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Dear Dr. Ghaly,

The Service Area Advisory Committee (SAAC) br Service Area (SA) 5, West Los Angeles, appreciates

ttre opportunity provirled by the Board of Supervisors to participate in the stakeholder/public participation

pr"d; anO t6 have our input considered in the report on the proposed consolidation of the Departments

of Heatth Services, Public Health and Mental Health into a single integrated agency.

Part l: History of the SAACs

One of the very firct ac{s of the nerrly fiormd Departnent of $9n!l Health (DMH) in 1978 was to

""taOtirn 
the fwe Regional Community Liaison Committees (RCLCs), envisioned to serveas the

community arm of OnrtH. Seginning on October 27, 1978 Sre RCLCs provided local providem and

consumers a means to have their input heard with regard to DMH progmms, activities, and goals.

ln lgg5 the Board of Supervisors reexamined the delivery of services to the groning and increasingly

diverse poputatbn and rbapportbnect the fwe Regions into eight SAs. To increase planning among other

county irrrice agencies the-SA boundaries were reconfigured in 1994 to what they are today. The

RCLis were transbrmed into the SAACs and charged with four primary functions:

. as a local planning body to partner and gather community input, analyze information, prioritize

programs, and integrate servicea tailored to the service area;
. as in advisory foOy to provkle DMH with ongoing bdbagk on existing or propoaed programs

including modigcation of programs, policies, and budgets icr the service area;
. as an informatbn body to provide DMH with a vehicle to support and assist with the coordination

of mental health programs and services with the seruice area;
. as a networking and advocacy body.

Each individualand organization associated wittr a SMC are valued vdunte€rs, an important part of the

DMH stakeholder engigement system, and counted on to provide feedback and advise on hotr well the

DMH care sYstem is operating.

Pafi2zThe Unique Collabor:atlons and Stakeholdert of SAAG'5

SA-5 consists of S cities, Beverly Hills, Cutver City, portions of Los ArqEles, Maliblt and6anta Monica

fiustvta*na del Rey, which is an unincorporated portion of Los Angebs County. The S4 is represented

[tthr* memUers 6itne goarO of Supervisors, Don Knabe, Mark Ridley-Thomasr and Sheila Kuehl'



SA5 is often perceived as rich and having less problems because of poc*ets of wealth. The truth is one
of the highest suicide rates in the coun$ is in West lA, bund within the white male demographic. We
have pockeb of poverty and especially homelessness all the way from Malibu at the top of our service
area through the beach areas to LAX at the South and from the ocean to La Cienega Boulevard. The
latest homeless figures available are ftom 2013 but indicate 32.7% increase in homelessness over 2011.
The total homebss in SA-5 in 2013 was 4,662. All of the demographics br SA-5 can be fraund at:

httpJlpsbqi.dmh.lamunty.gov/SNReportslSA5/SA5_Demography-and-ConsumersServed-FY2011=2012pd1

lncluded in SA-5 are one directty operated mental health @nter, 7 contracted agencies for peopb 18 and
over, and 7 ior ages under 21 and family. There is one agency for TAYlYouth only and 1 for older adulte
only. For veterans there are 2 programs for outeaci and linkage. For Ethnic/Language specific there is
one epncy serving Asian Pacific lslanders (APl). For short-term or crisis housing there are 2 crisis
resklential progrems and 3 transitional shelters {1 hr women and all three for homeless adulb). For
Peer-Run programs there are 3 for adults and 2 Wellness Centers for adults. For crisis services there is
one psychiatric urgent care center (cunenty being relocated); 2 psychiatric hospitals (1 br 18+ only) and
1 Psychiahic Evaluation Team (PET). There is a full range of FielG.based Treatnent (FSP/FCCS) of
which 2 are frcr ages under 18; 2 for TAY; 6 br adults and 3 for older adults. DCFS/Probation has 3 co-
located programs. There are also programs that are not contracted with DMH who are working with
speific populations and collaborate with many other serviees.

ln August 2A14, as part of the Mental Health Services Act (MHSA) 3-year Budget Planning process,

SAAG-s iden$fied 3 lrey priority areas where there are gaps in mental heallh services:
. Prevention and Early lntewention br Young Children and their Families
. Supportive Housing. Homelessness

And 3 issues that span all 3 priority areas above and impac{ the communities ability to meet its needs:. Domestic Violence. Cro$s-training and Coordination amongst health, mental health, substane abuse and public
programs (DCFS, DPSS, etc.) regarding intenelated and exacerbating mentalhealth issues
among individuals, famiff members, and the community

. Lost Populations of individuals and communities that are underserved by cunent systems in
these priority areas.

SAAC-S has been actively working to build additionalcollaborations within our cornmunity, at every level,
and are pleased to be part of the demonstrated successful outcomes from lNN1, the Innovation Program
funded by the MHSA, to learn about and explore creative and efiective approaches that can be applied to
the integration of mental health, physical health, and substance abuse seryices for uninsured, homeless,
and undenepesented populations.

Part 3: Concarns wtth the exlsffng Board of Supervlootrs illotion to Consolidate the Departmenb
of Health Sorics, Public Health and tental Health into a single lntegmted department

The plan must include a s[nificant improvement in the delivery of services or benefits to our consumers.

The plan must have a clearly defined budget. lt is obvious that funds will be needed to set up a new level
of administsafon oversight and the shifting of many areas of reporting and selices. The funds must
come from someurhere. Horr the integration will afiect the budgets of each of the dqartnents must be a
transparent process.

The plan must include provisions br preserving crucial, hard-earred improvements in the mental health
system. Mental health services arcn't just about relieving symptoms and suffering. They are about
rebuilding people's lives.

The plan must have a robust inclusion of stakeholders in the integratiot proc,ess. We need to predict how
these plans will affect the individuals living in our comrnunity.



The plan must build on the cunent DMH collaborations and partnerships in these three socialsystems:. The criminaljustice system is ficrging collaborations with mental health to assist the large
numbera of people being released and diverted from prison and jail.

. The homeless systern has forged strong partnerships with mental health.. The child welfare system also turns to mental health for help.
These three areas of growing collaboration with DMH are crucial to our community. ln each area there is
a respect for and understianding of mental healft's joumey and abilities. lf any of these three areas is
damaged by the proposed integration it will be a serious loss.

The plan must include these three components:. UYelcoming and Engagement. To serve peoplewho are stigmatized and rejected by our
community we need to be able to form trusting, productive relationships with people that'normal"
society can't. Serious efforts must be made to examine our ourn prejudices to create welcoming
culturee and programs to meet people where they're at (even if that is indigent, untrusting, poorly
motivated, poorly setf-coordinating, and even selfdestructive). Mental Heatth has built outreach
and eng4ement, p@r greders, ambassadors, and bridgers, system navigators, €se managers,
cultural partnerships and programs, motivational enhancement, self-help, fumily partners, and
advocacy into our system.. Gommitment to lmproving whole lives, not just illnesses. Treating symptoms doesn't work.
People need to build protective factors (like finances, homes, families, purpose in life, cultural and
spiritual connections) to stabilize their mential illnesses and achieve mental health. Social
determinants of mental health must be directly addressed. Trauma infurmed care addresses
contributing life factors to illnesses.. Collaborative Care. The standard professionally driven care model leads to enormous numbers
of drop-outs and high rates of non-compliance with "doc{o/s orders', especially for chronic
illnesses, and especially for mental illnesses and substance abuse. People must be actively
involved ln their own carc.

The plan must have as its goal 'Equrty for All', and must address the needs of the underserved
communities, as well as the crlturally competent and linguistically appropriate services needed to reduce
stigma and disparity.

Part 4: Support for the potential benellta to all the cltkent of LA Gounty

We support the Planning Principbs as adopted by the DMH System Leadership Team on January 21,
2015 and as amended and adopted by the Mental Health Commission on January 23,2015.

We support a planning model in which each health department would
. maintain its ourn director and budget. report by dqartnent to the Board of Supervisors. be held accountable to fulfillthe agreed upon objectives

We support a planning model that ensures citizen, professional, and faith-based involvement at all stages
of any planning process. Representatives of the Mental Halth and Public Health Commission should
be inc{uded in the preparatircn of the plan to the Board of Supervisors, working direc{ly and along with the
lnterim Chief Executive Officer, County Counsel, the Director of Personnel and the Sheriff, Departments
of Health Services, Mental Health, Public Health and Agricultural CommissionerMleights and Measures
named in the Motion,

We support a planning model that stresses the importance of meaningful mental health consumer
involvement. The people served by the Departnent of Mental Health, both individually and through their
client organizations, are very important stakeholders and must be involved in all planning processes.

Wthin DMH the saying'Nothing About Us lMthout Us" is taken very seriously and those who receive
services povide vital and necessary input to all planning. Transparency and inclusion are not only
neoessary but mandatory and must be demonstrated.
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We support a planning model that focuses on the integration of services and the breaking of the siloes
and barriem to integrated care. We feel this has been clearly demonstrated within DMH over the last

three years in the lnnovations I Prolects (lNNl).

We support a planning model that emphasizes the crucial importance of the Recovery Model. The work

of DMH'is very different from Health Services and Public Health. The Recovery Modelwhich has been

established and built overthe past 10 years has albwed many people with a mental illness to leam about
managing their illness and finding their potentialwith many supports along the way. Wthout a deep

unOeritanOing of The Recovery Model and all that goes into supporting people, including sPecial supports
for our underserved populations, the work that has been done will be eroded.

We support a planning modelthat incorporates a unique feature of DMH in the development and inclusion

of peopie with lived experience (peers) in the trcatment teams. Peers are a unique part of outreach

teams, in Weltness Centers, in treatmentwaiting rooms. This not only helps to break baniers with people

who ned treatment but it also builds the self-confidence and skills of the person with lived experience.
Today we have many success stories of people who are leading peaceful, productive lives and have
given back to others within the mental health community-

Part 5: Suggeeted Next StePe

DMH has taken the lead in the County for severatyears to integrate services, and is cunently poised to

klentifu and begin to buiH health neighborhoods al[ned with-the integrated service model. DMH should

be tasked to take the lead in any integration plans within LA County.

The creation of a planning council made up of at least representatives from each deparknent, a deputy

fom each Supervisol's ofrice, a representative ftom the CEO or CFO, agency representation, consumer
represenption and UREP representation. The deciEions of the councilwould be open and transparent.

Actions would include:. Develop the short- and long-term priorities for better, more efftcient integrated services in the
coun$ based on research, comparative studies and other resources.

. ldentrfy the kay county health needs and recommend hor to address these.

. Determine what would be in the best interest of the consumer to receive better access and the
highest quality of culturally competent and linguistically appropriate integrated care.

. Develop centralized data banks on resources among the three deparknents such as housing,
outreach and engagernent, reducing the homeless population, monitoring and supporting newly
released prisoners to integrate back into their communities, employment services, public health

information.. Develop policies and procedures thatwould enccurage teamwork and shared goals among the

three departments in these areas.
. Monitor the workfcrce so that departments do not duplicate services.

Time does not have to be spent consolidating different departments. A better use of resouroes, including

time, would be to bcus on discussions that would result in better integrated services and the reducUon of

&."q€oudo.,io
/uonnuacedonb/

Board of Supervisors
Mental Health Commission
Service Area Advisory Committee Co-Chairs
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Co-Chair SAACS
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