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BACKGROUND

Proposition 1

In March 2024, California voters passed Proposition 1, resulting in significant changes to
the Mental Health Services Act (MHSA). The proposition repurposes MHSA—changing
the name to the Behavioral Health Services Act (BHSA), re-structuring the use of funding,

and expanding on existing requirements.

One of the most significant changes under BHSA involves the funding components. The
BHSA eliminates the MHSA components for Community Services and Supports (CSS;
76%), which also includes the ability to set aside funds for Workforce Education and
Training (WET) and Capital Facilities and Technological Needs (CFTN); Prevention and
Early Intervention (PEI; 19%); and Innovation (INN; 5%). Instead, BHSA requires 35% of
funds to be directed toward Full-Service Partnership (FSP) programs to provide
comprehensive care for individuals with the most complex needs; 35% for Behavioral
Health Services and Supports (BHSS); and 30% toward Housing Interventions, including
rental subsidies, operating subsidies, shared housing, family housing for eligible children
and youth, and the non-federal share of certain transitional rent’. These changes result in
a transition from five MHSA components to three, under BHSA (Figure 1).
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Figure 1. Restructuring of MHSA to BHSA funding components.



The Housing and BHSS component include additional funding requirements. Under the
30% Housing component, half of this amount (50%) is prioritized for housing interventions
for the chronically homeless, and up to 25 percent may be used for capital development.
Of the 35% of funds dedicated to BHSS, half of these component funds may be used
toward behavioral health supports, such as outreach and engagement; workforce;
education and training; capital facilities and technological needs; and innovative pilots
and projects. The remaining 50% of BHSS funds must be used for Early Intervention
programs to address the early signs of mental illness or substance use disorders, 51% of
which must further be directed to children and youth ages 25 and younger (Figure 2).
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Figure 2. BHSS funding component details.

Between these funding requirements, counties have the flexibility to move up to seven
percent from one category to another, for a maximum of 14% added into any one
category. Finally, 10% of the total BHSA funds will be allocated to state administrative
efforts to create new state-wide, state-led investments. These include population-based
prevention (4%), workforce infrastructure (3%) and statewide oversight and monitoring
(3%).

In addition to restructuring the funding components, the BHSA also expands the priority
populations by including individuals with substance use disorders, and prioritizes
individuals at risk of or experiencing homelessness, justice involvement, child welfare

involvement, and/or institutionalization/conservatorship.



Finally, BHSA significantly expands the reporting process, requiring the development of
a comprehensive Integrated Plan that is inclusive of all behavioral health programs and

funding streams.

BHSA will be effective January 1, 2025, and must be implemented by July 1, 2026.

Primary Problem

The BHSA will have several significant impacts to Orange County’s behavioral health
system of care. The expansion of priority populations to include individuals living with
SUD will change the way in which the County conducts business and delivers services.
Currently, mental health and SUD services operate independently - under BHSA, these
services will need to be integrated. Program operations will need to update their workflows
(intake paperwork, assessments, documentation, billing), and train staff to streamline
activities and provide integrated SUD services. In addition, the new categories eliminate
prevention and innovation programs, and combines Early Intervention, CSS General
System Development, workforce development, and CFTN into one bucket under BHSS.
As a result, existing MHSA programs will need to be modified or eliminated to fit within
the three BHSA funding components. In Orange County, these changes will result in a
loss of $150 million in funding for currently funded programs that could only be funded
under the behavioral health services and supports component. The County will need to
identify strategies and solutions to support individuals who would no longer qualify for

services under these new funding components.

Proposition 1 and the larger Behavioral Health Transformation initiative makes it clear that
the state is envisioning an updated paradigm for public behavioral health services,
especially those services provided through the specialty mental health plan (MHP).
County specialty MHPs need to respond and reimagine their systems of care to meet the
requirements. However, the existing system of care is not currently designed to easily
integrate these changes. Furthermore, many of these changes will be effective January
1, 2025, and must be implemented by July 1, 2026, leaving Orange County with
approximately 18 months to redesign its behavioral health system to meet the new

requirements.



Response to Local Need

The BHSA will require a systemwide transformation of Orange County’s behavioral health
services. The MHSA INN component was designed to evaluate the impact of new or
changed practices in mental health, with transformational change as its primary goal.
Although the BHSA does not include a specific component for INN, current language
included in Senate Bill 326 notes that approved INN projects can continue to be
implemented past the July 1, 2026, start date, as long as approval has been received prior
to that date. This opens the opportunity to utilize INN dollars to evaluate/identify
successful strategies and administrative changes needed to prepare for the transition to
BHSA and share lessons learned. The “re-imagining” of the overall system, along with the

testing of new processes is proposed under the PIVOT INN project.



PROPOSED PROJECT

PIVOT Project Description

PIVOT is a comprehensive proposal with five components, each with its own activities
and learning objectives. These components include:

Full-Service Partnership Reboot

Integrated Complex Care Management for Older Adults

Developing Capacity for Specialty MH Plan Services with Diverse Communities

Innovating Countywide Workforce Initiatives
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Innovative Approaches to Delivery of Care

Each component was identified as a need through ongoing stakeholder feedback on
Orange County’s behavioral health system of care. In addition, each component aligns
with and supports the county’s transition to BHSA. The underlying goal connecting all

components involves redesigning the system of care to prepare for BHSA.

Many counties across the state are facing similar challenges in their system of care. To
support statewide learning, the PIVOT INN Project also proposes the opportunity for
counties to participate in any of the components that align with their local planning efforts,
system needs and INN funding availability. Collectively, this partnership can create a
learning collaborative, as counties solve for similar problems in their local systems and

navigate the transition to BHSA together.

PIVOT Components

Full-Service Partnership Reboot

The MHSA currently requires the majority of CSS funding be directed toward FSP
Programs. Orange County currently funds FSP programs for all age groups that are
implemented through a combination of contracted provider agencies and County clinics.
FSP programs provide intensive outpatient services and case management for individuals
living with serious behavioral health conditions. The FSP framework is based on a “no
fail” philosophy and does “whatever it takes” to meet the needs of its members, and when

appropriate their families, including providing supportive services. This framework builds



strong connections to community resources, and provides 24 hours per day, 7 days per
week (24/7) field-based treatment and recovery services. The primary goal of FSP
programs is to improve quality of life by implementing practices that consistently promote

good outcomes for the member.

FSP programs will continue to remain a priority under BHSA, as the new legislation
requires 35% of the total budget be directed toward FSP programs. Additional guidelines
include?:

e Implementation of select evidence-based practices, including Assertive
Community Treatment (ACT), Forensic Assertive Community Treatment (FACT),
Individual Placement and Support (IPS) model of supported employment and high-
fidelity wraparound.

¢ New established standards of care with levels based on an individual’s acuity and
criteria for step down into the least intensive level of care.

e Outpatient behavioral health services, either clinic or field-based, necessary for
ongoing evaluation and stabilization of an enrolled individual.

¢ Ongoing engagement services necessary to maintain enrolled individuals in their
treatment plan inclusive of clinical and non-clinical services, including services to
support maintaining housing.

e Integration of Substance Use Disorder (SUD) services.

Under these new guidelines, the County must examine its FSP programs and services to

identify levels of care and determine the appropriate criteria for step down services.

Administrative changes and modifications to program workflows and operations will be

required to prepare FSP programs for this transition. The purpose of this PIVOT

component is to prepare the County for the transition to BHSA by supporting activities

within two main categories: 1) Technical and Data Infrastructure and 2) Administrative
Processes. Component activities and objectives include:

e Local Technical and Data Infrastructure
o Gather technical requirements for the new local data infrastructure needed
for county and county-contractors to align with the new FSP standards while

maintaining data collection and reporting standards.



o Design, test, and implement applications that allow real-time access to view
an FSP member’s current level of care and functioning, with the goal of
identifying when it's appropriate to transition to a different level of care.

o Ensure data system follows all federal and state Information Technology
security requirements.

o Thorough cleaning of local data to prepare for the new path forward.

e Administrative Processes

o Determine the FSP levels of care and identify criteria for step down to lower
levels of care.

o Determine administrative processes to ensure seamless transition between
FSP levels, with minimal disruption to service delivery.

o ldentify process for tracking and reporting how members transition through
levels of care.

o For contracted programs, identify changes needed in the contract language
to align with the different levels of care.

o Strengthen ability to provide SUD or co-occurring services, with an
emphasis on co-location of services and dual certification for Drug Medi-Cal
Organized Delivery System (DMC-ODS) services.

Recent discussions around FSPs have focused on performance and value-based
contracting. In discussions with Orange County Program staff, it was determined that the
County is not ready to move toward performance and value-based contracting. This
feedback is consistent with lessons learned from the County’s Behavioral Health System
Transformation INN Project aimed at setting up performance and value-based
contracting. Learnings from that project included two recommendations: (1) Identification
and establishment of a unified data sharing platform to promote transparent data sharing
and support choosing easily measurable value-based metrics that are meaningful to both
providers and the community; and (2) Create a unified vision, steps for how to reach that
vision, and milestone markers early in the planning process, including establishing the
infrastructure to support the project within the payor landscape. Taking these into
consideration, Orange County must first address the necessary prerequisites that inform
value-based and performance contracting to prepare its system for a shift toward this
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social financing model. Without the necessary data infrastructure in place to allow easy
access to accurate data, the County runs the risk of drawing erroneous conclusions.
Depending on Orange County’s readiness and ability to adequately set up data
infrastructure and administrative processes, additional component activities may include
the following:

e Determine infrastructure needed to move forward in value-based contracting,
which includes access and review of the data needed to determine metrics.

e Technical assistance and planning to identify individualized member values,
operationalize data collection, and identify strategies to incentivize contracted
providers.

e |dentify how to set a contracting standard that can be monitored and reimbursed
consistent with the state’s standard.

e Explore and identify the process for fidelity monitoring.

Orange County will also draw upon lessons learned and recommendations from similar
multi-county FSP projects and initiatives. With the upcoming changes in BHSA and the
new requirements for FSP programs, counties must assess their systems’ readiness to
implement these changes. Orange County has recognized the need to address its data
infrastructure and administrative processes to ensure a successful transition. This PIVOT
component allows the county to address these primary needs.

Integrated Complex Care Management for Older Adults
Older adults are the fastest growing population in Orange County, and often face unique

and multifaceted challenges that require specialized care and support. As individuals age,
they may encounter a range of health concerns such as depression, anxiety, and
neurocognitive disorders. Neurocognitive disorders—a term used interchangeably with
dementia—is a general term that describes decreased mental function due to a medical
disease.? It refers to a wide range of disorders that affect the brain, involving problems
with thinking, reasoning, memory, and problem solving. The prevalence of neurocognitive

disorders tends to increase significantly among older adults.

Research evidence and clinical observations suggest that many older adults living with

dementia also experience concurrent mental health challenges. Mo et al. (2023)
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investigated the temporal relationship between psychiatric disorders and dementia
diagnosis. Their study revealed a consistently heightened risk of psychiatric comorbidities
in patients with dementia, beginning several years before diagnosis, peaking around the
time of diagnosis, and persisting post-diagnosis. This finding underscores the necessity
of integrating psychiatric interventions across the dementia care continuum. Asmer et al.
(2018) explored the prevalence of major depressive disorder (MDD) among older adults
with dementia and indicated a significant burden of depression within this population.
Variations in MDD prevalence across dementia subtypes underscore the need for
nuanced diagnostic and therapeutic strategies. Further investigations by Lai et al. (2018)
and Choi et al. (2021) addressed the alarming rates of psychiatric disorders and suicide
risk among different dementia subtypes. These studies emphasized the necessity of
tailored interventions and vigilant screening for suicide risk, especially following a
dementia diagnosis. Schmutte et al. (2022) emphasized the heightened suicide risk in the
year post-dementia diagnosis, especially among specific demographic and clinical
subgroups. Early identification and support for individuals at risk are essential to mitigate
adverse outcomes. Lastly, Stott et al. (2023) highlighted a potential protective effect of
psychological interventions for anxiety disorders against future dementia incidence.
Reliable improvement in anxiety symptoms following therapy was associated with
reduced dementia risk, emphasizing the mitigation of certain risk factors through targeted
interventions. Dementia risk is also reduced by aggressively treating depression with both

medications and psychotherapy.

The co-occurrence of mental health conditions alongside neurocognitive disorders
presents numerous challenges. The existing support systems often prove limited in terms
of accessibility, adequacy, or availability. Long-term stable housing, treatment and
services are often inaccessible, inadequate, or unavailable to older adults who are
homeless or at risk of homelessness and living with dual mental health conditions and

dementia.

This target population also presents a complex clinical landscape that demands a
comprehensive approach to care. However, treatment is currently split between the

managed care system and specialty mental health plan, with each responsible for specific
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portions of care. Each system utilizes different screening and assessment tools and views
the treatment of the co-morbid condition through the lens of their system. Diagnostic
hurdles emerge, as distinguishing between cognitive decline associated with
neurocognitive disorders and symptoms of mental health disorders necessitates
specialized training and careful assessment (Ording & Sgrensen, 2013; Poblador-Plou et
al., 2014). The diagnostic process is further complicated by the presence of overlapping
symptoms, cognitive impairment, and potential stigma associated with psychiatric
conditions. Consequently, delays in diagnosis and intervention may occur, hindering the
timely provision of appropriate care and support (Fox et al., 2014).

Even after an individual is linked to services, the siloed system creates challenges in
receiving quality care. Multiple medical problems and medications including over the
counter and herbal supplements make it difficult to treat individuals in a non-integrated
setting. Addressing comorbid mental health conditions in the context of dementia requires
a multifaceted approach. Cognitive impairment, communication difficulties, and potential
medication interactions necessitate careful consideration when designing treatment plans
(Subramaniam, 2019). Currently, Orange County’s Behavioral Health Services division
meets with local managed care providers to determine the best course of treatment for
individual cases because an integrated system to effectively manage these cases does
not currently exist. Outcomes to these cases tend to be highly individualized because of
an inconsistent approach to cases, predicated by no clear funding stream or reporting

structure, forcing providers to piece meal individualized treatment plans.

Alongside these clinical challenges, societal factors such as stigma and reluctance to
seek help further compound the issue. Individuals and families may be hesitant to seek
assistance due to fears of judgment or discrimination, leading to delays in accessing
necessary support and treatment (Evans-Lacko et al.,, 2019). Ultimately, increasing
awareness and understanding of comorbid mental health conditions in individuals with
dementia among caregivers, healthcare professionals, and the public is critical. Educating
communities about the complex relationship between dementia, mental health, and
stigma can help reduce barriers to care and improve access to appropriate resources

(Riley, Burgener, & Buckwalter, 2014). In addition, it is equally critical to highlight the value
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of a healthy lifestyle in curbing both psychiatric and neurocognitive disorders. as well as

for positive general physical health.

Given the significant prevalence of dementia and the likely co-occurrence of mental health
conditions among older adults, alongside the challenges within the existing system of
care, there is a clear and pressing need for a targeted approach to support this vulnerable
population. This PIVOT component seeks to address this critical gap by beginning to
develop and plan a system of care for older adults living with both behavioral health and
physical/neurocognitive conditions, which may include individuals who are homeless or

at risk of homelessness.

Component objectives and activities will include but not be limited to the following:

e Multidisciplinary Approach: Identify and engage a team of experts who serve older
adults across the continuum of care to inform the development of a holistic and
comprehensive system of care for this target population.

e COutreach and Engagement: To create a process for identifying older adults
considering the challenges and barriers reaching and engaging this
unserved/underserved population.

e Training: To inform and educate providers on best practices in serving older adults
living with co-occurring mental health conditions and neurocognitive disorders.

e Assessment: Engage experts in the field to create a different model for assessment
that is recognized across the various systems.

e Complex Care Management/Navigation Plan: The multi-disciplinary team will
collaborate on funding structures and care strategies to meet the comprehensive
needs of older adults. This will involve a multidisciplinary complex care/navigation

approach exploring blended funding and housing options.

As the population of older adults in Orange County continues to rapidly increase, a
concerning trend emerges: a growing number of older adults face the dual challenges of
managing neurocognitive disorders and mental health issues. The literature shows that
addressing mental health concerns in individuals with or at risk of dementia is crucial for

improving overall outcomes and quality of life in this vulnerable population. Addressing
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the mental health needs of older adults requires a holistic and interdisciplinary approach
that considers the complexities of aging and mental health. This approach should involve
collaboration among healthcare providers, social workers, caregivers, and community
organizations to develop client-centered care plans that promote mental well-being,
independence, and quality of life for older adults. Based on feedback from community
stakeholders, Orange County is proposing to involve organizations and/or groups who
provide a broad range of services to the older adult community, including but not limited

to:

e Managed care providers e The Braille Institute

e Neurocognitive health care e Orange County Transportation
providers Authority

e Orange County Housing Authority e Adult Protective Services

e Individuals with lived experience e Orange County Behavioral Health

e Adult day health centers Advisory Board’s Older Adult

e Regional centers Subcommittee

e Local hospital outpatient e United Way
programs e Public Guardians’ Office

e Senior centers and communities e OASIS Older Adult FSPs

e Veteran's organizations e Orange County Alzheimer and

e Dayle MciIntosh Center Dementia organizations

This component recognizes the unique needs of older adults experiencing dual diagnoses
and strives to create a system that fosters collaboration among stakeholders and
promotes integrated care approaches. Through strategic partnerships and targeted
interventions, this component seeks to create a more inclusive and supportive community
environment, providing comprehensive care tailored to the unique needs of this

vulnerable population.

Developing Capacity for Specialty MHP Services with Diverse Communities
Orange County is home to about 3.2 million people, making it the third most populous

County in California, and the second most densely populated County in the state. It is also
home to diverse populations, with six threshold languages other than English, including
Arabic, Chinese, Farsi, Korean, Spanish, and Vietnamese. The image below shows
County demographics at a glance:
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Figure 3. Orange County demographics as presented in the MHSA Annual Update for FY 2024—2025.

The County Behavioral Health Services operates as both the Specialty Mental Health
Plan (MHP) and as a provider of specialty mental health plan services, coordinating and
providing specialized behavioral health services for Medi-Cal members and uninsured
individuals who meet the criteria for medically necessary care under the MHP. SUD
services are delivered by both county-operated and contractor-operated providers in the
DMC-ODS.

A review of Medi-Cal beneficiary demographics and penetration rates can help identify
underserved and unserved populations. Penetration rate is a measure of the total
beneficiaries served based upon the total Medi-Cal eligible. It is calculated by dividing the
number of unduplicated beneficiaries served (receiving one or more approved Medi-Cal
services) by the monthly average eligible count. In Orange County, the data revealed that
while the number of total eligible residents in the county increased in Calendar Year (CY)
2021, the number of beneficiaries served and overall penetration rates decreased from

prior years (Table 1)16.
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Table 1. MHP Annual Beneficiaries Served

Year Total Eligibles Beneficiaries Served Penetration Rate
CY 2021 954,392 23,310 2.44%
CY 2020 863,342 23,739 2.75%
CY 2019 852,008 25,321 2.97%

Overall, Orange County penetration rates were lower than those seen in comparable-
sized MHPs and statewide across all age groups (Table 2) and all racial/ethnic groups
(Table 3).

Table 2. Medi-Cal Eligible Population, Beneficiaries Served, and Penetration Rates by Age, CY 2021

Similar Size
Average # of Counties Statewide
Eligibles per  # of Beneficiaries Penetration Penetration Penetration
_Age Groups Month Served Rate Rate Rate

Ages 0-5 84,542 543 0.64% 1.29% 1.59%
Ages 6-17 216,756 9,648 4.45% 4.65% 5.20%
Ages 18-20 52,823 1,698 3.21% 3.66% 4.02%
Ages 21-64 490,980 10,922 2.22% 3.73% 4.07%
Ages 65+ 109,293 499 0.46% 1.52% 1.77%
TOTAL 954,392 23,310 2.44% 3.47% 3.85%

7Table 3. Penetration Rates (PR) of Beneficiaries Served by Race/Ethnicity CY 2021

Race/Ethnicity # MHP Served # MHP Eligibles MHP PR Statewide PR
African-American 837 15,436 5.42% 6.83%
Asian/Pacific Islander 1,891 177,504 1.07% 1.90%
Hispanic/Latino 10,834 429,250 2.52% 3.29%
Native American 72 1,376 5.23% 5.58%
Other 4,363 180,793 2.41% 3.72%
White 5,313 150,035 3.54% 5.32%
Total 23,310 954,394 2.44% 3.85%

Based on the number of Medi-Cal eligible residents in CY 2021, and beneficiaries with an
approved service, the following groups were identified as underrepresented:

e Asian or Pacific Islanders (API)

e Black or African Americans

e Youth 5 years of age and under

e Adults over the age of 60
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e Native Americans

¢ Residents who spoke a language other than English

Among these groups, APl beneficiaries were the most disproportionately
underrepresented. The data available through the state is limited and does not further
delineate nuances between the multitude of cultural differences between API, South Asia,
Middle Eastern, North African (SAMENA), etc. populations. In addition, there is a lack of
data concerning the delivery of behavioral health services for deaf and hard of hearing
populations. However, there are existing non-Medi-Cal service providers that provide
behavioral health services to these underserved populations.

One of the challenges in reaching these underserved groups may include limitations in
the county workforce in providing culturally and linguistically appropriate services.
Individuals are likely to seek support from Community-Based Organizations (CBOs) that
serve their ethnic groups. CBOs are also more likely to integrate community-defined
evidence practices (CDEPs) into their services that look beyond traditional empirical
based models to emphasize behavioral health practices that a community considers
healing. The MHSA Prevention and Early Intervention (PEI) component played a pivotal
role in supporting the delivery of non- Medi-Cal based behavioral health services and
supports through a CBO network. With the upcoming changes, CBOs will need to shift
the types of services and supports being offered to these diverse populations.

Further, MHSA has specific requirements around funding SUD services, allowing some
services to be provided under the PEI component; however, eligibility is limited to
individuals living with co-occurring mental health and SUD?®. Individuals who only struggle
with substance use must be referred to SUD treatment services. SUD services are
delivered by both county-operated and contractor-operated providers in the DMC-ODS.
Across all payment sources, Orange County reported that approximately 32% of services
were delivered by county-operated/staffed clinics and sites, and about 67% were
delivered by contractor-operated/staffed clinics and sites'®. Overall, Orange County
reported that about 43% of services provided were claimed to Medi-Cal. A review of
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penetration rates for access to SUD services through the DMC-ODS showed similar

underrepresentation of racial/ethnic groups.

Orange DMC-ODS
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Asian/Pacific
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I'l[“
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Figure 4. Percentage of Eligibles and Beneficiaries Served by Race/Ethnicity CY 2021.

Hispanic/Latino and Asian/Pacific Islander DMC eligible residents were notably under-
represented among those receiving SUD treatment. The under-representation of
Asian/Pacific Islander DMC eligible residents among those receiving SUD treatment in

Orange was substantially more pronounced than statewide.

To address challenges in reaching its diverse communities, Orange County needs to
consider larger system changes to ensure the ongoing needs of the unserved and
underserved populations living with serious behavioral health conditions and SUD are
met. One potential solution is to build on the relationships between CBOs and the
communities they serve by helping them develop their capacity for serving individuals
living with serious mental health and/or substance use disorders. This PIVOT component
seeks to identify the minimum capacity of a community-based organization to be able to
become a specialty mental health plan/DMC-ODS contracted provider.
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Component activities and objectives will include but not be limited to:
e Assessing what it takes for a CBO to become a Medi-Cal/Drug Medi-Cal provider.
¢ |dentifying the type of technical assistance needed to support.
e Determining if embedding culturally based approaches for specialty mental health
care improve penetration rates and outcomes.
¢ Identifying CDEPs that can generate revenue and be recognized by the state.

e Evaluating the use of a hub and spoke model to support capacity building.

The activities in this component will draw upon recommendations and lessons learned
from Solano County’s Interdisciplinary Collaboration and Cultural Transformation Model
(ICCTM) INN Project?6. These include:
o Staffing Considerations
o “Avariety of staff may participate over the duration of the project.”
= OC will call upon staff from its Quality Management Services to
support activities related to Medi-Cal requirements.

o “Involvement of the Ethnic Services Manager (ESM) or team member so
that efforts correspond with other cultural competence efforts and can be
communicated to relevant stakeholders.”

= OC has identified its ESM as a Champion for this PIVOT component.
¢ Budget and Financial Planning

o “Track staff costs over the course of the project to inform the cost analysis
in the final evaluation.”

= OC will help CBOs identify and track the costs for staffing, program
costs and other expenses necessary for Medi-Cal certification.
e Community Partnerships & Engagement

o “Community members who are cultural brokers and persons with lived
experiences will be important for community engagement early in the
project.”

= OC will engage community members feedback and experiences
when identifying successful CDEPs.

e Implementation of Ql Action Plans
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o Setting realistic expectations about what resource are available from the
beginning of the project.”
= OC will clearly communicate its role as technical assistance and
support, ensuring CBOs are aware of their responsibility in managing
the costs and activities required for certification.
o Consider how many QI Action Plans the system can support implementing
either simultaneously or sequentially.
= Although OC will not be implementing QI Action Plans in this
component, it will draw upon this recommendation by considering
how many CBOs it can support through technical assistance. This

will ensure that the county does not take on more than it can support.

The ability to determine the necessary steps for CBOs to become specialty mental health
providers will have lasting benefits in the county’s behavioral health system of care. It will
improve access for Orange County’s most unserved and underserved populations and
help close the gap in penetration rates. It will also help identify CDEPs that can generate
revenue for the County and CBOs serving these populations, creating a sustainable
system of care. Lastly, this component will help build the capacity for CBOs to provide a
broader range of services, strengthening their role in the system of care. This is especially
critical as BHSA will have significant impacts on the funding of County’s behavioral health
programs. Many MHSA CSS programs leverage Medi-Cal in the delivery of services;
however, these services will be impacted as the funding components transition from
MHSA to BHSA, eliminating CSS as a component and folding its services under BHSS.
Supporting CBOs in becoming specialty mental health providers through Medi-Cal
certification will bridge the potential gaps in services as a result of changes in funding
under BHSA. It will allow the CBOs to bill for a more expanded range of services that they

otherwise would not be able to bill under a managed care plan structure.

Innovative Countywide Workforce Initiatives
Historically, California’s public behavioral health system has experienced a shortage of

behavioral health workers, changes in mental health occupational classifications, and

underrepresentation of diversity of professionals with consumer and family member
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experience. To address challenges faced by the public behavioral health workforce, the
MHSA included a component for Mental Health Workforce Education and Training (WET)
programs. WET is a program that provides training opportunities to the County’s
Behavioral Health Services (BHS) and contract agency staff, promotes the recruitment
and hiring of a culturally diverse workforce, offers financial incentives, facilitates clinical
intern programs, supports the inclusion and incorporation of consumers and their family
members into the behavioral health workforce, and is committed to addressing the
workforce shortage within Orange County through utilization of various strategies to
recruit and retain qualified behavioral health employees. WET carries forth the vision of
the MHSA to create a transformed, culturally competent system that promotes wellness,

recovery, and resilience across the lifespan of all age groups and all cultural backgrounds.

The Orange County WET component programs have experienced much success over the
years, contributing to the development of a highly skilled workforce. However, some
institutional barriers still exist, creating roadblocks for establishing integrated pathways to
BHS employment. Orange County’s vacancy rate showed that while there has been a
slight improvement in the rate reported by the department, from approximately 18% in
August 20235 to 13% currently, the County continues to face staff shortages in all
positions, especially clinicians. Several factors contribute to these vacancies, including
limited flexibility in work schedule; non-competitive and low pay; minimal pay differential
for specialty skills (e.g., language competency); and slow hiring and human resources
processes for potential candidates. These factors are extremely difficult to change within
the existing County system, and many involve established processes that would take

extensive resources and time to change.

A potential strategy to expand the workforce is through clinical internship programs. In the
most recent MHSA 3-Year Plan, BHS identified the need to establish a centralized
internship program that included paid internship positions; an employee 20/20 program
that would enable an employee time to complete training and/or educational requirements
for a degree or certification; and streamlining the path from internship to employment.
Despite these efforts, barriers exist that limit the success of the existing program,

including but not limited to:
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e Competition amongst systems. For example, hospitals, education, criminal justice,
and managed care plans all compete for the same qualified staff and interns.

e Limited ability to update minimum qualifications for entry level Behavioral Health
Clinicians, including necessitating that applicants possess a Board of Behavioral
Sciences (BBS) registration number prior to start date.

e Delays between graduation, hiring, and ability to start in BHS.

¢ Inability to establish the 20/20 program.

In addition, there is not an established coordinated, countywide behavioral health pipeline
and pathway to support the development of the larger provider network. These challenges
result in workforce shortages that impact an individual’s access to care.

These challenges are not limited to the County, as the State continues to seek solutions
to address this challenge with its recent behavioral health reform efforts. One of the tenets
of BHSA is increasing access by building workforce infrastructure. BHSA will utilize 3% of
its administrative funds on workforce investments to expand a culturally competent and
well-trained behavioral health workforce to address behavioral health capacity shortages

and expand access to services®.

Similarly, Orange County is striving to build its workforce infrastructure and overcome a
portion of these barriers by utilizing an approach that has been proven successful in non-
mental health settings—apprenticeship programs. Apprenticeships combine paid on-the-
job training with classroom instruction to prepare workers for highly skilled careers.
Workers benefit from apprenticeships by receiving a skills-based education that prepares
them for good-paying jobs. In addition, apprenticeship programs help employers recruit,

build, and retain a highly skilled workforce.

This PIVOT component will take successful strategies from both internship and
apprenticeship programs and utilize a third-party vendor as the “employer of record” to
support payment of incentives for participating in the internship program. Because
apprenticeships are longer than a typical internship, individuals participating in BHS
internships will have the option to extend their paid learning opportunity beyond their

educational requirement. A standard pay scale will be developed that incentives longevity
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and continues to provide incentives during the period between graduation and the receipt

of a BBS registration number that is required to qualify for regular county positions.

Component activities and objectives include:

e Establish a multi-partner, countywide behavioral health workforce pipeline and
pathway.

e Utilize third-party vendor to test alternative pathways to employment (e.g.,
apprenticeship program).

e Develop pathways that extend beyond traditional mental health clinician roles,
including but not limited to substance use disorder counselors, all levels of peer
specialists, community health workers, health and wellness coaches, and others.

e Provide option to extend paid learning beyond educational requirements.

e Develop a standard pay scale that incentivizes longevity.

e Provide incentives during period between graduation and receipt of a clinical

registration number that is required to qualify for county clinical positions.

Through this PIVOT component, Orange County seeks to create a seamless pathway
from paid internship to employment for diverse professionals and paraprofessionals. The
activities in this component align with recent efforts in the Department of Health Care
Access and Information (HCAI). In September 2024, HCAI proposed its initial plans for
developing a data-driven statewide strategy to expand and diversify California’s
behavioral health workforce. The strategy will explore innovative solutions to improve
financial incentives, compensation, recruitment, and retention. In addition, HCAI will
explore the ability to offer flexible work schedules, develop career pathways, and reduce
administrative barriers*. Where possible, Orange County will partner with/and or align its
efforts with this statewide approach, as well as draw upon or share learnings from similar

County workforce INN projects (i.e., San Diego County, Amador County).

Innovative Approaches for Delivery of Care
In the current system, primary care (physical health), SUD, and mental health systems

operate according to each systems charting, billing, and regulatory requirements. Despite

state movement toward a more integrated model, the simultaneous changes and
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initiatives have not allowed time for County systems to respond and think through the

ways the systems need to be redesigned.

The current structure limits access to wholistic, integrated services forcing clients to
navigate bifurcated systems to meet their healthcare needs. Even clinical space is often
set up according to the system that primarily funds the clinic, limiting access to person-
centered approaches to care.

In 2021, Orange County embarked on an effort
to redesign its clinic spaces to be more
culturally responsive and improve service
delivery. This effort was based on feedback
from community engagement meetings
conducted in Fiscal Year (FY) 2020-2021,
where participants shared that creating more
welcoming spaces in clinic common areas
would contribute to improved access to

behavioral health services. County staff

facilitated a series of focus groups with its
Wellness Center participants to gather direct consumer feedback on creating a more
culturally responsive, calming, inspirational, and a welcoming feel within the County
outpatient clinic lobbies and clinic common areas. The original goal was to redesign 12 of
the County’s outpatient clinics, but due to challenges in cost, clinic relocations, lease
terms, and county procurement processes, County staff were only able to redesign one

clinic.

While the county is limited in its ability to physically change the external appearance of its
clinics, this PIVOT component shifts the focus on changing the internal processes, such
as reimagining the flow of clinic operations and providing a more integrated service
experience for clients. This PIVOT component will utilize a User Experience model to
collaborate with providers, consumers, and their family members to identify more
culturally responsive, inclusive, and efficient delivery of care. The User Experience (UX)

model or practice is typically utilized in the development of products, services or within
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the field of technology. It involves the process of understanding a user’s expectations and
satisfaction when interacting with a product or service to ensure that the products or

services created reflect meaningful and relevant experiences to users.

Orange County first utilized this approach as part of its Behavioral Health System
Transformation INN Project. One aspect of the project was to develop a digital navigation
tool (i.e., OC Navigator) to guide residents to needed mental health and wellness
supports. The UX model was used to inform the development of the OC Navigator.
Potential users (consumers, family members, behavioral health providers, county staff.
etc.) were invited to workgroups to identify website features and test the functionality of
the site. This approach resulted in the development of a tool that reflects the expectations

of the community.

While the UX model is used with technology, this PIVOT component will not implement,
test and/or integrate the use of technology. Instead, Orange County proposes to focus on
facilitating ongoing workgroups to understand consumer and family members’ experience

of receiving services and use their feedback to improve the delivery of care.

Component activities and objectives could include:
¢ Redesign the flow of clinical operations, including specialized services for whole-
person care approaches.
e Explore staffing patterns and credentialing that can support a broader range of
healthcare services.
e Reimagine service delivery.
e Integrate services.

e Evaluate the impact of using a UX design on client outcomes.

Summary

PIVOT proposes to create and test service models where the delivery, care coordination,
systemwide collaborations and payment for care is aligned to make a seamless and
integrated experience for behavioral health clients, resulting in improved client outcomes.

The project also intends to test innovative approaches to workforce recruitment and
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retention that have worked in other systems to strengthen the pathways to becoming a

clinical service provider and incentivize retention of highly qualified staff.

Each component will have its own project manager, SMEs and HCA Champion to move
these activities forward. This multi-component project will result in an overall system
redesign while simultaneously addressing key areas of need in the current behavioral
health system of care. Each component seeks to identify and develop successful

behavioral health approaches that can be integrated across the system of care.

Request for Approval

With this comprehensive proposal, Orange County is requesting approval to utilize its INN
funds to further develop the activities and evaluation plan and implement each PIVOT

component.

In addition, because many counties face similar challenges in their system of care,
Orange County is requesting the Commission’s approval to make PIVOT a multi-county
project, which would allow other counties the opportunity to join components that best
align with their local needs and support their transition to BHSA. If approved, each
interested county would still undergo their local community planning process and provide
a brief proposal of their county-specific plan, including their project budget (Appendix A).
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EVALUATION

The PIVOT INN Project proposal identifies general learning objectives under each
component. Each component will require its own evaluation plan and research team to
track lessons learned. Upon approval of the PIVOT INN Project, Orange County, plans to

contract with evaluators to support this effort.

If additional counties are approved to join, the overall objectives and evaluation plan will
remain consistent among participating counties. However, because counties have their
own unique needs and challenges, additional learning questions may be explored that
add to and align with the common goal or mission of the PIVOT component(s). Research
evaluators from each component will work with all participating counties, gathering data
and information to tell a cohesive story of successes and lessons learned. Similar to the
process in other multi-county collaborative projects (e.g., Help@Hand, Psychiatric
Advance Directives, Early Psychosis Learning Health Care Network), the research
evaluators will identify an evaluation plan for each component, identifying the
methodology for data collection and tracking to address learning questions. Each
participating county will be responsible for directly providing and/or supporting the
evaluators in gathering the necessary data to address learning questions. Research
evaluators for each component will be responsible for developing an annual narrative
report of lessons learned and recommendations across all participating counties. These
reports will be directly shared with the MHSOAC and local stakeholders as part of Annual
INN Project Reports and included in the MHSA Annual Update. It will also be included in
future Integrated Plans under BHSA.

Based on the activities and objectives of each PIVOT component, Orange County has
drafted the following preliminary learning questions that will be further refined by research

evaluators:

Full-Service Partnership Reboot

e How can the different FSP levels be operationalized to support timely and

appropriate transitions in level of care?
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What administrative processes and program operations ensure that members
experience seamless continuity of care during transitions between FSP levels?
For contracted programs, what changes are needed in the contract language to
incorporate the different levels of care?

What are the standards for fidelity monitoring?

What Quality Assurance and Quality Improvement practices need to be

implemented to ensure fidelity?

Integrated Complex Care Management for Older Adults

What are the most successful strategies for identifying this target population?
What are the most effective assessments and interventions for this target
population?

What are the viable funding structures that can support this integrated model of
care?

What housing models would best support the needs of this target population?

Developing Capacity for Specialty MH Plan Services with Diverse Communities

What are the minimum requirements for a CBO to become a Medi-Cal/DMC-ODS
provider?

What type and level of technical assistance is needed to support CBOs?

In what ways does a hub and spoke model effectively support capacity building?
Does embedding culturally based approaches for specialty mental health care
improve penetration rates and client outcomes?

Which CDEPs are most effective?

How can CDEPs be utilized to generate revenue?

Innovative Countywide Workforce Initiatives

Did the use of an alternative pathway, such as an apprenticeship program model,
lead to increased employment engagement and/or retention?
Which incentives contributed most to increased likelihood of employment

engagement and retention?
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e Does the development of a countywide initiative place the County in a better
position to apply and qualify for grants to sustain/expand workforce initiatives?

Innovative approaches to delivery of care

e What clinic design or set-up elements are most impactful in supporting quality care
and/or client engagement?
e |s there an optimal flow to the delivery of care?

e How does utilizing a user experience design impact client outcomes?



ALIGNMENT WITH INITIATIVES

For the purposes of this section, the PIVOT components will be referenced by their
respective numbers:

1. Full-Service Partnership Reboot

2. Integrated Complex Care Management for Older Adults
3. Developing Capacity for Specialty MH Plan Services with Diverse Communities
4. Innovating Countywide Workforce Initiatives
5. Innovative Approaches to Delivery of Care
BHSA

The overarching goal of the PIVOT INN Project is to help Orange County, and other
counties, prepare for the upcoming changes under the new legislation. As such, each
PIVOT component aligns with the tenets of BHSA.

Full-Service Partnership Reboot

BHSA requires 35% of funds to be directed toward FSP programs. The new legislation
also provides additional guidelines for FSP programs, including the establishment of
levels of care. The FSP Reboot focuses on changing its administrative processes and
building the data/technical infrastructure necessary to align with the new requirements
under BHSA.

Innovative Countywide Workforce Initiatives

BHSA will utilize 3% of the total administrative funds to create a workforce infrastructure
that seeks to expand a culturally competent and well-trained behavioral health workforce.
Orange County is aligned with this effort, as this PIVOT component proposes to utilize an
apprenticeship program approach to address its behavioral health workforce shortage

and increase access to services.

The remaining PIVOT components each align with BHSA’s emphasis on equitable care
and reducing disparities. BHSA strives to create pathways to ensure equitable access to
care by advancing equity and reducing disparities for individuals with behavioral health

needs®. BHSA builds on many strategies to meet communities' needs for culturally
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responsive services that improve health and reduce health disparities for all, including
clearly advancing community-defined practices as a key strategy for reducing health

disparities and increasing diverse community representation®.

Developing Capacity for Specialty MH Plan Services with Diverse Communities

This component strives to ensure equitable access and reduce disparities by developing
the capacity of CBOs that serve the County’s diverse communities to become specialty
mental heath providers. If successful, this will increase access to care for individuals who
are otherwise unserved or underserved in the county system of care. This component
also seeks to advance community-defined practices by identifying the most effective

CDEPs and exploring opportunities to generate revenue for utilizing these approaches.

Integrated Complex Care Management for Older Adults

This component also strives to create pathways to ensure equitable access to housing
and care to reduce disparities. It proposes the development of an integrated and
comprehensive system of care that does not currently exist for older adults living with
mental health conditions and neurocognitive disorders. If successful, the newly
established system would provide older adults with access to a continuum of services that
are currently operating in silos. This component also seeks to provide culturally
responsive care as the treatment for this vulnerable population requires specialized

training and individualized care plans.

Innovative Approaches to Delivery of Care

This component aligns with BHSA’s goal of providing culturally responsive services. It
seeks to change the current clinic space and approach to service to create a more
seamless and efficient clinic experience for clients, and provide access to wholistic,

integrated services.
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MHSOAC Strategic Priorities
The PIVOT components also align with the following MHSOAC Strategic Priorities™":

PIVOT COMPONENT
MHSOAC STRATEGIC PRIORITIES 1 2 3 4 5
Goal 1: Champion Vision into Action
1.1: Elevate the perspectives of diverse X X X
communities.
1.2: Assess and advocate for system X X X X X
improvements.
1.3: Connect federally and globally to learn X X X X X
and apply.
Goal 2: Catalyze Best Practice Networks
2.1: Support organizational capacity X X X X
building.
2.2: Fortify professional development
programs and resilient workforce X X
strategies.
2.3: Develop adequate and reliable funding X X X X
models.
2.4: Support system-level analysis to
ensure the tailored care and universal X X X

access required to reduce disparities

Goal 3: Inspire Innovation and Learning

3.1: Curate an analytical-based narrative
on the potential for innovation to X X X X X
improve behavioral health outcomes.

3.2: Establish an innovation fund to link and
leverage public and private X X X
investments.

3.3: Accelerate learning and adaptation in
public policies and programs.

Goal 4: Relentlessly Drive Expectations

4.1: Launch a public awareness strategy to
reduce stigma, promote access to care,
and communicate the potential for
recovery.

4.2: Develop a behavioral health index.

4.3: Promote understanding of the progress
that is being made and the advocacy X
that will result in further improvements.




REGULATION REQUIREMENTS

Within this section, PIVOT components may be referenced by their respective numbers:
1. Full-Service Partnership Reboot

Integrated Complex Care Management for Older Adults

Developing Capacity for Specialty MH Plan Services with Diverse Communities

Innovating Countywide Workforce Initiatives

o & DN

Innovative Approaches to Delivery of Care

General Requirement

According to the INN Regulations, an Innovation Project may affect virtually any aspect
of mental health practices or assess a new or changed application of a promising
approach to solve persistent mental health challenges, including but not limited to,
administrative, governance, and organizational practices, processes, or procedures;
advocacy; education and training for services providers, including nontraditional mental
health practitioners; outreach, capacity building, and community development; system

development; public education efforts; research; services and interventions'2.

The PIVOT INN Project includes the following general requirements:

PIVOT COMPONENT

Introduces a new practice or approach to the overall
mental health system, including, but not limited to, X X
prevention and early intervention

Makes a change to an existing practice in the field of
mental health, including but not limited to, application to

. : X X
a different population

Applies a promising community driven practice or
approach that has been successful in a non-mental X X
health context or setting to the mental health system

Supports participation in a housing program designed to
stabilize a person’s living situation while also providing X
supportive services onsite

Assesses a new or changed administrative, governance, X X X X
and organizational practice, process, or procedure?
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Primary Purpose
The PIVOT INN Project addresses the following primary purposes:

PIVOT COMPONENT

PRIMARY PURPOSE 1 2 3 4 5

Increases access to mental health services to

underserved groups. X X X X X

Increases the quality of mental health services,
including measured outcomes. X X X X X

Promotes interagency and community
collaboration related to Mental Health Services X X X
or supports or outcomes.

Increases access to mental health services,
including but not limited to, services provided X X X X
through permanent supportive housing.

Innovative Component

Although the overarching goal of the PIVOT INN Project focuses on preparing the county
for the transition to BHSA, each component also has its own innovative aspect:

PIVOT COMPONENT

INNOVATIVE COMPONENT

Full-Service Partnership
Reboot

Integrated Complex Care
Management for Older
Adults

Developing Capacity for
Specialty MH Plan Services
with Diverse Communities

Innovating Countywide
Workforce Initiatives

Innovative Approaches to
Delivery of Care

Establish new FSP levels of care and change existing
data infrastructure.

Develop a new, comprehensive, and integrated
system of care for older adults living with co-occurring
mental health conditions and neurocognitive
disorders.

Determine minimum necessary steps needed for
community-based organizations to become specialist
MH Plan providers.

Utilize an apprenticeship model and incentives to
create a seamless pathway from education and
training to employment for diverse professionals and
paraprofessionals

Re-imagine the clinic flow of operations to promote
quality care and improve client outcomes.
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Community Planning Process

To kick off the local community planning process (CPP), Orange County included PIVOT
as part of its MHSA Annual Plan update for FY 2024-25. The Plan was posted on County’s
website for stakeholder review and comment from March 11, 2024, through April 15, 2024.
During this time, the MHSA Office facilitated 12 community engagement meetings with
local stakeholders to review updates to the MHSA Annual Plan, including a description of
the PIVOT INN concept and each component. On April 24, 2024, the Behavioral Health
Advisory Board (BHAB) held a Public Hearing, where a summary of the community
planning process was provided and the BHAB affirmed the stakeholder process took
place. Subsequently, on June 4, 2024, the Orange County Board of Supervisors approved
the MHSA Annual Plan update for FY 2024-25, which included the County’s plan to seek
MHSOAC approval for the PIVOT INN Project.

Following the approval of the MHSA Annual Plan, INN Staff facilitated a follow up
community planning meeting on May 16, 2024, where stakeholders participated in a
World Café activity to provide feedback on several PIVOT components. This feedback
was summarized into themes and reported to the stakeholders at the June 20, 2024,

community planning meeting.

In addition to engaging local stakeholders, Orange County also shared the PIVOT
concept with other counties, creating the opportunity for interested counties to join the
project. Orange County met with other counties on July 7, 2024, at the CBHDA meeting
to introduce the concept, and facilitated several follow up meetings with individual
counties to further discuss the proposal concept and opportunity for partnership.

Cultural Competence and Stakeholder Involvement in Evaluation

Each PIVOT component activities will be informed by subject matter experts with
experience and knowledge in that specific area of behavioral health. Each component will
also be staffed with Peer Specialists to integrate the perspective of consumers and family

members with lived experience in mental health and recovery.
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To ensure each PIVOT component is inclusive of Orange County’s diverse communities,
this project will include translation services in the budget. These dedicated funds will
enable the county to provide materials in its threshold languages and offer interpretation

services during virtual and in-person meetings.

MHSA General Standards

The PIVOT INN Projects meets the MHSA General Standards through its various
components. Each area is summarized and described in detail below.

PIVOT COMPONENT
2 3 4 5

X

MHSA GENERAL STANDARDS
Community Collaboration

Cultural Competence

X X X|=

X
X X X
Client Driven X

Family Driven

X X X X

X
X
X
X

Wellness, Recovery, and Resilience Focused

Integrated Service Experience X X X

Community Collaborations

Full-Service Partnership Reboot: The process for determining the FSP levels of care and
criteria will involve extensive collaboration and discussions with various stakeholders,
including but not limited to county-contractors, Department of Health Care Services, and
the MHSOAC to ensure alignment.

Integrated Complex Care Management for Older Adults.: This component will require the
development of a multi-disciplinary team who will work together to create a system of care
for older adults living with co-occurring mental health conditions and neurocognitive
disorders. It will also require collaboration between numerous community partners and
organizations to develop a multidisciplinary complex care/navigation approach exploring

blended funding and housing options.



Developing Capacity for Specialty MH Plan Services with Diverse Communities: This
component requires a collaboration and close partnership between the County and
various CBOs interested in becoming specialty mental health providers.

Innovating Countywide Workforce Initiatives. This component will include partnerships
with community agencies to establish employment pipelines and pathways. Through
these collaborations the County has an opportunity to expand employment opportunities
for professionals and paraprofessionals.

Cultural Competency

Full-Service Partnership Reboot: This component focuses on increasing access and
providing treatment interventions that are tailored to the unique and comprehensive needs

of program participants.

Integrated Complex Care Management for Older Adults: This component focuses on
increasing access, reducing disparities, and providing treatment interventions that are

tailored to the unique needs of this vulnerable population.

Developing Capacity for Specialty MH Plan Services with Diverse Communities: Cultural
competency is an essential element of this PIVOT component and directly covers key
areas within this standard, including equal access to services; an understanding of the
diverse belief systems concerning mental iliness, health, healing and wellness that exist
among different racial/ethnic, cultural, and linguistic groups; and services that utilize the
strengths and forms of healing that are unique to an individual's racial/ethnic, cultural, and

linguistic population or community.

Innovating Countywide Workforce Initiatives. This component focuses on expanding the
diverse behavioral health workforce to help increase clients’ access to services, reduce

disparities and provide more culturally and linguistically appropriate services.

Innovative Approaches to Delivery of Care.: The purpose of this component is to deliver
services in way that fosters cultural awareness, safety, and inclusion for all clients

receiving services.
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Client Driven

Full-Service Partnership Reboot: The process for determining the FSP levels of care and
criteria will involve discussions with clients and family members receiving services to
ensure the newly identified levels of care and criteria are appropriate and meet the needs

of program participants.

Developing Capacity for Specialty MH Plan Services with Diverse Communities. Clients
and family members will play a critical role in supporting the identification of CDEPs that

are most effective for their community.

Innovative Approaches to Delivery of Care: This component will rely directly on client
feedback, utilizing a user experience model to determine the most successful approaches
to delivery of care.

Innovating Countywide Workforce Initiatives: This component aims to expand the
behavioral health workforce, potentially creating employment pathways for clients
interested in providing peer support services or seeking Peer Specialist Certification. This
would provide the County with an opportunity to create an integrated and diverse
workforce that utilizes an individual’s lived experience in mental health and recovery to

support the clients and families they serve.

Family Driven

Full-Service Partnership Reboot: FSP programs provide services to family members to
help support their own needs, as well as to enable them to assist their loved one’s
recovery. Family involvement in treatment and services can be critical to supporting and
maintaining an individual’s recovery and will remain a critical element of this component

as clients move through the newly established levels of care.

Integrated Complex Care Management for Older Adults: Family members often play a key
role as caregivers for their elderly loved ones. This component will be family driven as the
perspectives of children, parents, spouses and loved ones will be considered when
creating this comprehensive system of care for older adults.
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Developing Capacity for Specialty MH Plan Services with Diverse Communities: This
component is family driven, as many culturally specific approaches include family

members in their treatment plans and services.

Innovative Approaches to Delivery of Care: This component will rely directly on client and
family member feedback, utilizing a user experience model to determine the most

successful approaches to delivery of care.

Wellness, Recovery and Resiliency Focused

Full-Service Partnership Reboot: This component focuses on determining and
establishing levels of care for clients, which are recovery focused and tailored to their

individual needs.

Integrated Complex Care Management for Older Adults.: This component will require the
development of a multi-disciplinary team who will work together to create a system of care
for older adults living with co-occurring mental health conditions and neurocognitive
disorders. The treatment for this target population is highly individualized and must be
tailored to each person’s unique wellness and recovery needs.

Developing Capacity for Specialty MH Plan Services with Diverse Communities: This
component ensures that services will reflect the cultural, ethnic, and racial diversity of

mental health consumers, utilizing cultural practices to promote wellness and recovery.

Innovating Countywide Workforce Initiatives. This component focuses on expanding the
behavioral health workforce, including the development of employment pathways for
paraprofessionals. Expanding the Peer workforce promotes wellness, recovery and

resilience for the individual and the clients and families they serve.

Innovative Approaches to Delivery of Care.: The purpose of this component is to deliver
services in way that fosters cultural awareness, safety, and inclusion for all clients
receiving services. The goal is to create a space that promotes hope, personal

empowerment, respect, social connections, self-responsibility, and self-determination.

40



Integrated Service Experience for Clients and Families

Full-Service Partnership Reboot: This component focuses on providing access to a range
of comprehensive, wraparound services tailored to the unique and comprehensive needs

of program participants.

Integrated Complex Care Management for Older Adults: This component focuses on
establishing comprehensive and coordinated care for older adults that will require
collaboration and integration of services between various systems of care. It will also
explore blended funding and housing options to provide an integrated service experience

for older adults and their families.

Developing Capacity for Specialty MH Plan Services with Diverse Communities: Through
this component, the County and CBOs will partner to determine the necessary steps to
becoming specialty mental health providers. CBOs that are eligible to become specialty
mental health providers will have the ability to provide clients and family members with a

range of integrated counseling services and community-defined cultural practices.

Innovating Countywide Workforce Initiatives: This component seeks to expand the
behavioral health workforce, creating an employment pipeline for a diverse group of
professionals and paraprofessionals. This would provide the County with an opportunity
to create an integrated and diverse workforce that culturally and linguistically represents

the clients and families they serve.

Timeline

This PIVOT INN proposal is a five-year project. Although there are five separate and
distinct components, the project timeline will begin for all components once the first INN
dollar is spent. If the MHSOAC approves the opportunity for interested counties to join

this project, their five-year timeline will begin when their first INN dollar is spent.

Orange County plans to start this project immediately upon MHSOAC approval. Activities
in the first year will focus on setting up the capacity and infrastructure to support each

component. This includes:
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¢ Identifying and contracting with project managers, subject matter experts and
evaluators for each component.

e Engaging in ongoing community planning to further refine component activities.

e Determining staffing resources necessary to successfully execute activities.

e Drafting an evaluation plan.

This 12-month estimated timeline is based on the average length of time Orange County
would need to complete its procurement process to contract with project managers and
evaluators. In addition, if additional counties are approved to join this project, this adds
further complexity to the contracting process, as each county must still comply with their
own procurement processes and come to an agreement on a standard contract for shared
project managers and evaluators supporting each component. This timeframe is also
based on lessons learned from Orange County’s participation in other multi-county INN
collaborative projects, where the average length of time to set up the necessary
administrative processes and develop a standard contract with vendors has taken up to

12 months.

The remaining time in this project (Years 2-5) will focus on the implementation of
component activities outlined under the project description section of this proposal. During
the last year of this project, discussions will focus on sustainability efforts identified under
each component to ensure the appropriate termination of activities under MHSA INN
funding and a seamless transition into BHSA. The figure below illustrates the five-year

timeline.

2024 2029

v ldentify SMEs
v’ Set up contracts 2025 2028
v’ Gather community input

. v’ Component activities v’ Sustainability plan
v .
Develop evaluation plans v’ Evaluation v' BHSA transition prep
=2 =™
+ O—0@—0-%: &
\ J\ )
| |
Infrastructure Implementation

Figure 3. Five-year PIVOT INN Project timeline.
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Contracting

The PIVOT INN Project will contract with various consultants and subject matter experts
to support activities with each component. Orange County will follow its procurement
process to identify qualified consultants, which may include releasing Request for

Proposals, as appropriate.

Project Managers

Each PIVOT component will have its own project manager to direct tasks; monitor
activities; coordinate meetings between the County, community members and
stakeholders involved; and prepare regular status reports. If additional counties are
approved to join this project, the project manager will also be tasked with coordinating
between all counties; making sure activities remain consistent with the overall vision and
goals of the PIVOT proposal; and creating reports that reflect a shared narrative and

lessons learned across all participating counties.

Evaluators

Each PIVOT component will also have its own evaluator. The evaluator will be tasked with
developing an evaluation plan; gathering information to track progress; providing
recommendations to improve implementation efforts; and preparing reports that highlight
successful approaches/strategies, barriers/challenges and lessons learned. These
reports will be shared with the project manager to provide a comprehensive narrative of
the component. If additional counties are approved to join, the evaluator will also be
tasked with coordinating between all counties; making sure evaluation activities remain
consistent with the overall objectives of PIVOT proposal and evaluation plan; and creating
reports that reflect a shared narrative of successes, challenges and lessons learned

across all participating counties.

Subject Matter Experts

Each PIVOT component will include various subject matter experts with extensive
knowledge and experience in behavioral health services, peer and recovery services, and
the specific target population and/or primary focus of the component. These subject
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matter experts will inform component activities throughout the duration of the project, as

appropriate.

Sustainability

While the PIVOT INN project and each of its components focus on local needs, it is also
designed to help the county transition from MHSA funding requirements into the new
requirements under BHSA. With this project, Orange County is seeking strategies to
prepare its system and continue to make behavioral health services and supports
available to unserved and underserved communities. Each component is designed with

the intention of sustainability under BHSA.

Full-Service Partnership Reboot

The BHSA will allocate 35% of funds toward FSP programs. However, these funds are
intended for service delivery rather than administrative support. The activities in this
component are focused on determining the administrative changes and data
infrastructure needed to successfully meet the new program requirements. Orange
County is proposing to leverage its remaining MHSA INN dollars to help implement new
changes into its FSP programs to support ongoing program operations and sustain
service delivery under BHSA.

Integrated Complex Care Management for Older Adults

The collaboration between partners in this new system is essential to creating a funding
structure that can support service delivery between the different disciplines. The INN
funding will support the development of this system of care, and the funding structure
created as a result of this collaboration will sustain the system and services beyond the
PIVOT INN project.

Developing Capacity for Specialty MH Plan Services with Diverse Communities

The purpose of this component is to identify the minimum necessary requirements for
CBOs to become Medi-Cal certified to provide specialty mental health plan services.

Determining this process will allow other CBOs to assess their readiness and prepare
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their systems. The ability to bill for Medi-Cal services will sustain this component beyond

this INN project and bridge the gap in services for diverse communities.

Innovative Countywide Workforce Initiatives

At the end of this INN project component, the County will identify the most successful
strategies for employee engagement and retention, and where possible, work with its
Human Resource department to embed those approaches into its administrative policies.
Furthermore, the development of a baseline infrastructure will enable the County to
potentially apply for additional workforce development grants and opportunities with
partners, resulting in sustain initiatives without relying solely on BHSA funding. Finally,
the County will also explore the ability to maintain ongoing contracts with third party
vendors through the BHSS component to sustain the successful approaches that are not

possible within the county system.

Innovative Approaches to Delivery of Care

This component will integrate successful approaches into daily program operations,

where possible.

Communication and Dissemination Plan
Orange County plans to share status updates about the PIVOT INN Project through:
¢ Presentations at local community planning meetings.
e Ongoing updates at BHAB meetings, with specific presentations upon request.
e Presentations at the California Behavioral Health Directors Association
e Annual project reports to the MHSOAC/BHSOAC.
e MHSA Annual Plan Update for FY 24-25.
e Future BHSA Integrated Plans.
e Orange County Health Care Agency Website
e Potential publication of research and evaluation results in peer-reviewed academic
journals or presented at conferences to share our findings with the larger

community.
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BUDGET

Budget Narrative

Orange County is requesting approval to utilize $34,950,000 in MHSA INN funds to

implement this five-year project. A more refined budget for each component will be

developed through ongoing planning meetings that will further define component needs.

A description of the expense categories and Full-Time Equivalent (FTE) positions are

described below. All costs are estimates and subject to negotiations, as appropriate.

Consultant Contracts

Orange County plans to partner with various consultants and subject matter experts to

support the activities of each component. The total Consultant cost is $27,500,000 over

five years. A breakdown of each consultant contract and cost is provided below:

Project Managers: Each PIVOT component will have its own project manager (5
FTE total) to ensure coordination and alignment of activities throughout the
duration of this project. Based on an online search, the average salary of a project
manager is approximately $90,000, annually. Using this figure as a base average,
the salary was increased to account for a local competitive rate, as well as costs
for travel, program supplies and equipment for each project manager to conduct
activities and/or prepare project reports. As a result, the estimated cost is $150,000
per project manager; $750,000 annually for a total of $3,750,000 over five years.
Subject Matter Experts (SMEs). Each PIVOT component will include up to five
SMEs per component (up to 25 FTE total) to facilitate ongoing community planning
discussions and inform component activities throughout the duration of this project.
The number of consultants and length of their contracts may vary depending on
the needs of each component. Based on an online search, the average salary of a
SME is approximately $130,000, annually. Using this figure as a base average, the
salary was increased to account for a local competitive rate, as well as costs for
county and/or statewide travel. As a result, the estimated cost is $150,000 per
SME; $3,750,000 annually for a total of $18,750,000 over five years.
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Evaluators: Each PIVOT component will have its own evaluator (5 FTE) to support
data tracking and ensure consistency in reporting and lessons learned throughout
the duration of this project. Based on an online search, the average salary of a
behavioral health research evaluator is approximately $97,000, annually. Using
this figure as a base average, the salary was increased to account for a local
competitive rate, and includes costs for a principal investigator, research
assistants, and supplies needed to conduct research activities and prepare reports.
As a result, the estimated cost is $200,000 per evaluator; $1,000,000 annually for
a total of $5,000,000 over five years.

Staffing Costs
The proposed budget also includes local staffing costs to support project monitoring and

implementation activities. The total Staffing cost is $4,825,000 over five years. A

breakdown of each staffing area and cost is provided below:

County INN Staff. Each PIVOT component will include County staff time to monitor
component implementation activities. The estimated cost is $75,000 annually for
all components for a total of $375,000 over five years. This estimate is based on
the average annual cost of the existing Orange County INN Staff (5 FTE) to monitor
contracts and/or support project activities.

County Champions. Each PIVOT component will include program staff to support
integration of component strategies or processes into the county system. The role
of component Champions is critical in this project, as successful changes in the
system will depend on the knowledge of internal processes and existing activities.
The estimated cost is $10,000 per component, $50,000 annually for a total of
$250,000 over five years.

Peer Support Specialists: Each PIVOT component will include up to 2 FTE Peer
Staff per component (10FTE total) to ensure project activities reflect the
perspectives of consumers and family members. The estimated cost is $840,000
annually for a total of $4,200,000 over five years. The annual salary is based on
HCA'’s Health Program Specialist job classification and pay scale.
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Program Costs

The proposed budget includes program costs to support component activities. The total

Program cost is $2,500,000 over five years. A breakdown of costs is provided below:

Program supplies to support PIVOT component activities, which may include but
not be limited to:

o Development and print of brochures, flyers, announcements and/or
marketing materials. This was estimated at $5,000 per component, $25,000
annually for a total of $125,000 over five years.

o Renting large meeting spaces or venues as needed and appropriate. This
was estimated at $2,000 per component, $10,000 annually for a total of
$50,000 over five years

o Incentives such as gift card, food, and transportation support for consumers
and family members to participate in planning meetings. This was estimated
at $4,000 per component, $20,000 annually for a total of $100,000 over five
years.

Translation support to ensure marketing materials, announcements, surveys and
virtual and/or in-person meetings are available in Orange County’s threshold
languages (Arabic, Chinese, Farsi, Korean, Russian, Spanish, and Vietnamese).
The average cost for translation support within the MHSA Office for presentation
materials and flyers has been roughly $6,000 annually. Based on this information,
translation support for this project was estimated at $4,000 per component,
$20,000 annually for a total of $100,000 over five years.

Travel for local and/or statewide activities related to each PIVOT component.
Costs may include but not be limited to mileage, airfare, lodging, and food
expenses. The average cost for travel on similar INN project has been $8,000
annually for 3 FTE staff to travel on multi-day trips related to project activities.
Based on this information, travel costs for this project were estimated at $5,000 per

component, $25,000 annually for a total of $125,000 over five years.

Indirect Costs

The proposed budget will include indirect costs to support administrative activities.

Orange County typically applies between 15%-18% in indirect costs to its contracts;
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however, in this PIVOT proposal, the County will apply a 5% indirect rate to support
administrative activities. This estimated cost was calculated based on 5% of the total

program costs, which results in $25,000 annually for a total of $125,000 over five years.

If additional counties are approved to join, each county will be responsible for funding their
chosen PIVOT component and local activities. However, a portion of each county INN
funds must go toward supporting a shared project manager and evaluator for their chosen
component(s) to ensure coordination and aligned of component activities across
participation counties, consistent evaluation, and shared learnings. A county’s
contribution to the project manager and evaluation will vary depending on their available

INN funds.

Budget Grid
Fiscal Year | Fiscal Year | Fiscal Year | Fiscal Year | Fiscal Year
2024-25 2025-26 2026-27 2027-28 2028-29 Total

Proj. Managers $750,000 $750,000 $750,000 $750,000 $750,000 | $3,750,000
SMEs $3,750,000 | $3,750,000 | $3,750,000 | $3,750,000 | $3,750,000 | $18,750,000
Evaluators $1,000,000 | $1,000,000 | $1,000,000 | $1,000,000 | $1,000,000 | $5,000,000
Staffing

Staffing $965,000 $965,000 $965,000 $965,000 $965,000 | $4,825,000
Program

Supplies $275,000 $275,000 $275,000 $275,000 $275,000 | $1,375,000
Translation $100,000 $100,000 $100,000 $100,000 $100,000 $500,000
Travel $125,000 $125,000 $125,000 $125,000 $125,000 $625,000
Indirect

5% Admin. $25,000 $25,000 $25,000 $25,000 $25,000 $125,000

Total Requested Budget: $34,950,000
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APPENDIX A. County INN Template

(Name) County

County Contact and Specific Dates:

e Primary County Contact:

e Date Proposal posted for 30-day Public Review:

e Date of Local MH Board hearing:

e Date of BOS approval or calendared date to appear before BOS:

PIVOT Components:

LI Full-Service Partnership Reboot

[ Integrated Complex Care Management for Older Adults

[1 Developing Capacity for Specialty MH Plan Services with Diverse Communities
[1 Innovating Countywide Workforce Initiatives

[I Innovative Approaches to Delivery of Care

Local Need:

Additional Learning Objectives (if applicable):
Local Community Planning Process:
Alignment with BHSA:

Sustainability:

Budget Narrative:

e Total proposed budget
o County Costs
o Contractor Costs

e Budget by Fiscal Year and Specific Budget Category for County Specific Needs
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APPENDIX B. Clinic Improvements

The images below reflect the vision of Orange County’s stakeholders in creating a more
culturally responsive and welcoming clinic space. After multiple rounds of community
engagement, general themes emerged for a space that includes calming open-air
landscapes, natural wonders, hope, peace, serenity, the use of animal, the use of multiple
bright colors, a cultural reflection of the local community, and images that will last the test
of time. With this feedback, the County consulted with a professional muralist to develop

the murals.

A total of nine murals were created to reflect the visual concept of the natural wonders
that are iconic to the clinic's surrounding area - coastal, wetlands, and mountainous
landscapes, as well as their recognizable flora and fauna. The goal of this concept was to
capture a sense of stillness, calm, peace, and serenity found in nature, that is

recognizable and relatable to community stakeholders.

The images also incorporate symbols of hope, peace,
and optimism - such as Lotus, Egret, and oranges - to
give subtle recognition to the clinic's primarily
Vietnamese demographic, while also considering the
universal appeal of these symbols across cultures. For
example, the Egret is a mythical creature in
Vietnamese culture and a national bird of Vietnam.
This figure was used in the wetlands mural inside the
Adult and Older Adult outpatient clinic lobby.

In another example, the Lotus Flower is a profound
symbol of resilience and enlightenment within the
culture and daily life of the Viethamese culture. This
image was used in the mural located in the SUD
outpatient clinic lobby.
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The Children’s lobby reflects the local parks and the orange trees that represent the
County. To create an immersive experience, the different floors represent various
natural and calming environments. The goal for these murals was to create a welcoming

and calm space in the clinics and instill a sense of care for the quality of the client’s

experience.
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