge of MH often are small and
sporadic while harmful misconceptions surrounding MH challenges persist. Mass media and
social media reinforce these misconceptions.

Recommendation #3: The State’s strategic approach to prevention and early intervention must
ensure that every Californian has access to effective and appropriate mental health screening
and services and supports aligned to their needs.

¢ How can there be one cohesive statewide public awareness campaign to promote mental
health care's importance and dispel stigma? CBHA believes the content and medium of
information must meet the needs of different populations, especially underrepresented groups.

e Under 2.1.D, it reads, “expand availability of internet and tech based mental health information
and resources.” Is this recommendation referencing the virtual Behavioral Health Platform
proposed under the Child and Youth Behavioral Health Initiative or something else?

e On page 47, there was a discussion about how outreach and engagement (O & E) strategies by
community-based resources are often the most effective. How can there be more funding for O
and E by these community-based resources at the local level?

Does FFPSA cover some of the education/awareness as primary prevention?

e Under 2.2.A, the report references increased mental health training and education for staff in
nonmental health settings. Are there specific curricula (backed by data) identified that are being
promoted across the state?
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Finding #4: Strategies that increase early ID and effective care for people with MH challenges
can enhance outcomes. Yet few Californians benefit from such strategies. Too often the result
is suicide, homelessness, incarceration, or other preventable crises.

Recommendation #4: The State’s strategic approach to prevention and early intervention must
ensure that every Californian has access to effective and appropriate mental health screening,
services and supports alighed to their needs.

On 4.1 F, is the recommendation directly referencing the “crisis continuum services” plan being
done by the California Health and Human Services Agency (CalHSS)?

On 4.2.b, what is MHSOAC's role in bolstering diverse workforce to deliver more culturally
responsive and linguistically appropriate care?

CBHA agrees that more screening is helpful but believes there needs to be greater capacity and
more models to serve individuals at earlier points in their care journeys.

On 4.2F, what is MHSOAC's role in increasing statewide capacity to provide mental health
services and support in community settings?

| thank you for the opportunity to share this feedback to help inform the refinement of the PEI Project
Report. If you have any questions about this feedback, please do not hesitate to contact with any
guestions.

Sincerely,

S AL~

Le Ondra Clark Harvey, Ph.D.
Chief Executive Officer
Iclarkharvey@cccbha.org

(916) 557-1166
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COUNTY BEHAVIORAL HEALTH
DIRECTORS ASSOCIATION

C A LI F OR NI A
September 30, 2022

Ms. Mara Madrigal-Weiss
Commission and PEI Subcommittee Chair

Ms. Mayra E. Alvarez
Commission and PEI Subcommittee Vice Chair

Mental Health Services Oversight and Accountability Commission
1812 9t Street
Sacramento, CA 95811

Submitted via email: reportcomments@mhsoac.ca.gov

Subject: CBHDA Comments — Well and Thriving: Prevention and Early Intervention in California
Report, v. 2

Dear Ms. Madrigal-Weiss and Ms. Alvarez:

The County Behavioral Health Directors Association of California (CBHDA) appreciates the opportunity
to provide comments on the Mental Health Services Oversight and Accountability Commission’s
(MHSOAC) Well and Thriving, Prevention and Early Intervention in California report. We truly
appreciate the work that the MHSOAC Commissioners and staff have engaged in to hear from a broad
range of stakeholders and communities to develop this draft report.

While we appreciate the report’s overall call to action to ensure a coordination of prevention and early
intervention services across all health care sectors and other systems providing care in order to ensure the
wellbeing of all Californians, we are concerned that this report does not closely enough align with the
charge outlined in SB 1004, directing the MHSOAC to identify additional priorities for the Prevention
and Early Intervention (PEI) funding stream through the Mental Health Services Act (MHSA), and
develop a statewide strategy for implementing these new priorities, including developing metrics for
assessing the effectiveness and outcomes of PEI funded programs. For example, we support various
aspects of this report, such as the identification of areas where the MHSOAC could further uplift best
practices in PEI programming and bring these to scale or support other statewide prevention initiatives.
That said, CBHDA has significant concerns that the majority of the report’s recommendations are not
within the implementation scope of the MHSOAC, counties, or the direction outlined in SB 1004.

The legislative intent of SB 1004 was clearly outlined as specific to improving guidance for how to

improve quality and reduce disparities at the county level, consistent with the overall intent of the Act

(emphasis added):

e “Expand the provision of high quality Mental Health Services Act (MHSA) Prevention and Early
Intervention (PEI) programs at the county level in California.” WIC 5840.5 (a)

e “Increase programmatic and fiscal oversight of county MHSA-funded PEI programs.” WIC 5840.5 (g)


mailto:reportcomments@mhsoac.ca.gov

e “Encourage counties to coordinate and blend funding streams and initiatives to ensure services are
integrated across systems.” WIC 5840.5 (h)
e “Encourage counties to leverage innovative technology platforms.” WIC 5840.5 (i)

Throughout, CBHDA did not read counties as the intended audience for this report. Rather, the report
focuses much of its attention at providing recommendations for much broader coordination around
prevention and early intervention across state agencies and departments in a variety of program areas, as
well as private industry and the public sector, and across all populations in California. While this may be
a laudable goal, the report’s broad focus does not support an understanding of the MHSOAC’s priorities
for counties in implementing PEI funding consistent with the Act.

CBHDA provides specific recommendations below for your consideration to better align the report with
the legislative intent of SB 1004. These recommendations build upon and reflect the experience of counties
over the past seventeen years in the development and delivery of prevention and early intervention
programs, in partnership with the MHSOAC and our local community stakeholders.

Recommendations 1.1-1.3

In Recommendation 1.1, the report suggests that “The California Governor must designate leadership to
guide and coordinate planning for state and local multisector prevention and early intervention initiatives,
in consultation with a broad coalition of private and public partners.”

Arguably, the MHSOAC has been directed to serve in this capacity as it relates to MHSA PEI funding
priorities. Statewide multisector prevention and early intervention initiatives that are developed across
private and public partners are actively underway and under development by the Administration in the
form of the Health and Human Services Behavioral Health Task Force, and the Children and Youth
Behavioral Health Initiative. Under Medi-Cal, with the CalAIM Population Health Management Initiative,
and DHCS’ Comprehensive Quality Strategy, the state has launched large-scale initiatives to improve
coordination and integration of prevention and early intervention across populations with an eye toward
improving primary care integration with behavioral health services and reducing disparities.

The SB 1004 report offers an opportunity for the MHSOAC to align with and support these efforts through
the identification of effective PEI programs currently serving marginalized and underserved communities
with services that cannot be covered through insurance, and to support scaling up of these models at the
county level. In particular, CBHDA recommends the Commission focus on identifying ways to further
uplift counties’ investments in community defined evidence practices (CDEPs) with MHSA funding.
CDEPs are currently not fundable under Medi-Cal or other insurance, and yet California has a tremendous
opportunity to target PEI funding to more robustly invest in and support the expansion of CDEPs to
improve quality and reduce disparities for county behavioral health clients.

CBHDA also has strong concerns regarding Recommendation 1.1.c, suggesting that prevention services
should be brought to all communities through leveraging MHSA and other public funds. It is critical that
this programming continues to be driven by the local stakeholder process and that funds remain at the
local level, consistent with the intent of SB 1004. While CBHDA is supportive of ensuring that all
Californians have access to preventative care services, the MHSA provides a unique opportunity for local
community-driven input and expertise to inform investments that make meaningful impact on specific
local communities. California counties understand that disparities exist in access to mental health, and
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vary across communities in California; however, a state-level standardization may result in watering down
or reduce the effectiveness of certain targeted disparities reduction efforts at the local level. While the
report mentions the need to ensure all state-level partners are working towards the same prevention goals,
it would be inappropriate to attempt to direct MHSA public mental health dollars to supplement care that
should otherwise be provided by other payers or systems.

e Recommendation: The MHSOAC should be the leader in uplifting successful PEI programming
and interventions, identifying best practices developed at the local level, including community
defined evidence practices, and support opportunities to disseminate and scale these practices
throughout California.

Under Recommendation 1.2.c. the report provides a recommendation that the state (emphasis added):
“Require all State-funded programs and agencies, including but not limited to those directly involved in
mental health, to develop and deploy strategic equity plans to assess and remediate bias and discrimination
within their systems, procedures, and practices. The State must hold grantees accountable for
implementing equity plans including the collection of data to demonstrate how disparities are identified
and addressed.” Again, this focus on “all state-funded programs and agencies” is far beyond the scope of
SB 1004 and PEI funding rules.

In addition, the suggestion for the state to hold “grantees” accountable for implementing equity plans is
unclear. Is the report referring to organizations who are funded by counties through MHSA funding, or
other grant-based programs? If this recommendation refers to the work of county behavioral health,
counties have been required to develop Cultural Competence Plans focused on data collection and
disparities reduction for decades and are currently in the process of updating those requirements with
funding allocated by the Legislature, in coordination with the California Department of Public Health and
Department of Health Care Services. As such, this recommendation appears duplicative of existing efforts
to coordinate across departments at the state level, supporting the goal of targeted, data informed,
accountable disparities reduction requirements for county behavioral health agencies.

Recommendation 3

The Commission’s report identifies barriers of stigma and lack of education to receiving support for
mental health needs, also finding that this information is often best received from trusted members of the
community. CBHDA is perhaps most dismayed at the ways in which the report fails to accurately reflect
lessons learned from the counties’ and the MHSOAC’s own historic partnership with the former
Department of Mental Health to fund statewide campaigns to reduce stigma around mental health, reduce
racial and ethnic disparities, and address student mental health. With MHSOAC approval, counties
invested $160 million into three statewide initiatives over four years.! In fact, this report cites the 2019
RAND study which evaluated the effectiveness of this MHSA funded effort, but does not in any way refer
to the fact that the statewide public education campaign it studied was funded as a joint county and
MHSOAC partnership.

In addition, an independent peer reviewed study published this year found that, thanks to the total $20
billion in funding invested in local and statewide efforts under the MHSA, California successfully reduced
its statewide rate of death by suicide and likely prevented 5,500 deaths by suicide.? The collective public

T https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3698820/#bib16
2 Thom M (2022) Can additional funding improve mental health outcomes? Evidence from a synthetic control analysis of
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health impact of the MHSA is profound and should be acknowledged throughout this report.

Since funding for these initiatives expired, counties have continued to build on the lessons learned to
invest in successful, more locally targeted stigma reduction and public awareness campaigns, which
CBHDA believes should be considered as a part of this report. For example, Solano County recently
designed a culturally responsive, suicide prevention campaign targeting demographic groups identified to
be the most as risk for suicide in their community. This campaign was developed jointly with
representatives of the target communities and disseminated through multiple mediums (i.e., television,
social media, printed materials). The campaign not only identified subpopulations at highest risk for death
by suicide in their community, it then placed materials in locations that the target population was most
likely to view those materials (e.g. locating materials in hardware stores to target construction workers).
CBHDA encourages the MHSOAC to identify effective local campaigns such as these, and support
opportunities for learning across the state and development of additional programming, in consultation
with local stakeholders.

Regarding the MHSOAC’s recommendation to target investments in workplace wellness, CBHDA would
request for a more data-informed approach to this recommendation. For example, what evidence is there
to suggest that workplace related stress is a major driver of mental illness, or death by suicide in
California? Given the fact that private corporations, including some of those lifted up in the report, are
multi-billion for-profit entities, what value is there in diverting scarce public dollars to support the work
they should be doing with their own funding to improve culture, working conditions, and support
workforce mental health? CBHDA strongly recommends a more equity-focused emphasis on those safety
net populations already targeted through counties’ work, such as the Solano County campaign targeting
construction workers at high risk for death by suicide in their community.

Further, in response to Finding 3, the MHSOAC could take a leadership role in supporting the
development of programming that promotes resiliency in communities prone to natural disasters, assessing
for effectiveness and scaling up as appropriate.

Recommendation 4

CBHDA agrees with a majority of the Recommendation 4 suggestions, including the need for improved
mental health and substance use disorder screenings, but again would challenge the MHSOAC about
whether this sort of action is within the scope of SB 1004? DHCS is investing hundreds of millions of
Medi-Cal dollars into “equity practice transformation” grants for primary care, with an emphasis on
behavioral health integration. Arguably, the state is already moving in this direction. Statewide access to
more standardized screening for mental health and substance use disorders would likely improve primary
care physicians’ understanding of the signs and symptoms, in addition to improving access to early
intervention services, including outpatient mental health services and decrease reliance on crisis services.
Insurance regulators are in a good position to impose and enforce these sorts of requirements.

There are other county-driven, MHSA funded approaches funded through MHSA PEI funding that have
shown promise in supporting individuals from historically underserved communities to seek care through
county access lines, rather than through crisis services. These sorts of efforts should be lifted up through
the report, as they are proven to both address disparities in meaningful ways and improve access.

California’s millionaire tax. PLoS ONE 17(7): €0271063. https://doi.org/ 10.1371/journal.pone.0271063
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e Recommendation: Identify best practices in culturally responsive outreach and education
materials targeting marginalized and underserved populations, including county behavioral
clients, and support the dissemination and scaling up of promising programs across the state.

Substance Use Disorders

With the passing of AB 2265 and AB 638, MHSA PEI funds are now better able to address the
continuum of behavioral health prevention. While the report makes mention of substance use disorders
(SUD) several times, we believe it was also a missed opportunity to spotlight and provide guidance on
the ways that counties can begin to better integrate SUD prevention and early intervention into the
MHSA PEI funding priorities outlined in SB 1004, particularly given the stronger co-occurrence of SUD
and mental health conditions among children and youth. As we continue to align our specialty mental
health and substance use delivery systems, the MHSOAC could further support these efforts through
identifying and uplifting best practices.

Overarching Recommendation

Overall, CBHDA is concerned that instead of providing counties with direction on how to structure PEI
investments pursuant to SB 1004, the draft report appears to be providing a confusing and broad array
of guidance fo the state about a variety of possible statewide initiatives it should consider. Broad
statewide initiatives that cut across a multitude of public and private sectors like those outlined in the
report may have merit but would likely require much more investment than what is available through
MHSA PEI funding, and would circumvent the core intent of the voters in having funding that is locally
directed with input from local community stakeholders, leveraged through counties. We urge the
commission to revisit the scope of the report, and to more clearly focus the findings and
recommendations to support counties in addressing PEI programming, consistent with the goals of the
Act and SB 1004.

We thank you for your consideration of our comments and recommendations and are eager to work with
the MHSOAC to offer proposed alternative priorities beyond those mentioned in this correspondence.
Please contact our team directly at efeld@cbhda.org or mcabrera@cbhda.org if we can answer any
questions or provide any additional information to clarify our comments in this letter.

Sincerely,
Micka{, W-~ab.
Michelle Cabre}a

Executive Director
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September 30, 2022

To: Mental Health Services Oversight and Accountability Commission
1812 9th Street
Sacramento, CA 95811

Cc: Toby Ewing, Ph.D., Executive Director

Dear MHSOAC Commissioners:

Thank you for the opportunity to provide feedback on the Well and Thriving report on the
Prevention and Early Intervention component of the Mental Health Services Act (MHSA) per the
legislative requirement under Senate Bill 1004. Thank you in particular to the Chairs of the PEI
Subcommittee, Mayra E. Alvarez and Mara Madrigal-Weiss for shepherding this effort to identify
opportunities for promoting preventive and early intervention efforts through and beyond the MHSA.
We represent a group of children’s mental health, education, and health advocates in California who are
committed to the well-being of children and their families, particularly those from historically
marginalized communities. We have synthesized our feedback and recommendations (bolded) to the
Commission on the first and second draft reports in hopes that the final draft approved by the



Commission reflects what we see as the critical, immediate opportunities for preventing and intervening
early in mental health disorders and distress in children and youth. We believe that greater investments
in children, youth, and their families are essential to any state strategy in mental health prevention and
early intervention given that early investments will reap benefits across the lifespan, before mental
health conditions develop or trauma calcifies into severe pervasive distress. Below are some overall
observations followed by specific reflections and recommendations on each section of the report.

Overall observations:

Overall, we agree with one of the primary conclusions of the Well and Thriving report that
moving California’s systems of care toward prevention and early intervention requires significant time,
leadership, and investment. The report is laduably ambitious in its effort to be comprehensive with
respect to existing efforts in mental health prevention and early intervention, including its discussion on
social drivers of racial/ethnic disparities in mental health. However, the report misses an opportunity to
identify where the Mental Health Services Oversight and Accountability Commission (MHSOAC) can
and should be leading to drive additional state and local investments in time and resources toward
true upstream prevention and early intervention where it can be most impactful - in the lives of
children, youth, and their families, particularly low-income households and families of color. As an
example, in the report’s definitions section on page 3, “recovery” is defined and largely applies to the
adult population. We recommend the addition of resilience and well-being (both of which are used
throughout the report but not defined) along with definitions that are inclusive of the experiences of
children, including young children who are uniquely dependent on their parents and caretakers to
have their social-emotional needs met and establish a trajectory of positive mental health, as well as
children and families of color who require adapted interventions that are culturally-responsive and
affirming based on shared histories of community and historical trauma.

Furthermore, the report’s recommendations are very lofty and aspirational in nature. In order
for the state to achieve its ambitious goals, which we largely concur with, it is essential for this report to
include practical next steps and an implementation plan - one that clearly articulates the essential
aspirational role of the MHSOAC as a prominent leader in the state’s mental health prevention and early
intervention ecosystem. The MHSOAC is unique in the state’s constellation of social and human service
bodies in that it was established by a state ballot initiative and oversees a categorical revenue stream in
the form of a millionaire’s tax. The MHSOAC should leverage its unique level of independence to
convene and influence other state and local policymakers to lead implementation of this report across
the Administration and throughout local governments, and we stand ready to support the MHSOAC in
engaging communities, families, and youth in its efforts to align prevention and early intervention
across the state.

Well-established historical national data notes that nearly half of all mental health disorders
begin before age 14, and nearly three-fourths before age 25. Current PEl regulations require counties to
spend at least 51% of their PEI dollars on children and youth 25 and younger. While this goal is laudable,
advocates at the state and local level have consistently observed that the vast majority of PEI funds,
particularly Prevention funds, are not targeted to true upstream prevention, such as in infant and early
childhood mental health programs, where the benefits can be reaped over a lifetime and across child
health domains, including their physical health and education success. In response, we recommend the


https://mhsoac.ca.gov/wp-content/uploads/PEI-Regulations_As_Of_July-2018.pdf
https://www.childrenspartnership.org/research/addressing-infant-and-early-childhood-mental-health-needs/
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report’s language be more specific on how the OAC plans to incentivize, encourage, and support
counties, as well as its peers within the Administration, in investing more in true upstream prevention
and children and youth services.

Finding 1: California does not have a strategic approach in place to address the socio-economic and
structural conditions that underpin MH inequities or to advance statewide PEI.

Recommendation #1: The State must establish multi-disciplinary leadership, deploy a strategic plan and

We agree that the state lacks a strategic approach to addressing the root causes of mental health
disparities for marginalized communities in California, therefore limiting its ability to truly advance
prevention and early intervention. However, there are a multitude of efforts undertaken across sectors
and by the Administration that center prevention and early intervention, including CA Department of
Social Services draft Family First Prevention Services Act (FFPSA) Five-Year Prevention Services Plan, the

Children and Youth Behavioral Health Initiative and the Governor’s Master Plan for Kids” Mental Health,
Medi-Cal initiatives such as Cal-AIM’s Population Health Management Strategy, and the Department of
Health Care Services’ (DHCS) Comprehensive Quality Strategy and Strategy to Support Health and

Opportunity for Children and Families, the Department of Education’s Community Schools Initiative, and
finally the Master Plan for Early Learning and Care. The report also references a previously un-advertised

Behavioral Health Prevention Plan from DHCS. Instead of creating yet another plan and stakeholder
process, the MHSOAC should propose and lead one cohesive and comprehensive plan on prevention
for all Californians that cuts across funding streams and departments. We would be glad to work with
the Administration and the legislature to ensure that the state’s efforts to align prevention and early
intervention across agencies is sufficiently resourced.

While we agree that this requires an Executive in the Governor’s Cabinet who will “champion”
this, the MHSOAC, with its statutory independence and administrative and oversight relationship to
counties, could play an essential leadership role to synthesize and align these efforts with a focus on
reducing disparities across the state’s most marginalized communities. For example, the state’s FFPSA
Five-Year Plan and the state’s Medi-Cal Children’s Quality Strategy identify home visiting as a prevention
service, and this service is administered by several agencies (e.g. CalWORKS, Medi-Cal, First 5 county
agencies, etc.), with little coordination or alignment in terms of intended outcomes or prioritized
populations, though the families served are often one and the same. Additionally, the FFPSA Five-Year
plan also includes key mental health services such as Motivational Interviewing and Parent Child
Interaction Therapy. Both programs are prevalent in California with compelling results. Alignment could
strengthen the networks delivering these Evidence Based Practices and increase the number of families
served, regardless which door brought them into services. To achieve this, the MHSOAC should utilize
data to invest in the right communities with the right interventions, and then propose and facilitate
implementation of these interventions and strategies through leveraging as many resources and
initiatives as appropriate. On Page 21, the report acknowledges that “State requirements are not
explicit in the ways counties should define, measure, and report program outcomes” and uplifted
requests from county mental health agencies to provide more technical support and guidance to report
data effectively. The MHSOAC, with its relationship to county agencies, could take a leadership role in
meeting counties’ identified need for greater support on data collection and reporting over the


https://cdss.ca.gov/Portals/9/CCR/FFPSA/CA-FiveYear-State-Prevention-Plan-Draft.pdf
https://www.chhs.ca.gov/home/children-and-youth-behavioral-health-initiative/
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https://www.dhcs.ca.gov/CalAIM/Documents/Final-Population-Health-Management-Strategy-and-Roadmap.pdf
https://www.dhcs.ca.gov/services/Pages/DHCS-Comprehensive-Quality-Strategy.aspx
https://www.dhcs.ca.gov/Documents/DHCS-Medi-Cal%27s-Strategy-to-Support-Health-and-Opportunity-for-Children-and-Families.pdf
https://www.dhcs.ca.gov/Documents/DHCS-Medi-Cal%27s-Strategy-to-Support-Health-and-Opportunity-for-Children-and-Families.pdf
https://www.cde.ca.gov/sp/eo/cc/cocommunitysummary.asp
https://www.chhs.ca.gov/home/master-plan-for-early-learning-and-care/
https://www.dhcs.ca.gov/services/Pages/BHPP.aspx

continuum of county-administered mental health programs, including but not limited to MHSA-funded
efforts, since MHSA funds often supplement and complement a variety of county- and community-led
programs targeting low-income communities of color. We again recognize a unified mental health data
system would require significant resources as well as expanded oversight jurisdiction for the MHSOAC,
and we would look to partner with champions in the Legislature and Administration to support efforts to
simplify and make more transparent county mental health data. In the interim, one practical step
toward this goal would be for the MHSOAC to publish the new proposed standardized template for
county reporting on PEl spending for public comment and feedback with the goal of requiring counties to
adopt the final approved template by April 2023.

Finding 2: Unmet basic human needs and trauma exposure drive MH risks. These factors will continue to
disrupt statewide PE| efforts and outcomes unless they are addressed.

Recommendation #2: The state’s strategic approach to prevention and early intervention must ensure

that all people have access to the information and resources necessary to support their own or another

person’s mental health needs

Overall, Recommendation 2 seems like an extension of Finding 1 and Recommendation 1 - it is
clear that the lack of system coherence and coordination, particularly at the local level, confuses
consumers, families, communities, and even service providers, and we are glad to see this reality
acknowledged in the report. While we generally agree with Recommendation 2, we would like to see an
explicit role for the MHSOAC in leading local implementation of Recommendation 2, particularly
Recommendation 2.2 and 2.3 (promoting inclusive, safe, nurturing environments and reducing trauma
through supporting parent and caretakers). For example, the MHSOAC could, through its authority
granted in SB 1004, adjust the regulations governing PEl spending at the county level to ensure greater
and more effective investments in activities highlighted in Recommendation 2, such as enhanced
partnerships between community-based organizations and schools or home visiting for families with
infants and toddlers - efforts that have strong evidence for preventing poor outcomes for communities
and children of color, and are currently woefully underfunded (as evidenced by the historic multi-billion
dollar one-time investments in the CYBHI and Community Schools Initiative).

Finding #3: Strategies to increase public awareness and knowledge of MH often are small and sporadic

while harmful misconceptions surrounding MH challenges persist. Mass media and social media reinforce

these misconceptions
Recommendation #3: The State’s strateqgic approach to prevention and early intervention must ensure

that every Californian has access to effective and appropriate mental health screening and services and

ianed to their need

We fully agree and support Recommendation 3 - the State must ensure that every Californian
has access to effective and appropriate mental health screening, services, and supports based on their
unique needs. We also recognize this is not a problem that the MHSOAC can directly intervene in or
solve, especially without resources and support from the public and the Administration. For example,
on page 47, the report acknowledges that localized outreach and engagement strategies are most
effective at combating stigma, dispelling myths, and increasing service utilization in marginalized



communities. We agree. However, the report could be strengthened by recommending a single
cohesive public awareness strategy or campaign, led by the State, to influence the broader narrative
about mental health and influence state leaders’ responses to the existing crisis. For example, an
MHSOAC-led statewide communications campaign could link the various communications efforts, from
ACES Aware in the Office of the Surgeon General to local anti-stigma work in schools in communities of
color, to a broader narrative about prevention and early intervention being most impactful before
mental health conditions typically emerge. This kind of messaging could significantly add to the political
will in California to invest in true upstream prevention and early intervention in historically marginalized
communities. Additionally, the report highlights the opportunity for online initiatives to increase
awareness and access to digital care like tele-mental health and should name the initiative that could
potentially resource such efforts - the Virtual Behavioral Health Platform being administered by DHCS
under the CYBHI. Finally, the recommendations around increased mental health training and education
for staff in non-mental health settings is well-received; however, we recommend an additional
recommendation on how to fund or sustain that level of workforce and community-level
capacity-building - perhaps through ongoing local education investments (such as the Local Control
Funding Formula) in social-emotional learning or parent engagement, with MHSA dollars as
supplements or complements to these investments. Overall, this section presents a compelling vision
for community-level work and could be strengthened by identifying the resources or the leadership
necessary to execute new strategies or coordinate existing efforts.

Overall, the MHSOAC should identify areas where through convening and coordinating across
the Administration, it can leverage and align various state efforts to educate the public on mental
health issues, including ongoing efforts through the CYBHI, Office of the Surgeon General/ACES Aware,
and First 5 California. While acknowledging that the MHSOAC’s statutory oversight and accountability
roles are limited in scope, we believe that through partnerships with advocates, communities, families,
and youth, the MHSOAC could become a multi-sector mental health convener and build the necessary
political will across the state to strengthen and align investments in prevention and early intervention.
More immediately, we recommend the MHSOAC develop and require counties to utilize a template to
assess the reach, effectiveness, and cultural-appropriateness of their outreach and engagement
strategies funded by PEIl in order to ensure that local Prevention dollars are meeting the needs of
communities, particularly those for whom mental health stigma intersects with other forms of
discrimination such as race, ethnicity, income, immigration status, gender, or sexual orientation.
Lastly, the MHSOAC should leverage the expertise of its Youth Innovation Committee to ensure state
and local efforts are informed by young people, including high-school aged youth, particularly as it
relates to online communications and campaigns.

Finding #4: Strategies that increase early identification and effective care for people with mental health

challenges can enhance outcomes. Yet few Californians benefit from such strategies. Too often the result

is suicide, homelessness, incarceration or other preventable crises.

Recommendation #4: The State’s strategic approach to prevention and early intervention must ensure
that every Californian has access to effective and appropriate mental health screening, services and

supports aligned to their needs




We agree with Finding and Recommendation 4 that there are demonstrable gaps in preventive
and early intervention mental health services in California, particularly in light of new data on children in
Medi-Cal. Only 14% of the state’s low-income teenagers receive a depression screen and a follow-up
plan, despite the reality that 1 in 3 California teens have signs of serious psychological distress, with
teens living below the federal poverty level having disproportionately higher levels of distress than their
peers. Even more alarming, while the suicide rate decreased in California during the first year of the
pandemic (2020), youth, girls, Black, and Latinx youth all showed increases in suicide during that time. A
recent State Auditor’s report noted that nearly three-quarters of 2-year-olds on Medi-Cal did not receive
the required number of preventive services, including developmental screenings (a key opportunity to
assess a child’s social-emotional development and therefore early mental health). This is a dismaying
level of neglect for our state’s most marginalized children and families, and it is reasonable to guess that
children with commercial health plans do not fare exceptionally better, given the reality that children are
seen as low-need and low-cost to insure, despite the reality that half of all mental health disorders
appear before a child turns 14. We agree that the state must work to hold both public agencies and
public and commercial health plans accountable to providing the services that children and youth
need to be healthy and mentally well.

Anecdotally, advocates and community members report that local MHSA prevention and, in
particular, early intervention resources are often used to bridge gaps in medically necessary care,
particularly for adults with severe mental iliness whose care has often been neglected or
poorly-coordinated with necessary social services by commercial or public health plans. Those few PEI
resources which are dedicated to early intervention for children and youth, where they could be most
impactful, are typically highly specialized clinical services which are difficult for county contractors like
small nonprofit community-based organizations to provide at scale. Community stakeholders indicate
that PEIl dollars are frequently bridging gaps in healthcare rather than supplementing, innovating, or
expanding on the investments of healthcare in mental health prevention and early intervention.

While its accountability and oversight roles are limited, we believe there are opportunities for
the MHSOAC to play a role in improving access to mental health care provided by health plans and
county agencies in California, and moving the state’s healthcare system toward true prevention and
child-focused early intervention where it can be most impactful. Specifically, in the report, the
MHSOAC could clarify its role in diversifying the workforce and expanding the available options of
culturally-responsive care at the community-level through providing technical assistance, facilitating
learning communities, or providing additional state grant funding to counties and community-based
agencies who supplement one-time funding, such as CYBHI funds for Behavioral Health Coaches or youth
peers, with county PEl dollars. By re-imagining local PEl spending as complementary to, rather than a
substitute for, adequate individual health and mental health care, the MHSOAC, counties, and
community-based agencies could focus their efforts on community-level interventions, establishing an
evidence base for community-defined evidence-based practices (CDEPs), and enhancing existing social
support and services.

For example, classroom-based models of infant and early childhood mental health consultation,
where a clinician provides ongoing support to a child care provider rather than temporary support for a
child in distress, show incredible promise for reducing disparities in preschool suspensions and
expulsions for Black children, and can support the social-emotional development of all children in the


https://www.auditor.ca.gov/pdfs/reports/2022-502.pdf

classroom. Likewise, a campus-wide high school peer support program could intervene in behavior
incidents, bringing classrooms or peer cohorts together to heal through circles or other restorative
justice practices rather than punitive school discipline measures like suspensions or expulsions. These
mental health interventions are not readily available through the traditional healthcare system because
there is not an identifiable client or patient, but these are the types of culturally-responsive early
intervention support that marginalized children and youth require. Where PEI investments could be
most impactful could be in re-defining the standard of care for marginalized communities, with
advocates and state leaders like the MHSOAC supporting or even authoring legislation that would
require health plans to adopt these models, and endorsing policy actions that strengthen health plan
funding for these prevention programs. Current opportunities and examples of this include publicly
supporting and advocating for expansions of Cal-AlM reform efforts such as Medi-Cal’s Population
Health Management and the expansion of covered mental health services across public and private
health plans of evidence-based practices, such as dyadic care, and culturally-affirming practices like
youth peer-to-peer support.

Conclusion

In 2021-22, the Mental Health Services Act tax on millionaires generated $3.5 billion for counties
to allocate to local priorities and programming under a fairly broad definition of prevention and early
intervention mental health strategies - this is an unparalleled source of ongoing revenue in mental
health prevention and early intervention that could be leveraged, along with other state efforts, to
ensure all California’s communities, including marginalized children and families can achieve
whole-person well-being in such a rich state. In thinking about how to reimagine the state’s prevention
and early intervention efforts, particularly through the MHSA, prevention dollars could be made more
impactful by being more aligned with a local public health approach to improve community and
population health, particularly through investing in upstream programming in children and their
families to reap the benefits across an entire lifespan. Likewise, the MHSA’s early intervention dollars
should supplement, not supplant adequate and required mental health care from our public and
private health plans in California. Likewise, early intervention services should be dedicated to piloting
and innovating culturally-responsive and community-defined evidence based practices for children
and youth - where early intervention can be most impactful across the lifespan.

In practice, this would mean our state should prioritize traditional health care resources to
right-sizing long-underfunded infant and early childhood mental health programs, sustaining existing and
expanding school-based early intervention strategies, and broadly implementing more
community-defined evidence-based practices that are culturally-concordant with the needs and
experiences of marginalized communities. Policy levers, led by the MHSOAC as a statewide convener
and key agency in mental health policy development and advocates, could then be deployed to
broaden the standard of mental health care that our state and county health plans should be obligated
to fund sufficiently and in perpetuity. This aspirational vision of the MHSOAC would enhance our
state’s ability overall to sufficiently resource true upstream prevention and early intervention at the
state and ultimately, the local level.,


https://www.dhcs.ca.gov/CalAIM/Pages/PopulationHealthManagement.aspx
https://www.dhcs.ca.gov/CalAIM/Pages/PopulationHealthManagement.aspx
https://first5center.org/publications/dyadic-care-medi-cal-family-therapy-benefit

We thank you again for the opportunity to provide feedback on the Well and Thriving report and
would welcome the opportunity to engage with the PEl Subcommittee chairs or staff to discuss any of
our recommendations in more detail. We look forward to working together to achieve the ambitious
vision laid out in the report for mental health prevention and early intervention in California. If you have
any questions or would like to discuss further, please contact Angela M. Vazquez
(avazquez@childrenspartnership.org) or Adrienne Shilton (ashilton@cacfs.org).

Sincerely,

Vanessa Aramayo, Executive Director Wendy Wang, MPP, Chief Public Policy and

Alliance for a Better Community Advocacy Officer
Sycamores
Adrienne Shilton, Director of Public Policy and
Strategy Angela M. Vazquez, Policy Director-Mental
California Alliance of Child and Family Services Health

The Children’s Partnership
Lisa Eisenberg, Director of Policy & External

Affairs
California School-Based Health Alliance

Lishaun Francis, Director, Behavioral Health
Children Now

Donna Sneeringer, Vice President and Chief
Strategy Officer
Child Care Resource Center

Jeff Farber, Executive Director
Helpline Youth Counseling

Maeva Marc, Vice President of Advocacy &
Policy
Kidango

Martha Alvarez, Director of Legislative Affairs
and Government Relations
Los Angeles Unified School District

Rachel Velcoff Hults, Director-Mental Health
National Center for Youth Law

Gabby Tilley, Senior Policy Manager
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Maria Echaveste, President & CEO
The Opportunity Institute
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January 24, 2023

Toby Ewing, Ph.D., Executive Director

Mental Health Services Oversight and Accountability Commission
1812 9th Street

Sacramento, CA 95811

Re: Well and Thriving: Prevention and Early Intervention in California

Dear MHSOAC Commissionets:

On behalf of the California Alliance of Child and Family Services, which represents 160 community-based
organizations that provide crucial services to children and families, and the Children’s Partnership, a
children’s health advocacy organization dedicated to the well-being of children and their families, we
respectfully submit the following comments regarding the Well and Thriving: Prevention and Early
Intervention in California report. We greatly appreciate the Prevention and Early Intervention
Subcommittee’s work to establish a strategic statewide approach to prevention and early intervention and we
thank you for the specific actions outlined in the Implementation Plan. As the Subcommittee moves forward
with finalizing the report, we ask you to consider the following comments and recommendations.

Recommendation One

MHSOAC should identify itself as the leader of a cohesive and comprehensive plan on prevention for
all Californians that cuts across funding streams and departments. We appreciate the Subcommittee’s
first recommendation and agree that the state must develop a strategic approach that integrates existing
initiatives to address the root causes of mental health disparities for marginalized communities in California.
We support the call for a statewide leader to be charged with facilitating this work and believe MHSOAC is
uniquely positioned to serve as that leader.

There are currently numerous efforts to provide prevention and eatly intervention services and supports to
Californians. As stated in Recommendation 1.b., the first step in implementing a cohesive plan will be to
“Assess existing prevention and early intervention investments to identify opportunities for improved
integration.” The priority should be synthesizing and aligning the various existing efforts, rather than
developing an entirely new plan.

We strongly support the inclusion of those with lived experience in the advisory body tasked with creating a
statewide plan, and we thank the Subcommittee for recognizing equity, diversity, and inclusion as the
foundation for the statewide strategic plan for prevention and eatly intervention.

The report must prioritize outreach and engagement with al/ transition age youth under the
identified priorities in Senate Bill 1004. Focusing solely on youth in college disadvantages transition age
youth without access to higher education, which will disproportionally impact transition age youth of color.
We agree with our colleagues who have highlighted the importance of outreach and engagement strategies
that reach both youth in college and youth who are not associated with an educational institution.

Recommendation Three

2201 K STREET * SACRAMENTO CA 95816 * P 916.449.2273 * F 916.449.2294 * CACFS.ORG



Califott -
N The Children’s

“w Alliance

Empowering lives. Enriching futures.

Identify areas where the Commission can leverage and align various state efforts to establish a
public mental health awareness campaign. This includes creating alignment among ongoing efforts
through the CYBHI, Office of the Surgeon General/ACES Aware, and First 5 California. The report could
be strengthened by recommending a single cohesive public awareness strategy or campaign, led by the State,
to influence the broader narrative about mental health and influence state leaders’ responses to the existing
crisis. Again, the Commission can be most impactful by working to align various existing efforts and enhance
cohesion among the partners working on these initiatives.

Recommendation Four

Focus efforts on strengthening community-level interventions, scaling community-defined evidence-
based practices (CDEPs), and enhancing existing social support and services. We applaud the
Subcommittee for the inclusion of the Opportunity Spotlight: Community-Defined Evidence Practices in the Well and
Thriving report and strongly support recommendation 4.C. An explicit action item in the Implementation Plan
about the provision and scaling of community-defined evidence practices (CDEPs) can ensure this
recommendation comes to fruition.

The PEI report presents an opportunity to identify where the Commission can and should be leading to drive
additional state and local investments in time and resources toward true upstream prevention and early
intervention where it can be most impactful - in the lives of children, youth, and their families, particularly
low-income households and families of color. We urge the Commission to leverage its unique position to
convene and influence other state and local policymakers to lead implementation of this report. Our agencies
are eager to serve as partners in this work.

We look forward to continued collaboration with the Commission and appreciate the opportunity to provide
this feedback.

Sincerely,

i
Adrienne Shilton

Director of Public Policy and Strategy
California Alliance of Child and Family Services

i/ <=

Angela M. Vazquez
Policy Director
The Children’s Partnership
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The third draft of the Commission’s prevention and early intervention (PEI) report, Well
and Thriving, and the accompanying first public draft of the PEI Implementation Plan make
for very interesting, though very disappointing, reading. In spite of its suggested whole
population approach and the need for cultural understanding, there is still an over
emphasis on evidence-based practices. The literature is replete with evidence of the failure
and/or inability of EBPs to address the needs of the African American community. It is also
important to point out that the PEI Implementation Plan is based essentially of Western
psychological principles that have been shown to be incapable of reducing mental health
disparities in the Black community. All this is done in spite of the APA’s apology admitting
that “it (APA) failed in its role leading the discipline of psychology, was complicit in
contributing to systematic inequities, and hurt many through racism, racial
discrimination, and denigration of people of color, thereby falling short on its mission to
benefit society and improve lives”. If the State continues to use incorrect and inaccurate
theories, concepts, and strategies to build its prevention plan, then it will continue to
promote disparities, stigma and increasing mental health issues in the Black population. It
will, in fact, knowingly join with the agents of harm and hurt resulting from perpetrating
systems that denigrate and demean people of color, especially Black people.

In spite of the Association of Black Psychologists over fifty (50) years of developing and
testing theories, concepts, programs and practices for providing services to the African
American community, the draft report, Well and Thriving, provides little or no utilization of
this information in its report or in the PEI implementation plan. As documented in the
CRDP Black Population Report, the Black population is dealing with a “crazy “system that
continues to do the same thing over and over and expecting a different result. That,
according to Einstein, is the definition of insanity. The state cannot continue to do the same
thing, build programs and practices based on hurtful, incorrect, and incomplete
information and expect to change the outcomes.

Effective PEI efforts should be required to demonstrate “how they have disengaged and/or
disentangled their programmatic philosophy and practice from Euro-American psychology
and beliefs” and “what are the measurable and verifiable evidence and examples that
demonstrate their intentional critique, clarification, and correction of the explicit and/or
implicit usage of Euro-American parochial, thoughts, beliefs, values, customs, traditions,
practices, and policies in their service delivery”. PEI efforts must be based on programs,
practices and services that are based on the cultural orientation and value system of the
target population.

The National Association of Black Psychologists and its Bay Area chapter have a long
history of designing and developing prevention, treatment programs and services that have
gone unrecognize by the Mental Health Services Oversight & Accountability Commission.
This is the ultimate indicator of APA type complicity to systematic inequities and hurt
contributing to racial discrimination and denigration of people of color. This legacy of
disrespect and denial cannot continue to persist.



The Bay Area Chapter of the Association of Black Psychologists has a community-defined
program, The Therapist in Residency Program, that has been vetted in a pilot program
founded by a local foundation, The Therapist in Residency Program not only demonstrates
culturally congruent services and training, but it also directly addresses the shortage of
Black mental health providers in Alameda County. Secondly members of the Bay Area
chapter have researched and designed a major African American Wholistic Wellness HUB
Complex that will provide wellness programs and activities for the African American
community in Alameda County. An interim virtual Hub complex is being supported by
Alameda County Behavioral Health Care Services and is an excellent example of the
collaboration between a local non-profit and a county agency that is using the theories,
concepts, ideas, and practices that have been developed by the Association of Black
Psychologists based on Black Psychology. This effort can, and should, be replicated in
counties with significant Black populations throughout the state. In this way the state can
begin the disengagement on its reliance on APA sanctioned and promoted theories and
practices and begin to utilize culturally grounded programs in its PEI efforts.

The Bay Area Chapter of Association of Black Psychologists offers a definition of health and
wellness for African people that states “When the human spirit is well, whole, and healthy,
being human is experienced and characterized by confidence, competence and a sense of
full possibility and unlimited potentiality.” We welcome the opportunity to partner with
the Mental Health Services Oversight & Accountability Commission and to provide needed
culturally congruent (African centered) prevention and early intervention consultative
collaboration with you. Itis our hope that you will contact The Bay Area Chapter
leadership with proposed steps for our jointly going forward.

Contact: Patricia Nunley, Chapter President
Lawford L. Goddard, Chapter Elder and Advisor
Wade W. Nobles, Co-Founder of The ABPsi, Chapter Member Emeritus



The Two Recommendations to the MHSOAC
by the CRDP, REMHDCO, and Others

Regarding PEI Priorities

As Provided for by SB 1004 (Wiener)
Chapter 843 Statutes of 2018

We strongly urge the Commission, pursuant to Welfare & Institutions Code
Section 5840.7 (a) (6), to include the following in your list of priorities for
adoption:

» A priority that adds transition age youth who are not in college. Although
college-bound youth are specifically identified by the priority on college
mental health programs (Section 5480.7 (a) (3), we recommend adding
strategies for transition age youth not enrolled in college. This is vital to
avoid discrimination against youth from communities of color and others
who are remain underrepresented on college campuses. Not every youth
attends college. Those that do not may follow a different work path, or may
be unable to avail themselves of a program to help them attend college.

» Community defined evidence practices. Although the Commission is
expected to prioritize “Culturally competent and linguistically appropriate
prevention and intervention,” (Section 5480.7 (a) (4), growing evidence
supports the importance and efficacy of using “community defined
evidence practices (CDEPs).” The inclusion of CDEP language provides local
jurisdictions with a concrete example of strategies that constitute culturally
competent and linguistically appropriate prevention and intervention.
Moreover, inclusion of CDEP language will further state policy to reduce
disparities for racial, ethnic, LGBTQ+, and other underserved communities.

In December of 2020, your own Cultural and Linguistic Competence Committee
(CLCC) voted to support our recommendations as did the Client and Family
Leadership Committee in November of 2022. The recent third draft report of the
PEI Subcommittee, “Well and Thriving”, mentions this, yet does not include these
two priorities in the report’s final recommendations.
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Mental Health Services Oversight and Accountability Commission
PElI Subcommittee Co-Chairs

1812 9th Street
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Dear Commissioners Madrigal-Weiss and Alvarez,
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We received notice that the MHSOAC PEI Subcommittee is scheduled to hold a
virtual meeting on January 17, 2023, to review the latest draft of the PEI
Subcommittee Report. We appreciate your commitment to this process and the
hard work invested in the PEI Subcommittee Report. As expressed in hundreds of
public comments over the last several months, of utmost importance to racial,
ethnic, LGBTQ+ and other underserved communities, is that the Commission
formally adopt our recommendations to the PEI priorities under the authority
granted by SB 1004 Wiener (Chapter 843 of 2018).

Again, REMHDCO, the Cross Population Sustainability Steering Committee
(CPSSC), NASW-CA, CBHDA, CAMHPRO, and many other partners respectfully
requested that the MHSOAC utilize their clear authority to meet the moment and
augment the PEl priorities as recommended. Powerful arguments support
leveraging this strategic opportunity.

As the PEI Subcommittee will report to the full Commission, we request that
Commissioner Alvarez make a motion at the upcoming Subcommittee meeting to
adopt our recommendations to augment the list of PEIl Priorities under WIC
Section 5840.7 for approval by the full Commission. We also request that
Commissioner Madrigal-Weiss and Commissioner Alvarez vote in favor of the
motion. The recommendations are attached.

These additions were adopted by the Cultural and Linguistic Competency
Committee and the Client and Family Leadership Committee of the MHSOAC. Our
recommendations have been brought to your attention on numerous occasions
and memorialized in the PEl report. Furthermore, counties need guidance and
direction that they can indeed prioritize projects for students not in college and
work with CDEPs.

However, only you have the power to operationalize policy change needed to
reduce racial, ethnic, and LGBTQ+ disparities by: 1. Adding language that
prioritizes all transition age youth (not just those in college) and 2. Adding
language that prioritizes community defined evidence practices (CDEPs) under the
item, “Culturally competent and linguistically appropriate prevention and
intervention.”



Please do not hesitate to contact Stacie Hiramoto at (916) 705-5018 or
Shiramoto@remhdco.org if you have any questions.

Sincerely,

Stacie Hiramoto, MSW
Director

Racial & Ethnic Mental
Health Disparities Coalition

[ara Fir

Tara Pir, PhD

CEO/Director

Institute for Multicultural Counseling
& Education Services. Inc. (IMCES)

Josefina Alvarado Mena
Chief Executive Officer
Safe Passages

Chair of the Cross Population
Sustainability Steering Committee

Deb Roth
Senior Legislative Advocate
Disability Rights California

WW

Rebecca Gonzales

Director of Government Relations and
Political Affairs

National Association of Social Workers,
California Chapter (NASW-CA)

Yoel O Vecll
Noel O’Neill
Council Chair

California Behavioral Health Planning
Council

(rdn KNG

Andrea Wagner

Interim Executive Director
California Association of Mental
Health Peer-Run Organizations
(CAMHPRO)

Ir7angaed Rlepin)

Margaret Peterson
Chief Executive Officer
Catholic Charities of the East Bay
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Lishaun Francis
Director, Behavioral Healh
Children Now

Lisa Plon-Berlin

Dr. Lisa Pion-Berlin
President & CEO
Parents Anonymous Inc.
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Sonya Young Aadam

Chief Executive Officer
California Black Women’s Health
Network

Jacob Cepollina

Executive Director
Gender Health Center

Kaysludl (lambers

Rayshell Chambers
Co-Executive Director
Painted Brain
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Gabriel Pimentel

Executive Director

Friendship House Association of
American Indians

Kelechi Ubozoh
Kelechi Ubozoh
Consultant

Kelechi Ubozoh Consulting
P m= o

£ /
Shronda Givens

Interim CEO

Tessie Cleveland Community Services

Corporation

Vs

Paul Simmons

Executive Director

Depression and Bipolar Support
Alliance (DBSA)

/)

Mandy Diec

Director of California
Southeast Asia Resource Action
Center (SEARAC)

Eba Laye

Eba Laye
President
Whole Systems Learning

Stephanie Manieri

Stephanie Manieri
Director of Programs
Latino Service Providers



Gulshan Yusufzat

Gulshan Yusufzai
Executive Director
MAS-Social Services Foundation
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Dannie Cesena, MPH
he/him/they/them

Director

California LGBTQ Health & Human
Services Network

Arne-Natasha /D/}(affmf

Anne-Natasha Pinckney
Executive Director

Center for Sexuality and Gender
Diversity

Erica jung
Erica Jung

Jesse Damon

Jesse Damon

Co-Directors

Research and Evaluation
Special Services for Groups

Ken Einhaus
Project Co-Director
LGBTQ TA Center

(, (’; // :ﬁj -
(//// A4S 9,/{”/7///702)/

Eva M. Terrazas

Chief Public Policy and Advocacy
Officer

Pacific Clinics

Mel Mason

Mel Mason
Executive Director Emeritus
The Village Project, Inc.
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Juan Torres

Executive Director

Humanidad Therapy and Education
Services

Myrm Dean Cuon

Myron Dean Quon, Esq.
Executive Director
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Anastacio “Junior” Flores
Program Director
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CC:

Toby Ewing, Executive Director, MHSOAC
Ashley Mills, Research Supervisor, MHSOAC

Members of the Mental Health Services Oversight and Accountability
Commission
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February 22, 2023

Mental Health Services Oversight and Accountability Commission (MHSOAC)
1812 9* Street
Sacramento, CA 95811

Re: MHSOAC Meeting of February 23, 2023
Agenda Item 8 — Prevention and Early Intervention Report

Dear Commissioners,

This letter urges the Commission to take action at your meeting of February 23,
2023, during the agenda item covering the PEI Subcommittee Report. We request
that the Commission vote to approve the two recommendations put forth at the
PEI Subcommittee meeting of January 17, 2023, and at numerous meetings
sponsored by the PElI Subcommittee since 2019.

The many organizations and individuals signing this letter represent communities
throughout California, including racial, ethnic, and LGBTQ+ communities that are
unserved, underserved, and inappropriately served in the public mental health
system. In addition to the community advocacy organizations, please note that
the County Behavioral Health Directors Association (CBHDA), as well as the
California Behavioral Health Planning Council, and the largest provider



organizations join with us in seeking this crucial policy change that the MHSOAC
has the power to make.

The provisions of SB 1004 (Wiener) give authority to the Commission to add to
the list of Prevention and Early Intervention (PEI) priorities listed under WIC
Section 5840.7. Our recommendations are: 1. Adding language that prioritizes all
transition age youth (not just those in college) and 2. Adding language that
prioritizes community defined evidence practices (CDEPs) under the item,
“Culturally competent and linguistically appropriate prevention and intervention.”
These additions were adopted by both your Cultural and Linguistic Competency
Committee (CLCC) and the Client and Family Leadership Committee (CFLC). Our
recommendations have been brought to your attention on numerous occasions
by dozens of diverse community representatives and memorialized in the PEI
report. Furthermore, counties need guidance and direction that they can indeed
prioritize projects for students not in college and work with CDEPs.

This action should be separate from your adoption of the PEI Subcommittee
Report itself and the proposed PEI Implementation Plan accompanying the
Report. Powerful arguments support leveraging this strategic opportunity. Mental
health disparities continue to plague BIPOC and LGBTQ+ communities in
California. There is no need for additional meetings and further delay.

Thank you for your attention to this matter. Please do not hesitate to contact
Stacie Hiramoto at Shiramoto@remhdco.org or (916) 705-5018 if you have any
questions or would like additional information.

Sincerely,

Josefina Alvarado Mena
Chief Executive Officer
Chair of the CRDP Cross Population

Sustainability Committee
Safe Passages

Stacie Hiramoto, MSW
Director

Racial and Ethnic Mental Health
Disparities Coalition
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Eba Laye

President

Whole Systems Learning
Los Angeles County

Dr. Carrie Johnson
Program Director
United American Indian
Involvement, Inc.

Los Angeles County

Dr. Ghia Xiong
Program Director
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Fresno County

Myron Quon, Esq. (he/{tt i)
Executive Director

Pacific Asian Counseling Services
Los Angeles County
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Senior Legislative Advocate
Disability Rights California
Statewide Organization

Dannie Cesefia, MPH (he/they)
Director

California LGBTQ Health and Human
Services Network

Statewide Organization

Seng S. Yang

Executive Director

Hmong Cultural Center of Butte
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Butte County

Julie Kawahara
Independent Consultant
Kawahara and Associates
Sonoma County

Roland Moore, Ph.D.
Researcher

Technical Assistance Provider
Statewide

Phyllis Clark

Chief Executive Officer
Healthy Heritage Inc.
Riverside and San Bernardino
Counties

Sonya Young Aadam

Chief Executive Officer
California Black Women’s Health
Project

Statewide Organization

Stephanie Manieri
Executive Director
Latino Service Providers
Sonoma County

Kent Dunlop

President and Chief Executive Officer
Stars Behavioral Health Group
Statewide Organization

Sarita Kohli

President & CEO

AACI (Asian Americans for
Community Involvement)
Santa Clara County



Wendy CABIL, BA, L.E.

MHSA Client Stakeholder

Lived Experience Advocate

Antelope Valley (Los Angeles County)

Lischaun Francis

Director — Behavioral Health
Children Now

Statewide Organization

John Vanover

Board Member

Depression and Bipolar Support
Alliance — California

Statewide Organization

Alison K. Herrmann, Ph.D.

Research Scientist

Department of Health Policy &
Management

Associate Director, UCLA Kaiser
Permanente Center for Health Equity
UCLA Fielding School of Public Health

Le Ondra Clark Harvey

Chief Executive Officer

John Drebinger Il

Senior Advocate, Policy & Legislative
Affairs

CBHA (California Council of
Behavioral Health Agencies)
Statewide Organization

Craig Pulsipher
Legislative Director
Equality California
Statewide Organization

Ragayya Ahmad

Policy Manager

California Pan Ethnic Health Network
Statewide Organization

Rebecca Gonzales

Director of Government Relations &
Political Affairs

National Association of Social
Workers — California Chapter
Statewide Organization

David Heitstuman

Chief Executive Officer

Sacramento LGBT Community Center
Sacramento County

Aaron Fox

Director of Government Relations
Los Angeles LGBT Center

Los Angeles County

Rev. Benita Ramsey
Rainbow Pride Youth Alliance
San Bernardino County

Priscilla Huang

Executive Director

Center for Asian Americans in Action
Orange County

Sarah Marxer

Evaluation & Policy Specialist Il
PEERS (Peers Envisioning & Engaging
in Recovery Services)

Alameda County



Anne Natasha Pinckney
Executive Director

Center for Sexuality and Gender
Diversity

Kern County

Carol Patterson
Individual Advocate
Alameda County

David Kakishiba

Executive Director

EBAYC

East Bay Asian Youth Center

Karen Waukazoo

Data & Contract Specialist
Friendship House Association of
American Indians, Inc.

City and County of San Francisco

Avery Hulog-Vicente

Advocacy Coordinator
California Association of Mental
Health Peer Run Organizations
Statewide Organization

Kathleen Sullivan (she/her)
Executive Director

Openhouse

City and County of San Francisco

Sally Douglass Acre
Individual Advocate
Alameda County

Ken Einhaus

Project Director
LBGTQ TA Center
Statewide Organization

Jacqueline Tran
Individual Advocate
Research and Evaluation

Gigi Crowder
Executive Director
NAMI Contra Costa
Contra Costa County

Adrienne Shilton

Director of Public Policy and Strategy
California Alliance of Child and Family
Services

Statewide Organization

Orvin Hanson

Chief Executive Office
Indian Health Council, Inc.
San Diego County

Elizabeth Oseguera

Assistant Director of Policy
California Health Plus Advocates
Statewide Organization

Patsy Tito

Executive Director

Samoan Community Development
Center

City and County of San Francisco



Wendy Wang

Chief Public Policy, Advocacy and
Strategy Advisor

Sycamores

Los Angeles and Riverside Counties

Kim Westheimer

She/her/hers or They/Them/Theirs
Director of Strategic Initiatives
Gender Spectrum

Alameda County

Mel Mason

Executive Director Emeritus
The Village Project, Inc.
Monterey County

Margaret Peterson

Chief Executive Officer

Catholic Charities of the East Bay
Alameda and Contra Costa Counties

Maryam Sayyedi Ph.D.
Founder & Executive Director
Multicultural Institute for
Development

Orange County

Gulshan Yusufzai

Executive Director

Muslim American Society — Social
Services Foundation

Sacramento County

Lupita Rodriguez

Program Administrator
Health Education Council
Sacramento/Yolo Counties

Jesse Damon, MPH

Erica Juhn, MA, MPH
Co-Directors of Research and
Evaluation

Special Service for Groups, Inc.
Los Angeles County

Kimthai Kuoch

Chief Executive Officer

Cambodian Association of America
Los Angeles and Orange Counties

Anastacio “Junior” Flores
Program Director

Asian American Recovery Services
San Mateo County

Kelechi Ubozo
Chief Executive Officer
Kelechi Ubozo Consulting

Suzanne Sande Mrlik

Co-chair Health and General Welfare
Committee

San Francisco Black & Jewish Unity
Coalition

City and County of San Francisco

Juan Torres

Executive Director

Humanidad Therapy and Education
Services

Sonoma County

Michelle Doty Cabrera

Executive Director

County Behavioral Health Directors
Statewide organization



cc: Toby Ewing, Executive Director, MHSOAC
Kali Patterson, Research Scientist, MHSOAC



Why Vote Today on the Recommendations for PEI Priorities

Why do stakeholders want the vote on PEI Priorities to happen at the
Commission meeting of February 23?

There is no need wait on action regarding the two recommendations
that have been put forth by REMHDCO, members of the CRDP, and
approved by subcommittees of the MHSOAC.

1. The MHSOAC's own Cultural and Linguistic Competence Committee (CLCC)
voted to approve the two recommendations proposed by the advocates at
their meeting of December 8, 2021.

The MHSOAC's own Client and Family Leadership Committee (CFLC) voted
to approve the same two recommendations at their meeting of October 25,
2022.

Why would the full Commission ignore the recommendation of two of
their own committees? These subcommittees are comprised of experts in
serving racial, ethnic, and LGBTQ+ communities AND experts with lived
experience, both consumers and family members.

2. The Subcommittee has held numerous meetings since 2019. In 2021, the
PElI Subcommittee held Listening Sessions, Forum Series, Public Hearings
and an Upstream University. See the list of events below*

At many or most of these meetings, there were community stakeholders
that brought up the issue of adding the same two recommendations to
the list of PEI priorities that remain on the table today.

3. Since the release of the report, the PEI Subcommittee has held three public
meetings.



At every one of these meetings, the majority of public testimony was
given by community stakeholders asking that the Commission adopt these
two specific recommendations to add to the list of PEI priorities.

4. The many community stakeholders who have signed letters and made
public comment in favor of these two recommendations represent dozens
of diverse communities all throughout the state. Most are not “professional
advocates”, but work tirelessly for specific underserved BIPOC and LGBTQ+
communities at the local level.

Local representatives of the following BIPOC and LGBTQ underserved
communities made public comment or signed letters of support for these
recommendations: African American; Asian/Pacific Islander including Chinese,
Filipino, Hmong, Cambodian, Tongan, Samoan, Vietnamese, Korean; Latinx;
Mixteco-Indigena; Middle Eastern; South Asian; Native American both rural
and urban from as far north as Humboldt County as far South as San Diego
County; and LGBTQ communities from both rural and urban areas, northern,
southern, and central California.

Over twenty (20) counties were represented by local stakeholders who live
and/or work at the local level. These include the counties of : Alameda; Butte;
Contra Costa; Fresno; Kern; Lake; Los Angeles; Monterey; Napa; Orange;
Riverside; Sacramento; San Bernardino; San Joaquin; San Mateo; San Diego;
San Francisco; Santa Clara; Santa Cruz; Sonoma; Ventura; Yolo.

5. In addition to local representatives, most major behavioral health
organizations at the state level, both government and private support the
recommendations.

e County Behavioral Health Directors Association (CBHDA)

e California Behavioral Health Planning Council

e C(California Council of Community Behavioral Health Organizations
(CBHA)

e California Alliance of Child and Family Services

e California Association of Social Rehabilitation Agencies



e (California Association of Mental Health Peer Run Organizations
(CAMHPRO)

e CalVoices

e California Pan Ethnic Health Network

e And many others

The testimony and participation of these local and state level stakeholders
should be formally recognized by the MHSOAC. We have heard from the
MHSOAC that, “We need to hear from other people.” When has the Commission
heard from so many diverse stakeholders all asking for the same thing?

6. At no meeting held by the MHSOAC or its PEI Subcommittee has there ever
been any individual or any organization who has opposed the PEl
recommendations.

What does the Commission seek before in votes to approve something
with so much support and no opposition? It is time for the Commission to
adopt approved PEI recommendations.

* List of meetings held by the MHSOAC
- The Subcommittee held meetings in Sacramento and Monterey counties
in 2019
- The Subcommittee also convened 10 virtual listening sessions targeting
specific communities and regions across California beginning in 2020.
- In addition to PEl-specific activities, Commission staff also gathered
information during other Commission-hosted events held in 2020 and 2021.
- The Subcommittee held five virtual listening sessions in early 2021 for
California’s Northern, Bay Area, Southern, Los Angeles, and Central regions.
- In March and April 2021, the Subcommittee held three statewide virtual
public forums.
- The Commission held two virtual public hearings during regularly
scheduled Commission meetings in February and April 2021.
- In September 2021, in partnership with the California Alliance of Child and
Family Services and The Children’s Partnership, the Commission co-hosted
a virtual panel conversation on prevention and early intervention and
school and community partnerships
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February 22, 2023

Mental Health Services Oversight and Accountability Commission (MHSOAC)
1812 9* Street
Sacramento, CA 95811

Re: MHSOAC Meeting of February 23, 2023
Agenda Item 8 — Prevention and Early Intervention Report

Dear Commissioners,

This letter urges the Commission to take action at your meeting of February 23,
2023, during the agenda item covering the PEI Subcommittee Report. We request
that the Commission vote to approve the two recommendations put forth at the
PEI Subcommittee meeting of January 17, 2023, and at numerous meetings
sponsored by the PElI Subcommittee since 2019.

The many organizations and individuals signing this letter represent communities
throughout California, including racial, ethnic, and LGBTQ+ communities that are
unserved, underserved, and inappropriately served in the public mental health
system. In addition to the community advocacy organizations, please note that
the County Behavioral Health Directors Association (CBHDA), as well as the
California Behavioral Health Planning Council, and the largest provider



organizations join with us in seeking this crucial policy change that the MHSOAC
has the power to make.

The provisions of SB 1004 (Wiener) give authority to the Commission to add to
the list of Prevention and Early Intervention (PEI) priorities listed under WIC
Section 5840.7. Our recommendations are: 1. Adding language that prioritizes all
transition age youth (not just those in college) and 2. Adding language that
prioritizes community defined evidence practices (CDEPs) under the item,
“Culturally competent and linguistically appropriate prevention and intervention.”
These additions were adopted by both your Cultural and Linguistic Competency
Committee (CLCC) and the Client and Family Leadership Committee (CFLC). Our
recommendations have been brought to your attention on numerous occasions
by dozens of diverse community representatives and memorialized in the PEI
report. Furthermore, counties need guidance and direction that they can indeed
prioritize projects for students not in college and work with CDEPs.

This action should be separate from your adoption of the PEI Subcommittee
Report itself and the proposed PEI Implementation Plan accompanying the
Report. Powerful arguments support leveraging this strategic opportunity. Mental
health disparities continue to plague BIPOC and LGBTQ+ communities in
California. There is no need for additional meetings and further delay.

Thank you for your attention to this matter. Please do not hesitate to contact
Stacie Hiramoto at Shiramoto@remhdco.org or (916) 705-5018 if you have any
questions or would like additional information.

Sincerely,

Josefina Alvarado Mena
Chief Executive Officer
Chair of the CRDP Cross Population

Sustainability Committee
Safe Passages

Stacie Hiramoto, MSW
Director

Racial and Ethnic Mental Health
Disparities Coalition
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Executive Director

Pacific Asian Counseling Services
Los Angeles County

Deb Roth

Senior Legislative Advocate
Disability Rights California
Statewide Organization

Dannie Cesefia, MPH (he/they)
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Seng S. Yang

Executive Director

Hmong Cultural Center of Butte
County

Butte County

Julie Kawahara
Independent Consultant
Kawahara and Associates
Sonoma County

Roland Moore, Ph.D.
Researcher

Technical Assistance Provider
Statewide

Phyllis Clark

Chief Executive Officer
Healthy Heritage Inc.
Riverside and San Bernardino
Counties

Sonya Young Aadam

Chief Executive Officer
California Black Women’s Health
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Santa Clara County
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Ragayya Ahmad

Policy Manager
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Statewide Organization

Rebecca Gonzales

Director of Government Relations &
Political Affairs

National Association of Social
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Statewide Organization
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Chief Executive Officer
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Sacramento County
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Director of Government Relations
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Los Angeles County
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Orange County
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Alameda County
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Executive Director
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Kern County

Carol Patterson
Individual Advocate
Alameda County
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City and County of San Francisco
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Executive Director

County Behavioral Health Directors
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cc: Toby Ewing, Executive Director, MHSOAC
Kali Patterson, Research Scientist, MHSOAC



California

: Behavioral
\TMCES | -

INSTITUTE FOR MULTICULTURAL P I& nni "g
COUNSELING & EDUCATION SERVICES »

. Lopnul
C N BlSﬁblhty gﬁthpl'ic
SAFE ights arities
passages Callfornla East Bay

Q?PARENTS eo“- Heq, >

()REMHDCO MNASW

Raial and Tnhak Mostal Moohih Ciperiin foslaies National Association of Social Workers
CALIFORNIA CHAPTER

\\ e ‘ogv AChuay, ”
ANONYMOUS' Y,/ = NG
) = KELECHIUBOZOH

Caurornia Buack Woue's Painted /< CONSULTING

e Progcr Brain P

WWW.CASWHP.ORG .

....._! S M M LATINO

Q’mmumfﬁchmj (e S

Service Providers

SEARAC

CALIFORNIA

GBTQ
® !?&E:[,E% EB AYC {{{ C!Efs\ITJER Ssg Special Service J;'—--l i

for Groups, Inc.  TA CENTER
& Gender Diversity
SERVICES NETWORK

- A
— MAS
— Social @
i E’ Services

Pacific Clinics Foundatlon Boa Me Na Me Mmoa Wo

("Help Me and Let Me Help You™)
ADVANCING BEHAVIORAL HEALTHCARE

- ASIAN AMERICAN
. . e ——
- fic Asian Counseling Ser californiahealfl advocates O woevsives

A PROGRAM OF HEALTHRIGHT 360

THE VILLAGE PROJECT, INC

Y
b HUMANIDAD
B Therapy & Lducation Sery
el HUMANIDADTHERAFY.ORC

ADVANCING THE MISSION OF COMMUNITY HEALTH CENTERS

January 12, 2023

Mental Health Services Oversight and Accountability Commission
PElI Subcommittee Co-Chairs

1812 9th Street
Sacramento, CA 95811

Dear Commissioners Madrigal-Weiss and Alvarez,



We received notice that the MHSOAC PEI Subcommittee is scheduled to hold a
virtual meeting on January 17, 2023, to review the latest draft of the PEI
Subcommittee Report. We appreciate your commitment to this process and the
hard work invested in the PEI Subcommittee Report. As expressed in hundreds of
public comments over the last several months, of utmost importance to racial,
ethnic, LGBTQ+ and other underserved communities, is that the Commission
formally adopt our recommendations to the PEI priorities under the authority
granted by SB 1004 Wiener (Chapter 843 of 2018).

Again, REMHDCO, the Cross Population Sustainability Steering Committee
(CPSSC), NASW-CA, CBHDA, CAMHPRO, and many other partners respectfully
requested that the MHSOAC utilize their clear authority to meet the moment and
augment the PEl priorities as recommended. Powerful arguments support
leveraging this strategic opportunity.

As the PEI Subcommittee will report to the full Commission, we request that
Commissioner Alvarez make a motion at the upcoming Subcommittee meeting to
adopt our recommendations to augment the list of PEI Priorities under WIC
Section 5840.7 for approval by the full Commission. We also request that
Commissioner Madrigal-Weiss and Commissioner Alvarez vote in favor of the
motion. The recommendations are attached.

These additions were adopted by the Cultural and Linguistic Competency
Committee and the Client and Family Leadership Committee of the MHSOAC. Our
recommendations have been brought to your attention on numerous occasions
and memorialized in the PEl report. Furthermore, counties need guidance and
direction that they can indeed prioritize projects for students not in college and
work with CDEPs.

However, only you have the power to operationalize policy change needed to
reduce racial, ethnic, and LGBTQ+ disparities by: 1. Adding language that
prioritizes all transition age youth (not just those in college) and 2. Adding
language that prioritizes community defined evidence practices (CDEPs) under the
item, “Culturally competent and linguistically appropriate prevention and
intervention.”



Please do not hesitate to contact Stacie Hiramoto at (916) 705-5018 or
Shiramoto@remhdco.org if you have any questions.

Sincerely,

Stacie Hiramoto, MSW
Director

Racial & Ethnic Mental
Health Disparities Coalition

[ara Fir

Tara Pir, PhD

CEO/Director

Institute for Multicultural Counseling
& Education Services. Inc. (IMCES)

Josefina Alvarado Mena
Chief Executive Officer
Safe Passages

Chair of the Cross Population
Sustainability Steering Committee

Deb Roth
Senior Legislative Advocate
Disability Rights California

WW

Rebecca Gonzales

Director of Government Relations and
Political Affairs

National Association of Social Workers,
California Chapter (NASW-CA)

Yoel O Vecll
Noel O’Neill
Council Chair

California Behavioral Health Planning
Council

(rdn KNG

Andrea Wagner

Interim Executive Director
California Association of Mental
Health Peer-Run Organizations
(CAMHPRO)

Ir7angaed Rlepin)

Margaret Peterson
Chief Executive Officer
Catholic Charities of the East Bay


mailto:Shiramoto@remhdco.org

Iz’&/; aun Frcm cts

Lishaun Francis
Director, Behavioral Healh
Children Now

Lisa Plon-Berlin

Dr. Lisa Pion-Berlin
President & CEO
Parents Anonymous Inc.

fwya %«f{/ Aadam

Sonya Young Aadam

Chief Executive Officer
California Black Women’s Health
Network

Jacob Cepollina

Executive Director
Gender Health Center

Kaysludl (lambers

Rayshell Chambers
Co-Executive Director
Painted Brain

fa//‘/é/ Fimente!

Gabriel Pimentel

Executive Director

Friendship House Association of
American Indians

Kelechi Ubozoh
Kelechi Ubozoh
Consultant

Kelechi Ubozoh Consulting
P m= Yo

£ /
Shronda Givens

Interim CEO

Tessie Cleveland Community Services

Corporation

Vs

Paul Simmons

Executive Director

Depression and Bipolar Support
Alliance (DBSA)

/)

Mandy Diec

Director of California
Southeast Asia Resource Action
Center (SEARAC)

Eba Laye

Eba Laye
President
Whole Systems Learning

Stephanie Manieri

Stephanie Manieri
Director of Programs
Latino Service Providers



Gulshan Yusufzat

Gulshan Yusufzai
Executive Director
MAS-Social Services Foundation

/ )

Dannie Cesena, MPH
he/him/they/them

Director

California LGBTQ Health & Human
Services Network

Arne-Natasha /D/}(affmf

Anne-Natasha Pinckney
Executive Director

Center for Sexuality and Gender
Diversity

Erica jung
Erica Jung

Jesse Damon

Jesse Damon

Co-Directors

Research and Evaluation
Special Services for Groups

Ken Einhaus
Project Co-Director
LGBTQ TA Center

(, (’; // :ﬁj -
(//// A4S 9,/{”/7///702)/

Eva M. Terrazas

Chief Public Policy and Advocacy
Officer

Pacific Clinics

Mel Mason

Mel Mason
Executive Director Emeritus
The Village Project, Inc.

Juan Torre)

Juan Torres

Executive Director

Humanidad Therapy and Education
Services

Myrm Dean Cuon

Myron Dean Quon, Esq.
Executive Director
Pacific Asian Counseling Services

Elizabetir Oseguera

Elizabeth Oseguera
Senior Policy Advocate
California Health Plus Advocates

Anailacio “vavl}o/b " Flores

Anastacio “Junior” Flores
Program Director
Asian American Recovery Services



CC:

Toby Ewing, Executive Director, MHSOAC
Ashley Mills, Research Supervisor, MHSOAC

Members of the Mental Health Services Oversight and Accountability
Commission
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September 30, 2022

Mara Madrigal-Weiss

Mayra Alvarez

Mental Health Services Oversight and Accountability Commission
Prevention and Early Intervention Subcommittee

Re: Letter for the October 6, 2022 PElI Subcommittee Meeting

Dear Chair Madrigal-Weiss and Commissioner Alvarez,



The undersigned organizations, who work with and advocate for BIPOC and
LGTBQ+ communities throughout the state, write to express grave concerns
about the Commission’s implementation of SB 1004 (Weiner), Chapter 843,
Statutes of 2018.

SB 1004 requires the Commission, by January 1, 2020, establish priorities for
funding at the county level for the Prevention and Early Intervention (PEI)
component of the Mental Health Services Act. Nearly three years have passed
since this deadline and the Commission’s recent release of a preliminary report
falls short of meeting SB 1004’s mandate, including but not limited to, the
timeline.

The language of the statute is clear that in addition to priorities explicitly
identified in SB 1004, additional priorities should be identified with community
stakeholder participation. Last year, a letter dated August 11, 2021 and signed by
twenty-five organizations strongly requested the Subcommittee conduct a public
meeting separate from the one that reviews the PEI Report to allow for open and
robust discussion of the possible PEI priorities for funding at the local level.
According to MHSOAC staff, such a public meeting will not be conducted.

We believe that the provisions of SB 1004 regarding the establishment by the
MHSOAC of PEIl funding priorities for the counties have not been made clear to
the Commissioners or to the public. Does the Commission intend to use the
recent preliminary report, once finalized, as compliance with SB 1004? We do not
believe the current report meets the legislative mandates and shortchanges the
opportunity to adequately address historically racial, ethnic, and LGBTQ+ mental
health disparities.

We strongly urge the Commission, pursuant to Welfare & Institutions Code
Section 5840.7 (a) (6), to include the following in your list of priorities for
adoption:

» A priority that adds transition age youth who are not in college. Although
college-bound youth are specifically identified by the priority on college
mental health programs (Section 5480.7 (a) (3), we recommend adding
strategies for transition age youth not enrolled in college. This is vital to
avoid discrimination against youth from communities of color and others

2



who are remain underrepresented on college campuses. Not every youth
attends college. Those that do not may follow a different work path, or may
be unable to avail themselves of a program to help them attend college.

» Community defined evidence practices. Although the Commission is
expected to prioritize “Culturally competent and linguistically appropriate
prevention and intervention,” (Section 5480.7 (a) (4), growing evidence
supports the importance and efficacy of using “community defined
evidence practices (CDEPs).” The inclusion of CDEP language provides local
jurisdictions with a concrete example of strategies that constitute culturally
competent and linguistically appropriate prevention and intervention.
Moreover, inclusion of CDEP language will further state policy to reduce
disparities for racial, ethnic, LGBTQ+, and other underserved communities.

In December of 2020, your own Cultural and Linguistic Competence Committee
(CLCC) voted to support our recommendations. The recent draft report of the PEI
Subcommittee, “Well and Thriving”, mentions this, yet does not include these two
priorities in the report’s final recommendations. Is it the practice of the
Commission to disregard the suggestions of its own standing committees?

According to the MHSOAC's Strategic Plan, there are levers that enable
transformational system change. One of these is: to engage diverse communities
to drive changes needed to increase access to high quality services and improve
outcomes. We represent diverse communities, and we are asking the MHSOAC to
leverage the opportunity to improve the PEIl regulations to do exactly that: drive
the changes needed — and recommended by our communities - to increase access
to high quality services and improve outcomes! Furthermore, two core principles
of the MHSOAC's Strategic Plan are: community collaboration and cultural
competence. Please say “YES” to following the Commission’s own strategic plan
and incorporate our specific recommendations to address disparities concretely
and within the authority of the Commission. Please realize the principles of
transformational change and move the levels within your control.

Almost 20 years after the Mental Health Service Act was enacted, serious mental
health disparities for racial, ethnic, and LGBTQ communities continue to exist. It is
undeniable that the COVID pandemic exacerbated these disparities. We cannot



allow another 20 years to pass without disrupting and eliminating the mental
health disparities now experienced by the majority of California’s population.

The Commission has the opportunity to lead by example and demonstrate
systems change that provides a stronger pathway to reducing disparities than
what currently exists without usurping the authority of local jurisdictions.

Say “YES” to our communities, say, “YES” to the CLCC of your own commission,
and say “YES,” to realizing the promise of your own strategic plan. Finally, say
“Yes” to meeting the mandates of SB1004 and include our recommended
additions to the PEl priorities in the regulations.

We would be pleased to make a brief panel presentation at the MHSOAC meeting
at which the PEI priorities are established as mandated under SB 1004. This may
move the Commission to adopt our recommendations as additional PEI priorities
and demonstrate compliance with the mandate of SB 1004.

Sincerely,

Sz, Yvramats = —

Stacie Hiramoto, MSW

Director Josefina Alvarado Mena
Racial & Ethnic Mental Health Disparities Chief Executive Officer
Coalition (REMHDCO) Safe Passages
Do Gliith sy
Pysay Phinith, LCSW Kathleen M. Sullivan, Ph.D.
Program Director Executive Director
Korean Community Center of the East Bay Openhouse
(KCCEB)
Eba Lavye Eimthas Kook
Eba Laye
-y Mr. KIMTHAI KUOCH, CEO
President
Whole Systems Learning Cambodian Association of America (CAA)



[ara Fir

Tara Pir, PhD

CEO/Director

Institute for Multicultural Counseling &
Education Services. Inc. (IMCES)

Mot Mason

Mel Mason
Executive Director
The Village Project,Inc.

Vattana Peong

Vattana Peong
Executive Director
The Cambodian Family (TCF)

Mot Ay

Matt Gallagher
Assistant Director
Cal Voices

Anne Natasha- )ﬁ/W

Pinckney

Anne Natasha-Pinckney
Executive Director
The Center for Sexuality & Gender Diversity

(rdlin KNG

Andrea Wagner

Interim Executive Director

California Association of Mental Health
Peer-Run Organizations (CAMHPRO)

Rebecca Gonzales

Rebecca Gonzales

Director of Government Relations and
Political Affairs

National Association of Social Workers, CA
Chapter (NASW)

Sarah Marxer

Evaluation & Policy Specialist Il

Peers Envisioning & Engaging in Recovery
Services (PEERS)

Roland S. Moore, Ph.D.
CRDP Native American
Technical Assistance Team

Pao Yang
President & CEO
The Fresno Center



Lupita Rodrguez
Program Manager
Health Education Council
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Cymone Reyes
Executive Director
San Joaquin Pride Center
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Genevieve Flores-Haro, MPA Associate
Director

Mixteco/Indigena Community Organizing
Project

%yﬁmtfa &ncffe&

Yolanda Randles
Executive Director
West Fresno Family Center

Orvin Hanson

Orvin Hanson
Chief Executive Officer
Indian Health Council, Inc.

fmya %«/(y Aadoan

Sonya Young Aadam
Chief Executive Officer
California Black Women’s Health Network

Juan Torres

Juan Torres
Executive Director

Humanidad
Seng Yang

Executive Director
Hmong Cultural Center of Butte County
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Carolyn Moulton
Grants Project Coordinator
Sonoma County Indian Health Center



Individual Supporters

Liyane Glambern

Lilyane Glamben

Advocate for African American Communities
Sacrament

Cc: Members of the Mental Health Services Oversight and Accountability

Commission
Toby Ewing, Executive Director of the MHSOAC



Racial and Ethnic Mental Health Disparities Coalition

\V) REMHDCO

September 1, 2022

Mara Madrigal-Weiss

Commission Chair and Project Chair

PElI Subcommittee of the

Mental Health Services Oversight and Accountability Commission
1812 9th Street

Sacramento, CA 95811

Re: PElI Subcommittee Meeting of September 7, 2022
Dear Chair Madrigal-Weiss,

Thank you for this opportunity to comment before the first hearing on the
recently released PElI Subcommittee Report, “Well and Thriving”. We hope our
letter will be published as part of the materials for the meeting on September 7,
2022 in San Diego as outlined in the email sent by Kali Patterson of the MHSOAC.

The Racial and Ethnic Mental Health Disparities Coalition (REMHDCO) and others
have consistently requested that the public is made aware at meetings of the PEI
Subcommittee that SB 1004 (Wiener) — Chapter 843, Statutes of 2018, gives
authority to the MHSOAC to add to the list of priorities for PEI funding at the
county level. We are once again requesting that this is explained to the public at
and before the September 7" meeting.

In addition, we strongly urge that the PEI priorities in SB 1004 under Section

5840.7. (a) are listed and provided to the public at the meetings. Then members
of the public should be asked whether they believe there should be any additional
priorities added or any language added to clarify these priorities.

S901 Leona Street, Oakland, CA 94605
(916) '705-501S8 shiramoto@remhdco.oxrg



This aspect of SB 1004 is just as important as asking the public their general
comments about the PEI Subcommittee report or general comments about PEI
programs at the local level.

REMHDCO and others have recommended on more than one occasion to the PEI
Subcommittee that an additional priority needs to be added to the list that
includes programs for transition age youth who are not attending college to
balance the current priority that prioritizes programs that serve transition age
youth on college campuses.

REMHDCO and others have also recommended that language be added to the
priority of “culturally competent and linguistically appropriate prevention and
intervention” to highlight and prioritize community defined evidence practices as
consumers and families from BIPOC and LGBTQ communities favor programs that
utilize these. In addition, the use of community defined evidence practices has
shown to be effective in reducing mental health disparities.

Once again, we urge the PEl Subcommittee to accept our recommendations to
expand the current list of PEI priorities as SB 1004 allows the Commission to do.
We will make additional comments on the general recommendations made in the

PEI Subcommittee report at a later date. Thank you.

Sincerely,

Stacie Hiramoto, MSW
Director

S901 Leona Street, Oakland, CA 94605
(916) '705-501S8 shiramoto@remhdco.oxrg
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Mara Madrigal-Weiss
Co-chairs, MHSOAC Prevention and Early Intervention Subcommittee
Mental Health Services Oversight and Accountability Commission

1325 J Street, 17t Floor
Sacramento, CA 95814

Dear Commissioners Alvarez and Madrigal-Weiss,
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SAN JICAQUIN PRIDE CENTER
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MAS
Social
Services
Foundation

We would like to thank you for helping to lead the Mental Health Services Oversight and
Accountability Commission (MHSOAC) Prevention and Early Intervention (PEl) Subcommittee



and hosting various events throughout the state recently. It is our understanding that SB 1004,
Chapter 843 of 2018 requires the MHSOAC to establish statewide priorities for how PEI funds
are spent at the local level while also gathering stakeholder input to accomplish this goal.
Although we are again grateful for the PEI Subcommittees attempt to gather stakeholder input
during these meetings, we do not believe that the proper information and questions were
posed to stakeholders, therefore impacting the relevance of feedback provided.

As you know, PEI services help prevent mental illness and emotional disturbance from
becoming severe, disabling, and costly to individuals, families, communities and the State. PEI
funds are also used widely to reach underserved populations through education and outreach
efforts in the hopes of addressing stigma and bringing diverse communities into the behavioral
health continuum.

For these reasons, members of the MHSA Partners Forum and the California Reducing
Disparities Project are concerned that the PEI fund priorities may not center its work around
ensuring behavioral health services are accessible to culturally and linguistically diverse
communities, members of LGBTQ+ communities and people with disabilities.

To help address these concerns we have two requests:

1. The MHSOAC PEI Subcommittee should conduct a public meeting that allows for open
and robust discussion of the draft PEI Report that is tentatively scheduled to be
presented to the Commission at its October 28, 2021 meeting. More specifically, we
would like the opportunity to provide input to the PElI Report and have that input
incorporated as appropriate at least 30 days prior to presenting the report during a
Commission meeting where it would be considered for approval. The co-signers of this
letter share concern that the purpose and intent of the PEI Report has not been
reviewed or discussed at any of the PEl Subcommittee meetings and have concerns that
the report will lack the stakeholder voice.

2. The MHSOAC PEI Subcommittee should conduct a public meeting separate from the one
that reviews the PEI Report that allows for open and robust discussion of the possible
PEI priorities for funding at the local level referred to in SB 1004 under Section 5840.7.
(a) of SEC. 3. Chapter 2 under Part 3.6 of Division 5 of the Welfare and Institutions
Code. Under this section, the MHSOAC has the responsibility for establishing certain
new PEI priorities, which must be done in partnership with stakeholders by
incorporating stakeholder input to form these priorities.

We certainly hope that each meeting will be at least three hours in length with at least an hour
and a half for public comment and discussion. We also request neither meeting is held at 8:00
a.m., immediately preceding a regular MHSOAC meeting at which a vote would be taken on the
same subject. We of course, expect that the public comments and discussion will be recorded
in writing, and considered by the Commission in both the final version of the PEIl report as well
as the final list of new PEI priorities.



Furthermore, although there were a series of PEI Subcommittee listening sessions, forums, and
public hearings, most taking place in the beginning months of 2021, the provisions and
requirements under SB 1004 were never presented, reviewed, or explained at any of these
events. We are concerned that the lack of this information may have led stakeholders to not
understand the purpose of these discussions and hinder their ability to provide clear direction
to the MHSOAC on priorities they would like considered for PEIl. To resolve this issue, we
encourage the MHSOAC to begin recording minutes of the meeting and comments made to
ensure all input is properly captured and recorded.

As it relates to implementing SB 1004 specifically, the undersigned share the following
concerns:

1. PEI priorities do not provide sufficient support to youth who do NOT attend college. A
high number of youth who do NOT attend college identify as people of color or
belonging to members of the LGBTQ+ communities. The priority on partnership with
college mental health programs is discriminatory towards reaching youth from
communities of color, as well as many youth with serious mental health disabilities. This
could be remedied by adding a priority for transition age youth who are not in college.

Similarly, PEI Priorities are intended to address the needs of any individual across the
lifespan. Section 5840.7 of SB 1004 states, “[The] Commission shall establish priorities
for the use of prevention and early intervention funds. These priorities shall include, but
are not limited to...early psychosis and mood disorder detection and intervention, and
mood disorder and suicide prevention programming that occurs across the lifespan.”
Choosing to prioritize college-attending youth versus all populations across the lifespan
does a significant disservice to people of all ages undergoing hardships, especially
adults. The priorities should always incorporate populations outside of children and
young adults.

2. At future PEI Subcommittee meetings provide the definition of culturally competent
and linguistically appropriate prevention and intervention services as defined under SB
1004 so that there can be a conversation around adding to PEI priorities the ability to
provide community defined evidence practices or CDEP, which we believe is a crucial
component to reducing disparities.

3. 8B 1004 clearly states priorities are authorized by the county but “determined through
the stakeholder process.” So far, this process of choosing priority populations has left
out committed community stakeholders. Evident through this letter, community
stakeholders are committed to being a part of PEIl prioritization and, therefore, should
be included in the process.

These are only a few specific concerns of community stakeholders. There may be others and
there should be ample opportunity for public comment on these issues at a separate public
forum as noted previously.



The undersigned organizations thank you for the opportunity to share our concerns, and are
more than willing to meet with the MHSOAC commissioners and/or staff to help answer any
guestions or to continue the conversation. Thus, please let us know if you would be willing to
meet with the undersigned to explain our concerns prior to the release of the PEI final draft
report. Additionally, we invite the MHSOAC to join our monthly MHSA Partners Forum
meetings to discuss these issues, and other general updates impacting MHSA.

Thank you again for taking our concerns into consideration and we look forward to hearing

from you soon.

Sincerely,

o, Gonamats

Stacie Hiramoto, MSW

Director

Racial & Ethnic Mental Health
Disparities Coalition (REMHDCO)

Josefina Alvarado Mena

Chief Executive Officer
Safe Passages

David Kakishiba

David Kakishiba
Executive Director
East Bay Asian Youth Center (EBAYC)
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Cymone A. Reyes
Executive Director
San Joaquin Pride Center
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Anne Natasha-Pinckney
Executive Director
The Center for Sexuality & Gender Diversity

Llzabeth 0&@/«@/64

Elizabeth Oseguera
Associate Director of Policy
California Health Plus Advocates

Nelson Jim
Nelson Jim, LMFT
Acting Chief Executive Officer
The Friendship House Association of
American Indians

P

Sarah Marxer

Evaluation and Policy Specialist Il

Peers Envisioning & Engaging in Recovery
Services (PEERS)

R

Susan Gallagher
Executive Director
CalVoices

Med Mason

Mel Mason
Executive Director
The Village Project, Inc.



o~

Heidi Strunk
President and CEO
Mental Health America of California
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Ellen Schmeding,
Chair
California Commission on Aging
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Jane Garcia

Chief Executive Officer
La Clinica de La Raza

Nbia Podithe
Nubia Padilla

Executive Director
Humanidad Therapy and Education Services

Carelinag Valle

Carolina Valle

Policy Director

California Pan-Ethnic Health Network
(CPEHN)

Lisa Pion-Berlin

Dr. Lisa Pion-Berlin
President & CEO
Parents Anonymous Inc.
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Fausto G. Novelo
Operations Manager
Integral Community Solutions Institute

liam Day
Liam Day
Interim Executive Director
Gender Spectrum

Lhe FLaye
Eba Laye
President

Whole Systems Learning

Mandy Diec

Director of California

Southeast Asia Resource Action Center
(SEARAC)

Gquadalupe Navarro

Guadalupe Navarro, MA.ED.
Executive Director
Latino Service Providers

ZRamona Yaladey

Ramona Valadez
Executive Director
Native Directions, Inc.



Song 8. YVang
Seng S. Yang
Executive Director

Hmong Cultural Center of Butte County
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Gulshan Yusufzai

Executive Director

Muslim American Social Services
Foundation

Individual Supporters

Daniel Toleran
Advocate for the Asian/PI and
LGBTQ Communities

Nicelma King, Ph.D.
Head of the Former African American
Special Population Group (CRDP Phase 1)

Mary Ann Bernard

Family Member and Advocate,

Again reminding MHSOAC that PEI " shall
also include" relapse prevention for existing
severe mental illnesses.

WIC Sec.5840(c), last clause.

cc: All Members of the MHSOAC
Toby Ewing, Executive Director, MHSOAC
Ashley Mills, Project Director, MHSOAC
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Sonya Young Aadam
Chief Executive Officer
California Black Women’s Health Network

Wesley Mukoyama, LCSW
Former Behavioral Health Board Member
Santa Clara County

Russell Bong Vergara
Co-Chair of the Former California MHSA
Multicultural Coalition (CRDP Phase 1)

Lorraine Zeller
Peer Advocate
Santa Clara County
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