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Introduction

The Behavioral Health Services Act (BHSA) (Senate Bill (SB) 326, Chapter 90, Statutes of
2023) requires all county behavioral health departments to submit a three-year Integrated
Plan outlining the intended use of BHSA funds and associated budgets for behavioral health
programs. The initial three-year planning period covers Fiscal Years (FY) 2026-2026 (July 1,
2026-June 30, 2029).

This document represents the draft Three-Year BHSA Integrated Plan for Kings County
Behavioral Health. The plan describes how Kings County intends to allocate BHSA funding
to support prevention, early intervention, treatment, recovery, housing-related supports,
and system capacity efforts in alignment with state requirements and local priorities.

The California Department of Health Care Services (DHCS) is developing a county portal
through which counties will submit their Integrated Plans and required updates. The final
approved version of Kings County’s BHSA Integrated Plan will be submitted through the
DHCS portal in accordance with state guidance and formatting requirements.

This draft is being made available for public review and comment consistent with BHSA
transparency and stakeholder engagement requirements. Feedback received during the
public comment period will be considered prior to final submission.

Kings County Behavioral Health remains committed to implementing BHSA in a manner that
promotes accountability, equity, community partnership, and improved behavioral health
outcomes for residents across the county.

General Information

County, City, Joint Powers, or Joint Submission: County

Entity Name: Kings County

Behavioral Health Agency Name: Kings County Behavioral Health

Behavioral Health Agency Mailing Address: 1400 W. Lacey Boulevard Hanford, CA
93230

5. Primary Mental Health Contact

a. Name: Lisa Lewis

Pobd=

b. Email: lisa.lewis@co.kings.ca.us
c. Phone: 559-852-2382



6. Secondary Mental Health Contact
a. Name: Christi Lupkes
b. Email: Christi.lupkes@co.kings.ca.us
c. Phone: 559-852-2268

7. Primary Substance Use Disorder Contact
a. Name: Monique Florez
b. Email: Monique.florez@co.kings.ca.us
c. Phone: 559-852-2436
8. Primary Housing Interventions Contact
a. Name: Brenda Tamayo-Pagan
b. Email: Brenda.tamayopagan@co.kings.ca.us
c. Phone: 559-852-2386
9. Compliance Officer for Specialty Mental Health Services (SMHS)

a. Name: Pamela Estrada
b. Email: pamela.estrada@co.kings.ca.us

10. Compliance Officer for Drug Medi-Cal Organized Delivery System (DMC-0ODS)
Services
a. Name: Pamela Estrada
b. Email: pamela.estrada@co.kings.ca.us

11. Behavioral Health Services Act (BHSA) Coordinator

Name Email Address

Brenda Tamayo-Pagan brenda.tamayopagan@co.kings.ca.us

Liliana Robles liliana.robles@co.kings.ca.us
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12. Substance Abuse and Mental Health Services Administration (SAMHSA) liaison

Name Email Address

Laura Tafolla bhacctg@co.kings.ca.us

13. Quality Assurance or Quality Improvement (QA/QI) lead

Name Email Address
Grant Zweifel grant.zweifel@co.kings.ca.us
14. Medical Director
Name Email Address
Abdolreza Saadabadi MD abdolreza.saadabadi@co.kings.ca.us
Matthew Bryan matthew.bryan@co.kings.ca.us

County Behavioral Health System Overview

Please provide the city/county behavioral health system (inclusive of mental health and
substance use disorder) information listed throughout this section. The purpose of this
section is to provide a high-level overview of the city/county behavioral health system’s
populations serviced, technological infrastructure, and services provided. This information
is intended to support city/county planning and transparency for stakeholders. The
Department of Health Care Services recognizes that some information provided in this
section is subject to change over the course of the Integrated Plan (IP) period. All data
should be based on FY preceding the year plan development begins.

Populations Served by County Behavioral Health System

Includes individuals that have been served through the county Medi-Cal Behavioral Health
Delivery System and individuals served through other county behavioral health programs.
Population-level behavioral health measures, including untreated behavioral health
conditions, are covered in the Statewide Behavioral Health Goals section and County
Population-Level Behavioral Health Measure Workbook.

Children and Youth

1. Inthe table below, please report the number of children and youth (under 21) served
by the county behavioral health system who meet the criteria listed in each row.
Counts may be duplicated as individuals may be included in more than one
category.



Table 5. Number of Children and Youth Served.

Criteria Number of Children and Youth
Under Age 21
Received Medi-Cal Specialty Mental Health 1776
Services (SMHS)
Received at least one substance use disorder 97

(SUD) individual-level prevention and/or early
intervention

Received Drug Medi-Cal (DMC) or Drug Medi- 103
Cal Organized Deliver System (DMC-0ODS)

services

Received mental health (MH) and SUD 44

services from the mental health plan (MHP)
and DMC county or DMC-0DS plan
Accessed the Early Psychosis Intervention Plus 0
Program, pursuant to Welfare and Institutions
Code Part 3.4 (commencing with section
5835), Coordinated Specialty Care, or other
similar evidence-based practices and
community-defined evidence practices for
early psychosis and mood disorder detection
and intervention program

Were chronically homeless or experiencing 0

homelessness or at risk of homelessness

Were in the juvenile justice system 0

Have reentered the community from a youth 0

correctional facility

Were served by the Mental Health Plan and 66

had an open child welfare case

Were served by the DMC County of DMC-ODS 0

plan and had an open child welfare case

Have received acute psychiatric care 66
Adults and Older Adults

1. Inthe table below, please report the number of adults and older adults (21 and
older) served by the county behavioral health system who meet the criteria listed in
each row. Counts may be duplicated as individuals may be included in more
than one category.



Table 6. Adults and Older Adults Served.

Criteria Number of Adults and Older Adults

Were dual-eligible Medicare and Medicaid 262
members

Received Medi-Cal SMHS 2421
Received DMC or DMC-ODS services 363
Received MH and SUD services from the 157
MHP and DMC county or DMC-0DS plan

Were chronically homeless, or 0
experiencing homelessness, or at risk of

homelessness

Experienced unsheltered homelessness 0
Moved from unsheltered homelessness to 0

being sheltered (emergency shelter,
transitional housing, or permanent
housing)

Of the total number of those who moved 0
from unsheltered homelessness to being
sheltered, how many transitioned into
permanent housing

Were in the justice system (on parole or 0
probation and not currently incarcerated)

Were incarcerated (including state prison 0
and jail)

Reentered the community from state 0
prison or county jail

Received acute psychiatric services 371

2. Inputthe number of persons in designated and approved facilities who were:
a. Admitted or detained for 72-hour evaluation and treatment rate: 0
b. Admitted for 14-day and 30-day periods of intensive treatment: 0
c. Admitted for 180-day post certification intensive treatment: 0

3. Please report the total population enrolled in Department of State Hospital (DHS)
Lanterman-Petris-Short (LPS) Act Programs:
4

4. Please report the total population enrolled in DSH community solution projects
(e.g., community-based restoration and diversion programs)
0



5. Ofthe datareported in this section, are there any areas where the county would like
to provide additional context for DHCS’s understanding?
No

6. Please describe the local data used during the planning process
All data presented in this section was extracted from the County’s SmartCare
database. For items where a value of zero is reported, local data was not
available at the time of reporting. Tracking systems will be developed to
capture this date moving forward.

7. If desired, provide documentation on the local data used during the planning
process
N/A

County Behavioral Health Technical Infrastructure

Cities submitting their Integrated Plan Independently from their counties do not have to
complete this section.

1. Does the county behavioral health system use an Electronic Health Record (EHR)?
Yes
a) Please select which of the following EHRs the county uses
[JAltera Digital Health
CJAthena Health
CClinicians Gateway
CICPsSI
CleClinicalWorks
CJEpic Systems
LIGE Centricity
[IGreenway Health
COMEDHOST
[OMediTech
LINetsmart
[ONextGen Healthcare
IOracle Cerner
LIPractice Fusion
OQualifacts credible
MSmartCare
LTherapyNotes



2. County participates in a Qualified Health Information Organization (QHIO)?
No

Application Programming Interface Information

Counties are required to implement Application Programming Interfaces (API) in
accordance with Behavioral Health information Notice (BHIN) 22-068 and federal law.

1. Please provide the link to the county’s APl endpoint on the county behavioral health
plan’s website
http://www.kcbh.org/access-my-records.html

2. Does the county wish to disclose any implementation challenges or concerns with

these requirements?

Yes
a) Please describe these challenges and concerns:
Kings County Behavioral Health maintains APl information and patient
access instructions on its public website in accordance with BHIN 22-068 and
federal interoperability requirements. The APl endpoint supports third-party
applications seeking authorized access to beneficiary health information
from SmartCare. CalMHSA, as the EHR vendor and technical authority for
participating counties, oversees the technical build, security layers, and API
functionality, while KCBH maintains local operational workflows,
authorization processes, and oversight of request handling.

3. Counties are required to meet admission, discharge, and transfer data sharing
requirements as outlined in the attachments to BHINs 23-056, 23-057, and 24-016.
Does the county wish to disclose any implementation challenges or concerns with
these requirements?

Yes
a) Please describe these challenges and concerns:
KCBH continues to work closely with CalMHSA to ensure ongoing compliance
with all federal interoperability requirements. No significant implementation
barriers or concerns are reported currently.

County Behavioral Health System Service Delivery Landscape

a) Cities submitting their Integrated Plan Independently from their counties do not

have to complete this section.


http://www.kcbh.org/access-my-records.html

Substance Abuse and Mental Health Services Administration (SAMHSA) Projects for
Assistance in Transition from Homelessness (PATH) Grant

1.

Will the county participate in SAMHSA’s PATH Grant during the Integrated Plan
Period?
Yes
a) Please select all services the county behavioral health system plans to provide
under the PATH grant:
LlAlcohol or Drug Treatment Services
MCase Management Services
MCommunity Mental Health Services
[IHabilitation and Rehabilitation Services
MReferrals for Primary Health Care, Job Training, Educational Services, and
Housing Services
MOutreach services
MScreening and Diagnostic Treatment Services
MStaff Training, including the training of individuals who work in shelters,
mental health clinics, substance use disorder programs, and other sites
where homeless individuals require services
[ISupportive and Supervisory Services in Residential Settings

2. Does the county wish to disclose any implementation challenges or concerns with

the requirements under this program?
No

Community Mental Health Services Block Grant (MHBG)

1.

Will the county behavioral health system participate in any MHBG set asides during
the Integrated Plan period?

Yes

Please select all set asides that the county behavioral health system plans to
participate in under the MHBG

CIChildren’s System of Care Set-Aside

MDiscretionary/Base Allocation

MDual Diagnosis Set-Aside

MFirst Episode Psychosis Set-Aside

Llintegrated Services Agency Set-Aside

10



2. Does the county wish to disclose any implementation challenges or concerns with
the requirements under this program?
No

Substance Use Prevention, Treatment, and Recovery Services Block Grant (SUBG)

1. Will the county behavioral health system participate in any SUBG set asides during
the Integrated Plan period?
Yes
a) Please select all set-asides that the county behavioral health system
participates in under SUBG:
MAdolescent/Youth Set-Aside
MDiscretionally
MPerinatal Set-Aside
MPrimary Set-Aside
[JISyringe Services Program Allowance

2. Does the county wish to disclose any implementation challenges or concerns with
the requirements under this program?
No

Opioid Settlement Funds (OSF)

1. Will the county behavioral health system have planned expenditures for OSF during
the Integrated Plan period?
No

2. Does the county wish to disclose any implementation challenges or concerns with
the requirements under this program?
No

Bronzan-McCorquodale Act

The county behavioral health system is mandated to provide the following community

mental health services as described in the Bronzan-McCorquodale Act (BMA).

Case Management

Comprehensive Evaluation and Assessment
Group Services

Individual Service Plan

Medication Education and Management
Pre-crisis and Crisis Services

S0 0 0 T o
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g. Rehabilitation and Support Services
h. Residential Services

i. Services for Homeless Persons

j.  Twenty-four-hour Treatment Services
k. Vocational Rehabilitation

1. In addition, BMA funds may be used for the specific services identified in the list
below. Select all services that are funded with BMA funds:
[CJAssertive Community Treatment (ACT)
[IClubhouse Services
LJCommunity Health Worker Services (CHW)
OCoordinated Specialty Care for First Episode Psychosis (CSC for FEP)
CDForensic Assertive Community Treatment (FACT)
OIndividual Placement and Support (IPS) Model of Supported Employment
MOther Programs and Services
CONot Applicable

2. Please describe Other Programs and Services:

BMA funds support a continuum of behavioral health services, including crisis
intervention and stabilization; acute psychiatric inpatient care in local
Psychiatric Health Facilities (PHFs), designated acute care hospitals, and
Institutions for Mental Disease (IMDs) for Medi-Cal beneficiaries under age 21
and over age 65; outpatient services to stabilize and treat individuals with
serious mental illness (SMI) in the community; case management; medication
support services; conservatorship investigations and administration for
individuals who are gravely disabled under the Lanterman-Petris-Short (LPS) Act;
and court-mandated behavioral health services.

3. Does the county wish to disclose any implementation challenges or concerns with
the requirements under this program?
No

Public Safety Realighment (2011 Realighment)

The county behavioral health system is required to provide the following services which
may be funded under the Public Safety Realignment (2011) Realignment

a. DrugCourts

12



b. Medi-Cal Specialty Mental Health Services, including Early Periodic
Screening Diagnostic Treatment (EPSDT)

c. Regular and Perinatal Drug Medi-Cal Services

d. Regular and Perinatal DMC Organized Delivery System Services, including
EPSDT

e. Regular and Perinatal Non-Drug Medi-Cal Services

1. Does the county wish to disclose any implantation challenges or concerns with the
requirements under this program?
Yes

a) Please describe these challenges or concerns:

Kings County Behavioral Health is currently providing Drug Courts, Medi-Cal
Specialty Mental Health Services, including Early Periodic Screening Diagnostic
Treatment (EPSDT), Regular and Perinatal Drug Medi-Cal Services, Regular and
Perinatal Non-Drug Medi-Cal Services. As of 11/12/2025, Kings County
Behavioral Health does not have an approved DMC-ODS Implementation Plan
and has been in the active process of revisions with DHCS until approval,
therefore the initial go-live date of 07/01/2026 cannot be confirmed.

Medi-Cal Specialty Mental Health Services (SMHS)

The county behavioral health system is mandated to provide the following services under
SMHS authority.

Adult Residential Treatment Services
Crisis Intervention

Crisis Residential Treatment Services
Crisis Stabilization

Day Rehabilitation

Day Treatment Intensive

Mental Health Services

T ™0 00 T W

Medication Support Services
Mobile Crisis Services

j.  Psychiatric Health Facility Services

k. Psychiatric Inpatient Hospital Services

l. Targeted Case Management

m. Functional Family Therapy for individuals under the age of 21

13



High Fidelity Wraparound for individuals under the age of 21
Intensive Care Coordination for individuals under the age of 21
Intensive Home-based Services for individuals under the age of 21
Multisystemic Therapy for individuals under the age of 21

~aT o3

Parent-Child Interaction Therapy for individuals under the age of 21
Therapeutic Behavioral Services for individuals under the age of 21
Therapeutic Foster Care for individuals under the age of 21

All other Medically Necessary SMHS for individuals under the age of 21

c -~ o

1. Has the county behavioral health system opted to provide the specific Medi-Cal
SMHS identified in the list below as of June 30, 20267
MACT
CIClubhouse Services
MCSC for FEP
MEnhanced CHW Services
MFACT
MIPS Supported Employment
MPeer Support Services

2. Does the county wish to disclose any implementation challenges or concerns with
the requirements under this program?
No

Drug Medi-Cal (DMC)/Drug Medi-Cal Organized Delivery System (DMC-0DS)

1. Select which of the following services the county behavioral health system
participates in
MDMC Program
[LIDMC-ODS Program

Drug Medi-Cal Program (DMC)

The county behavioral health system is mandated to provide the following services as a
part of the DMC Program

a. All other Medically Necessary Services for individuals under the age 21
b. Intensive Outpatient Treatment Services
Medications for Addiction Treatment (including medication, counseling
services, and behavioral therapy) (MAT)
d. Mobile Crisis Services

14



1.

Narcotic Treatment Program (NTP) Services

Outpatient Treatment Services

Perinatal Residential Substance Use Disorder (SUD) Treatment for pregnant
women and women in the postpartum period

Has the county behavioral health system opted to provide the specific services
identified in the list below?

[JEnhanced CHW Services

OIPS Supported Employment

MPeer Support Services

2. Does the county wish to disclose any implementation challenges or concerns with

the requirements under this program?

No

Other Programs and Services

1.

Please list any other programs and services the county behavioral health system

provides through other federal grants or other county mental health SUD programs:

Substance Use Block Grant (SUBG)
Community Outreach and Engagement
Primary Prevention

Perinatal-Residential
ODF/10T

Care Transitions

1.

Hase the county implemented the state-mandated Transition of Care Tool for Medi-
Cal Mental Health Services (Adult and Youth)?

Yes

Does the county’s Memorandum of Understanding include a description of the

system used to transition a member’s care between the member’s mental health

plan and their managed care plan based upon the member’s health condition?

Yes

15



Statewide Behavioral Health Goals

Population-Level Behavioral Health Measures

The statewide behavioral health goals and associated population-level behavioral health
measures must be used in the county Behavioral Health Services Act (BHSA) planning
process and should inform resource planning and implementation of targeted
interventions to improve outcomes for the fiscal year(s) being addressed in the IP. For more
information on statewide behavioral health goals, please see the Policy Manual Chapter 2,
Section C.

Please review your county’s status on each population-level behavioral health measure,
including the primary measures and supplemental measures for each of the 14 goals. All
measures are publicly available, and counties are able to review their status by accessing
the measures via DHCS-provided instructions and the County Population-Level Behavioral
Health Measure Workbook.

As part of this review, counties are required to evaluate disparities related to the six-priority
statewide behavioral health goals. Counties are encouraged to use their existing tools,
methods, and systems to support this analysis and may also incorporate local data
sources to strengthen their evaluation.

Please note that several Phase 1 measures include demographic stratifications-such as
race, sex, age, and spoken language-which are included in the prompts below. Counties
may also use local data to conduct additional analyses beyond these demographic
categories.

Priority statewide behavioral health goals for improvement

Counties are required to address the six-priority statewide behavioral health goals in this
section. Cities should utilize data that corresponds to the county they are located within.

Access to care: Primary Measures

Specialty Mental Health Services (SMHS) Penetration Rates for Adults and Children & Youth
(DHCS), FY 2023

1. How does your county status compare to the statewide rate?
For adults/older adults
a) Foradults/older adults: Above
b) For children/youth: Below

16



2. Whatdisparities did you identify across demographic groups or special
populations?
MAge
LGender
MRace or Ethnicity
MSex
[ISpoken Language
LINone Identified
[CONo Disparities Data Available
CIOther

Non-Specialty Mental Health Services (NSMHS) Penetration Rates for Adults ad
Children & Youth (DHCS), FY 2023

1. How does your county status compare to the statewide rate?
a) Foradults/older adults: Below
b) For children/youth: Below
2. What disparities did you identify across demographic groups or special
populations?
MAge
LIGender
MRace or Ethnicity
MSex
[ISpoken Language
[INone identified
[CONo Disparities Data Available
MOther
Please describe other: Written Language

Drug Medi-Cal (DMC) Penetration Rates for Adults and Children & Youth (DHCS), FY
2022-2023

1. How does your county status compare to the statewide rate?
a) Foradults/older adults: Below
b) For children/youth: Above
2. Whatdisparities did you identify across demographic groups or special
populations? No Disparities Data Available



Drug Medi-Cal Organized Delivery System (DMC-ODS) Penetration Rates for Adults
and Children & Youth (DHCS), FY 2022-2023

1. How does your county status compare to the statewide rate?
a) Foradults/older adults: Not Applicable
b) For children/youth: Not Applicable
2. Whatdisparities did you identify across demographic groups or special
populations? No Disparities Data Available

Access to care: Supplemental Measures
Initiation of Substance Use Disorder Treatment (IET-INI) (DHCS), FY 2023

1. How does your county status compare to the statewide rate? Below
2. What disparities did you identify across demographic groups or special population?
No Disparities Data Available

Access to care: Disparities Analysis

1. Foranydisparities observed, please provide a written summary of your findings,
including the measures and population groups experiencing disparities and a
description of the data that supported your analysis.

Disparity analyses were conducted using 2022 service utilization data from the
CalMHSA Access to Care Power Bl Dashboards. The analysis examined
penetration rates for Specialty Mental Health Services (SMHS) and Non-
Specialty Mental Health Services (NSMHS) for both adult and youth populations.
Penetration rates were compared to county averages to identify populations
experiencing disparities in access to behavioral health services.

SMHS Penetration Rates-Adults

The overall adult SMHS penetration rate was 4.2%. Groups below this
benchmark included:

e Adults aged 65 and older (2.0%)

e Females (4.1%)

e Hispanic residents (3.0%)

e Asian or Pacific Islander residents (3.0%)

18



SMHS Penetration Rates-Youth

The overall youth SMHS penetration rate was 2.9%. Groups below the county
average included:

e Children ages 0-2 (1.4%), 3-5 (1.5%), and 6-11 (2.2%)
e Males (2.8%)

e Hispanic youth (2.5%)

¢ Youth with unknown race/ethnicity (1.7%)

NSMHS Penetration Rates-Adults

The overall adult NSMHS penetration rate was 12.5%. Groups below the county
average included:

e Adults ages 21-32 (11.6%) and 69+ (9.9%)

e Males (8.4%)

e Asian or Pacific Islander (7.0%), Hispanic (11.2%), American
Indian/Alaska Native (11.3%), and Other/Non-Standard race (10.9%)

¢ Individuals whose preferred written language was Spanish (8.9%) or
Russian (7.9%)

NSMHS Penetration Rates-Youth

The overall youth NSMHS penetration rate was 8.3%. Groups below the county
average included:

e Children ages 0-2 (4.8%), 3-5 (5.0%), and 6-11 (7.8%)

e Females (8.1%)

e Blackyouth (8.0%)

e Youth identifying as Other/Non-Standard race (4.8%)

e Youth whose preferred written language was English (8.2%)

Summary of Findings

The data indicated persistent disparities across multiple population groups,
particularly younger children, older adults, males, several racial and ethnic
minority populations (notably Hispanic, Asian or Pacific Islander, and American
Indian/Alaska Native), and individuals whose preferred written language is not
English. These findings highlight the continued need for targeted outreach,
culturally and linguistically responsive service, and engagement strategies to
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improve equitable access to behavioral health services across all demographic
groups.

Access to care: Cross-Measure Questions

1.

Please describe what programs, services, partnerships, or initiatives the county is
planning to strengthen orimplement beginning July 1, 2026 that may increase your
county’s level of access to care. In your response, please describe how you plan to
address measures where your status is below the statewide average or median,
within the context of local needs. Additionally, please refer to any date that was
used to inform new programs, services, partnerships, or initiatives the county is
implementing.

Beginning July 1, 2026, Kings County will strengthen and expand several
initiatives to improve access to care, particularly in areas where county
performance falls below statewide benchmarks. Key efforts include existing and
new programs or partnerships:

e Mobile Crisis services

e CARE Court services

e Justice Involved (JI) services

e A 24/7 Access and Crisis Line

e Collaboration on Substance Use Disorder (SUD) services with Public
Health

e Community partnerships related to SB 43 and SB 27

These initiatives are informed by local data on service utilization, hospital and
law enforcement interactions, and Medi-Cal access, as well as by state
requirements under the CARE Act and recent BHSA reforms. Collectively, these
efforts are designed to expand timely access, target populations with
demonstrated service gaps, and enhance coordinated behavioral health care
across the county.

Please identify the category or categories of funding that the county is using to
address the access to care goal.

MBHSA Behavioral Health Services and Supports (BHSS)

MBHSA Full Services Partnerships (FSP)

[OBHSA Housing Interventions

M1991 Realighment

M2011 Realighment

20



MState General Fund

MFederal Financial Participation (SMHS, Drug Medi-Cal/Drug Medi-Cal
Organized Delivery System (DMC/DMC-0ODS)

MSubstance Abuse and Mental Health Services Administration (SAMHSA)
Projects for Assistance in Transition from Homelessness (PATH)
MCommunity Mental Health Block Grant (MHBG)

MSubstance Use Block Grant (SUBG)

Homelessness: Primary Measures

People Experiencing Homelessness Point-in-Time Count (Rate per 10,000 people by
Continuum of Care Region) (HUD), 2024

1.

2.

How does your county status compare to the PIT Count Rate out of every 10,000
people by Continuum of Care region?
Below

What disparities did you identify across demographic groups or special
populations?

MAge

LIGender

MRace or Ethnicity

MSex

[ISpoken Language

[INone Identified

[CONo Disparities Data Available

CIOther

Homeless Student Enrollment by Dwelling Type, California Department of Education
(CDE), 2023-2024

1.

2.

How does your county status compare to the statewide rate?

Below

What disparities did you identify across demographic groups or special
populations?

MAge

LGender

MRace or Ethnicity

MSex
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[ISpoken Language
[INone Identified
[CONo Disparities Data Available
MOther
a) Please describe other: English Learners, Migrant Students, Students with
Disabilities

Homelessness: Supplemental Measures

PIT Count Rate of People Experience Homelessness with Severe Mental Illness, (Rate
per 10,000 people by Continuum of Care Region) (HUD), 2024

1.

2.

How does your county status compare to the PIT Count Rate out of every 10,000
people by Continuum of Care region?
Below

What disparities did you identify across demographic groups or special
populations?
No Disparities Date Available

PIT Count Rate of People Experience Homelessness with Chronic Substance Abuse,
(Rate per 10,000 people by Continuum of Care Region) (HUD), 2024

1.

2.

How does your county status compare to the PIT Count Rate out of every 10,000
people by Continuum of Care region?

Below

What disparities did you identify across demographic groups or special
populations?

No Disparities Date Available

People Experiencing Homelessness Who Accessed Services from a Continuum of

Care (CoC) Rate (BCSH), 2023 (This measure will increase as people access services.)

1.

2.

How does your local CoC’s rate compare to the average rate across all CoC’s?
Below

What disparities did you identify across demographic groups or special
populations?

MAge

LGender

MRace or Ethnicity
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[ISex

[ISpoken Language

[INone Identified

LINo Disparities Data Available
LIOther

Homelessness: Disparities Analysis

1. Forany disparities observed, please provide a written summary of your findings,
including the measures and population groups experiencing disparities and a
description of the data that supported your analysis.

Disparity analyses were conducted using 2024 data from the CalMHSA
Homelessness Power Bl Dashboards. The review examined three primary
measures:

¢ Point-in-Time (PIT) Count of People Experiencing Homelessnhess

¢ Homeless Student Enrollment by Dwelling Type

o Rate of People Experiencing Homelessness Who Access Services from
the Continuum of Care (Coc)

Population groups performing above or below county averages were identified
as experiencing disproportionate rates of homelessness or disparities in
service access.

People Experiencing Homelessness (PIT Count)

The countywide PIT Count rate was 26 per 10,000 residents. Demographic
groups performing above this county rate included:

e Adults ages 35-44 (51 per 10,000)

e Adults aged 45 years and older (34-10,000)

e Males (33 per 10,000)

e American Indian or Alaska Native residents (103 per 10,000)

e Black or African American residents (90 per 10,000)

¢ Native Hawaiian or Other Pacific Islander residents (76 per 10,000)
¢ Individuals identifying as multiple races (47 per 10,000)

e White residents (36 per 10,000)

These data indicated that middle aged and older adults, males, and several
racial and ethnic groups, including American Indian/Alaska Native, Black, and
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Native Hawaiian or Pacific Islander resides experiencing homelessness at
disproportionately higher rates compared to the county overall.

Homeless Student Enrollment by Dwelling Type

The countywide percentage of homeless students was 3.3%. Demographic
groups with rates above the county average included:

e Students identifying as non-binary (8.0%)

e Pacific Islander students (6.6%)

e African American students (6.3%)

e Hispanic or Latino students (3.5%)

e Students identifying as two or more races (3.5%)
¢ Transitional Kindergarten (4.5%)

¢ Kindergarten (3.5%)

e Grade1(3.7%)

e Grades 9(3.4%), 10 (3.5%), 11 (4.0%), and 12 (4.2%)
e English language learners (5.0%)

e Migrant students (9.3%)

e Students with disabilities (3.9%)

These finding suggest that non-binary youth, students of color, English language
learners, migrant youth, and students with disabilities experience
disproportionately higher rates of housing instability within the educational
system.

People Experiencing Homelessness Who Access Services from the Continuum
of Care (CoC)

The countywide rate of people experiencing homelessness who accessed CoC
services was 77 per 10,000 residents. Demographic groups performing below
this rate included:

¢ Young adults aged 18-24 (72 per 10,000)
e Older adults aged 65 and above (32 per 10,000)
e Asian or Asian American residents (18 per 10,000)

These findings point to potential barriers in service access for transitional age
youth, older adults, and Asian or Asian American residents.
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Across all measures, disparities are most pronounced among racial and ethnic
minority populations, males, middle-aged and older adults, transitional age
youth, and specific vulnerable student groups. These patterns underscore the
importance of implementing targeted interventions, such as culturally and
linguistically inclusive outreach, youth-oriented housing support services, and
enhanced coordination between schools, health providers, and homeless
service systems to promote equitable access and reduce homelessness among
disproportionately affected populations.

Homelessness: Cross-Measure Questions

1.

Please describe what programs, services, partnerships, or initiatives the county is
planning to strengthen or implement beginning July 1, 2026 that may reduce your
county’s level of homelessness in the population experiencing severe mental
illness, severe SUD, or co-occurring conditions. In your response, please describe
how you plan to address measures where your status is below the statewide
average or median, within the context of local needs. Additionally, please refer to
any data that was used to inform new programs, services, partnerships, or initiatives
the county is implementing.

Kings County Behavioral Health will enhance its strategies to address housing
and homelessness by deepening collaboration with the Kings/Tulare Continuum
of Care and improving the accuracy and consistency of data within the Homeless
Management Information System (HMIS) entered by our contracted providers.
These efforts will strengthen the identification and prioritization of housing
opportunities for individuals with serious behavioral health conditions
experiencing homelessness. Community feedback highlighted the importance
of prioritizing those with the most complex needs through coordinated outreach,
accessible resources, and placement in appropriate interim housing. In
response, KCBH will invest in targeted outreach and engagement initiatives and
develop programming specifically designed to support this population. Housing
interventions will build on the successful Behavioral Health Bridge Housing
Program model, providing operating subsidies for Housing First housing
interventions that ensure low-barrier, access to housing that support tenant
stabilization, recovery, and sustained housing retention through voluntary,
person-centered supportive services.

Please identify the category or categories of funding that the county is using to
address the homelessness goal.
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MBHSA BHSS
CIBHSA FSP
MBHSA Housing Interventions
11991 Realignment
12011 Realignment
[IState General Fund
[IFederal Financial Participation (SMHS, DMC/DMC-0DS)
MSAMHSA PATH
LIMHBG
LISUBG
MOther
a) Please describe other: Behavioral Health Bridge Housing

Institutionalization: Primary Measures

Inpatient administrative days (DHCS) rate, FY 2023
1. How does your county status compare to the statewide rate/average?
a) Foradults/older adults: Not Applicable
b) Cor children/youth: Not Applicable
2. What disparities did you identify across demographic groups or special
populations?
No Disparities Data Available

Institutionalization: Supplemental Measures

Involuntary Detention Rates, FY 2021-2022
1. How does your county status compare to the statewide rate/average?
a) 14-dayinvoluntary detention rates per 10,000: Not Applicable
b) 30-day involuntary detention rates per 10,000: Not Applicable
c) 180-day post-certification involuntary detention rates per 10,000: Not
Applicable
2. What disparities did you identify across demographic groups or special
populations?
No Disparities Data Available

Conservatorships, FY 2021-2022

1. How does your county status compare to the statewide rate/average?
a) Temporary Conservatorships: Not Applicable
b) Permanent Conservatorships: Not Applicable
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2.

SMHS Crisis Service Utilization (Crisis Intervention, Crisis Residential Treatment

What disparities did you identify across demographic groups or special
populations?
No Disparities Data Available

Services, and Crisis Stabilization) (DHCS), FY 2023

Increasing access to crisis services may reduce or prevent unnecessary admission to

institutional facilities

1.
a)

How does your county status compare to the statewide rate/average?
Crisis Intervention

i For adults/older adults: Below

ii.  Forchildren/youth: Below

b) Crisis Residential Treatment Services

i.  Foradults/older adults: Not Applicable
ii.  Forchildren/youth: Not Applicable
Crisis Stabilization
i.  Foradults/older adults: Below
ii.  For children/youth: Below
What disparities did you identify across demographic groups or special
populations?
MAge
LIGender
MRace or Ethnicity
MSex
[ISpoken Language
[INone Identified
[INo Disparities Data Available
MOther
Please describe other: Written Language

Institutionalization: Disparities Analysis

1.

For any disparities observed, please provide a written summary of your findings,
including the measures and population groups experiencing disparities and a

description of data that supported your analysis.

The County reviewed SMHS crisis utilization data from the CalMHSA
Institutionalization Power Bl Dashboards and identified populations with higher-
than-average use of crisis services, highlighting disparities in how and when



residents access care. The analysis focused on FY 2023 DHCS measures for
crisis intervention and crisis stabilization, comparing each group’s average
minutes or hours of service to the County average.

Adult Crisis Intervention (SMHS, FY 2023)

The County average for adult crisis intervention was 214.7 minutes. Several
groups exceeded this average, indicating greater reliance on crisis services:

e Age: Adults 33-44 (267.3 minutes), 45-56 (229.5 minutes), and 57-68 (226.6
minutes) used more minutes than the county average, suggesting longer
or more intensive service needs

e Race/Ethnicity: White adults (219.5 minutes) exceeded the average,
indicating more frequent or prolonged crisis episodes

e Gender: Females (240.4 minutes) spent more time in crisis interventions
overall adult population

e Primary Written Language: English (225.9 minutes) and Spanish (220.0
minutes) speakers both exceeded the average, suggesting longer or more
intensive crises

Children/Youth Crisis Intervention (SMHS, FY 2023)

The County average youth crisis intervention was 178.8 minutes, with higher
utilization observed among:

e Age: Adults 21-32 (23.5 hours) required longer stabilization stays

e Race/Ethnicity: Hispanic adults (22.4 hours) had longer episodes

e Gender: Males (24.8 hours) spent more time in stabilization

e Primary Written Language: English speakers (25.3 hours) had the highest
utilization

Disparities were observed across age, race/ethnicity, gender, and primary
written language. Middle-aged and young adults, adolescents and transition-age
youth, White and Hispanic residents, females (for crisis intervention) and males
(for crisis stabilization), and English-and Spanish-speaking individuals
consistently experienced longer or more intensive crisis service use than the
County average. These findings will inform targeted upstream prevention, earlier
outpatient access, and post-crisis follow-up to reduce reliance on high acuity
crisis services over time.
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Institutionalization: Cross-Measure Questions

1. What additional local data do you have on the status of institutionalization in your
county? (Example: utilization of Mental Health Rehabilitation Center or Skilled
Nursing Facility-Special Treatment Programs)

Kings County does not operate a dedicated Mental Health Rehabilitation Center
(MHRC), and utilization of Skilled Nursing Facility-Special Treatment Programs
(SNF-STPs) remains low due to a regional emphasis on community-based care
under Medi-Cal and BHSA initiatives.

Local data from 2025-2026 indicates stable or declining institutional bed use,
with fewer than 5% of BHSA-eligible clients referred to institutional settings
county-wide, prioritizing instead outpatient services, crisis stabilization, and
supportive housing like the Behavioral Health Bridge Housing program.

2. Please describe what programs, services, partnerships, or initiatives the county is
planning to strengthen or implement beginning July 1, 2026, that may reduce your
county’s rate of institutionalization. In your response, please describe how you plan
to address measures where your status is below the statewide average or median,
within the context of local needs. Additionally, please refer to any data that was
used to inform new programs, services, partnerships or initiatives the count is
implementing (e.g., enhancing crisis response services targeting a sub-population
in which data demonstrates they have poorer outcomes).

Beginning July 1, 2026, the County will strengthen crisis residential capacity,
expand Full-Service Partnership (FSP) programs utilizing Assertive Community
Treatment (ACT) and Forensic ACT (FACT) models, and implement specialized
training for ACT, FACT, Intensive Case Management (ICM), First Episode
Psychosis (FEP), and Coordinated Specialty Care (CSC) teams. These initiatives
are designed to reduce institutionalization, including jail and inpatient
psychiatric admissions, by providing earlier, more intensive, and recovery-
oriented community-based support to sub-populations identified through local
data as being at highest risk of justice involvement and repeated crisis
utilization.

The County analyzed arrest rates, three-year recidivism data, and crisis
utilization data. Key findings included:
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e Arrest and recidivism rates above the statewide median among adults
with serious mentalillness (SMI).

e Higher-than-average inpatient utilization among individuals with co-
occurring SMI and substance use disorders.

e Disproportionate justice involvement among young adults, males, and
Black and Hispanic residents.

e Repeated crisis and emergency department utilization among individuals
experiencing homelessness.

e Early justice contact among young adults experiencing untreated first
episode psychosis.

These findings demonstrated that individuals with the most significant
behavioral health needs were cycling between crisis services, inpatient settings,
homelessness, and jail, often without sustained community-based engagement.

In 2025, Good Samaritan Hospital was awarded a grant to construct and operate
a Crisis Stabilization Unit (CSU), a Psychiatric Health Facility (PHF), and a Crisis
Residential Treatment (CRT) facility in Kings County, with full build-out and
opening anticipated within approximately 18 to 24 months. These facilities will
serve adults experiencing psychiatric crises and will create a specialized
behavioral health response locally. When an adult in crisis requires emergency-
level support beyond the capacity of mobile crisis teams, they will be diverted to
the CSU for specialized psychiatric assessment and intervention rather than to
the local, medically focused emergency department. For individuals who require
a longer period of intensive, inpatient crisis support, hospitalization will be
available within Kings County through the PHF. In addition, adults in Kings
County who are experiencing urgent challenges that may escalate to a
psychiatric crisis and who wish to voluntarily receive intensive, short-term,
wraparound support to address these challenges and help prevent a crisis will
be able to voluntarily enroll in Crisis Residential Treatment.

In addition, the County will strengthen FSP programs using ACT and FACT models

to serve individuals with the highest levels of need, including those with frequent
arrests, homelessness, and repeated hospitalizations.
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Enhancements include:
e Multidisciplinary teams providing intensive, field-based services.
e FACT teams working closely with courts, probation, and re-entry
programs.
e Strong linkage to housing, substance use treatment, and primary care.

These services will prioritize sub-populations identified through data as having
poorer justice outcomes. The goal is to reduce arrests, days in jail, probation
violations, and inpatient readmissions, moving the County closer to statewide
averages.

The County will provide specialized training to ACT, FACT, and ICM staff to
improve engagement, de-escalation, and cross-system collaboration. ICM will
focus on stabilizing individuals before they escalate to jail or inpatient care.

FEP and CSC teams will receive enhanced training to support youth and young
adults experiencing early psychosis, who are an identified group at elevated risk
for crisis and justice involvement if untreated. Early, coordinated intervention is
expected to reduce long-term institutionalization.

The County will use its current arrest, recidivism, and crisis utilization rates as
baselines and analyze data to identify:

e Reductions in arrests and jail bookings for enrolled participants.

e Reduced recidivism for individuals linked from jail to FACT and crisis
residential.

e Lower inpatient and crisis utilization for FEP/CSC participants.

« Reduction in disparities in justice involvement across racial and age
groups.

Through these coordinated, data-informed efforts, the County will prioritize
residents with the highest arrest, recidivism, and crisis-utilization rates and
reduce institutionalization by expanding access to intensive, community-based
treatment and housing supports.

Please identify the category or categories of funding that the county is using to
address the institutionalization goal.
1 BHSA BHSS
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BHSA FSP

M BHSA Housing Interventions

[J11991 Realignment

12011 Realignment

State General Fund

M Federal Financial Participation (SMHS, DMC/DMC-0ODS)
COSAMHSA PATH

MHBG

[0 SUBG

[ Other

Justice-Involvement: Primary Measures

Adult and Juvenile Arrest Rates (Department of Justice), Statistical Year 2023

1.

How does your county status compare to the statewide rate/average?
a) Foradults/older adults: Above
b) Forjuveniles: Above

2. What disparities did you identify across demographic groups or special

populations?

M Age

] Gender

M Race or Ethnicity

Sex

[ISpoken Language

1 None Identified

[J No Disparities Data Available
[ Other

Justice-Involvement: Supplemental Measures

Adult Recidivism Conviction Rate (California Department of Corrections and Rehabilitation
(CDCR)), FY 2019 -2020

1.

How does your county status compare to the statewide rate/average?
Above
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2. Whatdisparities did you identify across demographic groups or special
populations?
M Age
1 Gender
Race or Ethnicity
M Sex
[ISpoken Language
I None Identified
[CONo Disparities Data Available
CIOther

3. How does your county status compare to the statewide rate/average?
Above

4. What disparities did you identify across demographic groups or special
populations?
1 Age
1 Gender
[ Race or Ethnicity
[J Sex
[ISpoken Language
I None Identified
M No Disparities Data Available
1 Other

Justice-Involvement: Disparities Analysis

1. Forany disparities observed, please provide a written summary of your findings,
including the measures and population groups experiencing disparities and a
description of the data that supported your analysis.

The County identified significant justice-related disparities through analysis of
arrest and recidivism data from the CalMHSA Justice-Involvement Dashboards
and the California Department of Corrections and Rehabilitation (CDCR)
Convictions Dashboard. The measures reviewed included adult and juvenile
arrest rates (per 100,000 population) and three-year adult recidivism conviction
rates (percent). Data were reviewed and stratified by age, gender, and
race/ethnicity to compare subgroup outcomes to overall County rates.
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Arrest Rate Disparities

The County’s adult arrest rate was 4,309 per 100,000. Arrest rates were higher
than the County average among:

e Adults age 20-29 (4,582 per 100,000)

e Adults age 30-39 (6,394 per 100,000)

e Adult males (5,042 per 100,000)

For juveniles, the County arrest rate was 306 per 100,000. Juvenile males had a
substantially higher rate of 1,129 per 100,000, demonstrating a significant
disparity for boys and young men in early justice involvement.

Race/ethnicity-stratified arrest rates were available at the total population level.
The overall County population arrest rate (adults and juveniles combined) was
2,979 per 100,000. Arrest rates exceeded this rate among:

« Blackresidents (5,657 per 100,000)

e Hispanic residents (3,166 per 100,000)

Within these groups:
« Black males (6,087 per 100,000)
+ Black females (4,573 per 100,000)
e Hispanic males (4,607 per 100,000)

All had arrest rates above the County population rate, indicating pronounced
disparities for Black and Hispanic residents, particularly Black and Hispanic
men, and Black women.

Recidivism Disparities

Adult three-year recidivism conviction data from the CDCR dashboard showed
an overall County recidivism rate of 44.8 percent.
Higher recidivism rates were observed among:

e Ages 20-24 (60.5 percent)

e Ages 25-29 (46.0 percent)

e Ages 30-34 (61.4 percent)

e Males (46.2 percent)
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Black/African American individuals had the highest recidivism conviction rate
at 68.8 percent, representing a substantial disparity compared to the County
overall rate and all other racial/ethnic groups.

The analysis demonstrates that justice-related disparities are concentrated
among:
¢ Young adults (ages 20-34)
e Males across age groups
+ Black/African American residents, Hispanic residents, particularly
Hispanic males

Black/African American individuals experience both elevated arrest rates and
the highest recidivism conviction rates, indicating compounded disparity across
multiple measures.

These findings, supported by CalMHSA justice dashboards and CDCR conviction
data, will guide the County’s prioritization of diversion programs, reentry
supports, crisis services, and intensive community-based behavioral health
interventions aimed at reducing justice involvement and addressing disparities
among the most impacted populations.

Justice-Involvement: Cross-Measure Questions

a) Please describe what programs, services, partnerships, or initiatives the county is
planning to strengthen or implement beginning July 1, 2026 that may reduce your
county’s level of justice-involvement for those living with significant behavioral
health needs. In your response, please describe how you plan to address measures
where your status is below the statewide average or median, within the context of
local needs. Additionally, please refer to any data that was used to inform new
programs, services, partnerships or initiatives the count is implementing (e.g.,
developing an intervention targeting a sub-population in which data demonstrates
they have poorer outcomes)

Beginning July 1, 2026, the County will strengthen and implement targeted
programs, services, partnerships, and initiatives designed to reduce justice
involvement among individuals living with significant behavioral health needs.
Planned efforts include enhancement of diversion programs, continued
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collaboration through Collaborative Justice Treatment Courts (CJTC),
implementation of CARE Court, and justice-involved initiatives focused on

reducing unnecessary hospitalization and incarceration.

Additionally, the County will expand Mobile Crisis response services, support
ongoing implementation of Assisted Outpatient Treatment (AOT), and strengthen
service delivery through the Drug Medi-Cal Organized Delivery System (DMC-
ODS) toimprove access to treatment and community-based supports for justice-

involved individuals.

b) Please identify the categories of funding that the county is using to address the
justice-involvement goal.
[0 BHSA BHSS
MBHSA FSP
[J BHSA Housing Interventions
111991 Realignment
12011 Realignment
[] State General Fund
COFederal Financial Participation (SMHS, DMC/DMC-0DS)
LISAMHSA PATH
LIMHBG
MSUBG
1 Other

Removal of Children from the Home: Primary Measures
Children in Foster Care (Child Welfare Indicators Project (CWIP)), as of January 2025

1. How does your county status compare to the statewide rate?
Below

2. What disparities did you identify across demographic groups or special
populations?
M Age
LGender
[ Race or Ethnicity
[ISex
[ISpoken Language
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CONone ldentified
[ No Disparities Data Available
[J Other

Removal Of Children from Home: Supplemental Measures

Open Child Welfare Cases SMHS Penetration Rates (DHCS), 2022

1.

2.

How does your county status compare to the statewide rate?
Below

What disparities did you identify across demographic groups or special
populations?

M Age

LIGender

MRace or Ethnicity

Sex

[ISpoken Language

I None Identified

[INo Disparities Data Available

1 Other

Child Maltreatment Substantiations (CWIP), 2022

3.

4.

How does your county status compare to the statewide rate?
Below

What disparities did you identify across demographic groups or special
populations?

M Age

J Gender

M Race or Ethnicity

MSex

[ISpoken Language

[CONone Identified

[LINo Disparities Data Available

[ Other
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Removal Of Children from Home: Disparities Analysis

1.

For any disparities observed, please provide a written summary of your findings,
including the measures and population groups experiencing disparities and a
description of the data that supported your analysis.

Analysis of data obtained from the CalMHSA Removal of Children from Home
PowerBl Dashboards identified disparities across several child welfare and
behavioral health measures in Kings County. Measures reviewed included the
Children in Foster Care Point-in-Time (PIT) Count, Open Child Welfare Cases
Specialty Mental Health Services (SMHS) Penetration Rate, and Child
Maltreatment Substantiations.

Review of the Children in Foster Care PIT Count indicates that children aged two
years and younger experience foster care placement rates above the overall
county average. Children under one year of age (545 per 100,000) and those aged
one to two years (665 per 100,000) are placed in foster care at higher rates
compared to the countywide rate of 513 per 100,000 children. These findings
suggest that infants and toddlers are more likely to be removed from their homes
relative to older children.

Analysis of the Open Child Welfare Cases SMHS Penetration Rate identified
several population groups accessing Specialty Mental Health Services at rates
below the county average of 46.0 percent. These groups include females (45.9
percent), children aged 0-2 years (39.4 percent) and 6-11 years (44.3 percent),
transition-age youth aged 18-20 years (31.3 percent), Black youth (37.0 percent),
and youth identifying as a race other than Black, White, or Hispanic (38.8
percent). These data demonstrate disparities in behavioral health service
penetration among younger children, transition-age youth, females, and racially
diverse populations.

For the Child Maltreatment Substantiations measure, several groups
experienced substantiation rates above the county average of 4.9 per 1,000
children. Elevated rates were observed among infants under one year of age
(13.9), youth aged 16-17 years (5.2), Black youth (8.6), and female youth (5.6).
These findings indicate increased risk of substantiated maltreatment among
both the youngest and oldest youth, as well as specific demographic
populations.
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Overall, these disparities highlight a higher vulnerability among very young
children, Black youth, and female youth in Kings County regarding foster care
placement and maltreatment substantiations, as well as lower rates of mental
health service penetration among younger, older, and racially diverse
populations. These findings point to opportunities for targeted early
intervention, outreach, and culturally responsive engagement strategies to
improve equity across child welfare and behavioral health systems.

Removal Of Children from Home: Cross-Measure Questions

1. Please describe what programs, services, partnerships, or initiatives the county is
planning to strengthen orimplement beginning July 1, 2026 that may increase your
county’s level of access to care. In your response, please describe how you plan to
address measures where your status is below the statewide average or median,
within the context of local needs. Additionally, please refer to any data that was
used to inform new programs, services, partnerships, or initiatives the county is
implementing (e.g., developing an intervention targeting a sub-population in which
data demonstrates they have poorer outcomes

Beginning July 1, 2026, the County will strengthen coordination with interagency
leadership, regarding the implementation of high-fidelity wraparound services,
and enhance the referral process from Child Welfare Services (CWS) to
children’s mental health services to increase access to care for youth and
families.

Local needs assessments and utilization data indicate fragmented referral
pathways and inconsistent interagency coordination, resulting in service access
gaps for sub-populations, including foster youth with higher unmet behavioral
health needs.

To address these gaps, the County will strengthen monthly Interagency
Leadership meetings to improve cross-system collaboration among child
welfare, mental health, probation, and education partners. These meetings will
support coordinated planning, streamline referrals, and improve accountability
across systems.

The County will also expand high-fidelity wraparound services as an intensive,
individualized care approach for youth with complex needs. This model utilizes
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child and family teams to coordinate flexible, community-based supports and
improve engagement in services. Expansion efforts are informed by data
demonstrating poorer outcomes, including repeated out-of-home placements
among sub-populations such as transition-age foster youth. These efforts are
intended to improve timely access to services by reducing delays in referral
processing and supporting seamless enrollment following referral.

2. Please identify the category or categories of funding that the county is using to
address the removal of children from home goals.
1 BHSA BHSS
BHSA FSP
[OBHSA Housing Interventions
111991 Realignment
12011 Realignment
[ State General Fund
[ Federal Financial Participation (SMHS, DMC/DMC-0DS)
LISAMHSA PATH
LIMHBG
[1SUBG
1 Other

Untreated Behavioral Health Conditions: Primary Measures
Follow-Up After Emergency Department Visits for Substance Use (FUA-30), 2022

1. How does your county status compare to the statewide rate/average?
e Forthe full population measured: Above

2. What disparities did you identify across demographic groups or special
populations?
1 Age
J Gender
[ Race or Ethnicity
[ Sex
[ Spoken Language
[ONone Identified
No Disparities Data Available
CIOther
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Follow-Up After Emergency Department Visits for Mental Illness (FUM-30), 2022

3. How does your county status compare to the statewide rate/average?
e Forthe full population measured: Below

4. What disparities did you identify across demographic groups or special
populations?
1 Age
J Gender
[ Race or Ethnicity
[ Sex
[ISpoken Language
[ None Identified
No Disparities Data Available
CIOther

Untreated Behavioral Health Conditions: Supplemental Measures

Adults that needed help for emotional/mental health problems or use of alcohol/drugs who
had no visits for mental/drug/alcohol issues in past year (CHIS), 2023

1. How does your county status compare to the statewide rate?
e Forthe full population measured: Above

2. What disparities did you identify across demographic groups or special
populations?
MAge
LGender
MRace or Ethnicity
MSex
[ISpoken Language
[INone Identified
[CONo Disparities Data Available
CIOther
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Untreated Behavioral Health Conditions: Disparities Analysis

For any disparities observed, please provide a written summary of your findings,
including the measures and population groups experiencing disparities and a
description of the data that supported your analysis.

Disparity data were extracted from the CalMHSA Untreated Behavioral Health
Conditions PowerBl Dashboards. Analysis of the Adults Who Needed Help
measure identified disparities among several population groups experiencing
higher rates of unmet behavioral health needs compared to the overall County
rate of 50.6 percent.

Rates of adults reporting a need for help related to emotional or mental health
concerns or alcohol and drug use, but who had no mental health or substance
use-related visits in the past year, were higher among residents aged 18-24 (55.9
percent), 25-64 (51.0 percent), and 65 years and older (59.7 percent). Elevated
rates were also observed among males (63.4 percent), females (51.1 percent),
and Latino residents (67.4 percent).

Further analysis by race and sex demonstrated particularly high rates among
Latino males (84.9 percent), Latino females (60.4 percent), and White males (56.3
percent), all exceeding the County average. These findings indicate disparities in
access to or utilization of behavioral health services among adult populations,
particularly Latino residents and males, as supported by data from the CalMHSA
dashboard analysis.

Untreated Behavioral Health Conditions: Cross-Measure Questions

1.

Please describe what programs, services, partnerships, or initiatives the county is
planning to strengthen or implement beginning July 1, 2026, that may reduce your
county’s level of untreated behavioral health conditions. In your response, please
describe how you plan to address measures where your status is below the
statewide average or median, within the context of local needs. Additionally, please
refer to any data that was used to inform new programs, services, partnerships or
initiatives the count is implementing (e.g., developing an intervention targeting a
sub-population in which data demonstrates they have poorer outcomes).

Beginning July 1, 2026, the County will strengthen coordination among Managed
Care Plans (MCPs), County Behavioral Health, and hospital partners to reduce
the prevalence of untreated behavioral health conditions. Enhanced
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coordination efforts will focus on streamlining enrollment processes, prior
authorizations, and warm handoffs following hospital discharge. These activities
are intended to address data-identified gaps in timely follow-up care and
improve continuity of treatment, thereby reducing untreated behavioral health
needs.

County will strengthen collaboration with hospital-based substance use
navigators to support screening of emergency department patients, provide
immediate assessments, and facilitate referrals to Substance Use Disorder
(SUD) treatment services, including the Drug Medi-Cal Organized Delivery
System (DMC-ODS). This approach was informed by data identifying high rates of
untreated substance use disorders among frequent emergency department
utilizers.

In addition, a focus on strengthening Mobile Crisis teams, public health
partnerships, and of the Crisis Intervention Team (CIT), will support 24/7 crisis
de-escalation and linkage to appropriate behavioral health services, reducing
untreated acute behavioral health episodes. The County will also optimize
Lanterman-Petris-Short (LPS) hold processes through more timely
conservatorship evaluations and improved acute care coordination to promote
continuity of treatment following crisis stabilization, particularly for high-risk
populations.

Please identify the category or categories of funding that the county is using to

. address the untreated behavioral health conditions goal.

MBHSA BHSS

MBHSA FSP

[IBHSA Housing Interventions
1991 Realighment

2011 Realignhment

MState General Fund
MFederal Financial Participation (SMHS, DMC/DMC-0ODS)
[OSAMHSA PATH

COMHBG

VISUBG

MOther: Opioid Settlement
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Additional statewide behavioral health goals for Improvement

Please review your county’s status on the remaining eight statewide behavioral health
goals using the primary measure(s) to compare your county to the statewide status and
review the supplemental measure(s) for additional insights in the County Performance
Workbook. These measures should inform the overall strategy and where relevant, be
incorporated into the planning around the six priority goals. In the next section, the county
will select AT LEAST one goal from below for which your county is performing below the
statewide rate/average on the primary measure(s) to improve on as a priority for the county.

Care Experience: Primary Measures

Perception of Cultural Appropriateness/Quality Domain Score (Consumer Perception
Survey (CPS), 2024

1. How does your county status compare to the statewide rate/average?
a. Foradult/older adults: Below
b. For Children/youth: Above

Quality Domain Score (Treatment Perception Survey (TPS), 2024
2. How does your county status compare to the statewide rate/average?
a. Foradults/older adults: Not applicable
b. For children/youth: Not applicable

Engagement In School: Primary Measures

Twelfth Graders who Graduated High School on Time (Kids Count), 2022
1. How does your county status compare to the statewide rate/average?
Below

Engagement In School: Supplemental Measures

Meaningful Participation at School (California Health Kids Survey (CHKS)), 2023
1. How does your county status compare to the statewide rate/average?
Below

Student Chronic Absenteeism Rate (Data Quest), 2022
2. How does your county status compare to the statewide rate/average?
Below
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Engagement In Work: Primary Measures

Unemployment Rate (California Employment Development Department (CA EDD), 2023

1. How does your county status compare to the statewide rate/average?
Above

Engagement In Work: Supplemental Measures

Unable to Work Due to Mental Problems (California Health Interview Survey (CHIS), 2023
1. How does your county status compare to the statewide rate/average?
Above

Overdoses: Primary Measures

All Drug-Related Overdose Deaths (California Department of Public Health (CDPH), 2022
1. How does your county status compare to the statewide rate/average?
a) Forthe full population measured: Below
b) For adults/older adults: Above
c) For children/youth: Below

Overdoses: Supplemental Measures
All-Drug Related Overdose Emergency Department Visits (CDPH), 2022
1. How does your county status compare to the statewide rate/average?
a) Forthe full population measured: Above
b) For adults/older adults: Above

c) Forchildren/youth: Above

Prevention And Treatment of Co-Occurring Physical Health Conditions: Primary
Measures

Adults’ Access to Preventive/Ambulatory Health Service & Child and Adolescent Well-Care

Visits (DHCS), 2022

1. How does your county status compare to the statewide rate/average?
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a) For adults (specific to Adults’ Access to Preventive/Ambulatory Health Service):

Above
b) For children/youth (specific to Child and Adolescent Well-Care Visits): Below

Prevention And Treatment of Co-Occurring Physical Health Conditions: Supplemental

Measures

Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who Are Using
Antipsychotic Medications & Metabolic Monitoring for Children and Adolescents on
Antipsychotics: Blood Glucose and Cholesterol Testing (DHCS), 2022

1. How does your county status compare to the statewide rate/average?

a) Foradults/older adults (specific to Diabetes Screening for People with
Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic Medications):

Above
b) For children/youth (specific to Metabolic Monitoring for Children and
Adolescents on Antipsychotics: Blood Glucose and Cholesterol Testing): Below

Quality Of Life: Primary Measures

Perception of Functioning Domain Score (CPS), 2024
1. How does your county status compare to the statewide rate/average?
a) Forthe full population measured: Above
b) For adults/older adults: Above
c) For children/youth: Below

Quality Of Life: Supplemental Measures

Poor Mental Health Days Reported (Behavioral Risk Factor Surveillance System (BRFSS),
2024
1. How does your county status compare to the statewide rate/average?
a) Forthe full population measured: Below
b) Foradults/older adults: Below
c) For children/youth: Above

Social Connection: Primary Measures

Perception of Social Connectedness Domain Score (CPS), 2024
1. How does your county status compare to the statewide rate/average?
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a) Forthe full population measured: Below
b) For adults/older adults: Below
c) For children/youth: Above

Social Connection: Supplemental Measures

Caring Adult Relationships at School (CHKS), 2023
1. How does your county status compare to the statewide rate/average? Below

Suicides: Primary Measures

Suicide Deaths, 2022
1. How does your county status compare to the statewide rate/average?
a) Forthe full population measured: Below

Suicides: Supplemental Measures

Non-Fatal Emergency Department Visits Due to Self-Harm, 2022
1. How does your county status compare to the statewide rate/average?
a) Forthe full population measured: Above
b) Foradults/older adults: Above
c) For children/youth: Above

County-selected statewide population behavioral health goals

Based on your county’s performance or inequities identified, select at least one additional
goal to improve on as a priority for the county for which your county is performing below the
statewide rate/average on the primary measure(s). For each county-selected goal, provide
the information requested below.

Goal: Suicides
1. Please describe why this goal was selected

Kings County selected this goal in direct response to what recent suicide data
reveals about both need and opportunity for improvement. Across 2024 and
2025, the county recorded 24 suicide deaths, with an increase from 9 deaths in
2024 to 15 deaths in 2025. This rise underscores that suicide remains a
significant and growing concern locally rather than a rare or isolated event.
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The 2022 data provide critical additional context for this decision, highlighting a
disparity between suicide mortality and serious suicidal behavior. In 2022, Kings
County’s suicide death rate was 9.9 per 100,000, slightly lower than the statewide
rate of 11 per 100,000; however, the county had a much higher rate of non-fatal
emergency department visits due to self-harm at 138 per 100,000 compared to
85.8 statewide. This pattern suggests a large population of residents
experiencing severe distress and requiring acute medical intervention,
presenting both a substantial unmet behavioral health need and a key
opportunity for upstream prevention.

Emergency departments emerge as vital touchpoints for identifying and linking
at-risk individuals to care, helping bridge the gap between high self-harm
morbidity and the later observed increase in suicide deaths. Patterns by sex, age,
and method across 2024-2025 further shaped the county’s decision. Men and
adults ages 25-64 account for most deaths, while women, youth, and older
adults are also represented, indicating the need to prioritize high-burden groups
while maintaining tailored strategies for younger and older residents.

At the same time, data highlight substantial gaps in system contact. Only a
minority of decedents were enrolled in Kings View services or had documented
substance use treatment involvement at the time of death, indicating that many
individuals who die by suicide are not engaged in specialty behavioral health
services. This finding demonstrates the need for suicide prevention efforts to
extend beyond the behavioral health system into primary care, emergency
departments, schools, justice settings, and community-based organizations.

Kings County therefore selected this goal to strengthen a coordinated, cross-
system suicide prevention framework and to target interventions toward the
populations most reflected in its recent suicide deaths.

. What disparities did you identify across demographic groups or priority populations
among the Additional Statewide Behavioral Health Goals? For any disparities
observed, please provide a written summary of your findings, including the
measures and population groups experiencing disparities and a description of the
data that supported your analysis

Kings County identified several disparities across demographic groups and
priority populations through analysis of 2022-2025 suicide data. Disparities were
observed in suicide deaths and related behavioral health outcomes by sex, age,
behavioral health system engagement, and crisis service utilization. These
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findings are supported by local surveillance data documenting 24 total suicide
deaths across 2024-2025 (9 deaths in 2024 and 15 deaths in 2025), a 2022 suicide
death rate of 9.9 per 100,000 compared to the statewide rate of 11 per 100,000,
and a substantially higher non-fatal self-harm emergency department (ED) visit
rate of 138 per 100,000 compared to 85.8 statewide.

Adults ages 25-64 experienced the greatest burden, accounting for 12 of the 24
suicide deaths (50%). Older adults ages 65 and older accounted for three deaths,
while youth under age 17 and transition-age youth (TAY), ages 18-24, each
accounted for three deaths. These findings demonstrate suicide risk across the
lifespan, with disproportionate impact among working-age adults and older
residents.

A significant disparity was identified in behavioral health service engagement
prior to death. Only 5 of the 24 individuals who died by suicide had documented
enrollment in Kings View services or involvement in substance use disorder
(SUD) treatment, while the majority (19 individuals) had no documented or
unknown system involvement. This indicates that many individuals experiencing
suicide risk were not connected to specialty behavioral health services prior to
death.

The elevated 2022 self-harm ED visit rate highlights a morbidity disparity within
the county. Although suicide mortality rates were slightly below the statewide
average, the substantially higher rate of non-fatal self-harm suggests that many
residents are reaching crisis-level distress requiring emergency care but are not
successfully linking to ongoing behavioral health treatment.

Overall, Kings County data indicate disparities affecting working-age adults,
older adults, youth populations, and individuals not engaged in behavioral health
or substance use treatment services. The findings underscore the need to
strengthen early identification, improve linkage to care following crisis events,
and expand coordinated suicide prevention efforts across healthcare and
community systems.

Please describe what programs, services, partnerships, or initiatives the county is
planning to strengthen orimplement beginning July 1, 2026, that may improve your
county’s level of Suicides and refer to any data that was used to make this decision

Beginning July 1, 2026, Kings County Behavioral Health plans to strengthen and
implement several targeted programs, services, partnerships, and initiatives
aimed at reducing suicide deaths and improving suicide prevention outcomes.
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These efforts are directly informed by local data from 2022-2025 demonstrating
elevated non-fatal self-harm emergency department (ED) visits, increasing
suicide deaths, and identified demographic and behavioral health system
engagement gaps.

First, the county will strengthen postvention and survivor support services
through a contracted provider to implement LOSS (Local Outreach to Suicide
Survivors) programming and expand Survivors of Suicide support groups. This
decision is informed by the increase in suicide deaths from 9 in 2024 to 15 in
2025, totaling 24 deaths over two years. Expanded postvention services will
provide immediate outreach, peer support, and linkage to behavioral health care
for families and communities affected by suicide, with the goal of reducing
trauma impacts and preventing additional suicide risk among survivors.

Second, Kings County will expand crisis-response capacity through enhanced
mobile crisis services. Local data indicate that only a minority of individuals who
died by suicide were enrolled in Kings View services or had documented
substance use disorder (SUD) treatment involvement at the time of death,
demonstrating that many individuals experiencing crisis are not engaged in
specialty behavioral health services. Mobile crisis teams will provide
community-based response in homes, schools, and public settings to support
individuals experiencing acute distress through de-escalation, on-site
assessment, safety planning, and warm handoffs to ongoing care.

Third, the county plans to strengthen child and youth-focused suicide prevention
interventions, including collaboration with child welfare partners and expansion
of Mobile Crisis Services Teams (MCST) serving youth. Suicide deaths among
youth and transition-age youth identified in 2024-2025 data highlight the need for
earlier intervention within youth-serving systems. Embedding crisis and
prevention supports within child welfare, schools, and juvenile justice settings
will improve early identification of risk, enhance care coordination, and address
factors such as trauma exposure, placement instability, and family stress.

Fourth, Kings County will expand community outreach and prevention efforts
targeting older adults. Local suicide data include deaths among residents age 65
and older, a population that may experience social isolation, medical
comorbidities, and reduced engagement with traditional behavioral health
services. Planned outreach will include education on suicide warning signs,
stigma reduction, and strengthened referral pathways from primary care
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providers, aging services, and community-based organizations into behavioral
health supports.

Collectively, these planned programs and partnerships respond directly to
county data demonstrating elevated self-harm morbidity (2022), increasing
suicide deaths between 2024 and 2025, concentration of deaths among adults
ages 25-64, suicide risk across the lifespan, low engagement with specialty
behavioral health services prior to death, and identified system coordination
gaps. These initiatives aim to strengthen an integrated, community-based
suicide prevention framework and improve timely access to behavioral health
care across Kings County.

Please identify the category or categories of funding that the county is using to
address this goal.

M BHSA BHSS

[IBHSA FSP

[OBHSA Housing Interventions

111991 Realignment

12011 Realignment

1 State General Fund

[ Federal Financial Participation (SMHS, DMC/DMC-0DS)
LISAMHSA PATH

LIMHBG

1 SUBG

1 Other

Community Planning Process

Stakeholder Engagement

1.

Please indicate the type of engagement used to obtain input on the planning
process.

MCounty outreach through social media

[ICounty outreach through town hall meetings

CICounty outreach through traditional media (e.g., television, radio, newspaper)
MFocus group discussion

MKey informant interviews with subject matter experts

MMeeting(s) with county

MProvided data to county
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LIPublic e-mail inbox submission

MSurvey participation

OTraining, education, and outreach related to community planning
CWorkgroups and committee meetings

CIOther

Include date(s) of stakeholder engagement for each type of engagement.
Stakeholder engagement:

e Focus group discussions dates: 08/26/2025, 08/26/2025, 08/26/2025,
08/27/2025, 08/27/2025, 08/28/2025, 09/15/2025, 09/16/2025,
09/23/2025, 09/25/2025

e County outreach through townhall meetings: 08/27/2025, 09/15/2025

e Workgroups and committee meetings: 01/30/2026

e Keyinformant interview with subject matter experts: 08/21/2025,
09/25/2025, 09/30/2025, 09/30/2025, 09/30/2025, 10/01/2025, 10/02/2025

e Survey Participation: 09/22/2025, 09/22/2025

Please list specific stakeholder organizations that were engaged in the planning
process. Please do not include specific names of individuals

Stakeholder organizations engaged in the planning process included Oak
Wellness Center; Behavioral Health Bridge Housing providers; Veterans
Support Group; Samuel’s House; LGBTQ+ Support Group; Kings Commission on
Aging; The Family Support Group; California Health Collaborative; Kings
Community Action Organization; First 5 Kings County; Kings County
Department of Public Health; Adventist Health; Anthem; and Sister Speak
Support Group.

a) What are the five most populous cities in counties with a population greater
than 200,000.
Not Applicable

. Were you able to engage all required stakeholders/groups in the planning process?

No

a) If not, which required stakeholders/groups were you unable to engage in the
planning process?
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LlArea agencies on aging

[OBHSA eligible adults and older adults (individuals with lived experience)
COCommunity-based organizations serving culturally and linguistically diverse
constituents

[IContinuums of care, including representatives from the homeless service provider
community

[ICounty social services and child welfare agencies

MDisability insurers

CIEarly childhood organizations

CJEmergency medical services

[IFamilies of BHSA eligible children and youth, eligible older adults (with lived
experience)

[OHigher education partners

[IHealth care organizations, including hospitals

[IHealth care service plans, including Medi-Cal managed care plans
OIndependent living centers

OIndividuals with behavioral health experience, including peers and families
MLabor representative organizations

[CILesbian, Gay, Bisexual, Transgender, Queer, Plus (LGBTQ+) communities
[Local education agencies

LLocal public health jurisdictions

[JOrganizations specializing in working with underserved racially and ethnically
diverse communities

[IPeople with lived experience of homelessness

LIProviders of mental health services

CIProviders of substance use disorder treatment services

OIPublic safety partners, including county juvenile justice agencies

[IRegional centers

OThe five most populous cities in counties with a population greater than 200,000
(Cities submitting IP independently are not required to collaborate with other cities.)
MTribal and Indian Health Program designees established for Medi-Cal Tribal
consultation purposes

[OVeterans and representatives from veterans’ organizations

OVictims of domestic violence and sexual abuse

LYouth from historically marginalized communities

CYouths (individuals with lived experience), youth mental health organizations, or
youth substance use disorder organizations
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Disability insurers: Attempted but did not receive a response

Labor representative organizations: Stakeholder declined to participate
Tribal and Indian Health Program designees established for Medi-Cal Tribal
consultation purposes: Stakeholder declined to participate

Please describe and provide documentation (such as meeting minutes) to support
how diverse stakeholder viewpoints were incorporated into the development of the
Integrated Plan, including any community-identified strengths, needs, and priorities

Kings County Behavioral Health incorporated diverse stakeholder viewpoints
into the development of its Three-Year Integrated Plan (FY 2026-27-2028/29)
through a comprehensive Community Planning Program Process (CPPP)
conducted between late August and early October 2025.

The process utilized multiple inclusive strategies to ensure broad and
meaningful participation, consistent with BHSA requirements for stakeholder
engagement.

A total of 13 focus groups (116 participants) were conducted in person and
virtually, in both English and Spanish. These sessions were hosted at
community-based locations including Oak Wellness Center; Kings Community
Action Organization (KCAO); Veterans Support Group; Samuel’s House; Corcoran
Family Resource Center; Hanna’s House; LGBTQ+ Support Group; Family
Engagement Center (Avenal); Kings County Commission on Aging; Family
Support Group; and California Health Collaborative.

In addition, eight key stakeholder interviews were conducted with
representatives from Kings Community Action Organization; First 5 Kings County
(two representatives); Kings County Department of Public Health; Adventist
Health (Emergency Department); Anthem (two representatives); and Sister
Speak (African American Women’s Support Group).

Two surveys were also administered: a general community survey (66-83
respondents across demographic groups) capturing input from individuals with
lived behavioral health experience, family members, providers, and individuals
with private insurance, Medi-Cal, or uninsured status; and a survey specifically
for domestic violence survivors.
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Feedback from all engagement activities was thematically analyzed and
organized according to the 14 BHSA Statewide Goals (e.g., Access to Care,
Homelessness, Suicide and Overdose Prevention). Themes were quantified by
frequency of mention (e.g., geographic barriers referenced in nine focus groups)
to identify areas of greatest concern.

The County successfully engaged 27 of the 30 required stakeholder groups
identified in BHSA guidelines (Appendix 2). Engaged groups included area
agencies on aging; BHSA-eligible adults and older adults; community-based
organizations serving culturally and linguistically diverse populations;
continuums of care; county social services and child welfare; early childhood
organizations; families of eligible individuals; healthcare organizations and
hospitals; health plans (e.g., Anthem); independent living centers; individuals
with lived behavioral health experience (including peers and family members);
LGBTQ+ communities; local education agencies; local public health; and
organizations representing underserved racial and ethnic communities. Groups
not engaged (e.g., disability insurers, higher education representatives, labor
organizations) were due to non-response or declination.

Community-identified strengths emphasized the County’s responsiveness and
strong partnerships. Stakeholders highlighted listening sessions as valuable
opportunities for outreach and education. Community sites such as Oak
Wellness Center and Samuel’s House were recognized for fostering peer
support, connection, and life skills development. Participants described the
impact of peer support in promoting recovery and strengthening family
involvement.

Identified needs and barriers reflected systemic gaps compounded by Kings
County’s rural geography. Transportation and distance were the most frequently
cited challenges (mentioned in nine focus groups), particularly for residents of
Avenal and Corcoran who must travel 45 minutes or more to access services in
Hanford. These barriers were further intensified by extreme heat, limited public
transportation, and financial constraints. Participants also reported frustration
with system navigation (four groups), including provider turnover, referral delays,
and fragmented care. Stigma and fear of consequences (three to five groups)
deterred help-seeking, particularly among farm workers and parents concerned
about child welfare involvement. Justice-related concerns were significant;
inadequate mental health crisis training among law enforcement (noted in

55



eleven groups) was reported to contribute to crisis escalation and mistrust.
Stakeholders also identified high reliance on emergency departments for self-
harm, increasing homelessness linked to relationship instability and limited
affordable housing, and data gaps affecting rural and unhoused populations.
Participants emphasized the need for culturally responsive services for Latino,
African American, and LGBTQ+ communities.

Community priorities focused on expanding accessible, trauma-informed, and
culturally responsive services. Frequently recommended strategies included
mobile clinics and outreach in schools, markets, and agricultural fields (eleven
groups); peer mentorship programs (four groups); integrated “one-stop” service
models (four groups); mandatory mental health and de-escalation training for
law enforcement (twelve groups); and increased family involvement in discharge
planning (three groups). For priority populations, stakeholders emphasized low-
barrier and non-religious supports for individuals experiencing homelessness
and LGBTQ+ individuals; extended evening and weekend hours for farmworkers;
expanded naloxone distribution and harm reduction services; and strengthened
school-based prevention services. Expansion of the housing continuum, life
skills training, and cross-system coordination (behavioral health, child welfare,
and law enforcement).

Local Health Jurisdiction (LH)J)

Cities submitting their Integrated Plan independently from their counties do not have to

complete this section.

1.

Did the county work with its LHJ on the development of the LHJ’s recent Community
Health Assessment (CHA) and/or Community Health Improvement Plan (CHIP)?
Additional information regarding engagement requirements with other local
program planning processes can be found in Policy Manual Chapter 3, Section
B.2.3.

Yes

Please describe how the county engaged with LHJs, along with Medi-Cal managed
care plans (MCPs), across these three areas in developing the CHA and/or CHIP:

collaboration, data-sharing, and stakeholder activities.

Kings County Behavioral Health (KCBH) has established monthly meetings with
the Kings County Department of Public Health and Medi-Cal Managed Care
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Plans (MCPs) to discuss Community Health Assessment (CHAs) data and the
Community Health Improvement Plan (CHIP), focusing on coordinated
upstream interventions for population health. KCBH has also identified and
exchanged relevant county and statewide data to build holistic community
profiles.

Did the county utilize the County-LHJ-MCP Collaboration Tool provided via technical
assistance?
Yes

Collaboration

1.

Please select how the county collaborated with the LH)J

MAttended key CHA and CHIP meetings as requested

MServed on CHA and CHIP governance structures and/or subcommittees as
requested

CIOther

Data-Sharing

Data-Sharing to Support the CHA/CHIP

1.

Select Statewide Behavioral Health Goals that were identified for data-sharing to
support behavioral health-related focus areas of the CHA and CHIP

MAccess to Care

McCare Experience

MEngagement in School

MEngagement in Work

MHomelessness

Minstitutionalization

MJustice Involvement

MOverdoses

MPrevention and Co-Occurring Physical Health Conditions

MQuality of Life

MRemoval of Children from Home

MSocial Connection

MSuicides

MUntreated Behavioral Health (BH) Conditions (e.g., substance use disorder,
depression, maternal and child behavioral disorders, other adult mental health
conditions)

[IOther
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2. Was data shared?

Yes

Data-Sharing from MCPS and LHJs to Support IP development

1.

Select Statewide Behavioral Health Goals that were identified for data-sharing to
inform IP development

MAccess to Care

MCare Experience

MEngagement in School

MEngagement in Work

MHomelessness

Minstitutionalization

MJustice Involvement

MOverdoses

MPrevention and Co-Occurring Physical Health Conditions

MQuality of Life

MRemoval of Children from Home

MSocial Connection

MSuicides

MUntreated Behavioral Health (BH) Conditions (e.g., substance use disorder,
depression, maternal and child behavioral disorders, other adult mental health
conditions)

[IOther

Was data shared?
Yes

Stakeholder Activities

1.

Select which stakeholder activities the county has coordinated for IP development
with the LHJ engagement on the CHA/CHIP. Please note that although counties
must coordinate stakeholder activities with LHJ CHA/CHIP processes (where
feasible), the options below are for illustrative purposes only and are not required
forms of stakeholder activity coordination (e.g., counties do not need to conduct
each of these activities)

OCollaborated with LHJ to identify shared stakeholders that are key for both
the IP and CHA/CHIP process
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CICollaborated on joint surveys, focus groups, and/or interviews that can be
used to inform both the IP and CHA/CHIP

[OCo-hosted community sessions, listening tours, and/or other community
events that can be used to strengthen stakeholder engagement for both the IP
and CHA/CHIP

OCoordinated messaging and stakeholder events calendars (e.g., governance
meetings) around IP development and CHA/CHIP engagement

MOther

a) Please describe how the county has coordinated stakeholder activities for IP
development and the CHA/CHIP:

The County is currently conducting bi-monthly meetings with the Local Health
Jurisdiction (LHJ) to coordinate required stakeholder activities. These meetings
focus on establishing a comprehensive community planning process, enhancing
data collection and analysis, and developing a joint Request for Proposal (RFP)
process to support the upcoming Integrated Plan (IP) and Community Health
Assessment/Community Health Improvement Plan (CHA/CHIP) initiatives.

Kings County Behavioral Health staff attended the LHJ CHIP Kick-off meeting and
will be participating in CHIP subgroup meetings to establish priorities and
strategies for each group.

Most Recent Community Health Assessment (CHA), Community Health Improvement
Plan (CHIP) or Strategic Plan

1. Has the county considered either the LHJ’s most recent CHA/CHIP or strategic plan
in the development of its IP?
Yes
i.  Provide a brief description of how the county has considered the LHJ’s
CHA/CHIP or strategic plan when preparing its IP.

Kings County Behavioral Health (KCBH) reviewed the Kings County
Department of Public Health’s (KCDPH) Community Health Assessment
(CHA), Community Health Improvement Plan (CHIP), and Strategic Plan
during the development of its Integrated Plan (IP). This review ensured
alignhment between the IP’s BHSA Statewide Goals and KCDPH’s identified
community health priorities, strategies, and areas of focus.
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Medi-Cal Managed Care Plan (MCP) Community Reinvestment

1. Please list the Managed Care Plans (MCP) the county worked with to inform the
MCPs’ respective community reinvestment planning and decision-making
processes.

Kings County Behavioral Health (KCBH) collaborated with the following Managed
Care Plans (MCPs) to inform their respective community reinvestment planning
and decision-making processes: CalViva Health, Anthem Blue Cross, and Kaiser
Permanente.

2. Which activities in the MCP Community Reinvestment Plan submissions address
needs identified through the Behavioral Health Services Act community planning
process and collaboration between the county, MCP, and other stakeholders on the
county’s Integrated Plan?

The County has established monthly coordinated meetings with Public Health
and the Medi-Cal Managed Care Plans (MCPs) to enhance collaboration and
promote a shared understanding of community behavioral health needs. These
meetings are designed to facilitate joint planning and the development of
appropriate, sustainable interventions, including activities implemented
through the MCP Community Reinvestment Plan.

Comment Period and Public Hearing-pending

County Behavioral Health Services Care Continuum

County Behavioral Health Services Care Continuum

The Behavioral Health Care Continuum is composed of two distinct frameworks for
substance use disorder and mental health services. These frameworks are used for
counties to demonstrate planned expenditures across key service categories in their
service continuum. Questions on the Behavioral Health Care Continuum are in the
Integrated Plan Budget Template.

MMark section as complete
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County Provider Monitoring and Oversight

Medi-Cal Quality Improvement Plans

Cities submitting their Integrated Plan independently from their counties do not have to

complete this section or Question 1 under All BHSA Provider Locations.

1.

For Specialty Mental Health Services (SMHS) or for integrated SMHS/Drug Medi-Cal
Organized Delivery System (DMC-ODS) contracts under Behavioral Health
Administrative Integration, please upload a copy of the county’s current Quality
Improvement Plan (QIP) for State Fiscal Year (SFY) 2026-2027

See Appendix: Kings County Behavioral Health Quality Assessment &
Performance Improvement Plan (QAPI) Work Plan

Does the county operate a standalone DMC-ODS program (i.e., a DMC-0ODS
program that is not under and integrated SMHS/DMC-ODS contract)?
No

Contracted BHSA Provider Locations

1.

As of the date this report is submitted, please provide the total number of
contracted Behavioral Health Services Act (BHSA) provider locations offering non-
Housing services for SFY 2025-26. l.e., BHSA-funded locations that are (i) not owned
or operated by the county, and (ii) offer BHSA services other than Housing
Interventions services.

Table 8. Contracted BHSA Provider Locations Offering Non-Housing Services

Services Provided Number of contracted BHSA provider
locations
Mental Health (MH) services only 2
Substance Use Disorder (SUD) service only 0
Both MH and SUD services 0

2. Among the county’s contracted BHSA provider locations, please identify the

number of locations that also participate in the count’s Medi-Cal Behavioral Health
Delivery System (BHDS) (including SMHS and Drug MC/DMC-0DS) for SFY 2025-26.
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Table 9. Contracted BHSA provider Locations that Participate in Medi-Cal BHDS

Services Provided Number of Contracted BHSA Provider
Locations
SMHS only 2
DMC/DMC-0DS only 0
Both SMHS and DMC/DMC-0DS systems 0

All BHSA Provider Locations

1. Amond the county’s BHSA funder SMHS provider locations (county-operated and
contracted) that offer services/Levels of Care that may be covered by Medi-Cal
MCPs as non-specialty mental health services (NSMHS), what percentage of BHSA
funded SMHS providers contract with at least one MCP in the county for the delivery
of NSMHS?

14%

2. Please describe the county’s plans to enhance rates of MCP contracting starting July
1, 2027, and over the subsequent two years among the BHSA provider locations that
are providing services that can/should be reimbursed by Medi-Cal MCPs.

To increase MCP contracting rates, the County will strategically transition
eligible services to Medi-Cal/MCP reimbursement where allowable, with the
goal of completing this shift within two years beginning July 1, 2027.

1. County to identify BHSA funded SMHS sites whose services overlap with the
NSMHS benefit (e.g., Outpatient therapy, medication management, low
moderate acuity levels of care).

2. For services that fall clearly within NSMHS scope, build expectations into
BHSA contracts (starting in FY 2029-2030 renewals) that providers will
pursue and maintain MCP NSMHS contracts whenever feasible.

3. Where appropriate, finalize and roll-out county standard templates,
documentation and billing guidance (e.g., intake treatment plans, progress
notes) that meet MCP NSMHS requirements to reduce administrative
burden and reduce duplication of items.

4. Re-evaluate BHSA funding allocations for NSMHS type services to ensure
that, as MCP reimbursement grows, BHSA resources are redirecting toward
specialty, high acuity, and non-covered services.
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Through these strategies, the county intends to increase the proportion of BHSA
funded SMHS provider locations that hold at least one Medi-Cal MCP NSMHS
contract, while maintaining appropriate specialty mental health capacity,
thereby ensuring that services which can and should be reimbursed by MCPs
are billed accordingly and that BHSA funds are reserved for higher acuity,
specialty, and non-covered services.

. To maximize resource efficiency, counties must, as of July 1, 2027, require their

BHSA provider to (subject to certain exceptions).

a) Check whether an individual seeking services eligible for BHSA funding is
enrolled in Medi-Cal and/or a commercial health plan, and if uninsured, refer
the individual for eligibility screening

b) Billthe Medi-Cal Behavioral Health Delivery System for covered services for
which the provider receives BHSA funding; and

c) Make a good effort to seek reimbursement from Medi-Cal Managed Care
Plans (MCPs) and commercial health plans for covered services for which
the provider receives BHSA funding.

Does the county wish to describe implementation challenges or concerns
with these requirements?
No

. Counties must monitor BHSA-funded providers for compliance with applicable

requirements under the Policy Manual, the county’s BHSA contract with DHCS, and
state law and regulations. Effective SFY 2027-2028, counties must (1) adopt a
monitoring schedule that includes periodic site visits and (2) preserve monitoring
records, including monitoring reports, county-approved provider Corrective Action
Plans (CAPs), and confirmations of CAP resolutions. Counties shall supply these
records at any time upon DHCS’s request. DHCS encourages counties to adopt the
same provider monitoring schedule as under Medi-Cal: annual monitoring with a
site visit at least once every three years. For providers that participate in multiple
counties’ BHSA programs, a county may rely on monitoring performed by another
county.

Does the county intend to adopt this recommended monitoring schedule for
BHSA-funded providers:

a) Also participate in the county’s Medi-Cal Behavioral Health Delivery System?
(Reminder: Counties may simultaneously monitor for compliance with Medi-
Cal BHSA requirements)
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Yes

b) Do not participate in the county’s Medi-Cal Behavioral Health Delivery
System?
Yes

Behavioral Health Services Act/Fund Programs

Behavioral Health Services and Supports (BHSS)
General

1. Please select the specific Behavioral Health Services and Support (BHSS) that are
included in your plan

LIChildre’s System of Care (non-Full Service Partnership (FSP))

LJAdult and Older Adult System of Care (non-FSP)

MEarly Intervention Programs (EIP) - 51%

MOutreach and Engagement (O&E)

[IWorkforce, Education and Training (WET)

[ICapital Facilities and Technological Needs (CFTN)

Early Intervention (El) Programs #1

For each program or service type that is part of the county’s overall El program, provide the
following information. County El programs must include all required components outlined
in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple
programs/interventions to meet all county El requirements. If the county provides more
than one program or service type, use the “Add” button. For related policy information,
referto 7.A.7 Early Intervention Programs.

1. Program or service name

California Health Collaborative Young Minds
2. Please select which of the three El components are included as part of the program
or service

MOutreach

[JAccess and Linkage: Screenings

[JAccess and Linkage: Assessment

MAccess and Linkage: Referrals

LJAccess and Linkage: Other
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LITreatment Services and Supports: Services to address first episode Psychosis
(FEP)

MTreatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide

LITreatment Services and Supports: Services to address co-occurring mental health
and substance use issues

LITreatment Services and Supports: Other

3. Please Indicate if the program or services includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El programs
No

4. Please describe intended outcomes of the program or services

The intended outcomes of this program are to prevent the onset or escalation of
mental health problems among children, youth, and young adults who are
exhibiting early signs of emotional or behavioral distress. The program aims to
strengthen emotional regulation, coping, and resiliency skills; reduce stress
and anxiety; and support improved school performance and interpersonal
relationships.

Through the provision of timely, short-term, and developmentally appropriate
services, the program is intended to reduce risk factors and increase protective
factors before behavioral health conditions progress into serious emotional
disturbance or serious mental illness. The program also seeks to promote early
intervention and support positive emotional and behavioral functioning
consistent with Behavioral Health Services Act (BHSA) Early Intervention
requirements.

5. Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2
No
6. Please provide the total projected number of individuals served for El during the
plan period by fiscal year (FY)
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Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.

Plan Period by FY Projected Number of Individuals Served
FY 2026 - 2027 1970
FY 2027 -2028 2019
FY 2028 - 2029 2069

7. Please describe any data or assumptions the county used to project the number of

individuals served through El programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service
utilization data previously reported under Mental Health Services Act (MHSA)
Prevention and Early Intervention (PEIl) programs. Projections for FY 2027-28
and FY 2028-29 were estimated using Kings County population growth trends.
Specifically, projected service numbers were adjusted using an estimated
population growth rate of 2.5 percent observed between 2023 and 2025, based
on U.S. Census Bureau estimates and related demographic projections.

Early Intervention (El) Programs #2

For each program or service type that is part of the county’s overall El program, provide the

following information. County El programs must include all required components outlined
in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple
programs/interventions to meet all county El requirements. If the county provides more

than one program or service type, use the “Add” button. For related policy information,

referto 7.A.7 Early Intervention Programs

1.

Program or service name
Sister Speak

Please select which of the three El components are included as part of the program
or service

MOutreach

[JAccess and Linkage: Screening

[JAccess and Linkage: Assessments

MAccess and Linkage: Referrals

[JAccess and Linkage: Other

CTreatment Services and Supports: Services to address first episode psychosis
(FEP)
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MTreatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide

CTreatment Services and Supports: Services to address co-occurring mental health
and substance use issues

LITreatment Services and Supports: Other

Please indicate if the program or service includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El
programs

No

Please describe intended outcomes of the program or service.

The group aims to reduce the onset and negative impacts of mental health
challenges by strengthening individual and community resilience through
shared cultural identity, social connection, and mutual support.

The primary target population is adult women of color residing in Kings County,
including but not limited to Black/African American, Latinx, Indigenous, Asian,
Pacific Islander, Middle Eastern/North African, and multiracial individuals who
may experience cultural, social, economic, and systemic stressors contributing
to behavioral health disparities. The group is open to individuals seeking
support, cultural affirmation, and community connection within a safe and
inclusive environment and may also include caregivers and family members,
when appropriate.

Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2
No

Please provide the total projected number of individuals served for El during the
plan period by fiscal year (FY)

Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.
FY 2026-2027 24
FY 2027-2028 24
FY 2028-2029 24
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g)

1.

Please describe any data or assumptions the county used to project the number of
individuals served through El programs

Projections for FY 2026-27 were based on actual historical service utilization
reported under MHSA Prevention and Early Intervention (PEIl) programs.
Projections for FY 2027-28 and FY 2028-29 were estimated using Kings County
population growth trends, including a 2.5 percent population increase between
2023 and 2025 based on U.S. Census Bureau estimates and related demographic
projections. Due to the small baseline number of individuals served, projected
population growth did not result in substantial increases in projected service
numbers.

Early Intervention (El) Programs #3

For each program or service type that is part of the county’s overall El program, provide the
following information. County El programs must include all required components outlined
in Policy Manual Chapter 7, Section A.7.3., but counties may develop multiple
programs/interventions to meet all county El requirements. For related policy information,
referto 7.A.7 Early Intervention Programs

Program or service name

The Family Support Group

2. Please select which of the three El components are included as part of the program

or service

[IOutreach

[JAccess and Linkage: Screening

[J Access and Linkage: Assessments

MAccess and Linkage: Referrals

[JAccess and Linkage: Other

[ Treatment Services and Supports: Services to address first episode psychosis
(FEP)

MTreatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide

[J Treatment Services and Supports: Services to address co-occurring mental
health and substance use issues

[ Treatment Services and Supports: Other
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3. Please indicate if the program or service includes evidence-based practices (EBPs)

or community-defined evidence practices (CDEPs) from the biennial list for El
programs

No

Please describe intended outcomes of the program or service

The intended outcomes of the group are to provide support, referral, and linkage
to families and individuals coping with mental health challenges. Through a
peer-driven model facilitated by a mental health professional, the group aims to
increase access to supportive resources and strengthen participants’ ability to
navigate behavioral health services.

The program is intended to support BHSA-eligible individuals, as well as parents,
caregivers, and family members experiencing early signs of a mental health or
substance use disorder or who have known risk factors, including trauma or
involvement with child welfare or justice systems. Expected outcomes include
improved connection to appropriate services, increased support for families,
and early intervention to help prevent the progression of behavioral health
conditions.

. Please indicate if the county identified additional priority uses of BHSS El funds

beyond those listed in the Policy Manual Chapter 7, Section A.7.2
No

Please provide the total projected number of individuals served for El during the
plan period by fiscal year (FY)

Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.
FY 2026-2027 56
FY 2027-2028 57
FY 2028-2029 56

7. Please describe any data or assumptions the county used to project the number of

individuals served through El programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service

utilization data reported under Mental Health Services Act (MHSA) Prevention

and Early Intervention (PEI) programs. Projections for FY 2027-28 and FY 2028-
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29 were developed using Kings County population growth trends, including an
estimated 2.5 percent population increase between 2023 and 2025 based on
U.S. Census Bureau estimates and related demographic projections. The actual
figures were too small to result in a meaningful projected increase.

Early Intervention (El) Programs #4

For each program or service type that is part of the county’s overall El program, provide the
following information. County El programs must include all required components outlined
in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple
programs/interventions to meet all county El requirements.

1. Program or service name
Veterans Support Group
2. Please select which of the three El components are included as part of the program
or service
MOutreach
JAccess and Linkage: Screening
CJAccess and Linkage: Assessments
MAccess and Linkage: Referrals
[J Access and Linkage: Other
CTreatment Services and Supports: Services to address first episode psychosis
(FEP)
MTreatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide
LITreatment Services and Supports: Services to address co-occurring mental health
and substance use issues
CTreatment Services and Supports: Other

3. Pleaseindicate if the program or service includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El
programs
No

4. Please describe intended outcomes of the program or service

The intended outcomes of the support group are to provide culturally responsive
and trauma-informed services that promote early identification of behavioral
health needs among veterans and their families and improve linkage to
appropriate care. Through a peer-driven model facilitated by a mental health

70



professional, the program aims to increase awareness of behavioral health
resources, strengthen social support, and encourage early help-seeking
behaviors.

The group is intended to support adult and older adult veterans experiencing
emerging or existing behavioral health needs, including substance use
disorders, as well as their families or support persons when appropriate.
Expected outcomes include improved connection to behavioral health services,
increased engagement in care, and early intervention consistent with Behavioral
Health Services Act (BHSA) Early Intervention goals.

Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2

No

Please provide the total projected humber of individuals served for El during the
plan period by fiscal year (FY)

Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.

Plan Period by FY Projected Number of Individual Served

FY 2026-2027 15
FY 2027-2028 15
FY 2028-2029 15

7. Please describe any data or assumptions the county used to project the number of

individuals served through El programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service
utilization data reported under Mental Health Services Act (MHSA) Prevention
and Early Intervention (PEI) programs. Projections for FY 2027-28 and FY 2028-
29 were developed using Kings County population growth trends, including an
estimated 2.5 percent population increase between 2023 and 2025 based on
U.S. Census Bureau estimates and related demographic projections. The actual
figures were too small to result in a meaningful projected increase.

Early Intervention (El) Programs #5

For each program or service type that is part of the county’s overall El program, provide the

following information. County El programs must include all required components outlined
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in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple
programs/interventions to meet all county El requirements.

1. Program or service name
The Source-LGBTQ+ Support Group
2. Please select which of the three El components are included as part of the program
or service
MOutreach
[JAccess and Linkage: Screening
[JAccess and Linkage: Assessments
MAccess and Linkage: Referrals
[JAccess and Linkage: Other
LITreatment Services and Supports: Services to address first episode psychosis
(FEP)
MTreatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide
LITreatment Services and Supports: Services to address co-occurring mental health
and substance use issues
LITreatment Services and Supports: Other

3. Please indicate if the program or service includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El
programs
No

4. Please describe intended outcomes of the program or service

The intended outcomes of the LGBTQ+ and Transgender Peer Support Groups are
to reduce the onset and negative impacts of mental health challenges among
LGBTQ+ community members in Kings County by providing culturally responsive,
peer-driven Early Intervention services in safe and affirming environments.
Through peer support and community education, the program aims to foster
social connection, affirmation, early help-seeking behaviors, and timely linkage
to behavioral health services.

The program is expected to improve overall wellness, resilience, and sense of
belonging among LGBTQ+ individuals, including transgender, nonbinary, and
gender diverse participants who experience elevated behavioral health risks
related to stigma, discrimination, and social isolation. Additional intended
outcomes include increased community awareness, strengthened peer support
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networks, and enhanced provider and community capacity to better serve
LGBTQ+ populations, consistent with Behavioral Health Services Act (BHSA)
Early Intervention goals.

5. Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2
No

6. Please provide the total projected number of individuals served for El during the
plan period by fiscal year (FY)

Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.
FY 2026-2027 53
FY 2027-2028 54
FY 2028-2029 55

7. Please describe any data or assumptions the county used to project the number of
individuals served through El programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service
utilization data reported under Mental Health Services Act (MHSA) Prevention
and Early Intervention (PEI) programs. Projections for FY 2027-28 and FY 2028-29
were developed using Kings County population growth trends, including an
estimated 2.5 percent population increase between 2023 and 2025 based on U.S.
Census Bureau estimates and related demographic projections.

Early Intervention (El) Programs #6

For each program or service type that is part of the county’s overall El program, provide the
following information. County El programs must include all required components outlined
in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple
programs/interventions to meet all county El requirements.

1. Program or service name
Local Outreach to Survivors of Suicide Support Group (LOSS)
2. Please select which of the three El components are included as part of the program
or service
MOutreach
[JAccess and Linkage: Screening
[JAccess and Linkage: Assessments
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MAccess and Linkage: Referrals

[JAccess and Linkage: Other

CTreatment Services and Supports: Services to address first episode psychosis
(FEP)

Treatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide

LITreatment Services and Supports: Services to address co-occurring mental health
and substance use issues

CTreatment Services and Supports: Other

Please indicate if the program or service includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El
programs

No

Please describe intended outcomes of the program or service

The intended outcomes of the LOSS (Local Outreach to Suicide Survivors)
Program are to provide timely information, support, and linkage to services for
Kings County residents affected by suicide loss. Through immediate outreach
and grief and bereavement counseling, the program aims to support healing and
reduce the emotional and psychological impacts experienced by survivors of
suicide.

By offering six to eight one-hour counseling sessions and connection to
community resources, the program is intended to increase access to supportive
services, promote coping and recovery, and reduce the risk of prolonged grief or
behavioral health challenges among individuals and families impacted by
suicide.

Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2

No

Please provide the total projected number of individuals served for El during the
plan period by fiscal year (FY)
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Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.

Plan Period by FY Projected Number of Individual Served

FY 2026-2027 13
FY 2027-2028 13
FY 2028-2029 13

7. Please describe any data or assumptions the county used to project the number of

individuals served through El programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service
utilization data reported under Mental Health Services Act (MHSA) Prevention
and Early Intervention (PEI) programs. Projections for FY 2027-28 and FY 2028-29
were developed using Kings County population growth trends, including an
estimated 2.5 percent population increase between 2023 and 2025 based on U.S.
Census Bureau estimates and related demographic projections. The actual
figures were too small to result in a meaningful projected increase.

Early Intervention (El) Programs #7

For each program or service type that is part of the county’s overall El program, provide the
following information. County El programs must include all required components outlined
in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple

programs/interventions to meet all county El requirements.

1.

Program or service name

Senior Access for Engagement (SAFE)

Please select which of the three El components are included as part of the program
or service

MOutreach

[JAccess and Linkage: Screening

[JAccess and Linkage: Assessments

MAccess and Linkage: Referrals

[JAccess and Linkage: Other

LITreatment Services and Supports: Services to address first episode psychosis
(FEP)

MTreatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide
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LITreatment Services and Supports: Services to address co-occurring mental health
and substance use issues
CTreatment Services and Supports: Other

Please indicate if the program or service includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El
programs

No

Please describe intended outcomes of the program or service

The intended outcomes of the Senior Access for Engagement (SAFE) Early
Intervention Program are to address early signs and risk factors associated with
mental health challenges among older adults in Kings County and prevent the
escalation of behavioral health needs. Through services provided at the Kings
County Commission on Aging Office, the program aims to reduce the negative
impacts of untreated mental health symptoms and enhance overall well-being
among participating older adults.

The program is intended to support BHSA-eligible older adults age 60 and older,
as well as their caregivers, by addressing stress, burnout, grief, and other early
emotional or behavioral health concerns. Expected outcomes include improved
emotional well-being, increased access to supportive services, strengthened
coping skills, and early identification and intervention to prevent progression to
more serious behavioral health conditions for both older adults and caregivers.

Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2

No

Please provide the total projected number of individuals served for El during the
plan period by fiscal year (FY)

Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.
Plan Period by FY Projected Number of Individual Served
FY 2026-2027 767
FY 2027-2028 786
FY 2028-2029 802
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7. Please describe any data or assumptions the county used to project the number of

individuals served through El programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service
utilization data reported for the SAFE Program under Mental Health Services Act
(MHSA) Prevention and Early Intervention (PEI). Projections for FY 2027-28 and
FY 2028-29 were developed using Kings County population growth trends,
including an estimated 2.5 percent population increase between 2023 and 2025
based on U.S. Census Bureau estimates and related demographic projections.

Early Intervention (El) Programs #8

For each program or service type that is part of the county’s overall El program, provide the
following information. County El programs must include all required components outlined
in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple

programs/interventions to meet all county El requirements.

1.

Program or service name

Barbara Saville Shelter

Please select which of the three El components are included as part of the program
or service

[IOutreach

CJAccess and Linkage: Screenings

MAccess and Linkage: Assessments

MAccess and Linkage: Referrals

[JAccess and Linkage: Other

CITreatment Services and Supports: Services to address first episode psychosis
(FEP)

MTreatment Services and Supports: Services that prevent, respond to, or treat
a behavioral health crisis or decrease the impacts of suicide

LTreatment Services and Supports to address co-occurring mental health and
substance use issues

CTreatment Services and Supports: Other

Please indicate if the program or service includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El
programs

No

4. Please describe intended outcomes of the program or service
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The intended outcome of this program is to provide services that prevent the
onset or escalation of mental health problems among adults and children
residing at the Barbara Saville Shelter (BSS) who are experiencing, or are at risk
of, serious mental illness (SMI) or serious emotional disturbance (SED) due to
domestic violence and homelessness. The program focuses on timely, short
term, developmentally appropriate interventions designed to reduce risk factors
(e.g., trauma exposure, housing instability) and build protective factors (e.g.,
coping skills, safety, social supports) before conditions progress into more
severe and disabling mental health conditions.

Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2

No

Please provide the total projected humber of individuals served for El during the
plan period by fiscal year (FY)

Table 12. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.
Plan Period by FY Projected Number of Individual Served
FY 2026-2027 120
FY 2027-2028 123
FY 2028-2029 126

7. Please describe any data or assumptions the county used to project the number of

individuals served through El programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service
utilization data reported under Mental Health Services Act (MHSA) Prevention
and Early Intervention (PEI) programs. Projections for FY 2027-28 and FY 2028-29
were developed using Kings County population growth trends, including an
estimated 2.5 percent populationincrease between 2023 and 2025 based on U.S.
Census Bureau estimates and related demographic projections.

Early Intervention (El) Programs #9

For each program or service type that is part of the county’s overall El program, provide the

following information. County El programs must include all required components outlined
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in Policy Manual Chapter 7, Section A.7.3, but counties may develop multiple
programs/interventions to meet all county El requirements.

1. Program or activity name
Kings United Way

2. Please select which of the three El components are included as part of the program
or service
[dOutreach
[JAccess and Linkage: Screenings
MAccess and Linkage: Assessments
MAccess and Linkage: Referrals
LJAccess and Linkage: Other
CTreatment Services and Supports: Services to address first episode psychosis
(FEP)
LITreatment Services and Supports: Services that prevent, respond to, or treat a
behavioral health crisis or decrease the impacts of suicide
CTreatment Services and Supports to address co-occurring mental health and
substance use issues
LITreatment Services and Supports: Other

3. Please indicate if the program or service includes evidence-based practices (EBPs)
or community-defined evidence practices (CDEPs) from the biennial list for El
programs
No

4. Please describe intended outcomes of the program or service

Kings United Way serves as the administrative agency for both the 2-1-1 Kings
County Information and Referral System and the Homeless Management
Information System (HMIS) in Kings County. As the desighated oversight entity,
Kings United Way is responsible for the implementation, coordination, and
ongoing maintenance of these systems to support effective service navigation
and collaboration among local service providers.

5. Please indicate if the county identified additional priority uses of BHSS El funds
beyond those listed in the Policy Manual Chapter 7, Section A.7.2
No
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6. Please provide the total projected number of individuals served for El during the

plan period by fiscal year (FY)

Table 13. Estimated Number of Individuals Served in Early Intervention Programs by

Plan Year.

Plan Period by FY Projected Number of Individuals Served

FY 2026 - 2027 2153
FY 2027 -2028 2206
FY 2028 - 2029 2261

7. Please describe any data or assumptions the county used to project the number of

individuals served through O&E programs

Projections for Fiscal Year (FY) 2026-27 were based on actual historical service
utilization data reported by Kings United Way under Mental Health Services Act
(MHSA) Prevention and Early Intervention (PEI) programs. Projections for FY
2027-28 and FY 2028-29 were developed using Kings County population growth
trends, including an estimated 2.5 percent population increase between 2023
and 2025 based on U.S. Census Bureau estimates and related demographic

projections.

Coordinated Specialty Care for First Episode Psychosis (CSC) program

1. Please provide the following information on the County’s Coordinated Specialty

Care for First Episode Psychosis (CSC) program

a)
b)

CSC Program Name: New - Providers TBD

CSC Program Description: Coordinated Specialty Care (CSC) is an evidence-
based, community-based outpatient program that provides integrated early
intervention services for youth and young adults ages 12-30 who are
experiencing a First Episode of Psychosis (FEP) or exhibiting symptoms
consistent with a clinical high-risk syndrome. The program is designed to
reduce the negative impacts associated with untreated psychosis, including
psychiatric hospitalization, justice system involvement, homelessness,
substance use, and functional decline, by ensuring timely access to
comprehensive, recovery-oriented services. CSC services are delivered
through a multidisciplinary team that includes a psychiatric prescriber, peer
support specialist, and licensed and credentialed behavioral health
practitioners. The team provides individualized clinical, psychological, and
family-centered interventions consistent with Department of Health Care
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Services (DHCS) CSC/FEP eligibility criteria. The CSC model emphasizes
early identification, family and caregiver engagement, and culturally
responsive, strength-based approaches that promote recovery, prevent
relapses, and support participants in achieving stability, independence, and
long-term wellness within their communities.

2. Please review the total estimated number of individuals who may be eligible for
CSC (based on the Service Criteria in the Behavioral Health Community-Based
Organized Networks of Equitable Care and Treatment (BH-CONNECT) Evidence
Based Practice (EBP) Policy Guide and the Policy Manual Chapter 7, Section A.7.5).
Please input the estimates provided to the county in the table below.

Table 14. Estimated Number of Individuals Eligible for CSC and Estimated Number of
Teams Needed to Serve Total Eligible Populations.

CSC Eligible Population Estimates

Number of Medi-Cal Enrolled Individuals 27
Number of Uninsured Individuals 3

CSC Practitioners and Teams Needed Estimates

Number of Practitioners Needed to Serve 4
Total Eligible Population

Number of Teams Needed to Serve Total 1
Eligible Population

3. Taking into account the total eligible population estimates, current and projected
workforce capacity, and BHSA funding allocation for BHSS, please provide the total
number of teams and Full-Time Equivalents (FTEs) (county and non-county
contracted providers) the county behavioral health system plans to utilize (i.e.,
current and new FTE) to provide CSC over this Integrated Plan period, by fiscal year.

Table 15. Total Number of CSC Practitioners and Teams.

County Actuals FY 26-27 FY 27-28 FY 28-29
Total Number of 4 4 4
Practitioners
Total Number of Teams 1 1 1

4. Willthe county’s CSC program be supplemented with other (non-BHSA) funding
source(s)?
No



Outreach and Engagement (O&E) Program #1

For each program or activity that is part of the county’s standalone O&E programs provide
the following information. For related policy information, refer to 7.A.3 Outreach and
Engagement.

1. Program or activity name:
California Health Collaborative (NEW)

2. Please Describe the program or activity
Outreach, Engagement, and Training

3. Please provide the projected number of individuals served during the plan period by
fiscal year (FY) in the table below

Table 16. Estimated Number of Individuals Served in O&E Programs by Plan Year.

Plan Period by FY Projected Number of Individuals Served

FY 2026 — 2027 TBD
FY 2027 -2028 TBD
FY 2028 — 2029 TBD

4. Please describe any data or assumptions the county used to project the number of
individuals served through O&E programs
N/A

Full-Service Partnership Program

DHCS will provide counties with information to complete the estimated fields for eligible
population and practitioners/teams needed for each EBP. The estimated numbers of
teams/practitioners reflect the numbers needed to reach the entire eligible population (i.e.,
achieve a 100 percent penetration rate), and DHCS recognizes that counties will generally
not be able to reach the entire eligible population, in consideration of BHSA funding
availability. These projections are not binding and are for planning purposes only. In future
guidance, DHCS will provide more information on the number of teams counties must
implement to demonstrate compliance with BHSA FSP requirements.

1. Please review the total estimated number of individuals who may be eligible for
each of the following Full Service Partnership (FSP) services (consistent with the
Service Criteria in the Behavioral Health Community-Based Organized Networks of
Equitable Care and Treatment (BH-CONNECT) Evidence-Based Practice (EBP)
Policy Guide , the Policy Manual Chapter 7, Section B, and forthcoming High Fidelity
Wraparound (HFW) Medi-Cal Guidance): Assertive Community Treatment (ACT) and

82



Forensic Assertive Community Treatment (FACT), Full Service Partnership (FSP)
Intensive Case Management (ICM), HFW and Individual Placement and Support
(IPS) Model of Supported Employment). Please input the estimates provided to the
county in the table below.

Table 17. Estimated Number of Individuals Eligible for Full-Service Partnership
Services.

Total Adult FSP Eligible Population Estimates

Number of Medi-Cal Enrolled Individuals 550
Number of Uninsured Individuals 69
Number of Total FSP Eligible Individuals 266
with Some Justice-System Involvement

Assertive Community Treatment (ACT) and Forensic Assertive Community
Treatment (FACT) Eligible Population

1. Please input the estimates provided to the county in the table below

Table 18. Estimated Number of Individuals Eligible for ACT.

ACT Eligibility Population Estimates

Number of Medi-Cal Enrolled Individuals 90
Number of Uninsured Individuals 12

Table 19. Estimated Number of Individuals Eligible for FACT.

FACT Eligible Population (ACT with Justice- Estimates
System Involvement)

Number of Medi-Cal Enrolled Individuals 51

Number of Uninsured Individuals 0

Table 20. Esteemed Number of Teams Needed to Serve Total Eligible Population.

ACT/FACT Practitioners and Teams Needed Estimates

Number of Practitioners Needed to Serve 20
Total Eligible Population

Number of Teams Needed to Serve Total 2
Eligible Population

2. Taking into account the total eligible population estimates, current and projected
workforce capacity, and BHSA funding allocation for FSP, please provide the total
number of teams and Full-Time Equivalents (FTEs) (county and non-county
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contracted providers) the county behavioral health system plans to utilize (i.e.,
current and new FTEs) to provide ACT and FACT over this Integrated Plan period, by
fiscal year

Table 21. Total Number of ACT and FACT Practitioners and Teams.

County Actuals FY 26-27 FY 27-28 FY 28-29
Total Number of 20 20 20
Practitioners
Total Number of 1 1 1
Teams

Full Service Partnership (FSP) Intensive Case Management (ICM) Eligible
Population

1. Please input the estimates provided to the county in the table below

Table 22. Estimated Number of Individuals Eligible for FSP ICM and Estimated Number
of Teams to Serve Total Eligible Population.

FSP ICM Eligible Population Estimates
Number of Medi-Cal Enrolled Individuals 414
Number of Uninsured Individuals 52

FSP ICM Practitioners and Teams Needed Estlmates

Number of Practitioners Needed to Serve
Total Eligible Population

Number of Teams Needed to Serve Total 4
Eligible Population

2. Takinginto account the total eligible population estimates, current and projected
workforce capacity, and BHSA funding allocation for FSP, please provide the total
number of teams and FTEs (county and non-county contracted providers) the
county behavioral health system plans to utilize (i.e., current and new FTEs) to
provide FSP ICM over this Integrated Plan period, by fiscal year.

Table 23. Total Number of FSP ICM Practitioners and Teams.

County Actuals FY 26-27 FY 27-28 FY 28-29
Total Number of 20 20 20
Practitioners
Total Number of 1 1 1
Teams




High Fidelity Wraparound (HFW) Eligible Population

1. Please input the estimates provided to the county in the table below.

Table 24. Estimated Numbers of Individuals Eligible for HFW and Estimated Number of

Teams Needed to Serve Total Eligible Population.

HFW Eligible Population Estimates
Number of Medi-Cal Enrolled Individuals 248
Number of Uninsured Individuals 37

HFW Practitioners and Teams Needed

Estimates

Eligible Population

Number of Practitioners Needed to Serve 93
Total Eligible Population
Number of Teams Needed to Serve Total 4

2. Takinginto account the total eligible population estimates, current and projected
workforce capacity, and BHSA funding allocation for FSP, please provide the total

number of teams and FTEs (county and non-county contracted providers) the
county behavioral health system plans to utilize (i.e., current and new FTE) to

provide HFW over this Integrated Plan period, by fiscal year.

Table 25. Total Number of HFW Practitioners and Teams.

County Actuals FY 26-27 FY 27-28 FY 28-29
Total Number of 1 1 1
Practitioners
Total Number of Teams 1 1 1

Individual Placement and Support (IPS) Eligible Population

1. Please input the estimates provided to the county in the table below

Table 26. Estimated Number of Individuals Eligible for IPS and Estimated Number of
Teams Needed to Serve Total Eligible Population.

IPS Eligible Population Estimates
Number of Medi-Cal Enrolled Individuals 788
Number of Uninsured Individuals 102

IPS Practitioners and Teams Needed

Estimates

Eligible Population

Number of Practitioners Needed to Serve 57
Total Eligible Population
Number of Teams Needed to Serve Total 23
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2. Takinginto account the total eligible population estimates, current and projected

workforce capacity, and BHSA funding allocation for FSP, please provide the total
number of teams and FTEs (county and non-county contracted providers) the
county behavioral health system plans to utilize (i.e., current and new FTE) to
provide IPS over this Integrated Plan period, by fiscal year.

Table 27. Total Number of IPS Practitioners and Teams.

County Actuals FY 26-27 FY 27-28 FY 28-29
Total Number of 0 57 57
Practitioners
Total Number of 0 23 23
Teams

Full-Service Partnership (FSP) Program Overview

Please provide the following information about the county’s BHSA FSP program

1.

Will any of the estimated number of practitioners the county plans to utilize
(provided above) be responsible for providing more than one EBP?
Yes
a) Please describe how the estimated practitioners will provide more than one
EBP.

The Children’s Full-Service Partnership (FSP) provider will assume responsibility
for delivering multiple Evidence-Based Practices (EBPs), including Intensive
Care Management (ICM), High Fidelity Wraparound (HFW), and Multisystemic
Therapy (MST). This approach is supported by the provider’s existing experience
serving diverse populations enrolled in the FSP program and demonstrated
organizational capacity to implement and sustain multiple structured, evidence-
based service models. The desighated Children’s Provider has substantial
expertise in Wraparound services and currently serves the largest proportion of
the target population, including youth involved in child welfare and juvenile
justice systems and those at elevated behavioral health risk.

The Functional Family Therapy (FFT) evidence-based practice (EBP) will be
delivered by a separate provider, in consultation with the Centers of Excellence,
as Multisystemic Therapy (MST) and FFT cannot be implemented by the same
provider.
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2. Please describe how the county is employing a whole-person trauma-informed
approach, in partnership with families or an individual’s natural supports.

Kings County employs a whole person, trauma-informed approach by aligning
provider scopes of work with Full-Service Partnership (FSP) standards under the
Behavioral Health Services Act, with a strong emphasis on high-fidelity
wraparound principles. These updates include enhanced staff training,
improved reporting procedures, and revised team staffing requirements to
better support comprehensive, individualized care. The county has also
strengthened its minor consent policy to promote active family engagement and
increased the focus on peer and parent support, ensuring individuals are offered
meaningful opportunities to connect with family members and natural supports
within their community.

In addition, Kings County Behavioral Health utilizes several committees and
practice guidelines to ensure services remain culturally responsive and trauma
informed. Committees such as the Cultural Humility Task Force, Quality
Improvement Committee, Documentation Committee, and Utilization Review
Committee meet regularly to monitor best practices and continuous
improvement. Contracted providers are guided by county policies and
procedures that emphasize ongoing collaboration with families and natural
supports. Full-Service Partnership programs within both the Children’s and
Adult systems of care, as well as the Assertive Community Treatment program,
include performance measures that highlight the importance of family and
natural supports in promoting wellness and recovery. These outcome measures
are routinely monitored through ongoing provider contract meetings.

3. Please describe the county’s efforts to reduce disparities among FSP participants

Kings County has prioritized multiple strategies to reduce disparities, including
targeted training on the needs of LGBTQ+, those experiencing substance use
challenges, youth in foster care, and commercially sexually exploited children
(CSEC). Memorandums of Understanding (MOU) are being developed and
implemented with Child Welfare Services, local school districts, and justice
system entities to strengthen interagency collaboration and address service
gaps. The selection of the Full-Service Partnership Provider reflects a
commitment to equity by engaging an organization with extensive experience
and specialized training in Wraparound service delivery. Additionally, the County
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is examining options to limit out-of-county placements, such as therapeutic
foster care, and exploring integrated service approaches when local placement
is not feasible, all to better meet the needs of program participants.

. Select which goals the county is hoping to support based on the county’s allocation
of FSP funding

MAccess to care

MHomelessness

Minstitutionalization

MJustice involvement

CORemoval of children from home

MUntreated behavioral health conditions

[OCare experience

MEngagement in school

MEngagement in work

MOverdoses

MPrevention of co-occurring physical health conditions
MQuality of life

MSocial connection

MSuicides

Please describe what actions or activities the county behavioral health system is
doing to provide ongoing engagement services to individuals receiving FSP ICM

According to the current scope of work for our FSP provider, their primary
approach is founded on the "whatever it takes" philosophy. The provider's main
efforts emphasize comprehensive community outreach, the development of
individualized care plans tailored to each client's unique needs, and the
provision of a diverse array of services that address behavioral health, housing,
transportation, and educational needs for our children, youth, and their families.
Crisis services are accessible 24/7, with specialized support lines such as the
Family Urgent Response System (FURS) for both current and former foster youth,
and crisis intervention available in school settings through the Mobile Crisis
Support Team (MCST). Collaborating closely with another provider offering
Recovery-Oriented Services (ROS) and entry into the Medi-Cal Behavioral Health
system, our FSP provider receives and reviews referrals for clients appropriate
for FSP enrollment, maintaining regular communication regarding clients
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experiencing crisis or exhibiting at-risk behaviors while engaged in behavioral
health services.

a) Ongoing engagement services is a required component of ACT, FACT, IPS,
and HFW. Please describe any ongoing engagement services the county
behavioral health system will provide beyond what is required of the EBP

High Fidelity Wraparound (HFW) Aftercare Services may be offered to
youth and children who are assigned lower levels of care such as
recovery-oriented services. Engagement efforts will focus on identifying
clinically appropriate clients within the community whether actively
engaged or new to behavioral health services. Ongoing outreach will be
supported through targeted events and various grant-funded initiatives.
Our FSP provider already conducts regular outreach activities,
particularly related to crisis services. Current data reporting reflects
these ongoing efforts to deliver services and disseminate information
within the community. A Memorandum of Understanding (MOU) is
currently pending approval with the Kings County Office of Education
(KCOE). This agreement will facilitate increased access to school
campuses, thereby enhancing the provider’s capability to conduct
outreach and perform assessments. These efforts will support the
identification of potential FSP clients and enable the integration of early
intervention strategies. Along with community partnerships, engagement
will be attempted for the targeted populations in the Behavioral Health
Services Act.

6. Please describe how the county will comply with the required FSP levels of care

The current Children’s FSP provider is actively delivering Intensive Care
Management (ICM) within its existing program. Implementation of High Fidelity
Wraparound (HFW) will require adjustments in staffing and training; however,
due to the provider’s prior experience with similar service models, the transition
is expected to occur seamlessly. HFW Aftercare Services will not require clients
to remain enrolled in FSP but will instead be assessed and offered based on
clinical appropriateness. As such, HFW Aftercare Services will be monitored by
Child Welfare Services, with specialty behavioral health services managed by
Behavioral Health Services (BHS) providers when appropriate.
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Additionally, Multisystemic Therapy (MST) will continue to be provided by the FSP
provider due to the applicability of these modalities for the populations served,
including justice-involved youth and youth involved in foster care.

Functional Family Therapy (FFT) will be delivered by a separate provider, in
consultation with the Centers of Excellence, as Multisystemic Therapy (MST) and
FFT cannot be implemented by the same provider.

Compliance will be supported through development of an implementation plan,
revisions to the provider scope of work, updates to policies and procedures
(including coordination with partner departments as needed), targeted staff
training, and staffing modifications to ensure alignment with HFW standards.
Data reporting processes will also be enhanced to ensure accurate, timely, and
complete submission of required program data.

Please indicate whether the county FSP program will include any of the following
optional and allowable services
N/A
a) Primary substance use disorder (SUD) FSPs
No
b) Outreach activities related to enrolling individuals living with significant
behavioral health needs in an FSP (activities that fall under assertive field-
based initiation of substance use disorder treatment services will be
captured separately in the next section)
Yes
i. Please describe the outreach activities the county will engage in to enroll
individuals living with significant behavioral health needs into the county’s
FSP program

The County will engage with community stakeholders and behavioral
health providers to identify and establish referral pathways for individuals
living with significant behavioral health needs into Full-Service
Partnership (FSP) programs. Through twice-weekly meetings with mental
health providers, individuals with complex behavioral health needs are
identified and referred to ensure timely engagement in higher levels of
care consistent with FSP services.

In addition, the Mental Health Plan (MHP) conducts weekly coordination
meetings with the local county jail to identify and refer individuals with

90



8.

9.

c)

significant behavioral health needs directly to FSP services upon release
from incarceration.

Other recovery-oriented services
No

If there are other services not described above that the county FSP program will

include, please listthem here. For team-based services, please include number of
teams. If no additional FSP services, use “N/A”

N/A

What actions or activities did the county behavioral health system engage in to
consider the unique needs of eligible children and youth in the development of the
county’s FSP program who are:

a)

In, or at-risk of being in, the juvenile justice system:

The Children’s System of Care (CSOC) is developing a Justice-Involved
Initiative Memorandum of Understanding (MOU) to strengthen continuity
of care and ensure access to specialty behavioral health services for
youth transitioning from juvenile facilities into the community.
Additionally, Probation has become an active partner in the High-Fidelity
Wraparound (HFW) Workgroup established to guide FSP program updates,
supporting coordinated planning and service delivery for justice-involved
youth.

Lesbian, Gay, Bisexual, Transgender, Queer, Plus (LGBTQ+):

The County is actively engaging with partners to ensure comprehensive
training is provided to our service providers in working with sensitive and
diverse communities. Additionally, the County conducted a Focus Group
with members of a LGBTQ+ Support Group as well as with an organization
that serves LGBTQ+ youth, as part of the Community Planning Process.
Concurrently, efforts are underway to enhance data collection practices
to accurately capture and reflect the impact of services delivered within
these communities.

In the child welfare system:

The Children’s System of Care is developing a multi-agency Memorandum
of Understanding (MOU) to improve coordination of services for
commercially sexually exploited children (CSEC) and reduce disparities
among foster youth. Presumptive transfer processes are being revised to
ensure continuity of behavioral health services during county-to-county
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placements. Collaboration with Child Welfare Services is also underway
to design High-Fidelity Wraparound (HFW) Aftercare Services and explore
therapeutic foster care options to address the complex needs of youth
requiring specialized supports. Joint implementation planning and policy
development are occurring through a cross-system workgroup to align
services with Behavioral Health Services Act (BHSA) goals and better
meet the needs of the HFW population.

10. What actions or activities did the county behavioral health system engage in to
consider the unique needs of eligible adults in the development of the county’s FSP

(e.g., review data, engage with stakeholders, analyze research, etc.) who are:

a)

Older adults:

As part of the Community Planning Process, the County conducted focus
groups with several target populations of eligible adults, including
participants from Oak Wellnhess Center, Veterans Support Group,
Samuel’s House (Substance Use Disorder services), and Hannah’s House
(Substance Use Disorder services), as well as organizations serving
eligible adult populations. In addition, two community surveys were
conducted between mid-September and early October 2025 to gather
input regarding behavioral health needs, service gaps, and priorities
impacting older adults and other eligible populations.

Lesbian, Gay, Bisexual, Transgender, Queer, Plus (LGBTQ+):

The County conducted a focus group with members of an LGBTQ+ Support
Group and an organization serving LGBTQ+ adults as part of the
Community Planning Process.

In, or are atrisk of being in, the justice system:

The County reviewed data from the CalMHSA Justice-Involvement
PowerBl Dashboards related to Statewide Behavioral Health Goals to
better understand justice involvement among eligible adults. Data
analysis indicated that Kings County’s adult arrest rate exceeds the
statewide average, with higher rates observed among adults ages 20-29
(4,582 per 100,000), ages 30-39 (6,394 per 100,000), and adult males (5,042
per 100,000), compared to the county rate of 4,309 per 100,000.

Population-level data further showed disproportionately higher arrest
rates among Black residents (5,657 per 100,000) and Hispanic residents
(3,166 per 100,000), including Black females (4,573), Black males (6,087),
and Hispanic males (4,607). Review of adult recidivism conviction data
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also identified disparities, with individuals ages 20-24 (60.5%), ages 25-29
(46.0%), ages 30-34 (61.4%), males (46.2%), and Black/African American
individuals (68.8%) experiencing higher three-year recidivism conviction
rates compared to the county average of 44.8%.

Assertive Field-Based Substance Use Disorder (SUD) Questions

1.

Please describe the county behavioral health system’s approach and timeline(s) to
support and implement assertive field-based initiation for SUD treatment services
program requirements by listing the existing and new programs (as applicable) that
the county will leverage to support the assertive field-based SUD program
requirements and provide the current funding source, BHSA service expansion, and
the expected timeline for meeting programmatic requirements to expand existing
programs and/or stand up new initiatives before July 1, 2029. Counties should
include programs not funded directly or exclusively by BHSA dollars. Additional
information regarding assertive field-based initiation for SUD treatment services can
be found in the BHSA Policy Manual Chapter 7, Section B.6.

Existing Programs for Assertive Field-Based SUD Treatment Services

Existing programs:

Currently, Kings County does not have an existing Assertive Field-Based SUD
treatment program. The County's current SUD service array is delivered through
outpatient, intensive outpatient, and residential providers and does not yet
include field-based outreach or assertive engagement models.

Kings County is in the process of transitioning to the Drug Medi-Cal Organized
Delivery System (DMC-ODS) and is awaiting approval of its Implementation Plan.
As part of this transition, the County anticipates expanding its continuum of care
to include field-based outreach, enhance SUD engagement strategies, and
improved care coordination for high-need individuals once DMC-ODS services
become operational.

The County will continue planning for these service enhancements while
aligning system designed, staffing, and funding with forthcoming DMC-ODS
requirements.

Program description: N/A

Current funding source: N/A
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BHSA changes to existing programs to meet BHSA requirements: N/A
Expected timeline of operation: N/A

Mobile-field based programs

Existing programs:

Mobile Crisis Response

Program descriptions:

Kings County currently contracts with Kings View to provide Mobile Crisis
Response services.

The mobile crisis team is trained on the DHCS-required mobile crisis services
training. Any team member who has received this training can conduct a crisis
assessment and can deliver initial face-to-face crisis assessment following
DHCS standardized crisis assessment tool template.

The mobile crisis encounter is comprised of six service components including:

¢ Initial face-to-face assessment

¢ Mobile crisis response

e Crisis planning- including documentation of progress notes and/or
rationale for not engaging individuals in crisis planning

+ Facilitation of a warm handoff (if needed)

o Referrals to ongoing services (if needed)

e Follow-up check-ins

Mobile crisis teams providing the initial mobile crisis response shall include
access to an LPHA. Mobile crisis team for SUD services are composed of LPHA,
AOD Counselor, and a Certified Peer Support Specialist.

Telehealth services are available to connect individuals with practitioners,
specialists, translators, interpreters, and other providers who may offer
additional services. A telehealth option in accordance with BHIN 23-018 (or
superseding guidance).

Current funding source:

e Children’s unit funding source: CHFFA, Medical dollars and MHSA
e Adult’s unit funding source: CCMU, Medical dollars and realighment
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BHSA changes to existing programs to meet BHSA requirements:
N/A
Expected timeline of operation:

N/A
Open-access clinics
Existing programs:

e Champions Recovery Alternative Programs: Early Intervention Services
(ASAM Level 0.5), Outpatient Drug Free (ASAM Level 1.0), Intensive
Outpatient Treatment (ASAM Level 2.1)

e West Care: Adolescent Early Intervention, Adolescent Outpatient Drug
Free, Adolescent Intensive Outpatient Treatment

Program descriptions:

Champions Recovery Alternative Programs:

Early Intervention Services (ASAM Level 0.5): Support individuals 18-21 who may
be at risk for developing substance use problems. Services include screening
and early intervention, regardless of if the individual met diagnosis criteria.
Services are provided under the outpatient treatment modality and may be
provided via in person, telehealth, or telephone. If an individual under the age of
21 meets criteria for SUD, then a full ASAM assessment shall be performed and
the individual referred to appropriate level of care.

Outpatient Drug Free (ASAM Level 1.0):

Organized services that provide addiction treatment to support ongoing
recovery through regularly scheduled sessions that include fewer than nine
hours of service a week for adults. Services include:

1.Assessment

2.Group counseling

3. Individual counseling

4. Medication services

5. Patient Education

6. MAT Referral

95



Intensive Outpatient Treatment Services (ASAM Level 2.1): Provide intensive
counseling and psychoeducation to individuals related to addiction and mental
health needs. Treatment addresses multi-dimensional factors. Services include:

e Assessment

e Counseling

e Patient Education

e MAT Referral

West Care:

Adolescent Early Intervention and Treatment Services: priority participants shall
be youth ages 12-17. Services are provided on site at the Hanford Kings County
facility as well as school-based services in the communities of Avenal, Corcoran,
Hanford, and Lemoore.

Current funding source:

Champions Recovery Alternative Programs: DMC, SUBG
West Care: DMC, SUBG

BHSA changes to existing programs to meet BHSA requirements
N/A

Expected timeline of operation

N/A
New Programs for Assertive Field-Based SUD Treatment Services

Targeted outreach
New programs:

Kings County Behavioral Health has awarded the California Health Collaborative
(CHC) as a new Community Outreach and Training Services Provider to support
countywide efforts in education, engagement, and early access to behavioral
health and substance use disorder services. The program will focus on targeted
outreach strategies to reach underserved and high-need populations, including
rural residents, transitional-age youth, and marginalized communities that face
barriers to care. Additionally, the anticipated contracted provider will be able to
conduct outreach of AFBSS to the community. The goalis to have both providers
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strengthen awareness of available resources while fostering trust and
connection between the community and behavioral health systems. This
initiative fulfills the outreach and engagement requirements outlined under the
Early Intervention programs approach within the Behavioral Health Treatment
(BHT) framework.

Program description:

California Health Collaborative (CHC) and Champions are both existing
providers that will conduct outreach for AFBSS. CHC will be conducting all
department community outreach to enhance education and services throughout
the county. The scope of work for CHC will aim to expand community awareness,
engagement, and access to behavioral health and substance use services in the
County. Whereas Champions will be the direct service provider that will be able
to engage with the community for AFBSS.

Planned funding:

Funding to support the Community Outreach and Training Provider will be
drawn from Behavioral Health Services Act (BHSA) and Substance Use
Prevention, Treatment, and Recovery Services Block Grant (SUBG) to support
outreach for ASFBSS and overall, all Kings County Behavioral Health service
providers.

Planned operations:

Under the contract, the Community Outreach and Training Services Provider will
conduct a minimum of 120 events per fiscal year, funded through the Behavioral
Health Services Act (BHSA) and the Substance Use Block Grant (SUBG). These
events will focus on outreach, education, and services to increase public
awareness of behavioral health and SUD resources in the community. In addition
to attending community events, the provider will facilitate referrals and linkages
to appropriate services, connecting adults and children to mental health
providers and substance use disorder (SUD) treatment service providers. As
written in Champions contract, the provider is to conduct monthly outreach at
community events or other relevant outreach events.

Expected timeline of implementation:

As of February 2026, Kings County Behavioral Health is in the process of contract
development, with the goal of finalizing an agreement to present to the Kings
County Board of Supervisors for approval. The contract is expected to be

97



executed by July 1, 2026. The agreement with the Community Outreach and
Training Services provider will extend through June 30, 2029. Champions will be
able to add AFBSS within their existing outreach once services are executed.

Mobile-field based programs
New programs:

Kings County Behavioral Health is exploring the development of mobile, field-
based programs to deliver Narcotic Treatment Program (NTP) and Medication-
Assisted Treatment (MAT) services throughout the county. Currently, there are
no fixed-site NTP or MAT facilities within Kings County, leaving a significant gap
in access. By establishing mobile treatment units, the county aims to meet
people where they are to improve TADT, remove barriers related to
transportation and improve access to essential recovery services.

Program description:

Mobile NTP and MAT services expand access to life-saving medications and
services for individuals with OUD in underserved and high-need areas. These
mobile units will offer treatment directly to communities and other locations
where healthcare access is limited or unavailable. By offering on-site
medication distribution, private counseling, and recovery support, the program
reduces barriers to care and ensures that individuals can receive consistent,
confidential, and evidence-based treatment close to where they live or reside.
This approach not only enhances the reach of opioid treatment services but
also strengthens community health by fostering recovery, reducing overdose
risk, and improving long-term outcomes for those impacted by addiction.

Planned funding:

The planning and development of Mobile NTP and MAT services will be
supported through Opioid Settlement funds (OSF). These funds will be utilized
to establish a contracted provider through the program aimed at expanding
treatment access across Kings County.

Planned operations:

Kings County Behavioral Health is seeking to release a Request for Proposal
(RFP) to contract services to uplift a mobile NTP and MAT services to Kings
County residents.
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Expected timeline of implementation:

Kings County Behavioral Health has established a projected timeline for the
release of the Mobile NTP and MAT Request for Proposals (RFP) in April 2026.
Following the proposal review and award process, contract development is
anticipated to begin in August or September 2026. The finalized agreement will
then be presented to the Kings County Board of Supervisors for approval, with
the goal of executing the contract and launching program implementation by
January 2027.

Open-access clinics

New programs:

As noted in the Mobile Field-Based Programs section, Kings County Behavioral
Health is considering releasing an RFP for mobile Narcotic Treatment Program
(NTP) and Medication-Assisted Treatment (MAT) services to support both
mobile and open access clinics. Kings County Behavioral Health is additionally
exploring in establishing an MOU with FQHCs to develop referral processes.

Program descriptions:

Mobile NTP and MAT services expand access to life-saving medications and
services for individuals with OUD in underserved and high-need areas. These
mobile units will offer treatment directly to communities and other locations
where healthcare access is limited or unavailable. By offering on-site
medication distribution, private counseling, and recovery support, the program
reduces barriers to care and ensures that individuals can receive consistent,
confidential, and evidence-based treatment close to where they live or reside.
This approach not only enhances the reach of opioid treatment services but
also strengthens community health by fostering recovery, reducing overdose
risk, and improving long-term outcomes for those impacted by addiction.

Planned funding:

The planning and development of Mobile NTP and MAT services will be
supported through Opioid Settlement funds (OSF). These funds will be utilized
to establish a contracted provider through the program aimed at expanding
treatment access across Kings County.
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Planned operations:

Kings County Behavioral Health is seeking to release a Request for Proposal
(RFP) to contract services to uplift a mobile NTP and MAT services to Kings
County residents.

Expected timeline of implementation:

Kings County Behavioral Health has established a projected timeline for the
release of the Mobile NTP and MAT Request for Proposals (RFP) in April 2026.
Following the proposal review and award process, contract development is
anticipated to begin in August or September 2026. The finalized agreement will
then be presented to the Kings County Board of Supervisors for approval, with
the goal of executing the contract and launching program implementation by
January 2027. For the implementation of an MOU with local FQHCs, Kings
County will be actively initiating conversations in March 2026.

Medications for Addiction Treatment (MAT) Details

Please describe the county’s approach to enabling access to same-day
medications for addiction treatment (MAT) to meet the estimated population needs
before July 1, 2029.

1. Describe how the county will assess the gap between current MAT resources
(including programs and providers) and MAT resources that can meet estimated
needs.

Kings County is actively building its capacity to provide same-day access to
medication treatment (MAT). The County recently contracted with Recover
Medical Group to serve as the primary MAT provider for Medi-Cal
beneficiaries and is currently completing credentialing, EHR integration, and
operational readiness steps. Once Fully implemented, Recover will provide
same-day or rapid buprenorphine initiation, withdrawal management
support, and linkage to ongoing SUD treatment service.

To support same-day access, Kings County will strengthen coordination
between the Behavioral Health Access line, hospitals, Probation, Child
Welfare Services, and community partners to streamline referrals to MAT
providers. The County will also ensure providers have clinical pathways for
same day assessment, induction, safety monitoring, and telehealth back-up
when in person capacity is limited.
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As DMC-ODS implementation progresses, the County willincorporate enhanced
workflows for real-time referrals, EHR alerts, and field-based outreach to reach
high-need individuals. Kings County will continue expanding its provider network
and working with primary care and hospital partners to increase access points
so residents can initiate MAT quickly and safely before July 1, 2029.

. Select the following practices the county willimplement to ensure same day access

to MAT.

[IContract directly with MAT providers in the County

[OOperate MAT clinics directly

MEnter into referral agreements with other MAT providers including providers
whose services are covered by Medi-Cal MCPs and/or Fee-For-Service (FFS)
Medi-Cal

MLeverage telehealth model(s)

MPartner with neighboring counties

LIContract with MAT providers in other counties

[IOther strategy

a) Please provide the names of the neighboring counties the county will partner
with.
Kings County will use multiple data sources to assess the gap between
current MAT capacity and the estimated need for same-day access. This
includes evaluating providers’ staffing, prescribing availability, clinic
hours, geographical coverage, and expected patient capacity once
operational.

The County will analyze Access line call data, ER/hospital referrals,
probation referrals, and demographic trends to identify the demand for
MAT and highlight underserved areas such as Avenal, Corcoran, and
Kettleman City. Workforce capacity, including the number of prescribing
clinicians and availability of telehealth, will also be reviewed to assess
whether current resources can meet population needs.

As part of this gap assessment, Kings County is evaluation the feasibility
of releasing an RFP to track a Narcotic Treatment Program (NTP) to expand
access to methadone services. NTP would strengthen the county’s
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continuum of MAT options and help meet projected needs by 2029. The
RFP exploration will be guided by data on opioid use trends, withdrawal
management needs, community readiness, and geographical access
consideration.

The results of these assessments will inform decisions about necessary
expansions in staffing, clinic hours, field-based options, and partnerships
to ensure the County can meet BHSA MAT expectations.

3. What forms of MAT will the county provide utilizing the strategies selected above?

MBuprenorphine
MMethadone
[CINaltrexone
CIOther

Housing Interventions

Planning

System Gaps

1.

Please identify the biggest gaps facing individuals experiencing homelessness and
at risk of homelessness with a behavioral health condition who are Behavioral
Health Services Act (BHSA) eligible in the county. Please use the following
definitions to inform your response: No gap-resources and connectivity available;
Small gap- some resources available but limited connectivity; Medium gap- minimal
resources and limited connectivity available’ Large gap- limited or no resources and
connectivity available; Not applicable- county does no have setting and does not
consider there to be a gap.

a) Supportive housing: Large gap

b) Apartments, including master-lease apartments: Medium gap
c) Single and multi-family homes: Large gap

d) Housingin mobile home communities: Large gap

e) (Permanent) Single room occupancy units: Large gap

f) (Interim) Single room occupancy units: Large gap

g) Accessory dwelling units, including junior accessory dwelling units: Large
gap

h) (Permanent) Tiny homes: Large gap

i) Shared housing: Large gap
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j) (Permanent) Recovery/sober living housing, including recovery-oriented
housing: Large gap

k) (Interim)Recovery/sober living housing, including recovery-oriented housing:
Large gap

) Assisted living facilities (adult residential facilities, residential facilities for
the elderly, and licensed board and care): Large gap

m) Licensed-exempt room and board: Large gap

) Hotel and Motel stays: Large gap

o) Non-congregate interim housing models: Large gap

) Congregate settings that have only a small number of individuals per room

and sufficient common space (does not include behavioral health residential

treatment settings): Large gap

d) Recuperative Care: Large gap

r) Short-Term Psot-Hospitalization housing: Large gap

s) (Interim) Tiny homes, emergency sleeping cabins, emergency stabilization
units: Large gaps

t) PeerRespite: Large gap

u) Permanentrental subsidies: Large gap

v) Housing supportive services: Medium gap

2. What additional non-BHSA resources (e.g., county partnerships, vouchers, data
sharing agreements) or funding sources will the county behavioral health system
utilize (local, state, and federal) to expand supply and/or increase access to housing
for BHSA eligible individuals?

Kings County Behavioral Health expands housing supply and access for BHSA-
eligible individuals through braided non-BHSA resources and funding. Key
partnerships include the Kings Tulare Housing Alliance for regional affordable
housing coordination, the Continuum of Care for streamlined homelessness
responses, and collaborations with CBO Partners and Non-Profit Developers to
deliver supportive housing. Managed Care Plans enable Medi-Cal Community
Supports like Transitional Rent, prioritized before BHSA funds.

Data sharing leverages the Homeless Management Information System (HMIS)
for client tracking, while federal resources provide Housing and Urban
Development (HUD) vouchers such as Section 8 Housing Choice Vouchers and
Department of Veterans Affairs (VA) programs like HUD-VASH for veterans.

103



3. How will BHSA Housing Interventions intersect with those other resources and
supports to strengthen or expand the continuum of housing supports available to
BHSA eligible individuals?

Kings County Behavioral Health integrates BHSA Housing Interventions with non-
BHSA resources to form a braided continuum of housing support for eligible
individuals at risk of or experiencing homelessness. By prioritizing Medi-Cal
Managed Care Plans' Transitional Rent as the first-line support, BHSA funds fill
critical gaps such as pet deposits, utilities, move-in costs, landlord incentives,
and extensions up to 12 months.

Through partnerships, including the Kings Tulare Housing Alliance, BHSA-backed
projects like Behavioral Health Bridge Housing blend with HUD vouchers,
Continuum of Care programs, and VA initiatives like HUD-VASH to transition
clients from interim crisis housing to permanent supportive units. Behavioral
Health Bridge Housing serves as a bridge, facilitating smooth moves to PSH while
harm reduction principles sustain tenancies through ongoing support.

Retention strategies include landlord outreach, mitigation funds, and integrated
services via community partners and Continuum of Care, monitoring progress to
prevent returns to homelessness.

4. Whatis the county behavioral health system’s overall strategy to promote
permanent housing placement and retention for individuals receiving BHSA Housing
Interventions?

Kings County Behavioral Health employs a Housing First, low-barrier strategy to
promote permanent housing placement and retention for individuals receiving
BHSA Housing Interventions, emphasizing rapid transitions from interim
supports to stable, long-term units paired with behavioral health services.

Housing Support Plans (HSPs) guide each client, identifying permanent housing
solutions like rental subsidies or supportive units, addressing barriers, and
incorporating client preferences to ensure individualized paths to stability.
These plans coordinate with Managed Care Plans post-Transitional Rent (up to 6
months), using BHSA funds for extensions in interim settings (up to 12 months
total) before mandating permanent placements.
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5.

BHSA resources such as rental/operating subsidies, landlord incentives, and
participant assistance, braid with HUD vouchers, VA programs, and local
partners like Kings Tulare Housing Alliance to prioritize Permanent Supportive
Housing (PSH), with HMIS data tracking retention and outcomes.

What actions or activities is the county behavioral health system engaging in to
connect BHSA eligible individuals to and support permanent supportive housing
(PSH) (e.g., rental subsidies for individuals residing in PSH projects, operating
subsidies for PSH projects, providing supportive services to individuals in other
permanent housing settings, capital development funding for PSH)?

KCBH is using BHSA Housing Interventions to make existing PSH more
accessible and sustainable for BHSA-eligible individuals.

BHSA Housing Interventions are used to help cover tenant rent shares in PSH or
other permanent housing when federal or state subsidies (e.g., vouchers) do not
fully cover ongoing housing costs, preventing returns to homelessness.

For PSH operated with partners such as KCAO, Champions Recovery, and the
Housing Authority, BHSA funds can support project operations (e.g., staffing,
on-site services, property-related operating gaps) so that units remain dedicated
to people with serious behavioral health needs. KCBH will also provide BHSA
funds for housing through contracted mental health providers.

Please describe how the county behavioral health system will ensure all Housing
Interventions settings provide access to clinical and supportive behavioral health
care and housing services.

Kings County Behavioral Health ensures all Housing Interventions settings
provide access to clinical and supportive behavioral health care and housing
services through integrated on-site staffing, formalized partnerships, and
mandatory service linkages in every project contract.

Eligible Populations

1.

Please describe how the county behavioral health system will identify, screen, and
refer individuals eligible for BHSA Housing Interventions.
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Through contracted providers this is part of the intake process, BHSA individuals
are entered into HMIS system for housing supports. Additionally eligible
individuals will be referred to the Transitional Rent provider to determine housing
eligibility prior to using BHSA funds. Projects like ANCHORS permanent
supportive housing and Behavioral Health Bridge Housing (e.g., Holiday Lodge)
feature dedicated Full-Service Partnership (FSP) teams on-site, delivering
clinical services (psychiatry, therapy, medication management), case
management, life skills training, and crisis intervention directly to residents
alongside housing navigation.

County contracts with CBOs such as Kings View Behavioral Health and
Champions Recovery require provision of Enhanced Care Management (ECM),
peer support, substance use disorder treatment, and tenancy skills coaching in
all BHSA-funded settings, including transitional rent units and operating subsidy
projects, with 24/7 access lines like the Kings County Mobile Crisis and Access
Line forimmediate behavioral health response.

Every Housing Support Plan mandate documented linkage to behavioral health
services via HMIS tracking and Coordinated Entry System referrals, while
braided Medi-Cal benefits ensure no resident lacks clinical care.

. Willthe county behavioral health system provide BHSA-funded Housing
Interventions to individuals living with a substance use disorder (SUD) only?
Yes

. What actions or activities did the county behavioral health system engage in to
consider the unique needs of eligible children and youth in the development of the
county’s Housing Interventions services.

a) In, or at-risk of being in, the juvenile justice system

Kings County Behavioral Health engaged stakeholders through its Fall 2025
Community Program Planning Process (CPPP) to address unique needs of
children and youth in or at-risk of juvenile justice involvement for BHSA
Housing Interventions. This included 13 focus groups (116 participants,
including Family Engagement Center in Avenal, California Health
Collaborative youth/providers, and Integrated Leadership Meeting with
probation reps), 8 key interviews (e.g., First 5, Public Health), and surveys,
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covering required BHSA groups like child welfare, probation, and continuums
of care. We also analyzed local metrics on justice involvement (e.g.,
recidivism, MH crises misread as criminal acts noted in n=11 groups),
alongside survey data showing low agreement on service continuity for
justice-involved youth with MH/SUD (e.g., <40% for MH conditions).

b) Lesbian, Gay, Bisexual, Transgender, Queer, Plus (LGBTQ+):

KCBH hosted a dedicated in-person focus group with the LGBTQ+ Support
Group (3 participants) as one of 13 total focus groups, fulfilling BHSA
requirements for this mandated category. Each focus group had questions to
integrate broader discussions on homelessness and housing, alongside
other groups like Family Engagement Centers and youth providers. KCBH
also reviewed survey data and qualitative feedback revealing housing
instability risks for LGBTQ+ youth, including stigma, religious trauma barring
access to faith-based shelters, and lack of non-judgmental, trauma-informed
transitional options. Feedback emphasized peer support, low-barrier non-
religious housing (e.g., safe gated communities or bridge housing), and
mobile outreach to build trust and prevent homelessness among LGBTQ+
youth, informing Kings County's BHSA planning with partners like KCAO's
Behavioral Health Bridge Housing.

c) Inthe child welfare system:

KCBH engaged child welfare representatives and groups (e.g., Family
Engagement Center-Avenal, Hanna’s House, Corcoran Family Resource
Center with English/Spanish sessions), Integrated Leadership Meeting, and
key interviews (e.g., First 5 Commission with BH director involvement),
fulfilling BHSA mandates for child welfare agencies. KCBH also analyzed
local data on child removals (e.g., contributing factors like isolated families,
substance misuse, homelessnhess; survey metrics on family maintenance
gaps), cross-referencing with child welfare metrics on foster placements and
prevention services. Barriers identified were rushed system processes
disrupting youth stability, fear of removal deterring help-seeking (n=4
groups), and coordination gaps between child welfare/prevention (n=4
groups); prioritized housing strategies like family support classes, mobile
services, and referrals to bridge housing to reduce out-of-home removals.
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4. What actions or activities did the county behavioral health system engage in to
consider the unique needs to eligible adults in the development of the county’s
Housing Interventions services.

a) Older adults:

The county used local data, community input, and state guidance to design
Housing Interventions responsive to adults’ needs. It analyzed homelessness
data, conducted BHSA community planning and a key stakeholder interview
with the Kings County Commission on Aging, and met with people with lived
experience, families, providers, CoC partners, and Medi-Cal plans to identify
gaps, target populations, and coordination needs. It also alighed services
with BHSA/DHCS housing priorities (e.g., encampments, chronic
homelessness, Housing First and harm reduction) and intentionally braided
BHSA Housing Interventions with CoC, Behavioral Health Bridge Housing,
Community Supports, and local housing resources so people can move
smoothly from outreach or bridge housing into permanent supportive
housing.

b) In, or atrisk of being in, the justice system:

Identified how BHSA Housing Interventions (e.g., permanent supportive
housing, rental and operating subsidies) will complement Continuum of Care
resources, Behavioral Health Bridge Housing, Medi-Cal Community Supports
(including transitional rent), and local re-entry and rental assistance
programs to create a clear path from custody or supervision into stable
permanent housing for justice-involved adults.

Through the BHSA community planning process and targeted stakeholder
engagement, the county gathered input from people with lived experience of
justice involvement, their families, re-entry and homeless service providers,
probation and jail partners, Continuum of Care partners, and Medi-Cal
managed care plans to identify gaps.

c) Inunderserved communities:

Through the BHSA community planning process, the county partnered with
community-based and culturally specific organizations, rural stakeholders
(Avenal and Corcoran), and people with lived experience from underserved
communities to gather input on barriers to housing and needed support. The
county drew on BHSA policy guidance and equity-focused best practices to
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design Housing Interventions that are culturally responsive, low-barrier, and
aligned with Housing First principles, and then targeted BHSA housing
resources—alongside Medi-Cal Community Supports, Behavioral Health
Bridge Housing, and local/state housing programs—to underserved
communities most impacted by homelessness and behavioral health
inequities.

Local Housing System Engagement

3. How will the county behavioral health system coordinate with the Continuum of
Care (CoC) and receive referrals for Housing Interventions services?

Kings County currently enters individuals into HMIS and prioritized for housing
interventions through that system, in coordination with the Continuum of Care
and behavioral health contracted provider.

4. Please describe the county behavioral health system’s approach to collaborating
with the local CoC, Public Housing Agencies, Medi-Cal managed care plans (MCPs),
Enhanced Care Management (ECM) and Community Supports providers, as well as
other housing partners, including existing and prospective PSH developers and
providers in your community in the implementation of the county’s Housing
Interventions.

a) LocalCoC

The county will participate in CoC governance and planning, including regular
workgroups, to align target populations, eligibility criteria, and prioritization
between BHSA Housing Interventions and CoC housing resources.

Use the Coordinated Entry System (CES) and standardized referral tools so
that referrals can flow both from the CoC to BHSA Housing Interventions and
from behavioral health programs into CoC housing when appropriate.

Establish written policies and procedures describing referral pathways,
documentation requirements, warm hand-offs, and feedback loops so
referrers know the status and outcome of referrals.

Ongoing engagement and data sharing to sustain coordination, the county
behavioral health system will:
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Attend the monthly Coordination Meetings, Continuum of Care monthly
stakeholder meetings and trainings, to stay alighed on system changes, best
practices, and shared clients.

Exchange data, within privacy and data-sharing rules, to track referrals,
placements, and outcomes and use this information for joint
problem-solving and system improvement.

Participate in the annual Point in Time Count to help identify and understand
the needs of people experiencing homelessness who may be eligible for
BHSA Housing Interventions, and to refine targeting and outreach strategies
accordingly.

b) Public Housing Agency

The county behavioral health system will collaborate with the local Public
Housing Agency to prioritize BHSA-eligible clients for vouchers. Currently,
the Director of Behavioral Health and the Housing Authority are both
committee members for the Kings County Homelessnhess Collaborative.
Broader coordination with housing partners including the CoC, rental
assistance programs, and landlords will occur through cross-sector planning
tables, braided funding strategies, and capacity-building trainings to ensure
seamless implementation and long-term housing stability.

c) MCPs

County Behavioral Health staff meet monthly with MCP providers to discuss
housing needs, review implementation progress for transitional rent and
other tenancy-sustaining services and align client referrals and braided
funding opportunities. These meetings facilitate real-time problem-solving
for shared clients experiencing or at risk of homelessness.

Contracted behavioral health providers refer to BHSA clients to MCPs for
Community Supports like transitional rent payments, housing navigation,
and tenancy skills training, while MCPs refer back clients needing intensive
BHSA Housing Interventions such as permanent supportive housing or
operating subsidies.

d) ECM and Community Supports Providers

County Behavioral Health staff have started meeting with ECM and
Community Support Providers monthly. Representatives from these
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organizations also participate in the Kings County Homelessness
Collaborative.

e) Other (e.g., CalWORKS/TANF housing programs, child welfare housing
programs, PSH developers and providers, etc.)
e KCAO/BHBH, Shelter, Barbara Saville Shelter

5. How will the county behavioral health system work with Homekey+ and supportive

housing sites to provide services, funding, and referrals that support and house
BHSA eligible individuals?

Kings County Behavioral Health contracts with Kings County Action Organization
(KCAO) on the Behavioral Health Bridge Housing (BHBH) project to integrate
services for BHSA-eligible individuals. Homekey+ bonds cover capital costs
while KCBH allocates operational BHSA dollars for sustainability. Streamlined
referrals will originate from CPP-identified partners (e.g., probation, child
welfare, homeless collaboratives) through interagency meetings, mobile crisis
teams, and 2-1-1, prioritizing BHSA eligibles like justice-involved youth or those
with untreated conditions for rapid housing navigation.

Did the county behavioral health system receive Homeless Housing Assistance and
Prevention Grant Program (HHAP) Round 6 funding?
No

BHSA Housing Interventions Implementation

Rental Subsidies

The intent of Housing Interventions is to provide rental subsidies in permanent settings to
eligible individuals for as long as needed, or until the individual can be transitioned to an

alternative permanent housing situation or rental subsidy source.

1.

Is the county providing this intervention?

Yes

Is the county providing this intervention to chronically homeless individuals?
Yes

How many individuals does the county behavioral health system expect to serve
with rental subsidies under BHSA Housing Interventions on an annual basis?

35
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a) How many of these individuals will receive rental subsidies for permanent
housing on and annual basis?
20

b) How many of these individuals will receive rental subsidies for interim
housing on an annual basis?
15

4. Whatis the county’s methodology for estimating total rental subsidies and total
number of individuals served in interim and permanent settings on an annual basis?

The county’s methodology was based on historical rental subsidy data of
clients served in MHSA funded Full-Service Partnerships programs.

5. Forwhich types of setting will the county provide rental subsidies?
MNon-Time-Limited Permanent Settings: Supportive housing
Non-Time-Limited Permanent Settings: Apartments, including master-lease
apartments
Non-Time-Limited Permanent Settings: Single and multi-family homes
Non-Time-Limited Permanent Settings: Housing in mobile home
communities
M Non-Time-Limited Permanent Settings: Single room occupancy units
I Non-Time-Limited Permanent Settings: Accessory dwelling units, including Junior
Accessory Dwelling Units
M Non-Time-Limited Permanent Settings: Tiny Homes
Non-Time-Limited Permanent Settings: Shared housing
Non-Time-Limited Permanent Settings: Recovery/Sober Living housing,
including recovery-oriented housing
Non-Time-Limited Permanent Settings: Assisted living (adult residential
facilities, residential facilities for the elderly, and licensed board and care)

[J Non-Time-Limited Permanent Settings: License-exempt room and board

[0 Non-Time-Limited Permanent Settings: Other settings identified under the
Transitional Rent benefit

MTime Limited Interim Settings: Hotel and motel stays

M Time Limited Interim Settings: Non-congregate interim housing models
Time Limited Interim Settings: Congregate settings that have only a small
number of individuals per room and sufficient common space (not larger
dormitory sleeping halls)[134](does not include behavioral health residential
treatment settings)

[ Time Limited Interim Settings: Recuperative Care
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Time Limited Interim Settings: Short-Term-Post-Hospitalization housing
[ Time Limited Interim Settings: Tiny homes, emergency sleeping cabins,
emergency stabilization units

O Time Limited Interim Settings: Peer Respite

Time Limited Interim Settings: Other settings identified under the
Transitional Rent benefit

. Will this Housing Intervention accommodate family housing?
No

Please provide a brief description of the intervention including specific uses of
BHSA Housing Interventions funding.

Kings County Behavioral Health uses BHSA Housing Interventions to address
housing instability among eligible individuals experiencing or at risk of
homelessness, particularly those with serious mental health or substance use
disorders. This includes funding for tenant-based rental subsidies paid directly
to landlords on behalf of individual tenants, as well as support for interim
housing like the Behavioral Health Bridge Housing program.

Specific uses of BHSA funds encompass rental assistance, operating subsidies
for housing projects, move-in costs, utilities, landlord incentives, and
coordination with Medi-Cal Managed Care Plan (MCP) services such as
Transitional Rent to bridge clients to permanent supportive housing.

. Will the county behavioral health system provide rental assistance through project-
based (tied to a particular unit) or tenant-based (tied to the individual) subsidies?
MProject-based

MTenant-based

How will the county behavioral health system identify a portfolio of available units
for placing BHSA eligible individuals, including in collaboration with other county
partners and as applicable, Flex Pools (e.g., Master Leasing)? Please include
partnerships and collaborative efforts your county behavioral health system will
engage in.
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10.

11.

The County will arrange for monthly meetings with Kings Tulare Homeless
Alliance and a continuing partnership with a leasing company to sustain master
leases as temporary placements for FSP/ACT clients.

Total number of units funded with BHSA Housing Interventions per year
40 (FSP/BHBH)

Please provide additional details to explain if the county is funding rental subsidies
with BHSA Housing Interventions that are not tied to a specific number of units.

The County is funding BHSA Housing Interventions that allows it to pay rent on
behalf of individual tenants rather than allocating all funding to a pre-set number
of dedicated units. Through its FSP contracted provider, the county issues
payments directly to landlords or property owners for eligible participants,
consistent with BHSA Housing Interventions guidelines.

Operating Subsidies

1.

Is the county providing this intervention?

Yes

Is the county providing this intervention to chronically homeless individuals?

Yes

Anticipated number of individuals served per year

40

Please provide a brief description of the intervention, including specific uses of
BHSA Housing Interventions funding

Operational subsidies will be used for temporary bridge or transitional housing
(e.g., up to 6 months) with case management, crisis support, and linkages to
permanent options like supportive housing or MCP Transitional Rent, targeting
BHSA priority populations.

For which setting types will the county provide operating subsidies?

CONon-Time-Limited Permanent Settings: Supportive housing

I Non-Time-Limited Permanent Settings: Apartments, including master-lease
apartments

[J Non-Time-Limited Permanent Settings: Single and multi-family homes

I Non-Time-Limited Permanent Settings: Housing in mobile home communities
I Non-Time-Limited Permanent Settings: Single room occupancy units
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I Non-Time-Limited Permanent Settings: Accessory dwelling units, including Junior
Accessory Dwelling Units

[0 Non-Time-Limited Permanent Settings: Tiny Homes

I Non-Time-Limited Permanent Settings: Shared housing

Non-Time-Limited Permanent Settings: Recovery/Sober Living housing,
including recovery-oriented housing

I Non-Time-Limited Permanent Settings: Assisted living (adult residential facilities,
residential facilities for the elderly, and licensed board and care)

M Non-Time-Limited Permanent Settings: Other settings identified under the
Transitional Rent benefit

M Time Limited Interim Settings: Hotel and motel stays

M Time Limited Interim Settings: Non-congregate interim housing models

[J Time Limited Interim Settings: Congregate settings that have only a small number
of individuals per room and sufficient common space (not larger dormitory sleeping
halls)[134](does not include behavioral health residential treatment settings)

[J Time Limited Interim Settings: Recuperative Care

O Time Limited Interim Settings: Short-Term-Post-Hospitalization housing

[ Time Limited Interim Settings: Tiny homes, emergency sleeping cabins,
emergency stabilization units

[ Time Limited Interim Settings: Peer Respite

M Time Limited Interim Settings: Other settings identified under the
Transitional Rent benefit

. Will this be a scattered site initiative?

Yes

. Will this Housing Intervention accommodate family housing?

No

. Total number of units funded with BHSA Housing Interventions per year.

40

Please provide additional details to explain if the county is funding operating
subsidies with BHSA Housing Interventions that are not tied to a specific number of
units.

N/A
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Landlord Outreach and Mitigation Funds

1.

Is the county providing this intervention?
Yes

Is the county providing this intervention to chronically homeless individuals?
Yes

Anticipated number of individuals served per year
40

Please provide a brief description of the intervention, including specific uses of
BHSA Housing Interventions funding.

Case management services utilized to link clients to sites that allow third party
payment from FSP provider to cover client rent.

Total number of units funded with BHSA Housing Interventions per year
45

Please provide additional details to explain if the county is providing landlord
outreach and mitigation funds with BHSA Housing Interventions that are not tied to
a specific number of units.

N/A

Participant Assistance Funds

1.

Is the county providing this intervention?
Yes

Is the county providing this intervention to chronically homeless individuals?
Yes

Anticipated number of individuals served per year
40

Please provide a brief description of the intervention, including specific uses of
BHSA Housing Interventions funding
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At times, individuals enrolled in the FSP program may require financial
assistance to achieve treatment goals and/or prevent a crisis that could resultin
hospitalization, homelessness, or other adverse outcomes. To address these
needs, the provider reserved client assistance funds in their budget to provide
individuals with immediate access to basic necessities such as food, temporary
shelter, household start-up, medications, personal hygiene items,
transportation, childcare, education, employment, birth certificate and
identification fees, and in other necessary situations such as helping to pay for
car repairs when the vehicle is needed for employment, paying off outstanding
fees to enable the individual to register the vehicle, etc.

Housing Transition Navigation Services and Tenancy Sustaining Services

1.

Is the county providing this intervention?
No

2. Please explain why the county is not providing this intervention?

These services are provided by community partners such as Champions or
Kings View Enhanced Care Management services and some resources are
available through Kings Community Action Organization (emergency food,
childcare, etc.).

Housing Interventions Outreach and Engagement

1.

Is the county providing this intervention?
Yes

Is the county providing this intervention to chronically homeless individuals?
Yes

Anticipated number of individuals served per year
165

Please provide a brief description of the intervention, including specific uses of
BHSA Housing Interventions funding

FSP provider coordinates linkage to housing resources through staff, such as
case managers that are providing specialty mental health services.
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Capital Development Projects

1. Counties may spend up to 25 percent of BHSA Housing Interventions on capital
development projects. Will the county behavioral health system use BHSA Housing
Interventions for capital development projects?

No

2. Please explain why the county is not providing this intervention.

Kings County is not currently providing capital development funding through
BHSA Housing Interventions.

The county has prioritized immediate housing needs, like tenant-based rental
subsidies and operating subsidies for existing projects (e.g., Behavioral Health
Bridge Housing), over capital development due to limited local opportunities for
new construction, and a strategic focus on rapid rehousing rather than long-lead-
time projects in the current BHSA planning cycle.

Other Housing Interventions
1. If the county is providing another type of Housing Interventions not listed above,
please describe the intervention.

N/A

a) Isthe county providing this intervention to chronically homeless individuals?
No
b) Anticipated number of individuals served peryear? 0

Continuation of Existing Housing Programs

1. Please describe if any BHSA Housing Interventions funding will be used to support
the continuation of housing programs that are ending.

Continuation of existing Behavioral Health Bridge Housing units for chronically
homeless individuals.

Relationship to Housing Services Funded by Medi-Cal Managed Care Plans

1. Which of the following housing-related Community Supports is the county
behavioral health system an MCP-contracted provider of?
[OHousing Transition Navigation Services
[OHousing Deposits
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[OHousing Tenancy and Sustaining Services
[IShort-Term Post-Hospitalization Housing
ORecuperative Care

[IDay Habilitation

OTransitional Rent

MNone of the Above

For which of the following services does the county behavioral health system plan to
become an MCP-contracted provider of?

(%))

Housing Transition: No

O

Housing Deposits: No

o O

)
)
) Housing Tenancy and sustaining Services: No
) Short-Term Post-Hospitalization Housing: No
)

D

Recuperative Care: No
) Day Habilitation: No
g) Transitional Rent: No

—h

How will the county behavioral health system identify, confirm eligibility, and refer
Medi-Cal members to housing-related Community Supports covered by MCPs
(including Transitional Rent)?

Kings County Behavioral Health (KCBH) identifies, confirms eligibility, and refers
Medi-Cal members to MCP-covered housing Community Supports like
Transitional Rent through coordinated processes with community partners such
as Champions, KCAO, or Kings View Enhanced Care Management services.
KCBH has an established referral process to refer clients to Champions for the
Transitional Rent benefit.

Please describe coordination efforts and ongoing processes to ensure the county
behavioral health contracted provider network for Housing Interventions is known
and shared with MCPs serving your county

Kings County Behavioral Health will coordinate bi-monthly meetings to ensure
allinformation is shared with MCPs.

Does the county behavioral health system track which of its contracted housing
providers are also contracted by MCPs for housing-related Community Supports
(provided in questions #1 and #2 above)?

No
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6. What processes does the county behavioral health system have in place to ensure

Medi-Cal members living with significant behavioral health conditions do not
experience gaps in service once any of the MCP housing services are exhausted, to
the extend resources are available?

Kings County Behavioral Health (KCBH) will ensure continuity for Medi-Cal
members with significant behavioral health conditions post-MCP housing
services (e.g., Transitional Rent up to 6 months) through coordinated transitions
to BHSA Housing Interventions, to the extent resources allow. KCBH prioritizes

BHSA funds for priority populations when MCP limits are met, braiding with CoC
referrals.

Flexible Housing Subsidy Pools

1.

Is there an operating Flex Pool (or elements of a Flex Pool, which includes (1)
coordinating and braiding funding streams, (2) serving as a fiscal intermediary, (3)
identifying, securing, and supporting a portfolio of units for participants, and/or (4)
coordinating with providers of housing supportive services) in the county

No

Is the county behavioral health system involved in planning efforts to launch a Flex
Pool in the county?

No

Please describe any other roles and functions the county behavioral health system
plans to take to support the operations or launch and scaling of Flex Pool in addition
to those described above

N/A

Behavioral Health Services Fund: Innovation Behavioral Health Pilot and
Projects

1.

Does the county’s plan include the development of innovation programs or pilots?
Yes

Program #1

1.

What Behavioral Health Services Act (BHSA) component will fund the
innovation program?

[OHousing Interventions

MFull Service Partnership

[OBehavioral Health Services and Supports
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a) Please describe how the innovation program or pilot will help build the
evidence base for the effectiveness of new statewide strategies

The program will build the evidence base by using SmartCare to
systematically track participant demographics, service utilization, and key
outcomes. SmartCare data will allow the County to establish baselines,
measure progress, and evaluate effectiveness over time.

b) Please describe intended outcomes of the project

SmartCare data will allow the County to track baseline measures, monitor
participant progress over time, and evaluate whether the program is
achieving meaningful improvements in stability, recovery, and quality of life.
These outcomes will support ongoing evaluation and continuous quality
improvement efforts.

Workforce Strategy

Maintain an Adequate Network of Qualified and Culturally Responsive

Providers

The county must ensure its county-operated and county-contracted behavioral health

workforce is well-supported and culturally and linguistically responsive with the population
to be served. Through existing Medi-Cal oversight processes, the Department of Health

Care Services (DHCS) will assess whether the county:

1.

3.

Maintains and monitors a network of providers that is sufficient to provide adequate
access to services and supports for individuals with behavioral health needs; and
Meets federal and state standards for timely access to care and services,
considering the urgency of the need for services.

The county must ensure that Behavioral Health Services Act (BHSA)-funded
providers are qualified to deliver services, comply with nondiscrimination
requirements, and deliver services in a culturally competent manner. Effective FY
2027-2028, DHCS encourages counties to require their BHSA providers to comply
with the same standards as Medi-Cal providers in these areas (i.e. requiring the
same standards regardless of whether a given service is reimbursed under BHSA or
Medi-Cal), as described in the Policy Manual.

a) Does the county intend to adopt this recommended approach for BHSA-
funded providers that also participate in the county’s Medi-Cal Behavioral
Health Delivery System?

Yes
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b) Does the county intend to adopt this recommended approach for BHSA-
funded providers that do not participate in the county’s Medi-Cal Behavioral
Health Delivery System?

Yes

Build Workforce to Address Statewide Behavioral Health Goals

1. Whatis the overall vacancy rate for permanent clinical/direct service behavioral
health positions in the county (including county-operated providers)? 0%

2. Upload any data source(s) used to determine vacancy rate.
[File upload_KingsCounty Workforce_Gaps_Provider_Survey]

3. For county behavioral health (including county-operated providers), please select
the five positions with the greatest vacancy rates:

[JAdvanced Emergency Medical Technicians
L] Certified Nurse Specialist

O Community Health Workers (CHW) defined in the Enhanced Community Health
Workers Services benefit

LJCommunity Paramedics

CJEmergency Medical Technicians
OLicensed Clinical Social Worker

Licensed Marriage and Family Therapist
CLicensed Professional Clinical Counselor
[Licensed Psychologist

MLicensed Vocational Nurse

[OMedical assistant

[OMedi-Cal Certified Peer Support Specialist
[IMental Health Rehabilitation Specialist
CINurse practitioner

OOccupational Therapist

COPharmacist

LIPhysician

OPhysician assistant

M Psychiatric Technician (PT)
MPsychiatrist

[IRegistered nurse

[JSubstance Use Disorder Counselor
[JOther: MH Specialist

122



4. Please describe any other key workforce gaps in the county

Within Kings County Behavioral Health (KCBH), the vacancy rate for county-
operated positions is currently zero. Most direct clinical services are delivered
through contracted community-based providers. The County’s only directly
operated program, the Children’s Psychiatric Services Clinic, is fully staffed.
Psychiatric services within this clinic are provided through contracted
psychiatric providers, ensuring continuity of specialty care.

To assess workforce gaps within Kings County’s contracted behavioral health
network, Kings County Behavioral Health administered a Workforce Gap
Provider Survey to contracted mental health and substance use disorder
providers. Survey respondents were asked to identify the positions with the
highest vacancy rates across their organizations. Among mental health
providers, the positions with the greatest reported shortages were Licensed
Marriage and Family Therapists (LMFTs), Licensed Clinical Social Workers
(LCSWs), Licensed Professional Clinical Counselors (LPCCs), Mental Health
Rehabilitation Specialists, and Psychiatrists. Among substance use disorder
(SUD) providers, the largest reported workforce gap was in Substance Use
Disorder Counselors.

Contracted providers reported that most workforce gaps continue to occur in
clinical LPHA positions, which remain the most difficult to recruit and retain.
Providers noted that low pay, few incentives, and high job demands contribute to
difficulty retaining licensed clinicians, who often have opportunities for higher
compensation in less intensive roles. Staffing shortages increase caseload
pressure, though morale and workload balance improve as teams become fully
staffed. Some providers acknowledged recent improvements in hiring and
retention, attributing these gains to increased support and collaboration from
Kings County Behavioral Health. A supportive work environment and responsive
county partnership were recoghized as key factors in retention and job
satisfaction. Additional gaps were identified in services for Transitional Age
Youth (TAY), as youth transitioning from adolescent to adult programs often
experience discomfort engaging in adult services. Providers also reported
ongoing challenges recruiting qualified and bilingual SUD counselors.

5. How does the county expect workforce needs to shift over the next three fiscal years
given new and forthcoming requirements, including implementation of new
evidence-based practices under Behavioral Health Transformation (BHT) and
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Behavioral Health Community-Based Organized Networks of Equitable Care and
Treatment (BH-CONNECT)?

Over the next three fiscal years, the county anticipates significant shifts in
workforce needs due to new and forthcoming requirements, including the
implementation of additional evidence-based practices under Behavioral Health
Transformation (BHT) and BH- CONNECT. Provider shortages in several
geographic areas will require expanded training, increased support, and ongoing
monitoring.

Additional Behavioral Health staff will be needed to dedicate sufficient time to
provide training and technical assistance. To meet fidelity standards for
Evidence-Based Practices and comply with new data-collection requirements,
the county will need an additional Quality Assurance (QA) clinician or QA
specialist (ASOC/MHSA). Program Coordinators (PCs) or unit Supervisors may
also need to take on enhanced roles to support implementation and oversight.
The county is exploring opportunities to expand CalMHSA contracts to reduce
the administration burden associated with state reporting.

A key challenge, however, is securing County Administration approval for the
additional positions required despite available funding, which may limit the
county's ability to fully meet state mandates and maintain compliance without
delays.

Address Workforce Gaps

If the county is planning to leverage the Behavioral Health Community-Based Organized
Networks of Equitable Care and Treatment (BH-CONNECT) workforce initiative to address
workforce gaps including for FSP and CSC for FEP, such as through applying for and/or
encouraging providers to apply for the following BH-CONNECT workforce programs, please
specify below.

1.

Is the county planning to leverage the BH-CONNECT workforce initiative by applying
for the Behavioral Health Scholarship Program?

Yes

Please explain any actions or activities the county is engaging in to leverage the
program.

The County is actively leveraging the BH-CONNECT workforce initiative by
disseminating information about the Behavioral Health Scholarship Program to
all staff and encouraging participation.
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Is the county planning to leverage the BH-CONNECT workforce initiative by applying
for the Behavioral Health Student Loan Payment Program?
Yes

Please explain any actions or activities the county is engaging in to leverage the
program.

The County is leveraging the Medi-Cal Behavioral Health Recruitment and
Retention Program (MBH-RRP) to support workforce sustainability. The program
provides recruitment and retention incentives, supervision support for pre-
licensure and pre-certification practitioners, and assistance with certification,
licensure, and training. These efforts are intended to strengthen the behavioral
health workforce and enhance the County’s ability to recruit and retain qualified
practitioners serving the Medi-Cal population.

Is the county planning to leverage the BH-CONNECT workforce initiative by applying
for the Behavioral Health Recruitment and Retention Program?
Yes

Please explain any actions or activities the county is engaging in to leverage the
program.

The county encourages eligible providers and staff to pursue related
opportunities, such as the Behavioral Health Scholarship Program, through
individual or entity-supported applications.

Is the county planning to leverage the BH-CONNECT workforce initiative by applying
for the Behavioral Health Community-Based Provider Training Program?
No

Is the county planning to leverage the BH-CONNECT workforce initiative by applying
for the Behavioral Health Residency Program?
No

Please describe any other efforts underway or planned in the county to address
workforce gaps aside from those already described above under Behavioral Health
Services Act Workforce, Education, and Training.

N/A
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Budget and Prudent Reserve
Download and complete the budget template using the button below before starting this

1. Please upload the completed budget template. See Appendix — budget template
uploaded.

2. Please indicate how the county plans to spend the amount over the maximum
allowed prudent reserve limit for each component if the county indicated they
would allocate excess prudent reserve funds to a given Behavioral Health Services
Act component in Table Nine of the budget template

a. Behavioral Health Services and Supports (BHSS) No excess prudent
reserve

b. Full-Service Partnership (FSP) No excess prudent reserve

c. HousingInterventions No excess prudent reserve

3. Enter date of last prudent reserve assessment: 07/01/2025

4. Please describe how the use of excess prudent reserve funds drawn down from the
local prudent reserve aligns with the goals of the Integrated Plan

a. BHSS No excess prudent reserve
b. FSP No excess prudent reserve
c. HousingInterventions No excess prudent reserve

Plan Approval and Compliance

County Administrator or Designee Certification—to be submitted with
Draft.

Please upload the completed County Administrator or Designee Certification template.

Behavioral Health Director Certification — pending final submission.

Please upload the completed Behavioral Health Director Certification template.

Board of Supervisor Certification—pending final submission.

Please upload the completed Board of Supervisor Certification template.
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Appendix

Appendix A. Kings County Behavioral Health Quality Assessment &
Performance Improvement (QAPI) Work Plan

Appendix B. Kings County Workforce Gaps Provider Survey
Appendix C. Budget Template
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QAPI Revision Cover Sheet — FY 2024/2025

Date of Revision: September 10, 2025

This revision of the Kings County Behavioral Health QAPI Work Plan and Evaluation is being
produced several months after the original submission to incorporate a newly adopted indicator:
Quality and Responsiveness of the 24/7 Access Line.

At the time of the original QAPI submission, this indicator was planned but left blank pending further
refinement. Since that time, QA has continued to conduct monthly test calls and compile quarterly
results using the DHCS Step-2 State Report Form. These activities have now been formally integrated
into the QAPI process for FY 24/25 to strengthen monitoring and improvement efforts related to
access to care.

This revision includes:

¢ Indicator Addition: “Quality and Responsiveness of 24/7 Access Line” added where the
prior placeholder existed.

e Analysis: Incorporates FY 23/24 baseline data from quarterly test calls, showing strengths
in language access and urgent condition response, as well as challenges in problem
resolution/fair hearing information and logging requirements.

e Action: Establishes FY 24/25 improvement activities, including targeted staff training,
reinforced logging practices, and quarterly reporting to promote accountability.

e  Prior Year Action and Result: Documents that in FY 22/23, test call monitoring was
conducted by QA but not included in the QAPI framework, limiting its use for systematic
monitoring and performance improvement.

This revision ensures the QAPI reflects a complete set of indicators, analysis, and planned actions,
and brings the document current to the quality improvement activities that will guide the FY 24/25
cycle.

Kings County Behavioral Health

Quality Assessment & Performance Improvement (QAPI) 24-25 Work Plan with 23-24 Evaluation
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INTRODUCTION

In accordance with the California Code of Regulations (CCR), Title 9, Section 1810.440, Kings
County Behavioral Health (KCBH) has a Quality Assurance (QA) Team that performs quality
assessment and performance improvement (QAPI) activities pursuant to the Department of
Health Care Services (DHCS) Mental Health Plan (MHP) Contract. As part of the required
activities, KCBH produces an annual QAPI Work Plan via its Quality Improvement Committee
(QlC), which is comprised of County and Contracted Mental Health providers and community
and county partners.

The goal of the KCBH QAPI activities is to ensure Kings County beneficiaries have appropriate
access to timely, quality specialty mental health services as demonstrated through measurable
outcomes.

PURPOSE AND STRUCTURE

Within KCBH’s Administration Division is the Quality Assurance (QA) Team, which reports to the
KCBH Deputy Director. The KCBH QA Team consists of a QA Manager, a QA Licensed Clinician, a
Business Applications Specialist, two QA Specialists, and an Office Assistant.

The purpose of the KCBH QA Team is to establish a written description (QAPI Work Plan) by
which the specific structure, process, scope and role of this plan is articulated. Beginning with
fiscal year (FY) 2019-2020, significant revision took place to the KCBH QAPI Work Plan due to
the transition of Managed Care operation and oversight from its previous County contracted
provider to the County. Significant changes were also due to the incorporation of the Managed
Care regulatory and reporting changes that occurred with DHCS’ implementation of the ‘Final
Rule’ that started in FY 2017-2018 continuing through 2018-2019. As such, starting fiscal year
2019-2020, the KCBH QA Team became the oversight for monitoring performance in the
following areas, and began baseline development for future trend analysis:

e Beneficiary and System Outcomes

o Beneficiaries Served and o ANSA data
Demographics o CANS/PCS-35 Data

o Timeliness of Services o Consumer Perception Survey

o 24/7 Access Line o Discharge Disposition

e Utilization Management and Utilization Review

o Service Utilization (over- and o No-Show Rates
under-utilization) o Chart Review

o Claims Data o Medication Monitoring

o Engagement Rates o Hospitalization Rate
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e Provider Network Adequacy, Credentialing, and Monitoring
o Network Adequacy Provider o

Counts

e Beneficiary Protections

o Grievances

O

@)

e Cultural and Linguistic Competency
o Cultural Competency

Training

@)

@)

Time and Distance Standards
Provider (Re)Credentialing

Appeals

Language Access Utilization
Community Outreach

Metric development is done on a continuous basis as these measures continue to be designed.
Monitoring is conducted quarterly for the metrics developed and are reviewed and discussed at
the KCBH Quality Improvement Committee (QIC). The measures are reconciled at fiscal year
end into an annual evaluation of the QAPI Work Plan for use in development of the proceeding
fiscal year annual QAPI Work Plan update.

COMMITTEES

Kings County Behavioral Health has several committees that comprise the structure of oversight
to the Behavioral Health System of Care. While some are specific to the operations of QA Unit,
the workflow below depicts the larger oversight of key committees.

Kings County Behavioral Health (KCBH) System of Care Committees

KCBH Quality Improvement Committee (QIC) Lead:
Lead: Grant Zweifel

Oversee the Mental Health Plan
compliance with DHCS Contracts and EQRO Standards

f

Adult System of

Care (ASOC) Committee
Lead: Polo Ortiz

Oversee Adult & Older Adult
System of Care to ensure
accessible, timely, quality

Services with positive outcomes

Children’s System of

Care (CSOC) Committee
Lead: Stephanie Bealer
Oversee Children’'s and TAY
System of Care to ensure
accessible, timely, quality

services with positive outcomes

Committee
Lead: Juan Torres

System of Care to ensure

requirements

Substance Use Disorder
System of Care (SUD SOC)

Oversee Substance Use Disorder

Compliance with Drug Medi-Cal (DMC)
and SABG (Substance Abuse Block Grant)

Cultural Humility Task Force

Lead: Brenda Tamayo-Pagan

Oversee the DHCS cultural competency
requirements and plan, ensuring

the system of care is culturally

and linguistically competent

Internal Administrative Working Groups

Documentation Committee
Lead: Amy Brisky

Review, develop, and implement
documentation tools, processes,
and trainings to ensure
compliance with DHCS
documentation standards

Utilization Review Committee
Lead: Amy Brisky

Conduct ongoing chart reviews to
ensure compliance with DHCS
documentation standards

Title 42/Compliance Committee
Lead: Christi Lupkes

Ensure the system of care is
compliant with all HIPAA,
confidentiality, and program
integrity standards Federally and
of DHCS

Medication Monitoring EHR User Group

Committee ) Lead: Grant Zweifel
Lead: Dr. Whisenhunt/ Ongoing working group

Sara Ruffo to discuss EHR platform
Oversee medication practices| |Use

Including formulary, training,
and documentation




PRIOR YEAR EVALUATION AND NEW YEAR FOCUS AREAS

KCBH evaluated the performance of the measures outlined within the fiscal year (FY) 2023-2024 MHP
QAPI Work Plan and presented the results at the December 10, 2024 Quality Improvement Committee.
Below is the summary of the results of that evaluation, as well as the focus areas identified for the FY
2024-2025 QAPI Work Plan.

FY 2023-2024 EVALUATION SUMMARY

Kings County Behavioral Health Mental Health Plan met the following goals in FY 2023/2024:

e Met and exceeded state’s timely access among first access to medication services and follow-up
appointments post psychiatric hospitalization.

Met and exceeded the state’s timeliness to first offered SMHS appointment.

Satisfaction rating of 4.46 (out of 5) among adults clients and 4.12 (out of 5) among child/youth
clients and caregivers/parents.

Hospital 30-day readmission rate remains below 10%.

Network adequacy certification for provider ratios met state standards.

Met and exceeded 90% compliance standard for medication monitoring.

Network adequacy certification for provider ratios met state standards.

Below is a summary of the MHP’s goals and outcomes detailed further within this Plan.

e Services are Accessible: Data not available

o Due to changes in the state’s external quality review organization and review processes
in 2024, Kings County Behavioral Health (KCBH) did not have access to the historical
Claims Data reports required to fully populate metrics related to the number served,
penetration rates, and related breakdowns by age, race/ethnicity, and service type.

e Services are Timely:

o Timeliness among first entry into medication support services and re-entry from post-
psychiatric hospitalization remains timely. First entry into medication support services
took on average 8.67 business days with 89% of all referrals meeting state standard of
15 business days, and the average length of re-entry post-psychiatric hospitalization
took on average 4.29 calendar days with 88% meeting the HEIDIS standard of 7 calendar
days.

o Timeliness from first request for specialty mental health services to first offered
appointment remain above the state standard (10 business day/80% met) landing at



5.19 business days on average with 89% of all requests meeting the 10-business day
standard. Timeliness from first request for specialty mental health services to first
rendered services land at 9.80 business days on average with only 73% of all requests
meeting the 10-business day standard.

o Timeliness for entry into services for those experiencing an urgent condition is on
average 73.64 hours (3.07 days) with 65.83% meeting the state’s 48-hour (2 days)
timeliness standard.

e Services are of Quality to Consumers:

o For the May 2023 Consumer Perception Survey, satisfaction among caregivers and
youth consumers was generally positive, with a total satisfaction rating of 4.12 (out of
5) based on completed responses. This included ratings of 4.18 (83.94%) for service
understanding, 4.25 (87.34%) for perceived quality of services, and 3.85 (71.57%) for
accessibility. Satisfaction among adult and older adult consumers was also positive, with
a total satisfaction rating of 4.46 (86.93%) based on completed responses. This included
ratings of 4.10 (79.03%) for service understanding, 4.26 (82.14%) for perceived quality of
services, and 3.87 (65.76%) for accessibility.

e Services Produce Measurable Outcomes: Insufficient data for measuring

o While in prior year reports, children experienced a 70% reduction in actionable
treatment needs per the measurement comparison of the initial Child Adolescent Needs
and Strengths (CANS) assessment at time of entry with the CANS completed at
discharge, in FY 23/24 the MHP was unable to pull this report due to conversion to a new
electronic health records (EHR) system.

o The Adult Needs and Strengths Assessment (ANSA) dashboard has not yet been
developed.

e Services are Appropriately Delivered:

o Due to changes in the state’s external quality review organization and review processes
in 2024, Kings County Behavioral Health (KCBH) did not have access to the historical
Claims Data reports.

o Grievances decreased with no identified pattern or trend.
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o Appeals experienced an increase. This 23/24 fiscal year saw an 80% increase in appeal
requests from FY 22/23 (from 5 appeal requests to 8 requests). However, due to the
small sample size, this change is not significant.

o Hospitalizations experienced an increase of 23%, and readmissions within 30-days
experienced an increase most notably among children’s, although still under 10%
readmission rate.

e There is an Adequate Network of Providers: Goal Met
o Asof 2019, the MHP provider network significantly increased, and as such received
certification by DHCS during the 2019, 2020, 2021, 2022, and 2023 annual submission
as meeting network adequacy for provider ratio. This includes a children’s reserve
capacity contract.

e Services are Documented in Accordance with State Standards:
o Chart review compliance fell below the 90% compliance rate goal in total (84.42%), but
medication monitoring compliance was (91.86%).

e Services and Workforce are culturally and linquistically competent: Insufficient data for
measuring

o Data limitations have historically made it difficult to create meaningful measurements;
however, the MHP will be leveraging the new EHR and Relias platform to improve data
collection and develop meaningful metrics for Language Line utilization and cultural
competency training in FY 24/25.

Kings County Behavioral Health 9
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FY 2024-2025 FOCUS AREAS FROM FY 2023-2024 EVALUATION

For FY 2024-2025, Kings County Behavioral Health (KCBH) is building on the progress made during FY
2023-2024. A major milestone achieved was the successful conversion to the CalMHSA-hosted
Streamline SmartCare electronic health records (EHR) system, replacing the Kings View-hosted Cerner
Anasazi system as of July 1, 2023. To ensure continued access to historical data, the department has
also established hosting for its legacy EHR system.

The focus for FY 2024-2025 includes several key initiatives aimed at improving data capabilities and
reporting:

e Enhancing EHR Data Collection Capabilities:
o Improve data collection processes within the new EHR system to support robust quality
assurance reporting.
o Ensure key metrics are accurate and readily available to facilitate data-driven decision-
making.
e Developing Alternate Data Sources:
o Address the loss of specific data previously provided by Behavioral Health Concepts
(BHC), the State’s former external quality review organization.
o Prioritize the development of data sources for key areas, including:
= Clients served, broken down by demographics.
= Penetration rates.
= Claims data related to clients served and services provided.
e Advancing Reporting and Dashboards:
o Collaborate with a data/reports consultant to develop dashboards and reports for:
= Child and Adolescent Needs and Strengths (CANS).
= Adult Needs and Strengths Assessment (ANSA).
= No-show rates.
= Discharge disposition trends.
= Network adequacy monitoring.
¢ Improving Consumer Perception Surveys:
o Implement methods to reduce incomplete or missing responses in consumer perception
surveys.
¢ Integrating CertifyOS Provider Certification Dashboard:
o Leverage the CertifyOS platform to populate the QAPI Work Plan with meaningful
metrics for provider certification and recertification processes.

These focus areas will ensure KCBH continues to enhance data collection and reporting capabilities
while addressing key quality improvement priorities for FY 2024-2025.

Kings County Behavioral Health 10

Quality Assessment & Performance Improvement (QAPI) 24-25 Work Plan with 23-24 Evaluation



CURRENT YEAR PERFORMANCE MONITORING

KCBH will monitor performance of the aforementioned measures in a meaningful method that includes
goals, objectives, indicators/measures, measurement and interpretation. It is the intent that these
measures will be tracked over each fiscal year to identify any patterns or trends that reveal areas of
success and areas of improvement needed.

GOAL 1: BENEFICIARY AND SYSTEM OUTCOMES

Kings County MHP will provide accessible, timely, quality services that produce measurable results in
promoting and sustaining wellness, recovery, and resiliency among individuals with serious emotional
disturbances (SED) and severe mental illness (SMI).

OBJECTIVE 1.1: SERVICES ARE ACCESSIBLE

INDICATOR: COUNT AND PENETRATION RATES OF CONSUMERS SERVED, ALL AND BY AGE GROUP

ANALYSIS: Due to changes in the state’s external quality review organization and review processes in
2024, Kings County Behavioral Health (KCBH) did not have access to the historical Claims Data reports
required to fully populate metrics related to the number served, penetration rates, and related
breakdowns by age, race/ethnicity, and service type. KCBH is actively working with the state and the
county’s electronic health record (EHR) vendor and host to address these data gaps to ensure the
timely and accurate reporting of these metrics in future QAPI Work Plans.

ACTION: Despite current data limitations, KCBH is committed to meeting the accessibility needs of our
community and addressing historical disparities. Future QAPI reports will reflect updated metrics and
an evaluation of progress once access to the necessary data is restored.

PRIOR YEAR ACTION AND RESULT: The low penetration rate among children ages 6-17 continued to be a
focus of the KCBH Children System of Care Committee during fiscal year 2020/21 & 2021/22. During
2020/21 discussion, it was noted that with the reopening of schools post-COVID closure, school-based
mental health services and referrals would be reinvigorated, and as such this measure was monitored
for progress with impact anticipated in 2022 and beyond which per the 2022 claims data proved true.
While data for 2023 was unavailable, the trends observed in 2022 suggested a continued recovery in
service accessibility following the initial impacts of COVID-19. The number of individuals served
increased by 15% across all ages and by 33% among 6- to 17-year-olds from 2021 to 2022.
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INDICATOR: CONSUMER SERVED AND PENETRATION RATE BY RACE/ETHNICITY

ANALYSIS: Due to changes in the state’s external quality review organization and review processes in 2024, Kings County Behavioral Health (KCBH)
did not have access to the historical Claims Data reports required to fully populate metrics related to the number served, penetration rates, and
related breakdowns by age, race/ethnicity, and service type. KCBH is actively working with the state and the county’s electronic health record (EHR)
vendor and host to address these data gaps to ensure the timely and accurate reporting of these metrics in future QAPI Work Plans.

ACTION: Despite current data limitations, KCBH is committed to meeting the accessibility needs of our community and addressing historical
disparities. Future QAPI reports will reflect updated metrics and an evaluation of progress once access to the necessary data is restored.

PRIOR YEAR ACTION AND RESULT: The MHP increased media campaigns and outreach in 2021/22 and 2022/23 to ensure the public was aware
services were open and available to include telehealth options. It was anticipated any increase based on outreach would be seen potentially in
2022 claims data. The 2022 claims data has shown increased access in services, most notably among the Hispanic/Latino and Native American
populations. Although data for 2023 was unavailable, trends observed in 2022 indicated a continued recovery, with service penetration rates
improving from 3.51% in 2021 to 3.81% in 2022. The most notable increases were among Hispanic/Latino populations, which saw a 22% rise in
individuals served.

Unique Count of Medi-Cal Beneficiaries & Penetration Rates, by Race/Ethnicity, Receiving SMHS (with at least one approved claim)

FY Hispanic/ Latino | Pene. Caucasian Pene. Other Pene. African Pene. Asian/Pac. | Pene. Native American | Pene.
Count/% Rate Count/% Rate Count/% Rate American | Rate Islander Rate Count/% Rate
Count/% Count/%
2016 1,133/47% 2.97% | 772/32% 7.74% 253/10% 5.21% 204/8% 7.49% 53/2% 3.17% 13/.05% 7.10%
2017 1,205/46% 3.12% | 779/30% 7.99% 366/14% 6.53% 212/8% 7.74% 44/2% 3.53% 15/.06% 6.98%
2018 1,316/47% 3.36% | 866/31% 9.15% 294/10% 4.82% 262/9% 9.63% 50/2% 4.06% 36/1% 15.25%
2019 1,352/50% 3.42% | 816/30% 8.78% 236/9% 3.75% 228/9% 8.45% 40/1% 3.33% 24/.09% 9.96%
2020 1,227/50% 3.06% | 752/30% 8.22% 262/11% 3.69% 179/7% 6.73% 36/1% 2.92% 20/0.8% 7.97%
2021 1,161/51% 2.73% | 669/29% 7.11% 240/11% 2.82% 160/7% 5.92% 33/1% 2.46% 14/1% 5.76%
2022 1,411/54% 3.14% | 691/26% 7.23% 282/11% 2.83% 174/7% 6.27% 39/1% 2.77% 26/1% 9.81%
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INDICATOR: QUALITY AND RESPONSIVENESS OF 24/7 ACCESS LINE

Analysis: Test call monitoring was conducted quarterly using the DHCS Step-2 State Report Form, and results for FY 23/24 showed variable
compliance across categories. Language capability consistently achieved 100% compliance, and information about urgent conditions also
performed strongly, reaching 90% or higher in multiple quarters. In contrast, categories requiring problem resolution and fair hearing information,
as well as logging elements such as beneficiary name, request date, and disposition, showed persistent deficiencies, with compliance rates often
ranging between 40% and 70%, well below the 90% goal. While performance improved modestly by Q4, notable gaps in documentation and
communication of beneficiary rights remained evident.

ACTION: For FY 23/24, monthly test calls were conducted by QA with quarterly aggregation and review; however, the results had not yet been
incorporated into the QAPI framework. With the adoption of this measure into the FY 24/25 QAPI, the focus moving forward will be on using the
data to drive improvement. Targeted staff training will address problem resolution and fair hearing requirements to ensure consistent scripting,
and a logging checklist will be reinforced to strengthen documentation of the beneficiary’s name, date, and disposition. The QAPI goal is set at
achieving at least 90% compliance in each category, with an interim target of 85% mid-year. In addition, quarterly compliance results will be shared
with Access Line staff and supervisors to promote accountability and ongoing performance improvement.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, test call monitoring was not part of the QAPI plan, and Access Line oversight relied primarily on call
logs and consumer reports without standardized quality testing. As a result, gaps in systematic monitoring limited the ability to identify trends or
staff training needs.
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OBJECTIVE 1.2: SERVICES ARE TIMELY

INDICATOR: TIMELINESS OF FIRST ENTRY FOR CLINICAL SERVICE, NON-URGENT CONDITION

ANALYSIS: For FY 23/24, we were unable to obtain a full year of data due to the Electronic Health Record (EHR) conversion that happened at the
beginning of Q1 and into Q2 and the unavailability of certain reports that were typically accessible in prior years. However, even with the data
limitation, the length of time from initial request for service first offered service was an average of 5.19 business days for all ages of which 89% met
the 10 business day DHCS standard. Additionally, the length of time from initial request for service to first kept appointment was an average of 9.80
business days for all ages of which 73% met the 10-business day DHCS standard.

ACTION: With ongoing updates and changes to the EHR, better data tracking will occur for the coming fiscal year to ensure accurate data reporting.

PRIOR YEAR ACTION AND RESULT: A Performance Improvement Project (PIP) for timeliness was in effect to focus on addressing timeliness for
services. Despite the results of a performance improvement project, the lack of comprehensive data for the current period limits our ability to draw
direct comparisons or assess trends in the same manner as in prior years. However, for FY 22/23, all areas were in compliance with DHCS standards
for timeliness.
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15T REQUEST FOR SERVICE TO 1°T OFFERED APPOINTMENT (IN BUSINESS
DAYS)-DHCS Standard: 10 Bus. Days/80% of Appts Must Meet Std

15T REQUEST FOR SERVICE TO 1°T KEPT APPOINTMENT (IN BUSINESS DAYS)-
DHCS STANDARD: 10 BUS. DAYS/80% OF APPTS MUST MEET STD

All Adult Children’s
. . . Foster Care
Services Services Services
4.68 Mean 2.27 Mean 2.88 Mean 8.91 Mean
FY 18/19 1 Median 1 Median 1 Median 7 Median
7.28 Std Dev. | 8.15Std Dev. | 6.20 Std Dev. | 7.51 Std Dev.
95% Met Std | 98% Met Std | 90% Met Std | 70% Met Std
1.61 Mean 1.15 Mean 2.47 Mean 8.42 Mean
FY 19/20 0 Median 0 Median 0 Median 7.5 Median
5.30 Std Dev. | 4.54 Std Dev. | 6.38 Std Dev. | 8.17 Std Dev.
96% Met Std | 96% Met Std | 92% Met Std | 67% Met Std
7.5 Mean 6.3 Mean 9.5 Mean 8.7 Mean
FY 20/21 6 Median 5 Median 8 Median 8 Median
1-82 Range 1-52 Range 1-82 Range 2-23 Range
79% Met Std | 83% Met Std | 71% Met Std | 75% Met Std
15.04 Mean 12.57 Mean 17.26 Mean 13.93 Mean
13 Median 11 Median 17 Median 9.50 Median
FY 21/22 | 11.18 Std Dev | 10.89 Std Dev | 10.97 Std Dev | 9.79 Std Dev
1-114 Range 1-114 Range 1-63 Range 1-37 Range
43% Met Std | 50% Met Std | 36% Met Std | 53% Met Std
14.68 Mean 11.68 Mean 17.49 Mean 20.89 Mean
FY 22/23 12 Median 11 Median 12 Median 15 Median
1-78 Range 1-76 Range 1-78 Range 1-77 Range
46% Met Std | 48% Met Std | 45% Met Std | 35% Met Std
5.19 Mean 2.95 Mean 7.54 Mean 8.22 Mean
FY 23/24 4.00 Median 2.00 Median 8.00 Median 10 Median
1-19 Range 1-13 Range 1-19 Range 1-12 Range

89% Met Std

99% Met Std

77% Met Std

78% Met Std

Kings County Behavioral Health

All Adult Children’s
. . . Foster Care

Services Services Services
2.59 Mean 2.43 Mean 2.99 Mean 15.13 Mean

FY 18/19 1 Median 1 Median 1 Median 11 Median
8.34 Std Dev. 8.97 Std Dev. 6.61 Std Dev. 13.45 Std Dev.
92% Met Std 97% Met Std 83% Met Std 34% Met Std
6.35 Mean 5.97% Mean 7.10 Mean 10.05 Mean

FY 19/20 2 Median 1 Median 4 Median 9 Median
12.19 Std Dev. | 13.09 Std Dev. | 10.14 Std Dev. | 8.22 Std Dev.
82% Met Std 85% Met Std 77% Met Std 54% Met Std
10.2 Mean 7.5 Mean 13.7 Mean 13.8 Mean

FY 20/21 7 Median 6 Median 9 Median 12 Median
1-275 Range 1-61 Range 1-275 Range 2-54 Range
71% Met Std 80% Met Std 76% Met Std 80% Met Std
17.25 Mean 15.70 Mean 18.96 Mean 17.54 Mean
14 Median 12 Median 17 Median 14 Median

FY 21/22 | 14.85 Std Dev | 15.58 Std Dev | 13.79 Std Dev | 14.10 Std Dev
1-114 Range 1-114 Range 1-85 Range 2-57 Range
40% Met Std 45% Met Std 34% Met Std 44% Met Std
18.73 Mean 12.15 Mean 23.40 Mean 33.74 Mean

FY 22/23 14 Median 11 Median 16 Median 25 Median
1-144 Range 1-76 Range 1-120 Range 1-144 Range
39% Met Std 48% Met Std 33% Met Std 19% Met Std
9.80 Mean 3.75 Mean 16.21 Mean 19.33 Mean

FY 23/24 5.00 Median 3.00 Median 13.00 Median | 14.00 Median
1-115 Range 1-34 Range 1-115 Range 2-64 Range

73% Met Std

98% Met Std

43% Met Std

33% Met Std
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INDICATOR: TIMELINESS OF FIRST ENTRY FOR PSYCHIATRIC SERVICE, NON-URGENT CONDITION
ANALYSIS: For FY 23/24, we were unable to obtain a full year of data due to the Electronic Health Record (EHR) conversion that happened at the
beginning of Q1 and into Q2 and the unavailability of certain reports that were typically accessible in prior years. Due to this, there is no accurate or

sufficient data to report at this time.
ACTION: With ongoing updates and changes to the EHR, better data tracking will occur for the coming fiscal year to ensure accurate data reporting.

PRIOR YEAR ACTION AND RESULT: A Performance Improvement Project (PIP) for timeliness was in effect to focus on addressing timeliness for
services. Despite the results of a performance improvement project, the lack of comprehensive data for the current period limits our ability to draw
direct comparisons or assess trends in the same manner as in prior years. However, for FY 22/23, all areas were in compliance with DHCS standards

for timeliness.
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15T REQUEST TO 1°T OFFERED PSYCHIATRY APPT (IN BUSINESS DAYS)-DHCS
Standard: 15 Bus. Days/80% of Appts Must Meet Std

15T REQUEST TO 15T KEPT PSYCHIATRY APPT (IN BUSINESS DAYS)-DHCS
STANDARD: 15 BUS. DAYS/80% OF APPTS MUST MEET STD

All Adult Children’s
. . . Foster Care
Services Services Services
FY 18/19 | Length of time from first request to first kept psychiatry appt is a
new measure added to EQRO Timeliness Report in FY 20/21;
FY 19/20 therefore, data began being measured in 20/21.
20.3 Mean 23.9 Mean 8.4 Mean 0 Mean
FY 20/21 13 Median 18 Median 6 Median 0 Median
2-281 Range 2-281 Range 2-26 Range 0 Range
55% Met Std 45% Met Std 85% Met Std 0% Met Std
13.49 Mean 13.94 Mean 11.36 Mean 15 Mean
7 Median 6 Median 9 Median 14 Median
FY 21/22 | 15.31Std Dev | 16.15 Std Dev | 10.11 Std Dev | 8.60 Std Dev
1-82 Range 1-82 Range 2-58 Range 5-26 Range
73% Met Std 71% Met Std 85% Met Std 67% Met Std
12.15 Mean 11.16 Mean 16.35 Mean 19.83 Mean
FY 22/23 10 Median 9 Median 14 Median 18.50 Median
2-47 Range 2-47 Range 2-47 Range 6-33 Range

75% Met Std

81% Met Std

56% Met Std

75% Met Std

All Adult Children’s
. . . Foster Care
Services Services Services
20.22 Mean 20.50 Mean 18.92 Mean 13.00 Mean
FY 18/19 19 Median 19 Median 17 Median 15 Median
12.37 Std Dev. | 12.85 StdDev | 9.45 Std Dev. 7.07 Std Dev.
38% Met Std 37% Met Std | 47% Met Std 50% Met Std
14.78 Mean 15.07 Mean 13.52 Mean 13.5 Mean
FY 19/20 10 Median 9.5 Median 10.5 Median 13.5 Median
13.39 Std Dev | 14.02 StdDev | 9.87 Std Dev 10.53 StdDev
65% Met Std 64% Met Std | 67% Met Std 50% Met Std
10.9 Mean 10.5 Mean 12.3 Mean 11 Mean
FY 20/21 6 Median 6 Median 6 Median 11 Median
1-267 Range 1-264 Range | 2-267 Range 3-19 Range
86% Met Std 87% Met Std | 83% Met Std 50% Met Std
7.63 Mean 7.14 Mean 10.18 Mean 15 Mean
5 Median 5 Median 7 Median 14 Median
FY 21/22 | 7.15 Std Dev 6.80 Std Dev | 8.34 Std Dev 8.60 Std Dev
1-43 Range 1-43 Range 2-40 Range 5-26 Range
90% Met Std 91% Met Std | 86% Met Std 67% Met Std
8.67 Mean 6.50 Mean 16.99 Mean 14.82 Mean
FY 22/23 7 Median 6 Median 13 Median 17 Median
1-61 Range 2-54 Range 2-61 Range 1-28 Range

89% Met Std

99% Met Std

86% Met Std

45% Met Std
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INDICATOR: TIMELINESS OF FIRST ENTRY FOR URGENT CONDITION

ANALYSIS: For FY 23/24, we were unable to obtain a full year of data due to the Electronic Health Record (EHR) conversion that happened at the
beginning of Q1 and into Q2 and the unavailability of certain reports that were typically accessible in prior years. This created an issue with
reporting for Q1 only. However, even with the data limitation, the length of time from initial request for service for an urgent condition to rendered
service where prior authorization was not required was an average of 73.64 hours (3.07 days) for all ages of which 65.83% met the 48-hour DHCS
standard.

There is also an area where the MHP is to report on urgent conditions that require prior authorization for service; however, there were none
meeting this requirement therefore no data to report.

ACTION: The non-clinical Performance Improvement Project (PIP) aimed at improving the definition, identification, process, and tracking of urgent
conditions was successfully completed in October 2023. The intervention focused on standardizing the process for identifying and responding to
urgent conditions across the MHP, which was implemented and approved by the Adults System of Care, Children’s System of Care, and
Documentation committees in October 2021. As a result of the project, a more consistent and timely approach for identifying beneficiaries with
urgent conditions was established.

PRIOR YEAR ACTION AND RESULT: Although the intervention itself has been successfully completed, data tracking continues monthly across all MHP
provider sites. Data is analyzed and reported quarterly to all relevant stakeholders, ensuring ongoing monitoring and evaluation to assess the
effectiveness of the intervention and continued progress toward the PIP’s goals.



AVERAGE LENGTH OF TIME FOR URGENT APPOINTMENT THAT DO NOT
REQUIRE PRIOR AUTHORIZATION (IN HOURS)-DHCS Standard: 48
HOURS/80% of Appts Must Meet Std

AVERAGE LENGTH OF TIME FOR URGENT APPOINTMENT THAT REQUIRES
PRIOR AUTHORIZATION (IN HOURS)-DHCS STANDARD: 96 HOURS/80% OF
APPTS MUST MEET STD

All Adult
Services Services

Children’s

. Foster Care
Services

FY
16/17

FY
17/18

FY
18/19

FY
19/20

FY
20/21

FY
21/22

FY
22/23

All Adult Children’s
. . . Foster Care

Services Services Services
4.26 Mean 4.50 Mean 3.85 Mean 8 Mean

FY 18/19 8 Median 6 Median 9 Median 8 Median
3.43 Std Dev. 3.59 Std Dev. 3.91 Std Dev. 0 Std Dev.
35% Met Std 25% Met Std 50% Met Std 0% Met Std

Reported in hours as of FY 19/20

61.20 Mean 79.38 Mean 27.43 Mean 0 Mean

FY 19/20 36 Median 48 Median 0 Median 0 Median
85.82 Std Dev. | 98.17 StdDev 44.75 Std Dev. 0 Std Dev.
65% Met Std 54% Met Std 86% Met Std 0% Met Std
138 Mean 123.75 Mean 96 Mean 576 Mean

FY 20/21 96 Median 84 Median 60 Median 576 Median
0-840 Range 0-672 Range 0-312 Range 312-840 Rg.
43% Met Std 44% Met Std 50% Met Std 0% Met Std
98.93 Mean 98.53 Mean 104 Mean 0 Mean
48 Median 24 Median 48 Median 0 Median

FY 21/22 | 175.50 Std Dev | 191.98 Std Dev | 162.16 Std Dev | O Std Dev
0-840 Range 0-840 Range 0-696 Range 0-0 Range
71% Met Std 79% Met Std 50% Met Std 0% Met Std
89.47 Mean 38.82 Mean 136.74 Mean 40 Mean

FY 22/23 24 Median 24 Median 72 Median 24 Median
0-1200 Range 0-504 Range 0-1200 Range 24-72 Range
63% Met Std 82% Met Std 45% Met Std 67% Met Std
73.64 Mean 35.80 Mean 141.42 Mean 384 Mean

FY 23/24 24 Median 24 Median 72 Median 384 Median
0-624 Range 0-264 Range 0-624 Range 288-480 Range

65.8% Met Std

79.6% Met Std

40.8% Met Std

0% Met Std

FY
23/24

No appts that require prior authorizations




INDICATOR: TIMELINESS OF POST-PSYCHIATRIC INPATIENT DISCHARGE

ANALYSIS: In FY 23/24, Kings MHP had 355 post-psychiatric hospitalization appointments of which 312 (88%) of the follow-up appointments fell
within the 7-calendar day HEIDIS standard, with the average number of calendar days for all follow-up appointments at 4.29 days. This decreased

from 22/23 7.11 mean and remains within the 7-day HEIDIS standard.
ACTION: Measures are within HEIDIS standard therefore no action is necessary.

PRIOR YEAR ACTION AND RESULT: There was no action identified in 23/24.



AVERAGE LENGTH OF TIME FOR A FOLLOW-UP APPOINTMENT AFTER HOSPITAL DISCHARGE (IN DAYS)

All Services Adult Services Children’s Services  Foster Care
6.32 Mean 6.17 Mean 7.41 Mean
FY 16/17 4 Median 4 Median 3 Median N/A
8.04 Std Dev. 7.41 Std Dev. 11.77 Std Dev.
3.48 Mean 3.18 Mean 7.89 Mean 3.83 Mean
FY 17/18 1 Median 1 Median 4 Median 4 Median
7.24 Std Dev. 7.07 Std Dev. 10.36 Std Dev. 3.97 Std Dev.
7.18 Mean 7.17 Mean 7.46 Mean 5.33 Mean
FY 18/19 5 Median 5 Median 5 Median 5 Median
73% Met Std 73% Met Std 69% Met Std 100% Met Std
2.97 Mean 2.95 Mean 3.14 Mean 2.86 Mean
FY 19/20 2 Median 2 Median 3 Median 2 Median
94% Met Std 93% Met Std 97% Met Std 86% Met Std
5.27 Mean 4.94 Mean 5.97 Mean 7.11 Mean
FY 20/21 3 Median 3 Median 4 Median 3 Median
84% Met Std 86% Met Std 79% Met Std 72% Met Std
5.29 Mean 5.34 Mean 5.14 Mean 5.40 Mean
FY 21/22 3 Median 3 Median 3.5 Median 3.5 Median
86% Met Std 87% Met Std 83% Met Std 70% Met Std
7.11 Mean 7.93 Mean 4.31 Mean 2 Mean
FY 22/23 3 Median 3 Median 2 Median 2 Median
84.77% Met Std 82.45% Met Std 97.73% Met Std 100% Met Std
4.29 Mean 4.27 Mean 4.31 Mean 4.63 Mean
FY 23/24 2 Median 2 Median 2 Median 4 Median
7.02 Std Dev. 7.42 Std Dev. 5.02 Std Dev. 4.50 Std Dev.
87.89% Met Std 89.58% Met Std 81.36% Met Std 75% Met Std
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OBJECTIVE 1.3: SERVICES ARE OF QUALITY TO CONSUMERS

INDICATOR: CONSUMER SATISFACTION SURVEY

ANALYSIS: For the May 2023 Consumer Perception Survey, assessing and comparing satisfaction among beneficiaries and caregivers was

challenging due to a high percentage of consumers and family members not completing certain questions, marked as “N/A or Missing”. The “# of

Surveys” column shows the total number of surveys collected, while the percentages reflect only those who responded to each question. This

provides a more accurate representation of respondents' perceptions of the services received.

ACTION: Continue with administering the survey in paper form for all those who have in-person services while in the lobby for their appointment
and only offering online surveys to those who receive their service through telehealth, but ask clinics to have staff check in with survey takers to
encourage completion of survey.

PRIOR YEAR ACTION AND RESULT: Increase number of individuals completing a survey by administering the survey in paper form for all those who

have in-person services while in the lobby for their appointment and only offering online surveys to those who receive their service through

telehealth. This was shown to significantly increase the number of individuals starting a survey, but did not reduce the number not completing a

survey among adults.

CONSUMER PERCEPTION SURVEYS (CPS) RESULTS

Question Category (Likert scale 1 to 5, with 5 most satisfied)

# of
Survey Date Surveys Satisfaction Access Informed Consent/ Effectiveness/ Well-
Participation Being
May 2019 Adult/OA 274 4.48 (89.6%) 4.28 (87.4%) 4.40 (85.2%) 3.96 (77.0%)
(13.9% neutral)
May 2019 C/Y & Family 131 4.4 (84.4%) 4.37 (79.6%) 4.34 (84.0%) 4.01 (65.1%)
(20.6% neutral)

Kings County Behavioral Health
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Question Category

(28.21% N/A or Missing)

(28.21% N/A or Missing)

(31.20% N/A or Missing)

# of
Survey Date Surveys Satisfaction Access Informed Consent/ Effectiveness/ Well-
Participation Being
Nov 2019 Caregiver (0-11) 24 4.17 (81.9%) 4.14 (87.5%) 4.24 (86.6%) 3.9 (72.7%)
(11% neutral)
Nov 2019 Youth (12-17) 28 4.22 (78.6%) 4.15 (79.8%) 4.26 (75.8%) 3.89 (65.3%)
(20.1% neutral)
Nov 2019 Adult (18-59) 80 4.49 (90.4%) 4.24 (79.6%) 4.31 (81.4%) 3.91 (59.0%)
(19.3% neutral)
Nov 2019 Older Adult (60+) 4 4.72 (91.7%) 4.33 (83.3%) 4.39 (84.1%) 3.71 (59.4%)
(15.6& neutral)
June 2020 Adult/OA 51 4.20 (56.86%) 4.01 (50.65%) 4.24 (50.45%) 3.62 (34.19%)
(38.56% N/A or Missing) | (43.14% N/A or Missing) | (43.85 % N/A or Missing) (43.63% N/A or Missing)
June 2020 C/Y & Family 32 4.32 (71.88%) 4.37 (80.21%) 4.39 (81.25%) 4.05 (61.08%)
(23.96% N/A or Missing) | (18.75% N/A or Missing) | (16.32% N/A or Missing) (32.39% N/A or Missing)
June 2021 Adult/OA 27 4.89 (23.46%) 4.82 (23.46%) 4.79 (22.64%) 4.67 (28.97%)
(53.09% N/A or Missing) | (53.70% N/A or Missing) | (57.09 % N/A or Missing) (58.18% N/A or Missing)
June 2021 C/Y & Family 26 4.23 (64.10%) 4.21 (65.38%) 4.10 (59.83%) 3.82 (55.94%)

(29.37% N/A or Missing)
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Question Category (Likert scale 1 to 5, with 5 most satisfied)
# of
Survey Date Surveys Satisfaction Access Informed Consent/ Effectiveness/ Well-
Participation Being

June 2022 Adult/OA 120 4.18 (24.76%) 4.10 (23.89%) 4.11 (23.97%) 3.83 (20.48%)
(71.11% N/A or Missing) | (71.25% N/A or Missing) | (71.30% N/A or Missing) (71.65% N/A or Missing)

June 2022 C/Y & Family 139 4.16 (59.71%) 4.22 (64.03%) 4.23 (61.31%) 3.90 (52.58%)
(27.58% N/A or Missing) | (26.62% N/A or Missing) | (29.74% N/A or Missing) (29.37% N/A or Missing)

May 2023 Adult/OA 106 4.46 (86.93%) 4.10 (79.03%)) 4.26 (82.14%)) 3.87 (65.76%)

May 2023 C/Y & Family 180 4.12 (78.43%) 4.18 (83.94%) 4.25 (87.34%) 3.85(71.57%)
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OBJECTIVE 1.4: SERVICES PRODUCE MEASURABLE OUTCOMES

INDICATOR: FUNCTIONAL IMPROVEMENT AMONG CHILD/YOUTH CONSUMERS, PER USE OF CANS/PCS-35

ANALYSIS: In FY 23/24, Kings County Behavioral Health (KCBH) has maintained its commitment to utilizing the Child and Adolescent Needs and
Strengths (CANS) tool to assess and address the needs of children and youth up to 21 years of age. CANS assessments are administered at intake,
every six months, and at discharge to evaluate actionable areas across key domains, including Child Behavioral and Emotional Needs, Life Domain
Function, Risk Behaviors, and Cultural Factors. Progress continues to be measured by reductions in actionable areas (scores of 2 or 3) from intake
to discharge.

Despite these ongoing efforts, the department has not yet achieved its goal of implementing a fully operational CANS dashboard within the new
EHR system. While this remains a top priority, progress has been delayed due to resource constraints and the complexity of the EHR transition.
Without a dashboard, the ability to efficiently track and analyze CANS data in real time is limited, and reporting relies heavily on manual processes
and legacy data retrieval.

ACTION: Efforts will focus on securing necessary resources and collaborating to expedite the dashboard’s completion.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, the department-initiated plans to create a CANS dashboard as part of the EHR transition. However, due
to delays, this goal was not realized. The absence of a dashboard continues to impact data reporting and analysis, emphasizing the importance of
making this a priority in FY 23/24.

KCBH Percent of CANS with a 2nd CANS

60.00%
53.48%53.48%

46.52%46.52%
35.47%35.47%
7.62% 7.62%
3.43%3.43%
HE o=

Only 1 CANS 2+ CANS No Change More Actionable Less Actionable
Items Items

50.00%

40.00%

30.00%

20.00%

10.00%

0.00%

mFY 20-21 mFY21-22
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INDICATOR: FUNCTIONAL IMPROVEMENT AMONG ADULT CONSUMERS, PER USE OF ANSA

Metric to be developed
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INDICATOR: DISCHARGE DISPOSITION

Metric to be developed
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GOAL 2: UTILIZATION MANAGEMENT AND UTILIZATION REVIEW

Services are delivered in a manner that is appropriate to meet the level of care needs of each consumer

OBJECTIVE 2.1: SERVICES ARE APPROPRIATELY DELIVERED

INDICATOR: SERVICE UTILIZATION BY LEVEL OF CARE BASED ON PROGRAM'’S LEVEL OF CARE DELIVERY

Placeholder for Metric: Number of services by service code within each level of care program (ROS, FSP, ACT) in comparison with number of
consumers served by program

INDICATOR: HIGH-UTILIZATION OF SERVICES

Placeholder for Metric: Count of consumers receiving high-use of crisis intervention or more than 5 services per month, who are not in an ACT, FSP,
TBS, or IHBS program

INDICATOR: UNDER-UTILIZATION OF SERVICES

Placeholder for Metric: Count consumer with no contact for more than 30 days
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INDICATOR: SERVICES PROVIDED AS DEMONSTRATED THROUGH APPROVED CLAIMS

ANALYSIS: Due to the unavailability of claims data for FY 2023/24, a direct analysis of service provision trends for this period could not be
conducted. However, the trends observed in calendar year 2022 provide valuable context. In 2022, the number of beneficiaries with claims
increased across most Specialty Mental Health Services (SMHS) categories, with notable increases in crisis intervention services (+28%) and mental
health services (+22%). These increases were consistent with an overall 16% rise in the number served across SMHS categories, aligning with the
15% increase in the total population served from 2021 to 2022.

While inpatient services saw a 27.5% decrease and Intensive Home-Based Services (IHBS) experienced a 15% decrease in 2022, these trends may
reflect shifts in service utilization patterns, particularly the increased use of crisis intervention services, which could have mitigated inpatient
service needs. Penetration rates across all service categories remained consistent with those of the state and other small counties, within a 0.5%
range.

ACTION: No specific action is required at this time, as penetration rates remain aligned with state and small county averages. Moving forward, Kings
County Behavioral Health is prioritizing enhancements to its data collection and reporting systems to ensure the timely availability of claims data for
future analysis and reporting.

PRIOR YEAR ACTION AND RESULT: No action was identified for FY 22/23.
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Kings County MHP Medi-Cal Beneficiaries Served per SMHS per Calendar Year
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INDICATOR: MEDI-CAL APPROVED CLAIMS AND SERVICES

ANALYSIS: For FY 2023/24, claims data was unavailable due to the lack of access to historical reports following the state’s transition to a new
external quality review organization. As such, the trends from calendar year 2022 provide the most recent reference point.

In 2022, the average approved claim for Kings County Behavioral Health (KCBH) returned to $4,485 per beneficiary, aligning closely with the
historical average of approximately $4,500, except for the significant but temporary increase observed during FY 2020-2021 due to the adoption of
COVID-adjusted rates. These inflated rates, which were intended to support MHPs in managing pandemic-related costs, cannot be used for
accurate year-to-year or cross-county comparisons, as not all counties opted to apply these adjusted rates.

Kings County's average approved claim remains significantly below that of the state and other small counties. However, this difference largely
reflects the absence of certain service categories in Kings County that have higher costs, such as Day Treatment (state average $11,927, small
county average $28,504) and Therapeutic Foster Care (state average $22,796, small county average $5,487). Therefore, direct comparisons to state
and small county averages should be interpreted with caution, as Kings County’s service mix differs substantially.

ACTION: No action is recommended, as the average approved claims are consistent with historical patterns and reflect the specific service
availability in Kings County.

PRIOR YEAR ACTION AND RESULTS: No action was identified in FY 2022/23, and no further action is proposed for FY 2023/24.
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Kings MHP Aproved Claims Average per Client
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INDICATOR: ENGAGEMENT RATES OF CONSUMERS

ANALYSIS: Due to the lack of available claims data for FY 2023/24, current trends could not be analyzed. However, previous data indicates that
Kings County MHP continues to have more beneficiaries receiving only one Specialty Mental Health Service (SMHS) compared to the state rate, and
fewer beneficiaries receiving more than 15 SMHS than the state rate. Beneficiaries receiving between 2 and 15 SMHS remain consistent with the
state rate.

ACTION: The MHP will continue exploring methods to analyze this trend through available data, while also engaging providers in discussions to
better understand the factors contributing to the higher proportion of beneficiaries receiving only one SMHS and the lower proportion receiving 15
or more.

PRIOR YEAR ACTION AND REMAINS THIS YEAR’S ACTION: In FY 2022/23, the MHP committed to developing reports to assess whether beneficiaries are
engaging in the most appropriate level of care and successfully discharging after sufficient program engagement. This action has not yet been
completed and remains a priority for FY 2024/25.

Additionally, the MHP intended to review other counties’” QAPI Work Plans to compare rates of Notices of Adverse Benefit Determination (NOABD)
related to medical necessity denials at assessment. This review would help determine if the higher rate of beneficiaries receiving only one SMHS is
linked to a higher rate of beneficiaries not meeting medical necessity at assessment. This review also remains an ongoing priority.

Kings County MHP Percent of Total Medi-Cal Beneficiaries by Number of Approved SMHS, by Claims,
per Calendar Year
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INDICATOR: NO-SHOW RATE FOR CLINICAL AND PSYCHIATRY SERVICES

ANALYSIS: During FY 23/24, the transition to our new EHR system and the associated challenges with the calendar functionality prevented us from
accurately tracking no-show rates for both clinical and psychiatry services. Providers’ use of the calendar feature did not align with the system’s
intended data capture methods, making it impossible to compile reliable no-show data. However, the workflow issues have since been identified
and addressed. With these improvements in place, the plan is to develop a direct reporting mechanism within the EHR that can pull no-show data
directly from providers’ calendars, ensuring comprehensive and accurate reporting in the future.

ACTION: Collaborate with EHR vendor and internal IT staff to develop a report that captures no-show rates directly from provider calendars.
Provide training and guidance to providers on calendar usage to ensure consistency and accuracy of data. Once the reporting tool is finalized,
begin regular data collection and analysis to re-establish a baseline no-show rate and identify areas for improvement.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, the MHP successfully tracked no-show rates and identified areas requiring improvement for psychiatry
services. The data informed targeted action items, including forwarding the psychiatry no-show rate to the Medical Director for review. However,
with the EHR conversion, these established data-tracking processes were disrupted, prompting the current focus on restoring and improving no-
show data collection methods for FY 23/24 and beyond.
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AVERAGE NO-SHOWS FOR CLINICIANS OTHER THAN PSYCHIATRISTS
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OBJECTIVE 2.2: SERVICES ARE DOCUMENTED ACCORDING TO STATE STANDARDS OF CARE

INDICATOR: CHART REVIEW/UTILIZATION REVIEW

ANALYSIS: In FY 23/24, Kings County MHP had a 84.42% utilization review (UR) compliance rate after reviewing 104 charts. This is a
significant decrease from FY 22/23 total compliance of 93.7%, and is below the compliance goal of 90%. In July 2023, the MHP
transitioned from our former Electronic Health Record, Cerner Anasazi to the new Semi-Statewide E.H.R. SmartCare. Utilization
Review was suspended from July until December 2023 to allow providers to complete E.H.R. training and become familiar with the
new system. The MHP UR audit tool was revised in November 2023 to better align with CalAIM Documentation Redesign standards,
reduce question redundancy, and streamline the tool. This tool went live in December 2023.

UR is broken out into 6 categories seen in the graph below wherein all but one category fell below the MHP goal of 90% compliance.
The only area above 90% compliance was Billing. The MHP UR audit tool was revised in November 2022 to align with CalAIM
Documentation Redesign making comparison of data across fiscal year 22/23 to be difficult as many UR categories, including
Assessment, Access Criteria, and Problem List were changed significantly. For this reason, there is an unavoidable data limitation
which should be considered.

Throughout the fiscal year, the MHP has implemented various initiatives with the goal of addressing documentation challenges,
improving operational procedures, and providing ongoing E.H.R. support for all users. Some of these initiatives have included virtual
training on Screening and Transition of Care Tools (9/20/23) and CalAIM Documentation Standards (1/31/24), email blasts
addressing documentation of chart review time (2/23/24) and Certified Peer Support service codes (2/23/24), as well as a series of
five optional in-person clinics focusing on topics identified through UR findings (6/4 (Assessment, 6/11 Care Planning, 6/18 Certified
Peer Support Specialist, 6/24 Screening/Transition of Care Tools, 7/9 NOABDs).

Despite these efforts, the MHP saw a drop in the compliance rate of many Utilization Review Categories throughout the fiscal year
including Assessment, Problem List, Other Documentation (Informing Materials), and Billing.

While the UR audit tool has changed from the previous fiscal year, we can generally compare compliance rates in some categories.
Assessment compliance rate decreased from 93.47% in FY 22/23 to 87.62% (5.85% decrease). Problem List compliance dropped
from 91.6% in FY 22/23 to 86.76% in FY 23/24 (a 4.84% decrease). Progress Notes decreased 7.48% from 95.2% in FY 22/23 to
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87.72% in FY 23/24. Finally, the Other Documentation category which monitors compliance with service timeliness standards as well
as informing materials and consent forms decreased from 75.39% in FY 22/23 to 62.48% in FY 23/24 (a 12.91% drop).

ACTION: Other Documentation and Specialized Services categories will remain areas of focus for improvement at the UR Committee
in FY 24/25.

PRIOR YEAR’S ACTION AND RESULTS:

The MHP UR audit tool was revised in November 2022 to align with CalAIM Documentation Redesign making comparison of
data across fiscal year 22/23 to be difficult as many UR categories, including Assessment, Access Criteria, and Problem List were
changed significantly. For this reason, there is an unavoidable data limitation which should be considered when reviewing the
following analysis.

The MHP saw significant changes in the compliance percentages of many categories throughout FY 22/23 which are trending in a
positive direction. In Q3, it was discovered that due to an E.H.R. limitation, providers were not able to edit/ correct the Problem List
fields (specifically the area in which a diagnosis is “identified by”) completed by another MHP program. This issue had persisted since
the implementation of Documentation Redesign in August 2022. This resulted in findings of Problem Lists being out of compliance
with little/ no opportunity for correction. The MHP attempted to ameliorate this in Q4 by only recording Problem List deficiencies if
the error was made by the current treating provider who had opportunity to enter/correct the diagnosis/problem. This issue is likely
the reason for the 5.55% compliance decrease in the Problem List category as no other question in this category yielded significant
or persistent findings.

Although the Consent category is under the compliance percentage goal of 90% and continues to be an area of focus for the
MHP, there has been a 8.72% increase in compliance throughout the fiscal year.
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CHART REVIEW RESULTS

FY Total Charts Reviewed Items Compliant Items Not-Compliant Total % Compliant
FY 22/23 187 8,7,57 589 93.7%
FY 23/24 106 4,504 831 84.42%

t i FY 22/23 YTD li P t
Categories Total Yes Total No /23 Compliance Percentage
Consents 386 126 75.39%

Assessment 2,076 145 93.47%
SMHS Access Criteria 322 0 100.00%
Problem List 1,177 108 91.60%
Progress Notes 1,667 84 95.20%
Documentation Summary 307 14 95.64%
Compliance 1,771 88 95.27%
Recoupment 1,051 24 97.77%
Total (Overall) 8,757 589 93.70%
Categories Total Yes Total No FY 23/24 YTD Compliance Percentage
Assessment 1,231 174 87.62%
Problem List 367 56 86.76%
Progress Notes 1,000 140 87.72%
Other Documentation (Consents) 353 212 62.48%
Specialized Services 303 227 57.17%
Billing 1,250 22 98.27%
Total (Overall) 4,504 831 84.42%
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INDICATOR: MEDICATION PRACTICES

MEDICATION MONITORING CHART REVIEW RESULTS

ANALYSIS: In FY 23/24, Kings MHP achieved a 91.86% medication monitoring compliance rate after reviewing 114 charts totaling 884
chart items. The medication monitoring review was divided into 8 compliance categories, as depicted in the graph below. Notably,
six of the eight categories met or exceeded the MHP goal of 90% compliance. However, compliance for consents present in chart
(71.40%) and noting the presence/absence of side effects (84.91%) fell below this target, highlighting areas for improvement in these
critical aspects of medication management. Through medication monitoring reviews and committee meetings, it was discovered
that changes resulting from the adoption of a new Electronic Health Record (EHR) system played a significant role in the decreased
compliance rates. Specifically: 1. The new EHR system introduced changes to how medication consent forms are documented and
scanned, leading to inconsistencies in workflow and errors in tracking consent documentation. 2. The documentation for allergic
reactions or side effect presence/absence was affected due to differences in how the new system handles these fields, creating
confusion among prescribers and support staff. These workflow challenges appear to have directly contributed to the lower
compliance rates compared to prior years.

ACTION: To address these gaps, the MHP shall continue monitoring compliance of prescribers’ documentation regarding medication
consent and side effect status. The following targeted actions will be implemented: Continue to conduct focused training sessions as
needed for prescribers and support staff on the EHR workflows related to consent documentation and allergic reaction/side effect
charting. Medication Monitoring reviews will continue to deliver prescriber-specific feedback, ensuring timely identification and
resolution of workflow issues.

PRIOR YEAR ACTION AND RESULTS: In FY 22/23, the MHP convened monthly medication monitoring committee meetings with all
psychiatrists and med support staff to discuss and review compliance metrics. These meetings were instrumental in maintaining high
compliance rates in most categories. However, the transition to a new EHR system introduced unanticipated workflow challenges
that negatively impacted compliance in documenting medication consents and allergic reactions. While the meetings helped address
some of these challenges, the data highlights the need for ongoing focused training sessions and prescriber-specific feedback
through Medication Monitoring reviews to further refine EHR workflows and resolve these issues in the upcoming year.



MEDICATION MONITORING RESULTS

FY/Qtr Total Charts Reviewed Items Compliant | Items Not-Compliant | Total % Compliant
FY 18/19 (Q3&4) 47 283 17 94.33%
FY 19/20 159 955 113 89.42%
FY 20/21 156 990 92 90.71%
FY 21/22 149 909 65 93.33%
FY 22/23 166 1,131 54 95.23%
FY 23/24 114 802 82 91.86%

Medication Monitoring Compliance Rates, by Category

l 0,

%

2

2

lﬁ C li A i Side Eff i Effecti i PtC li 180 d

Consents Allergies omp |an.ce ppropriatenes  Side Effects in ectivenessin Pt c.:mp iance e.w
w/Screening 5 PN PN in PN evaluation

. FY 19/20 77.52% 98.56% 86.47% 83.47% 98.00% 98.00% 98.00% 88.73%
. FY 20/21 79.13% 100.00% 100.00% 92.76% 81.16% 84.76% 83.79% 89.71%
— FY 21/22 88.43% 100.00% 100.00% 99.14% 89.66% 93.91% 88.79% 86.67%
Y 22/23 90.63% 100.00% 100.00% 100.00% 93.99% 93.53% 88.93% 95.91%
m FY 23/24(Q2-Q4) 71.40% 100.00% 100.00% 100.00% 84.75% 90.52% 94.17% 98.46%
= 90% (Goal) 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00%

N FY 19/20 mEEEFY20/21 SEEEFY21/22 =SEEEFY22/23 mEEFY23/24(Q2-Q4) = 90% (Goal)
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INDICATOR: HOSPITALIZATION AND RE-HOSPITALIZATION RATES

ANALYSIS: In FY 23/24, there were 606 total psychiatric hospitalizations (includes all involuntary psychiatric hospitalizations in Kings County
regardless of insurance type). This is an increase from 493 in FY 22/23. In reviewing the number of hospitalizations (606) against the total County
population (152,682), the County had less than a 1% (0.4%) Hospitalization Rate. Among readmission rates within 30-days of hospital discharge,
there was an increase in beneficiaries hospitalized but a decrease in percentage rate from 9.13% (45) in FY 22/23 to 8.91% (54) in FY 23/24. The
primary increase in readmissions remains among adults.

ACTION: Data will continue to be monitored through FY 24/25 at the quarterly reporting meetings at QIC to identify trends and determine if the
increase stabilizes or aligns with the average across prior fiscal years.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, data was monitored, and no significant interventions were implemented. Monitoring revealed an
increase in readmissions with a decrease in the readmission rate.

HOSPITALIZATION RATES

All Adult Children’s Foster
Services Services Services Care
FY 16/17 210 11 28 N/A
FY 17/18 203 180 13 10
FY 18/19 308 259 44 5
FY 19/20 463 378 72 13
FY 20/21 434 354 56 24
FY 21/22 477 367 110 18
FY 22/23 493 399 88 6
FY 23/24 606 500 98 8

Data Limitation: Although there appears to be a significant increase from prior fiscal years (16/17, 17/18 and 18/19), it was noted that the methodology for which
hospitalizations were captured changed in FY 19/20 and as a result it accounted for the increase in hospitalization. As such, the increase was not attributed to an increase in
individuals being hospitalized, rather an administrative change in reporting.



RE-HOSPITALIZATION WITHIN 30-DAYS OF HOSPITAL DISCHARGE

. Adult Children’s Foster
All Services . .
Services Services Care

FY 16/17 15/14% 14/12.93% | 1/29%% N/A
FY 17/18 27/13.30% | 24/13.33% | 2/15.38% 1/10%%
FY 18/19 43/13.96% | 35/13.51 5/11.36 3/60.00%
FY 19/20 35/7.56% 30/7.94% 3/4.17% 2/15.38%
FY 20/21 34/7.83% 29/8.19% 2/3.57% 3/12.50%
FY 21/22 24/5.03% 16/4.36% 8/7.27% 0/0%
FY 22/23 45/9.13% 41/10.28% | 4/4.55% 0/0%
FY 23/24 54/8.91% 44/8.80% 8/8.16% 2/25%

HOSPITALIZATION BY CONSUMER STATUS: ACTIVE, FORMER, NEW

HOSPITALIZATION BY CONSUMER PAYOR SOURCE: MEDI-CAL, MEDICARE, UNINSURED, PRIVATE INSURANCE

Metric to be developed

Kings County Behavioral Health

Metric to be developed
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GOAL 3: PROVIDER NETWORK ADEQUACY, CREDENTIALING, AND MONITORING

The MHP will ensure all provider and provider sites are enrolled, credentialed, and/or certified in compliance with Medi-Cal requirements.

OBJECTIVE 3.1: THERE IS AN ADEQUATE NETWORK OF PROVIDERS

INDICATOR: PROVIDER STAFFING

ANALYSIS: During FY 23/24, the conversion to our new EHR and the adoption of the DAT file format for state reporting presented challenges in
tracking compiled provider Full-Time Equivalencies (FTEs). While we can confirm data accuracy as it enters our EHR, we do not currently have a
method to review the aggregated FTE totals post-compilation. Our reliance on the EHR’s DAT output means we cannot isolate final provider type
totals at this time. Despite this limitation, the state has continued to accept our quarterly reports, and we remain in compliance with required
provider FTE measures. We are actively working with our EHR vendor and a report developer to create a functional reporting mechanism, and we
will backfill these FTE totals once the necessary capability is established.

ACTION: Collaborate with the EHR vendor and a report developer to establish a reliable reporting method that allows for the extraction and review
of compiled FTE totals. Maintain ongoing verification of provider data inputs to ensure ongoing compliance, even as we work toward generating
final FTE compilations. Once the reporting tool is available, backfill FY 23/24 FTE data and update all relevant documentation accordingly.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, the MHP successfully tracked and reported provider FTE data as outlined previously. The established
processes allowed for accurate monitoring of direct and reserve provider FTEs, resulting in the timely submission of quarterly reports that met
DHCS standards. During that period, the MHP could easily verify compiled data, ensuring a smooth and compliant reporting cycle. These past
achievements provide a baseline for current efforts to restore full data oversight and reporting accuracy within the new EHR environment.
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FULL-TIME EQUIVALENCY (FTE) BY PROVIDER TYPE

5.0 5.0 43.0 16.0 69.0
1.0 2.7 1.0 6.0 16.1 25.2 14.7 20.7 87.4
0.9 4.0 0.7 4.3 19.8 24.1 19.5 19.7 93.0
0.9 4.1 0.9 6.1 21.1 24.5 24.2 18.1 99.9
2.5 5.1 0.9 6.1 27.1 22.5 40.1 19.2 123.5
2.9 6.1 0.9 7.1 25.1 22.5 39.1 18.3 122
2.29 4.36 0.9 8.10 18.55 21.00 21.70 13.65 89.65
2.94 1.91 1.25 6.40 27.95 16.00 27.65 11.80 94.90
(excludes NP | (excludes NP) | (includes (includes (excludes (excludes
& Reserve) NP) NP) Reserve) Reserve)
1.04 (excludes 3.96 0.00 6.90 27.50 24.75 22.20 17.10 103.45
NP & Reserve) | (excludes NP) (includes (includes (excludes (excludes
NP) NP) Reserve) Reserve)
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DHCS NETWORK ADEQUACY PROVIDER RATIO FINDINGS

. . DHCS Findings
DHCS Estimated Need | # of FTE Providers )
. DHCS . ; # of FTE Providers (Pass/
Provider Category Date Population (Medi-Cal | Needed to Meet the .
Standard o ] Reported by the MHP Conditional
Eligible X Prevalence) | Ratio Standard
Pass)
Nov 2023 1:457 1697.11 3.71 4.96 Met
July 2022 1:524 1535 2.93 4.46 Pass
Psychiatry Provider
. Apr 2021 1:524 1414 2.70 3.31 Pass
Capacity - Adults
Apr 2020 1:524 1272 2.43 5.09 Pass
Apr2019 | 4.554 1,272 2.43 3.25 Pass
Nov 2023 1:267 705.28 2.64 2.64 Met
July 2022 2.54
1:323 684 2.12 . Pass
(includes 1 FTE Reserve)
Psychiatry Provider
Capacity -Children/ Youth | Apr 2021 1:323 665 2.06 2.19 Pass
Apr 2020 1:323 572 1.77 2.82 Pass
Apr2019 | 4353 572 1.77 1.10 Conditional Pass

Kings County Behavioral Health
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Nov 2023 1:85 2533 29.8 49.45 Met
July 2022 1:85 2292 26.96 29.45 Pass
Outpatient SMHS
. . Apr 2021 1:85 2110 24.82 41.70 Pass
Provider Capacity - Adults
Apr 2020 1:85 1898 22.33 47.75 Pass
Apr2019 | 4.5, 1,898 37.96 44.37 Pass
Nov 2023 1:49 2432 49.63 53.75 Met
July 2022 55.55
1:43 2357 54.82 . Pass
(includes 21 FTE Reserve)
Outpatient SMHS Provider
Capacity -Children/ Youth | Apr 2021 1:43 2292 53.30 39.35 Pass
Apr 2020 1:43 1972 45.87 61.34 Pass
Apr2013 | 4.3 1,972 65.74 28.04 Conditional Pass

Kings County Behavioral Health
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INDICATOR: GEOGRAPHIC DISTRIBUTION OF PROVIDERS

TIME AND DISTANCE STANDARDS

ANALYSIS: All beneficiaries within Kings County are within the DHCS time and distance standards of 75 minutes and 45 miles to the nearest MHP
provider, as the county as a whole geographically is no larger from any given point to another than that of the time and distance standards. As
such, DHCS found the Kings MHP to be in compliance in prior network adequacy certifications and it is anticipated that this will continue to be
found in compliance as the time and distance standards have not changed nor has the county jurisdictional area.

ACTION: No action to be taken.
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INDICATOR: PROVIDER CREDENTIALING/RE-CREDENTIALING

ANALYSIS: During FY 23/24, the MHP faced challenges maintaining the fidelity required for consistent credentialing and re-credentialing processes
due to the EHR conversion and additional state reporting responsibilities. As a result, prior methods of tracking and verifying credentialing
timelines and compliance were disrupted. In September of FY 23/24, the MHP implemented a new contracted third-party credentialing solution,
CertifyOS. This platform is expected to streamline credentialing workflows and provide a centralized dashboard for data monitoring. Moving
forward, the MHP will leverage the CertifyOS dashboard to develop standardized metrics, ensuring comprehensive and accurate oversight of
provider credentialing activities.

ACTION: Collaborate with CertifyOS representatives to establish a clear metric that can be monitored via the dashboard. Provide training to
administrative and QA staff on navigating and extracting data from CertifyOS tools. Begin regular data collection and analysis by Q3 FY 23/24, using
the dashboard metrics to evaluate performance and identify areas needing improvement.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, the MHP acknowledged the need for a reliable credentialing and re-credentialing metric but did not
finalize one due to competing priorities and system conversions. Although no formal data were collected, this experience highlighted the
importance of a streamlined process and contributed to the decision to contract with CertifyOS. With this partnership now in place, the MHP is
positioned to implement effective tracking measures and improve the fidelity of its credentialing activities.
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GOAL 4: BENEFICIARY PROTECTIONS

OBJECTIVE 4.1: THE MHP WILL PROVIDE A GRIEVANCE SYSTEM FOR CONSUMERS

INDICATOR: COUNT AND TYPE OF GRIEVANCES AND APPEALS

ANALYSIS: In FY 23/24, Kings MHP Patient Rights Advocate processed 58 grievances, a decrease from FY 22/23 (87); and the Kings MHP Quality
Assurance Clinician processed 8 appeals, an increase from FY 22/23 (5). However, due to the small sample size, this change is not significant. No
trend or pattern arose during the FY among grievances nor appeals.

ACTION: The Patient Rights Advocate and Quality Assurance Clinician continue to assess grievances and appeals on a quarterly basis to identify any
trends or patterns that may need to be addressed. No further action is required at this time, but the continued use of timely access NOABDs will be
closely monitored.

PRIOR YEAR ACTION AND RESULT: There was no identified action for FY 23/24.
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GRIEVANCES
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APPEALS RESULTING FROM NOTICE OF ADVERSE BENEFIT DETERMINATION (NOABD)

0 0 0 0 0 0
3 5 0 0 4 12
0 8 5 0 6 19
0 10 8 0 1 19
3 2 0 0 N/A 5
0 4 0 0 4 8

Kings County Behavioral Health
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GOAL 5: CULTURAL AND LINGUISTIC COMPETENCE

OBJECTIVE 5.1: CULTURALLY AND LINGUISTICALLY COMPETENT WORKFORCE

INDICATOR: TYPE OF CULTURAL COMPETENCY TRAINING AND ATTENDANCE

ANALYSIS: In FY 23/24, the MHP began offering the “Improving Cultural Competency for Behavioral Health Professionals” online training to all Kings
County Behavioral Health providers, including contracted staff, as of July 24, 2023. This 5-hour course meets the current state requirement for
enhancing cultural competency. While the training remains continuously available to accommodate new hires, the MHP initially had no mechanism
to verify and track completion rates across its provider network. However, the recent implementation of the Relias online training platform will
now enable systematic tracking of training participation. With this tool, the MHP can begin collecting and analyzing data on attendance and
completion, paving the way for the development of meaningful metrics to measure cultural competency training compliance and its impact on
service delivery.

ACTION: The MHP will fully integrate the cultural competency training into the Relias platform’s tracking system, enabling the collection of
attendance and completion data for all providers. Through this integration, the MHP can begin systematically monitoring and verifying that new
hires, as well as existing staff, complete the required training. With these data in hand, the MHP will develop a standardized metric by Q3 FY 24/25
to measure compliance and guide ongoing efforts to ensure a culturally and linguistically competent workforce.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, no formal metric existed for tracking cultural competency training. The MHP recognized the need for a
measurable indicator but did not finalize or implement one. These lessons have informed the current strategy, resulting in the adoption of an
online training platform capable of providing the necessary data to establish and monitor meaningful measures moving forward.
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INDICATOR: LANGUAGE LINE UTILIZATION

ANALYSIS: Over the past five fiscal years, reported Language Line usage across the 24/7 Access Line, face-to-face, and telehealth encounters has
fluctuated. FY 21/22 saw a spike in Access Line and telehealth usage, while face-to-face encounters declined steadily since FY 19/20. However, this
data relied solely on self-reported provider numbers, likely underestimating true usage due to cumbersome tracking methods and a lack of
integrated tools in the legacy EHR.

ACTION: The new EHR includes a dedicated field in both access logs and progress notes to capture Language Line usage, enabling the MHP to begin
accurately tracking this data. To support this effort, the EHR and Quality Assurance teams will collaborate closely with providers, offering training
and guidance to ensure proper documentation practices are understood and followed. In parallel, a new report is being developed to compile and
interpret the collected data. Combined, these initiatives aim to unveil meaningful trends, highlight service gaps, and inform data-driven
improvements moving forward.

PRIOR YEAR ACTION AND RESULT: In FY 22/23, the MHP recognized the need for a reliable metric but could not establish one due to reliance on self-

reported data and the limitations of the legacy EHR. While the issues were acknowledged, no concrete action was taken ahead of the planned EHR
transition. These challenges directly influenced the current year’s strategy, leading to the EHR’s new tracking capabilities and a clearer path toward
meaningful data collection and analysis.

Language Line Usage for KCBH MHP

500
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100 21 25 36 - 25 . 24 - 19 6 & 1 10 ﬁ
0 —— — ] — — —
FY 19/20 FY 20/21 FY 21/22 FY 22/23 FY 23/24
M 24/7 Access Line Encounters M Face to Face Encounters M Telehealth Encounters

INDICATOR: COMMUNITY OUTREACH
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ANALYSIS: During FY 2023-2024 KCBH participated in a total of 140 OUTREACH EVENTS throughout Kings County. The charts below show the
number of events that were attended in Q1/Q2 & Q3/Q4 by city/community. Most of the outreach events occurred in the communities of Avenal,

Corcoran, Hanford, and Lemoore. In Q3/Q4, there was an increase of outreach events attended in the target area of Kettleman City, as well as 2
outreach events at the Santa Rosa Rancheria.

ACTION: A metric for community outreach is still being determined, however the goal of the outreach team is to attend events targeting the most
underserved and vulnerable populations, specifically where there is limited access to care, such as Avenal, Kettleman City, and Corcoran. Also,
populations such as the Santa Rosa Rancheria and NAS Lemoore.

PRIOR YEAR ACTION AND RESULT: There was a significant increase in our participation at Community Outreach events, with 63 total events attended
in FY 22-23 and 140 total events in FY 23-24.

2023-2024: Q1 & Q2 Outreach Events 2023-2024: Q3 & Q4 Outreach Events
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TOTAL OF 48 OUTREACH EVENTS ATTENDED IN Q1/Q2.

Kings County Behavioral Health

TOTAL OF 92 OUTREACH EVENTS ATTENDED IN Q3/Q4.
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APPENDIX B
Kings County Workforce Gaps

Provider Survey



BHSA Kings County Providers
Workforce Gaps Survey

Please select the current five positions with the greatest vacancy

Contracted Provider Name Contact Name

Turn BHS- KIND Center Tracey Casillas
Kings View Lisa Rogers

TURN Kings County ACT Deidriana Munguia
WestCare Sara Florez

Champions Recovery Alternative Prog Jessika Schneider

rates.

Licensed Marriage and Family Therapist;Licensed Clinical Social
Worker;Mental Health Rehabilitation Specialist;Licensed
Professional Clinical Counselor;

Licensed Marriage and Family Therapist;Licensed Clinical Social
Worker;Licensed Professional Clinical Counselor;Psychiatrist;Nurse
Practitioner;

Licensed Clinical Social Worker;Licensed Marriage and Family
Therapist;Licensed Professional Clinical Counselor;Medi-Cal
Certified Peer Support Specialist;

Substance Use Disorder Counselor;

Licensed Marriage and Family Therapist;Substance Use Disorder
Counselor;Licensed Clinical Social Worker;

Please describe any other key workforce gaps in your programs contracted through Kings County Behavioral Health.

The majority of the vacancies that occurr are clinical LPHA positions, they are also the most challenging to fill once vacant.

We need more clinicians to serve the consumers and licensed clinicians to assist with supervision.

Difficulty in retaining staff due to low pay and demanding job requirements. For licensed clinicians, there is a concern about significantly
lower pay and low incentives to remain with KCA considering the intensity of services provided. As we gather more staff, morale does go
up and the intensity of work to be done reduces with a more even caseload. During ramp up of hiring, it is difficult to treat clients while
also supporting staff. | think there has been great improvements in hiring, for whatever reason, and we have been able to retain staff
members coming up on one year of employment. We have gotten more county support on some client issues that makes staff feel
supported as well. Having a helpful and supportive work environment goes a long way in this field so keeping the positive support from
KCBH is a great way to help providers. Appreciate the time taken to get provider feedback on this issue.

Lack of services for TAY population. Youth who age out from adolescent services and still need support in their recovery do not
feel comfortable participating in adult programs.

In the past, Champions has had difficulty recruiting qualified SUD counselors, especially bilingual counselors. It is difficult to
contract with and retain licensed clinicians to serve as LPHAs in our program.
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Instructions

Counties shall report their planned expenditures for all behavioral health funding sources, not limited to only BHSA, along the Behavioral Health Care Continuum in Tab One.

For Annual Updates, counties should review and make updates only to the next fiscal year. For Intermittent Updates, counties should review and make updates to the current fiscal year.

Column C: counties shall indicate whether they provide each category of services using the check box.

Columns D through I: counties shall include their estimated total expenditures for the Integrated Plan period across all behavioral health funding sources and programs
by each Behavioral Health Care Continuum category. Counties should consider children/youth as 21 and under for Columns G - .
Columns J and K: counties shall input their estimated total count of all individuals served through the county behavioral health system across all funding sources/programs.

These counts may be duplicated. Counties should consider eligible children/youth as 21 and under for Column K.

Row 39: the total projected expenditures in columns D through | and total projected individuals served annually in columns J and K will be auto-populated from rows 21 through 37.
Note: For a list of all funding streams that should be included in the projected expenditures calculation for each BH Care Continuum Category, please see the Behavioral Health

Services Act (BHSA) County Policy Manual Chapter 3, Section A.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws,

regulations, and guidance, including the BHSA County Policy Manual. 2) Counties must promote access to care through efficient use of state and county resources as outlined

in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill appropriately for services covered by the county’s

Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance.

These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.
Table One: Behavioral Health Care Continuum Projected Expenditures

Substance Use Disorder (SUD) Services

Services Are
Provided in
County

Year One

Year Two

Total Projected Expenditures On Adults and Older Adults

Year Three

Year One

Year Two

Total Projected Expenditures on Children/Youth (under 21)

Year Three

Projected Individuals to be Served Annually (May be duplicated)

Eligible Adults and Older Adults

Eligible Children/Youth (under 21)

Primary Prevention Services $ 256,618.39| $ 264,316.94| $ 272,246.45] $ 153,971.04| $ 158,590.17| $ 163,347.87 200.00 120.00
Early Intervention Services $ 14,727.88| $ 15,169.72| $ 15,624.81] $ 1,79496| $ 1,84881| $ 1,904.27 100 80.00
Outpatient Services $ 2,886,499.91 $ 2,973,094.91( $ 3,062,287.76| $ 393,652.06| $ 405,461.63( $ 417,625.47 256 38.00
Intensive Outpatient Services $ 14,616.71 $ 15,055.21( $ 15,506.87| $ 27,406.33| $ 28,228.52| $ 29,075.38 20 100.00
Crisis and Field-Based Services O - - - - - -
Residential Treatment Services $ 2,067,274.67| $ 2,129,292.91| $ 2,193,171.69 - - - 46 1.00
Inpatient Services O - - - - - - 80.00
Mental Health (MH) Services
Primary Prevention Services O - - - - - - 0 0
Early Intervention Services $ 1,721,21798| $ 1,755,642.34| $ 1,790,755.18| $ 244,873.81| $ 249,771.28| $ 254,766.71 4972 6323
Outpatient and Intensive Outpatient
Services $ 11,440,063.13| $ 11,733,015.02| $ 12,033,75047| $ 10,491,696.73| $ 10,752,251.30| $ 11,019,538.57 1624 1339
Crisis Services $ 5911,630.62[ 3 6,088979.54[ % 6,271,64892| % 2,248 59570 % 2,3716,05357 % 2,385,535.17 489 186
Residential Treatment Services O
Hospital and Acute Services $ 5,038,530.87| $ 5,189,686.80| $ 5,345,377.40| $ 903,460.71| $ 930,564.53| $ 958,481.47 145 26
Subacute and Long-Term Care Services
$ 7,863211.71| $ 8,099,108.06| $ 8,342,081.30] $ 1,391,718.89| $ 1,433,47045| $ 1,476,474.57 226 40
Housing Services (MH + SUD)
Housing Services
4
$ 4,325,718.83| $ 4,455,490.40| $ 4,589,155.11 250
Total Projected Expenditures and
Individuals Served
Total Projected Expenditures and
Individuals Served (auto-populated)
$ 41,540,110.70] $ 42,718,851.84] $ 43,931,605.97| $ 15,857,170.22] $ 16,276,240.25| $ 16,706,749.48 8328 8333




Instructions

Counties shall report their planned expenditures for all behavioral health services and activities, not limited to only BHSA funded services and activities,
other than those that are part of the Behavioral Health Care Continuum in Tab Two.

Rows 18 through 21: counties shall include their estimated total expenditures for the Integrated Plan period across all behavioral health funding sources
and programs for each category listed. These costs are those that do not easily fit under the categories in Tab One, "BH CoC Expenditures.”

Row 23: total projected expenditures will be auto-populated from rows 18 through 21.
For a list of all funding streams that should be included in the projected expenditures calculation for Table Two: Other County Expenditures please see
the Behavioral Health Services Act County Policy Manual Chapter 3 Section A.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in
applicable laws, regulations, and guidance, including the BHSA County Policy Manual. 2) Counties must promote access to care through efficient use of

state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill
appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from
Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services that are eligible for both BHSA funding

and another funding source, such as Medi-Cal payment, commercial payment, etc.

Table Two: Other County Expenditures

Other Expenditures Total Projected Expenditures
Year One Year Two Year Three
Capital Infrastructure Activities| $ - |3 595,763.22 | $ 607,678.49
Workforce Investment Activities| $ 4,997.00 | $ 5096.94 | $ 5,198.88
Quality & Accountability, Data Analytics, and Plan Management &
Administrative Activities (including indirect administrative activities)| $ 1,746,162.21 | $ 1,798,547.08 | $ 1,852,503.49

Other County Behavioral Health Agency Services/Activities (e.g., Public

Guardian, CARE Act, LPS Conservatorships, DSH for Housing, Court
Diversion Programs) $ 4,208,692.21 ( $ 4,292,866.05 | $ 4,378,723.37

Total Projected Expenditures

Total Projected Expenditures (auto-populated)| $ 5,959,851.42 | $ 6,692,273.29 | $ 6,844,104.23




Instructions

Counties shall report their planned revenue across the county behavioral health delivery system to support all behavioral health services and programs by funding source

in Tab Three.

Rows 18 through 33: counties shall report projected expenditures for each funding source/program.

Row 21: for State General Fund, include funds received for the non-federal share of Medi-Cal payments.

Row 26: for Commercial Insurance (including Medicare), reporting reflects planned reimbursement obtained by county-operated providers, not county-contracted providers.
Row 35: total expenditures will be auto-populated from rows 18 through 33.

Row 36: will be auto-validated by DHCS against rows 35, 37, and 38. Validation: total projected expenditure variance should total out to $0.

Rows 37 and 38: will be auto-validated by DHCS against total projected expenditures in Tabs One and Two.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws,
regulations, and guidance, including the BHSA County Policy Manual.

2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual,

including requiring BHSA-funded providers to bill appropriately for services covered by the county’'s Medi-Cal Behavioral Health Delivery System and make a good faith

effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services that are eligible for

both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

Table Three: Projected Annual Expenditures by County BH Funding Source

Total Annual Projected Expenditures

Total Annual Projected Expenditures

Total Annual Projected Expenditures

(Year One) (Year Two) (Year Three)
BHSA| $ 18,401,770.00 | $ 18,953,823.10 | $ 19,522,437.79
1991 Realignment (Bronzan-McCorquodale Act)| $ 5,653,587.44 | $ 5,823,195.06 | $ 5,997,890.92
2011 Realignment (Public Safety Realignment)| $ 6,898,137.29 [ $ 7,105,081.41 | $ 7,318,233.85
State General Fund| $ 1,740,449.51 | $ 1,792,663.00 | $ 1,846,442.89
FFP (SMHS, DMC/DMC-ODS, NSMHS)| $ 26,313,977.11 | $ 27,590,536.81 | $ 28,286,854.57
Projects for Assistance in Transition from
Homelessness (PATH)| $ 41,160.00 | $ 41,160.00 | $ 41,160.00
Community Mental Health Block Grant (MHBG)| $ 493,071.00 | $ 493,071.00 | $ 493,071.00
Substance Use Block Grant (SUBG)| $ 884,480.00 | $ 884,480.00 | $ 884,480.00
Commercial Insurance| $ 56,067.00 | $ 57,749.01 | $ 59,481.48
County General Fund| $ 34,551.00 | $ 34,551.00 | $ 34,551.00
Opioid Settlement Funds| $ 13,100.00 | $ - 1% -
. Total Annual Projected Expenditures | Total Annual Projected Expenditures | Total Annual Projected Expenditures
Other Funding Sources
(Year One) (Year Two) (Year Three)
Other federal grants| $ 17,682.00 | $ 17,682.00 | $ 17,682.00
Other state funding (including DSH funding)| $ 1,586,252.00 | $ 1,633,839.56 | $ 1,682,854.75
Other county mental health or SUD funding| $ 1,222,848.00 | $ 1,259,533.44 | $ 1,297,319.44

Other foundation funding

$ -

Summary

Total Annual Projection (Year One)

Total Annual Projection (Year Two)

Total Annual Projection (Year Three)

Total projected expenditures (all BH funding
streams/ programs) (auto-populated)

$ 63,357,132.35 | $ 65,687,365.39 | $ 67,482,459.68

Total Projected Expenditure Variance| ¢ 0.00 | $ (0.00)| $ (0.00)
Auto-validation: Table 1: Behavioral Health Care

Continuum Projected Expenditures| $ 57,397,280.93 | $ 58,995,092.10 | $ 60,638,355.46
Auto-validation: Table 2: Other County

Expenditures| $ 5,959,85142 | $ 6,692,273.29 | $ 6,844,104.23




Instructions

Counties shall report their base BHSA funding allocations, approved Housing Intervention Component Exemptions, and planned transfers on this sheet. All counties must complete this sheet.

Rows 39-41: input your county's base BHSA funding allocation by component and year.

Rows 45-54: this section will be auto-populated from the sections below it.

Rows 45, 50, and 53: the total adjusted allocation percentages for each component, inclusive of both exemptions and transfers.

Rows 46, 51, and 54: is the projected amount of funding, in dollars, based on the adjusted total allocation percentages.
Row 47: reflects the unspent MHSA funding that will be transferred to each of the Behavioral Health Services Act (BHSA) component allocations.

Row 48: reflects the excess prudent reserve funding that will be transferred to each of the BHSA components.

Rows 59, 82, and 105: the base funding amount for Housing Interventions will auto-populate from Column C, rows 39-41.

Rows 60, 83, and 106: if your county has an approved housing exemption, enter the percent of funds you are moving out of Housing Interventions into the other components. Enter this percentage as a positive value.

It will automatically display as a negative value in the cell.

Rows 61, 84, and 107: if your county has an approved housing exemption, enter the percent of funds you are moving out of the other components and into Housing interventions.

Enter this percentage as a positive value.

Rows 64, 87, 110: the base funding amount for Full Service Partnerships will auto-populate from Column D, rows 39-41.

Rows 69, 92, 115: the base funding amount for Behavioral Health Services and Supports will auto-populate from Column E, rows 39-41.

Rows 65, 70, 88, 93, 111, and 116: enter the percentage transferred out of Full Service Partnerships (FSP) and Behavioral Health Services and Supports (BHSS) into Housing Interventions, respectively.

Rows 66, 71, 89, 94, 112, and 117: enter the percentage transferred from Housing Interventions into Full Service Partnerships (FSP) and Behavioral Health Services and Supports (BHSS), respectively.

Rows 75, 98, 121: the updated base percentage will be auto-populated for Housing Interventions, FSP, and BHSS, respectively. Ensure the validation states "Row Equals 100%."

Rows 76, 99, 122: enter the amount you are transferring out of each component as a positive number. It will automatically display as a negative value. Ensure the validation states, "Row Does Not Exceed 14%."

Rows 77, 100, 123: enter the amount you are transferring into each component as a positive number. Ensure the validation states, "Transfers Out and In Equal.”

Note: If your county plans to use Housing Intervention funds (up to 7 percent) to provide outreach and engagement, the amount of funds the county can transfer out of the Housing Intervention component (Row 76)

must be decreased by the corresponding amount. Counties will document the amount dedicated to outreach and engagement in Tab 5. Housing Interventions.

Rows 78, 101, 124: the updated base percentage will be auto-populated for Housing Interventions, FSP, and BHSS, respectively. Ensure the validation states, "Row Equals 100%."
Rows 127-132: enter the amount of MHSA funds by component allocation transferring to each BHSA component. Encumbered unspent MHSA funds tied to WET, CFTN, or INN should be included; unencumbered INN
funds should also be included. Please see Policy Manual Chapter 6, Section 7 for additional information.
Row 133: the total dollar amount of MHSA Transfers to BHSA is auto-populated.

Row 136: enter the dollar amount of prior year prudent reserve ending balance

Row 137: enter the prudent reserve maximum for your county.

Row 138: the dollar amount of excess prudent reserve funding to be transferred out of the prudent reserve will auto-populate. Negative values indicate no transfer is necessary.

Rows 139-141: enter the amount of excess prudent reserve funds allocated to each component.

Row 142: the total transferred excess prudent reserve is auto-populated.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, regulations, and guidance, including the BHSA County Policy
Manual. 2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to

bill appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance.

These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

Table Four: BHSA Transfers

County Base BHSA Funding Allocations

Housing Intervention Full-Service Partnership Behavioral Health Services and Support Total
Year 1 Component Allocation (dollars) 3,499,069.62| $ 4,082,247.89 4,082,247.89| $ 11,663,565.39
Year 2 Component Allocation (dollars) 3,604,041.70( $ 4,204,715.32 4,204,715.32| $ 12,013,472.35
Year 3 Component Allocation (dollars) 3,712,162.96| $ 4,330,856.78 4,330,856.78| $ 12,373,876.52

Housing Intervention

Summary (auto-populated)

Full-Service Partnership

Behavioral Health Services and Support

Totals

Adjusted Total Allocation Percentages (Exemptions and
Transfers)

30%

Year Two

35%

35%

Adjusted Total Allocation Percentages (Exemptions and 30% 359 359 100%
Transfers) ° ° ° °
Projected Component Allocation (Based on Adjusted
_ 3,499,069.62 | $ 4,082,247.89 4,082,247.89 | $ 11,663,565.39
Allocation Percentages)
Unspent Mental Health Services Act (MHSA) to BHSA 1,000,000.00 | $ 2,248,122.90 1,787,523.49 | $ 5,035,646.39
Excess Prudent Reserve (PR) to BHSA - $ - - $ -

100%

Projected Component Allocation (Based on Adjusted
Allocation Percentages)

3,604,041.70

$ 4,204,715.32

Year Three

4,204,715.32

$ 12,013,472.35

Adjusted Total Allocation Percentages (Exemptions and
Transfers)

30%

35%

35%

100%

Projected Component Allocation (Based on Adjusted
Allocation Percentages)

3,712,162.96

$ 4,330,856.78

Funding Transfer Request Allocations

Year 1

Behavioral Health Services Fund (BHSF) Housing Intervention Component Exemption
(Ability to change component's overall percentage)

Base Component

Housing Intervention Percentage

Housing Intervention Funds

Housing Intervention (1)

Base Percentage and Funding 30%| $ 3,499,069.62
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New Housing Interventions Base Percentage (auto- 30%| $ 3,499,069.62
populated)
Transferred To/From Full Service Partnership Percentage Full Service Partnership Funds
Base Percentage and Funding 35%| $ 4,082,247.89
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New FSP Base Percentage (auto-populated) 35%| $ 4,082,247.89
Transferred To/From Behavioral Health Services and Support Behavioral Health Se.rvices and Support
Percentage Funding
Base Percentage and Funding 35%| $ 4,082,247.89
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New BHSS Base Percentage (auto-populated) 35%| $ 4,082,247.89

Full-Service Partnership

4,330,856.78

Behavioral Health Services and Support

Base Percentage after Housing Intervention Component
Exemption (auto-populated)

30%

35%

Amount Transferring Out

0%

0%

$ 12,373,876.52

Validation




Amount Transferring In

0%

0%

New Base Percentage after Funding Transfer Request (auto-

populated)

30%

35%

Year 2

Behavioral Health Services Fund (BHSF) Housing Intervention Component Exemption

(Ability to change component's overall percentage)

Base Component

Housing Intervention Percentage

Housing Intervention Funds

Base Percentage and Funding 30%| $ 3,604,041.70
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New Housing Int ti B P t to-
ew Housing Interventions Base Percentage (auto 30%| $ 3,604,041.70
populated)

Transferred To/From

Full Service Partnership Percentage

Full Service Partnership Funds

Base Percentage and Funding 35%| $ 4,204,715.32
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New FSP Base Percentage (auto-populated) 35%| $ 4,204,715.32
Transferred To/From Behavioral Health Services and Support Behavioral Health Se.rvices and Support
Percentage Funding
Base Percentage and Funding 35%| $ 4,204,715.32
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New BHSS Base Percentage (auto-populated) 35%| $ 4,204,715.32

Transfers

Housing Intervention (1)

Full-Service Partnership

Behavioral Health Services and Support

Base Percentage after Housing Intervention Component

populated)

Year 3

Behavioral Health Services Fund (BHSF) Housing Intervention Component Exemption

(Ability to change component's overall percentage)

Base Component

Housing Intervention Percentage

Housing Intervention Funds

_ 30% 35% 35%
Exemption (auto-populated)
Amount Transferring Out 0% 0% 0%
Amount Transferring In 0% 0% 0%
New Base Percentage after Funding Transfer Request (auto-
v J Hnaing quest (au 30% 35% 35%

Validation

Transfer from Prudent Reserve to BHSA Component
Allocation

Excess Prudent Reserve to BHSA Components

Amount

Base Percentage and Funding 30%| $ 3,712,162.96
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New Housing Interventions Base Percentage (auto- 30%| § 3712,162.96
populated)
Transferred To/From Full Service Partnership Percentage Full Service Partnership Funds
Base Percentage and Funding 35%| $ 4,330,856.78
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New FSP Base Percentage (auto-populated) 35%| $ 4,330,856.78
Transferred To/From Behavioral Health Services and Support Behavioral Health Se.rvices and Support
Percentage Funding
Base Percentage and Funding 35%| $ 4,330,856.78
Percentage Reduced 0%| $ -
Percentage Added 0%| $ -
New BHSS Base Percentage (auto-populated) 35%| $ 4,330,856.78
Transfers
Housing Intervention (1) Full-Service Partnership Behavioral Health Services and Support Validation
Base Percentage after Housing Intervention Component 30% 359 35%
Exemption (auto-populated)
Amount Transferring Out 0% 0% 0%
Amount Transferring In 0% 0% 0%
New Base Percentage after Funding Transfer Request (auto- 30% 359 359
populated)
MHSA Transfers to BHSA
Transferred to Behavioral Health Servi
MHSA Component Available Unspent BHSA Funds Transferred to Housing Intervention Transferred to Full-Service Partnership ransierred o ed aSV|ora ‘ ea ervices
and Suppor
CSS| $ 1,100,948.51 | $ 1,000,000.00 | $ 10,948.51 | $ -
PEI| $ 3,350,615.88 | $ - $ 2,237,17439 | $ -
Encumbered INN| $ 584,082.00 | $ - $ - $ 584,082.00
Unencumbered INN| $ - $ - $ - $ -
WET| $ - $ -
CFTN $1,203,441.49
Total (auto-populated)| $ 5,035,646.39 | $ 1,000,000.00 | $ 2,248,122.90 | $ 1,787,523.49

Estimated Local Prudent Reserve Balance At End of Previous
Fiscal Year

1,184,797.32

Local Prudent Reserve Maximum (2)

3,080,475.35

Excess Prudent Reserve Funding that must be transferred

(1,895,678.03)

Housing Intervention (3)

FSP

BHSS (4)

Total Transferred Excess Prudent Reserve (auto-populated)

©“A | AlA|A]| A || S

References



1. BHSA County Policy Manual section 6.B.5 states counties
may use up to seven percent of Housing Interventions
component funds on outreach and engagement. The
amount of funds transferred out of the Housing
Interventions component into another funding component
must be decreased by a corresponding amount. Counties
are not required to use Housing Intervention component
funding for outreach and engagement, or other funding
transfer requests. It remains at the discretion of the
counties to transfer up to a total of 14 percent of its BHSA
funds in a fiscal year.

2. W&l Code § 5892, subdivision (b)(3)-(4) states a county's
prudent reserve must not exceed 20% of average of the
total funds distributed to the county Behavioral Health
Services Fund over past five years (25% for counties with a
population of less than 200,000).

3. W& Code § 5892, subdivision (b)(6)(B) states prudent
reserve funding cannot be spent on capital development.

4. W& Code § 5892, subdivision (b)(6)(A) states counties
must spend prudent reserve funds on Housing Intervention,
FSP, and/or BHSS programs or services only.




Instructions
Counties shall report their projected expenditures for their BHSA Housing Interventions allocation component. Counties shall report projected expenditures for all
other non-BHSA funding sources in Tab Five.

Rows 40-43: input the estimated total Housing Intervention component allocation received for each year. Row 40 will auto-populate from Tab Four in the BHSA Transfers tab.

Input unspent MHSA dollars carried over to this component into row 42. Row 43 will auto-populate-the sum of rows 40-42 to account for total funding.
Row 41: input the total dollar amount projected to be added to Housing Intervention component funds from the prudent reserve, if applicable. If you reported on Tab 4, row 139 that you will be

transferring excess PR funds to Housing Interventions please report them here.
Rows 49-66: input the projected expenditures for each Housing Intervention component service category or program for each year.

Row 48: the aim of Housing Interventions is to help individuals achieve permanent housing stability. To the maximum extent possible, counties should seek to place
individuals in permanent housing settings. Housing Interventions may only be used for placement in interim settings for a limited time, 6 months for BHSA eligible

individuals who have exhausted the Transitional Rent benefit and 12 months for BHSA eligible individuals not eligible to receive Transitional Rent

through their Medi-Cal MCP.

Row 53: pursuant to W& Code section 5830, subdivision (c)(2), BHSA Housing Interventions may not be used for housing services covered by Medi-Cal Managed

Care Plans (MCP). Please indicate the projected expenditures for BHSA funding ONLY in columns C, D, and E. Please indicate the projected expenditures for all other

funding sources excluding BHSA in columns F, G, and H-

Row 65: input expenditures for BHSA-funded innovation pilots or projects.

Row 66: input expenditures for any encumbered MHSA INN Projects with services that do NOT align with the sub-allocations above.

Row 67: the sub-total will be auto-populated, excluding the percentage of rental and operating subsidies administered through Flex Pools.

Row 69: input the total dollar amount projected to be transferred out of Housing Intervention component funds into the prudent reserve.

Row 71: enter the total amount of direct and indirect costs required to implement this component. (See Policy Manual Chapter 6. BHT Fiscal Policies, Section B.8.2 Direct Costs and Indirect Costs).

Row 72: the overall total of Housing Intervention expenditures will be auto-populated-from rows 67, 69, and 71.
Row 74: input the total dollar amount for Housing Intervention component programs and services that will be dedicated to the chronically homeless population.

This amount should equal 50% of Housing Interventions component allocation.

Row 75: input the total dollar amount for Housing Intervention component programs and services that will be dedicated to serving individuals with only a substance
use disorder, if provided by the county. DHCS recognizes there may be duplication with funds captured in row 74.

Row 77: the proportion of funds dedicated to capital development will be auto-populated.

Row 78: the proportion of funds dedicated to the chronically homeless population will be auto-populated.

Row 79: the proportion of funds dedicated to Outreach and Engagement will be auto-populated.

Rows 81-82: input the estimated unduplicated count of individuals that will be served across all Housing Intervention component services.

Row 84: auto-populates projected estimated amount of MHSA Encumbered INN funds that will be available in the BHSA HI component for each year.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws,
regulations, and guidance, including the BHSA County Policy Manual.

2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including
requiring BHSA-funded providers to bill appropriately for services covered by the county’'s Medi-Cal Behavioral Health Delivery System and make a good faith effort to
seek reimbursement from Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services that are eligible for both BHSA

funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

Year 1

Total Housing Interventions Funding (1)

Year 2

Table Five: BHSA Components

Year 3

Total Estimated Housing Intervention
Funding Received
(BHSA Funds)

3,499,069.00

3,604,041.00

3,712,162.00

Transfers into Housing Intervention
component from Local Prudent Reserve

Total Estimated Housing Intervention
Funding Allocated
(MHSA - Unspent Carryover Funds)

1,000,000.00

Total Estimated Housing
Intervention Funding
BHSA + MHSA Funds

Type of Service

| vear1 | Year2 |  Yer3 |  Yearl |  VYear2 |

Housing Interventions Component

Programs/Services

Non-Time Limited Permanent Settings
(e.g. supportive housing, apartments,

single and multi-family homes, shared
housing) (2)

4,499,069.00

3,604,041.00

3,712,162.00

Housing Interventions Category

Projected Expenditures - Unspent MHSA and BHSA Funding Only

Projected Expenditures - All Other Funding Sources

Rental Subsidies

Operating Subsidies

Bundled Rental and Operating Subsidies

255,257.03

260,362.17

265,569.42

% of Rental and Operating Subsidies
Administered through Flex Pools

0%

0%

0%

0%

0%

0%

Time Limited Interim Settings (e.g., hotel
and motel stays, non-congregate
interim housing models, recuperative
care) (2)

Rental Subsidies

Operating Subsidies

Bundled Rental and Operating Subsidies

2,582,105.16

2,633,747.27

2,686,422.21

% of Rental and Operating Subsidies
Administered through Flex Pools

0%

0%

0%

0%

0%

0%

Other Housing Interventions

Other Housing Supports: Landlord
Outreach and Mitigation Funds (2)

Other Housing Supports: Participant
Assistant Funds (2)

Other Housing Supports: Housing
Transition Navigation Services and
Housing Tenancy Sustaining Services (2)

Other Housing Supports: Outreach and
Engagement (2)

Capital Development Projects

Housing Flex Pool Expenditures (start-
up expenditures)

BHSA Innovative Housing Intervention
Pilots and Projects

MHSA INN Projects

Subtotal (auto-populated)

2,837,362.19

2,894,109.44

2,951,991.63

Housing Interventions Transfer
Information

Year 1

Year 2

Year 3

Transfers out of Housing Intervention
component into Local Prudent Reserve

(6)

Housing Interventions Component
Administrative Information

Year 1

Year 2

Year 3

Housing Interventions Component
Admin Expenses

626,046.04

638,566.96

651,338.30

Total Housing Interventions
Expenditures (auto-populated)

3,463,408.23

3,532,676.40

3,603,329.93

Housing Interventions Populations
to be Served

Year 1

Year 2

Year 3

Total Housing Interventions Component
Funds Dedicated to Chronically
Homeless Population (5)

Total Housing Interventions Component
Funds Dedicated to Serving Individuals
with a SUD only (5)

Housing Interventions Component
Funds Validation (auto-populated
based on inputs above)

Year 1

Year 2

Year 3

Housing Intervention Component Funds
Dedicated to Capital
Development/Total Housing
Interventions Funding (7) (auto-
populated)

0.0%

0.0%

0.0%

Housing Interventions Component
Funds Dedicated to Chronically
Homeless Population/Total Housing
Intervention Component Funding (8)
(auto-populated)

0.0%

0.0%

0.0%

Housing Interventions Component
Funds Used for Outreach and
Engagement (2) (auto-populated)

0.0%

0.0%

0.0%

Projected Individuals to be Served
(Unduplicated)

Year 1

Year 2

Year 3

Eligible Children/TAY (25 years and
younger)

20

20

20

Eligible Adults/Older Adults

200

200

200

Projected MHSA-Origin Encumbered
INN Funds Available (exempt from
suballocation requirements)

Year 1

Year 2

Year 3

MHSA "Encumbered" INN

1. W&I Code § 5892, subdivision (a)(1)(A)(i) states 30% of BHSA funds
distributed to counties shall be used for Housing Interventions.

Interventions expenditures.

2. See Policy Manual Section 7.C.9 Allowable Expenditures and Related
Requirements for further information regarding allowable Housing

a crosswalk of coverage by select programs.

3. Single room occupancy and recovery housing can be interim or
permanent. If interim, Housing Interventions is limited to 6 months for
those who have exhausted Transitional Rent or 12 months for those not

eligible for Transitional Rent. Appendix B of the Policy Manual includes

settings.

4. Congregate settings that have only a small number of individuals per
room and sufficient common space (not larger dormitory sleeping
halls) and does not include behavioral health residential treatment

5. Counties must provide Housing Intervention services to eligible
children, youth, and adults (defined in W&I Code section 5892) who are
chronically homeless, experiencing homelessness, or at risk of
homelessness. The provision of BHSA-funded Housing Interventions
specifically for individuals with a substance use disorder is optional for
counties, per W&I Code section 5891, subdivision (a)(2).

6. W&I Code § 5892, subdivision (b)(2).

7. W& Code § 5892, subdivision (a)(1)(A)(iii) states no more than 25%
of Housing Interventions funds may be used for capital development.

8. W&I Code § 5892, subdivision (a)(1)(A)(ii) states 50% of Housing
Interventions funds shall be used for housing interventions for persons
who are chronically homeless, with a focus on those in encampments.




Instructions

Counties shall report their projected expenditures of their Full Service Partnership (FSP) funding for their BHSA allocation component, federal financial participation, and all other non-BHSA funding sources in Tab Six.

Rows 25-28: input the total estimated FSP component allocation received for each year. Row 25 will auto-populate from Tab Four in the BHSA Transfers tab.
Input unspent MHSA dollars carried over to this component into row 27. Row 28 will auto-populate the sum of rows 25-27 to account for total funding.

Row 26: input the total dollar amount projected to be added to FSP from the prudent reserve, if applicable. If you reported on Tab 4, row 140 that you will be transferring excess PR funds to FSP please report them here.

Rows 33-42: input the projected expenditures for each FSP service category or program for each year.

Note: DHCS expects other required uses of FSP funding (e.g., mental health services, supportive services, substance use disorder (SUD) treatment services, ongoing engagement services) to be captured within rows 33-38.

Any mental health and supportive service or SUD treatment service expenditures not included in these rows should be accounted for in rows 39-40, accordingly.
Row 41: input expenditures for BHSA-funded innovation pilots or projects.

Row 42: input expenditures for any encumbered MHSA INN Projects with services that do NOT align with the sub-allocations above.

Row 43: the subtotal of FSP programs/services will be auto-populated from rows 33-42.

Row 45: input the total dollar amount projected to be transferred out of FSP into the prudent reserve.

Row 47: enter the total amount of direct and indirect costs required to implement this component. (See Policy Manual Chapter 6. BHT Fiscal Policies, Section B.8.2 Direct Costs and Indirect Costs).

Row 48: total projected expenditures for FSP for each year will be auto-populated from rows 43, 45, and 47.

Rows 50 and 51: input the estimated unduplicated count of individuals that will be served across all FSP programs.

Row 53: auto-populates projected estimated amount of MHSA Encumbered INN funds that will be available in the BHSA FSP component for each year.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, regulations, and guidance, including the BHSA County

Policy Manual.

2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill
appropriately for services covered by the county’'s Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance.

These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

Year 1

Total Full Service Partnership (FSP) Funding

Year 2

Year 3

Total Estimated Full Service Partnership
Funding Received
(BHSA Funds)

$

4,082,247.00

$

4,204,715.00

4,330,856.00

Transfers into Full Service Partnership
component from Local Prudent Reserve

Total Estimated Full Service Partnership
Funding Allocated
(MHSA - Unspent Carryover Funds)

$

1,116,872.00

$

1,116,872.00

1,116,872.00

Total Estimated Full Service Partnership
Funding
(BHSA + MHSA Funds)

Type of Service

Assertive Community Treatment (ACT)(2)

$

5,199,119.00

$

5,321,587.00

5,447,728.00

Full Service Partnership Category (1)

Projected Expenditures - Unspent MHSA and BHSA Funding

$

1,464,384.21

$

Only

T vew1 [ vewz | vews | vew1 |  vewz |  Yews |  vew1 |  verz

FSP Programs/Services

1,521,313.48

$

1,551,739.75

Table Six: BHSA Components

Projected Expenditures - Federal Financial Participation

1,061,678.55

$

1,102,952.28

1,125,011.32

Projected Expenditures - All Other Funding Sources

72,375.44

72,375.44

72,375.44

Forensic Assertive Community Treatment
(FACT) Fidelity (2)

“r

760,656.74

A

775,869.88

A

551,476.14

-

562,505.66

36,187.72

36,187.72

36,187.72

FSP Intensive Case Management

7,101,413.19

A

5,721,929.44

A

5,836,368.03

5,148,524.56

A

4,148,398.85

“r

4,231,366.82

272,216.84

272,216.84

272,216.84

High Fidelity Wraparound

-

733,213.68

“r

747,877.95

A

531,579.92

-

542,211.52

Individual Placement and Support (IPS)
Model of Supported Employment (2)

Assertive Field-Based Initiation for SUD
Treatment Services

Other mental health or supportive services
not already captured above (e.g., outreach,
other recovery-oriented services, peers,
etc.): Please define

Other substance use disorder treatment
services not already captured above
(primary SUD FSP programs, innovation,
etc.): Please define

BHSA Innovative FSP Pilots and Projects

MHSA INN Projects

Subtotal (auto-populated)

| A A A

8,565,797.40

| A A A

8,737,113.35

| A A A

8,911,855.62

6,210,203.12

6,334,407.18

6,461,095.32

380,780.00

A A A A

380,780.00

380,780.00

FSP Transfer Information

Year 1

Year 2

Year 3

Transfers out of FSP component into Local
Prudent Reserve

FSP Administrative Information

Year 1

Year 2

Year 3

FSP Component Admin Expenses

1,903,647.05

1,941,719.99

1,980,554.39

Total Full Service Partnership
Expenditures (auto-populated)

10,469,444.45

10,678,833.34

10,892,410.01

Projected Individuals to be Served
(Unduplicated)

Year 1

Year 2

Year 3

Eligible Children/TAY (25 years and
younger)

248

248

248

Eligible Adults/Older Adults

550

550

550

Projected MHSA-Origin Encumbered
INN Funds Available (exempt from
suballocation requirements)

Year 1

Year 2

Year 3

MHSA "Encumbered"” INN

1. W&I Code § 5892, subdivision (a)(2)(A)
states 35% of BHS funds distributed to
counties shall be used for Full Service
Partnership Programs.

2. May be bundled or un-bundled
depending on county BH-CONNECT opt-in.




Instructions

Counties shall report their projected expenditures of their Behavioral Health Services and Supports funding for their BHSA allocation component, federal financial participation, and all other non-BHSA funding sources in Tab Seven.
Row 27-30: input the total estimated BHSS component allocation received for each year. Row 27 will auto-populate from Tab Four in the BHSA Transfers tab.

Row 28: input the total dollar amount projected to the BHSS funding component from the prudent reserve (if applicable). If you reported on Tab 4, row 141 that you will be transferring excess PR funds to BHSS please report them here.
Input unspent MHSA dollars carried over to this component into row 29. Row 30 will auto-populate the sum of rows 27-29.

Rows 35-48: input the projected expenditures for each BHSS service category or program for each year. Rows 37, 41, and 44 auto-populate from their sub rows.

Row 47: input expenditures for BHSA-funded innovation pilots or projects.

Row 48: input expenditures for any encumbered MHSA INN Projects with services that do NOT align with the sub-allocations above.

Row 49: the subtotal for projected expenditures will be auto-populated from rows 35 - 37, 40, 41, 44, 47, and 48.

Row 51: input the total dollar amount projected to be transferred out of the BHSS funding component into the prudent reserve.

Row 53: enter the total amount of direct and indirect costs required to implement this component. (See Policy Manual Chapter 6. BHT Fiscal Policies, Section B.8.2 Direct Costs and Indirect Costs).
Row 54: the total for projected BHSS expenditures will be auto-populated from rows 49, 51, and 53.

Row 56: input the total dollar amount of Youth-Focused (25 years and younger) Early Intervention Expenditures.

Row 58: the proportion of El funds will auto-populate from rows 30 and 37. Note: MHSA WET, INN, and CF/TN funds in Rows 67-69 will be deducted from the revenue (excluded from the denominator).
Row 59: the proportion of Youth-Focused (25 years and younger) El funds will auto-populate from rows 37 and 56.

Rows 61-62: input the estimated unduplicated count of individuals that will be served across all BHSA-funded programs.

Rows 64-65: input the estimated amount of BHSS funds that will be transferred to WET and CF/TN for each year.

Rows 67-69: auto-populates projected estimated amount of MHSA WET, CF/TN, and Encumbered INN funds that will be available in the BHSA BHSS component for each year.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, regulations,
and guidance, including the BHSA County Policy Manual. 2) Counties must promote access to care through efficient use of state and county resources as outlined in

Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill appropriately for services covered by the county’s Medi-Cal
Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance.

These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.
Table Seven: BHSA Components

Total Behavioral Health Services and Supports (BHSS) Funding

Total Estimated Behavioral Health Services

and Support Funding Received
(BHSA Funds) $ 4,082,247.00 | $ 4,204,715.00 | $ 4,330,856.00

Transfers into Behavioral Health Services and

Support component from Local Prudent
Reserve $ - 19 - 1% -
Total Estimated Behavioral Health Services
and Support Funding Allocated
(MHSA - Unspent Carryover Funds) $ - |3 - 193 -
Total Estimated Behavioral Health
Services and Support Funding
(BHSA + MHSA Funds) $ 4,082,247.00 | $ 4,204,715.00 | $ 4,330,856.00
Behavioral Health Services and Supports Category (1)
Projected Expenditures - Unspent MHSA and BHSA Funding
Only

Type of Service Projected Expenditures - Federal Financial Participation Projected Expenditures - All Other Funding Sources

T vert | verz | ves | et | ez |  Yews |  vew1 |  vewz |

BHSS Programs/Services

Children's System of Care-Non FSP (25 years
and younger) $ - |9 - $ - 1% - 19 - |$ - |$ - |$ -
Adult and Older Adult System of Care,
Excluding Populations Identified in

5892(a)(1) and 5892(a)(2)-Non FSP $ 330,149.10 | $ 336,752.00 | $ 343,487.12 | $ - |$ - |3 - 1% - 19 - |9 -
Early Intervention Expenditures $ 1,572,453.43 | $ 1,603,902.50 | $ 1,635980.55 | $ - |3 - |8 - |3 - |3 - |9 -
Coordinated Specialty Care for First
Episode Psychosis $ - |9 - |3 - 19 - | $ - 19 - |$ - |$ - |$ -
All Other El Expenditures $ 1,571,721.43 | $ 1,603,902.50 | $ 1,635,980.55 | $ - |3 - 1% - |9 - 1% - |$ _
Outreach and Engagement $ 303,939.03 | $ 310,017.81 | $ 316,218.17 | $ S K Bk - |8 - |3 -
Workforce Education and Training (WET) $ - |$ - |$ - | $ - |3 - |$ - |93 - |93 - |3 -
Dedicated BHSA WET funds $ _ $ _ $ _ $ _ $ _ $ _ $ _ $ _ $ _
Dedicated MHSA WET funds $ _ $ _ $ _ $ _ $ _ $ _ $ _ $ _ $ _
Capital Facilities and Technological Needs
(CFTN) $ - |9 595,763.00 | $ 607,678.49 | $ - % - |9 - |9 - |3 - |3 -
Dedicated BHSA CF/TN funds $ - |9 595,763.00 | $ 607,678.49 | $ - |$ - |3 - |$ - |$ - |$ -
Dedicated MHSA CF/TN funds $ - |$ - ¢ - |$ - |3 - |$ - |3 - |$ - |3 -
BHSA Innovative BHSS Pilots and Projects | $ - |3 - |3 - |$ - |9 - |$ -9 - |$ -9 -
MHSA INN Projects $ 584,081.59 | $ - |9 - |$ - |3 - |3 - |3 - |$ - |3 -
Subtotal (auto-populated) $ 2,790,623.15 | $ 2,846,43531 | $ 2,903,364.33 | $ - |3 - 13 - |3 - |3 - |3 -
BHSS Prudent Reserve Transfer
. Year 1 Year 2 Year 3
Information
Transfers out of BHSS component into Local
Prudent Reserve
BHSS Administrative Information Year 1 Year 2 Year 3
BHSS Component Admin Expenses $ 655,238.67 | $ 668,343.44 | § 681,710.31
Total Behavioral Health Services and
Supports Expenditures (auto-populated)
$ 3,445,861.82 | $ 3,514,778.75 | $ 3,585,074.64
Youth-Focused Early Intervention
X Year 1 Year 2 Year 3
Expenditures
Total Youth-Focused (25 years and younger)
Early Intervention Expenditures
$ 880,278.78 | $ 897,884.36 | $ 915,842.04

Behavioral Health Services and Supports
Validation (auto-populated based on Year 1 Year 2 Year 3
inputs above)

BHSS Funds Early Intervention
Expenditures/Total BHSS Funding (2)
68.5% 53.4% 52.3%

Youth-Focused (25 years and younger) Early
Intervention Expenditures/Total Allocated
Early Intervention Funds (3) 56.0% 56.0% 56.0%

Projected Individuals to be Served

: Year 1 Year 2 Year 3
(Unduplicated)

Eligible Children/TAY (25 years and younger) 6,323 6,323 6,323
Eligible Adults/Older Adults 4,972 4,972 4,972
Projected BHSS Funds transferred to WET
or CF/TN

BHSS transfer to WET
BHSS transfer to CF/TN $ - $ 595,763.00 | $ 607,678.49

Year 1 Year 2 Year 3




Projected MHSA-Origin WET, CF/TN and
Encumbered INN Funds Available

. Year 1 Year 2 Year 3
(exempt from suballocation
requirements)
Estimated MHSA WET Funds $ - 1% - |$ -
Estimated MHSA CF/TN Funds $ 1,203,441.49 | $ 1,203,441.49 | $ 1,203,441.49
MHSA "Encumbered” INN $ 584,082.00 | $ 041 | $ 0.41

References

1. W&I Code § 5892, subdivision (a)(3)(A)
states 35% of BHS funds distributed to
counties shall be used for Behavioral Health
Services and Supports (BHSS).

2. W&I Code § 5892, subdivision (a)(3)(B)(i)
states counties shall utilize at least 51% of

BHSS funding for early intervention
programs.

3. W&I Code § 5892, subdivision (a)(3)(B)(ii)
states that at least 51% of funds allocated
for early intervention programs must serve
individuals 25 years of age and younger.

4. BHSA Policy Manual Ch. 6 § B.7.3 states
that MHSA WET or CFTN funds transferred
into BHSA BHSS will remain WET or CFTN
funds and will not be subject to the
suballocation requirements. Counties may
set aside BHSS funds for WET and CFTN; the
reversion period for these specific funds is
ten years. All transfers into WET and CFTN
are irrevocable and cannot be transferred
out of WET and CFTN. Counties may
continue to keep separate fund accounts to
track their WET and CFTN funds.

5. BHSA Policy Manual Ch. 6 § B.8.2.2 states
that the share of indirect costs attributed to
BHSA funding should be in proportion to
the extent the BHSA program benefits from
the support activity. Proportional
administrative and indirect costs will be
verified through the Behavioral Health
Outcomes Accountability and Transparency
Report (BHOATR). Counties should ensure
that their cost-allocation methodology
complies with 2 CFR 200 and appropriately
distributes costs in proportion.




Instructions

Counties shall report their projected spending for Behavioral Health Services Act (BHSA) plan administration in Tab Eight.

Row 27: the total dollar-amount of BHSA component allocations dedicated to improvement and monitoring activities, including plan
operations, quality and outcomes, data reporting pursuant to W&I Code § 5963.04, and monitoring of subcontractor compliance for all

county behavioral health programs, including, but not limited to, programs administered by a Medi-Cal behavioral health delivery system,

as defined in subdivision (i) of Section 14184.101, and programs funded by the Projects for Assistance in Transition from Homelessness

grant, the Community Mental Health Services Block Grant, and other Substance Abuse and Mental Health Services Administration grants

by year. Under W&I Code § 5892 (e)(2)(B), the total amount shall equal 2% or less of total projected annual revenues of the local

behavioral health services fund for counties with a population over 200,000 or 4% of the total projected annual revenues of the local

behavioral health services fund for counties with a population of less than 200,000. Any costs that exceed that amount will be

included in the governor's budget. Administrative costs for improving and monitoring will only be reported on this tab, not the BHSA component tabs.
Row 28: input amounts of BHSA component allocations dedicated to county Integrated Plan annual planning costs,

including stakeholder engagement in planning and local Behavioral Health Board activities by year. Under W&I Code § 5892 (e)(1)(B), this

amount shall be 5% or less of total projected annual revenues of the local behavioral health services fund. Any costs that exceed

that amount will be included in the governor's budget. Planning costs will only be reported on this tab, not the BHSA component tabs.

Row 29: input total dollar amount of new and ongoing county and behavioral health agency administrative costs to implement W&

Code § 5963-5963.06 and § 14197.71.

Row 31: select your county population size. This will ensure the formatting in the Admin Spending Overages section presents accurately.

Row 34: total projected annual revenues of the Local Behavioral Health Services Fund will be auto-populated.

Row 35: the proportion of funding used for improvement and monitoring will be auto-populated from rows 34 and 27.

Row 36: the proportion of funding used for planning expenditures will be auto-populated from rows 28 and 34.

Row 38-40: based upon the county population size selected in row 31, this calculator will auto-populate any Improvement and Monitoring

expenditures that exceed (2%/4%) of the total projected annual revenues of the Local Behavioral Health Services Fund and any County Integrated

Plan Annual Planning expenditures that exceed 5% of the total projected annual revenues of the Local Behavioral Health Services Fund.

Table Eight: BHSA Plan Administration

INTEGRATED PLAN ADMINISTRATION AND MONITORING Year 1 Year 2 Year 3
Total Projected Improvement and Monitoring Expenditures $ 56,922.00 58,630.00 60,389.00
Total Projected County Integrated Plan Annual Planning Expenditures $ 378,868.00 390,234.00 401,941.00
New and Ongoing Administrative Costs $ 77,287.00 79,606.00 81,994.00
Select County Population Size: Less than 200k
Administrative Information Validation
Total Projected Annual Revenues of Local Behavioral Health Services Fund $ 13,780,435.00 13,130,343.00 13,490,746.00
Improvement and Monitoring Expenditures/Total Annual Revenues of Local
Behavioral Health Services Fund (auto-populated) 0.4% 0.4% 0.4%
Total Projected Planning Expenditures/Total Projected Annual Revenues for Local
Behavioral Health Services Fund (auto-populated) 2.7% 3.0% 3.0%
Admin Spending Overages (in Dollars)
Improvement & Monitoring| $ - - -
Planning| $ - - -
Total| $ - - -

1. W& Code § 5963, subdivision (c) states that any costs incurred for BHSA
implementation exceeding the required maximums set forth in W&I Code § 5892,
subdivision (e)(1)(B) and W&I Code § 5892, subdivision (e)(2)(B) will be included
in the Governors 2024-2025 May Revision.




Instructions

Counties shall report their estimated local prudent reserve maximums for each allocation
component in Tab Nine.

Rows 18-19: dollar amounts will be auto-populated from Tab 4 rows 136-137.

Row 20: total excess prudent reserve dollars will be auto-populated from rows 18-19.

Rows 21-23: total dollar amounts will be auto-populated from Tab 4, rows 139-141.

Row 24: total excess prudent reserve funds allocated to BHSA components will be auto-populated
from rows 21-23.

Row 25: auto-validates from rows 20 and 24 to check if the county has "No Excess" or if county
must "Reduce Excess" prudent reserve.

Row 26: the total amount of planned contributions into the prudent reserve from all BHSA
components allocations across all plan years will be auto-populated from Tab 5 row 69, Tab 6
row 45, and Tab 7 row 51.

Row 27: the total amount of planned distributions from the prudent reserve into the BHSA
component allocations across all plan years will be auto-populated from Tab 5 row 41, Tab 6
row 26, and Tab 7 row 28.

Table Nine: Estimated Local Prudent Reserve Balance

Estimated Local Prudent Reserve Balance At End of Previous Fiscal Year

$ 1,184,797.32
Local Prudent Reserve Maximum (1) $ 3.080,475.35
Excess Prudent Reserve Funds (auto-populated) $ (1,895,678.03)
Total prudent reserve funds above prudent reserve maximum allocated to Housing
Interventions $ _

Total prudent reserve funds above maximum allocated to Full Service Partnerships $

Total prudent reserve funds above maximum allocated to Behavioral Health Services

and Supports $ -
Total Excess Prudent Reserve Funds allocated to BHSA Component Allocations (auto-

populated) $ -
Auto-validation: allocation of all excess Prudent Reserve Funds NO EXCESS
Total Contributions Into the Local Prudent Reserve (auto-populated) $ ;
Total Distributions From the Local Prudent Reserve (auto-populated) $ _

References

1. W&I Code § 5892, subdivision (b)(3)-(4) states a county's prudent reserve must not
exceed 20% of average of the total funds distributed to the county Behavioral Health
Services Fund over past five years (25% for counties with a population of less than
200,000).




Instructions

Counties will complete Tabs One through Nine prior to completing Tab Ten. Data on other tabs will auto-populate to Tab Ten.

Rows 25, 28, and 31: the new base percentage for each component will be auto-populated from Tab 4, rows 45, 50, and 53.

Rows 26, 29, and 32: the dollar amount allocated to each component for each year of the Integrated Plan will be auto-populated from Tab 5, row 40; Tab 6, row 25;

and Tab 7, row 27, respectively.

Row 35: the total amount of BHSA funding for each component auto-populated from Tab 5, row 40; Tab 6, row 25; and Tab 7, row 27.

Rows 36, 43, and 50: the total amount of funding transferred from the prudent reserve into each BHSA component allocation for each plan year will be

auto-populated from Tab 5, row 41; Tab 6, row 26; and Tab 7, row 28.

Row 37: the total amount of unspent MHSA-carryover funds from prior fiscal years, will be auto-populated from Tab 4 row 133.

Rows 38, 45, and 52: estimated total available funding will be auto-populated from rows 35-37, 42-44 and 49-51.

Rows 39, 46, and 53: the total amount of funding transferred from each BHSA component into the prudent reserve for each plan year will be auto-populated from

Tab 5, row 69; Tab 6, row 45; and Tab 7, row 51.

Rows 40, 47, and 54: estimated expenditures for each component will be auto-populated from Tab 5, row 72; Tab 6, row 48; and Tab 7, row 54.

Rows 44 and 51: auto-populated by adding the existing year's carryover MHSA funds to any remaining funds (from all sources) not spent from the previous year.

Rows 57-59: the total amount of annual BHSA plan administration expenses from Tab 8, rows 27-29.

Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws,
regulations, and guidance, including the BHSA County Policy Manual.

2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual,

including requiring BHSA-funded providers to bill appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a
good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services

that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

Table Ten: BHSA Funding Summary (auto-populated)

Housing Interventions

Full-Service Partnerships

Behavioral Health Services
and Supports

Total

Behavioral Health Services

Year One

Allocation Percentage, with Transfers 30% 35% 35% 100%
Component Allocations 3,499,069.00 4,082,247.00 | $ 4,082,247.00 11,663,563.00
Year Two

Allocation Percentage, with Transfers 30% 35% 35% 100%
Component Allocations 3,604,041.00 4,204,715.00 | $ 4,204,715.00 12,013,471.00
Year Three

Allocation Percentage, with Transfers 30% 35% 35% 100%
Component Allocations 3,712,162.00 4,330,856.00 | $ 4,330,856.00 12,373,874.00

BHSA Funding Summary Housing Interventions Full Service Partnerships Totals
and Supports
Year One
Estimated Year One Component Allocations
_ 3,499,069.00 4,082,247.00 | $ 4,082,247.00 11,663,563.00
(BHSA Funding Only)
Transfers From PR Into Component - - |3 - -
Estimated Unspent Funds From Prior Fiscal
Years (Including MHSA Funds) 1,000,000.00 2,248,122.90 | $ 1,787,523.49 5,035,646.39
(Unspent Carryover MHSA Funds)
Estimated Total Available Funding for Year One 4,499,069.00 6,330,369.90 | $ 5,869,770.49 16,699,209.39
Transfers from Component Into PR - - $ - -
Estimated Total Year One Expenditures 3,463,408.23 10,469,444.45 | $ 3,445,861.82 17,378,714.50
Year Two
Estimated New Year Two Component
, _ 3,604,041.00 4,204,715.00 | $ 4,204,715.00 12,013,471.00
Allocations (BHSA Funding Only)
Transfers From PR Into Component - - |3 - -
Estimated Unspent Funds From Prior Fiscal
, 1,035,660.77 (3,022,202.55)| $ 2,423,908.67 437,366.89
Years (Including MHSA Funds)
Estimated Total Available Funding for Year Two 4,639,701.77 1,182,512.45 | $ 6,628,623.67 12,450,837.89
Transfers from Component Into PR - - $ - -
Estimated Total Year Two Expenditures 3,532,676.40 10,678,833.34 | $ 3,514,778.75 17,726,288.49
Year Three
Estimated New Year Three Component
, _ 3,712,162.00 4,330,856.00 | $ 4,330,856.00 12,373,874.00
Allocations (BHSA Funding Only)
Transfers From PR Into Component - - |3 - -




Estimated Unspent Funds From Prior Fiscal

. 1,107,02537 | $ (8,379,448.90) 3,113,844.92 (4,158,578.60)
Years (Including MHSA Funds)
Estimated Total Available Funding for Y
T;'mae otal Avallable Fnding for rear 4,819,187.37 | § (4,048,592.90) 7,444,700.92 8,215,295.40
ree
Transfers from Component Into PR - $ - - -
Estimated Total Year Three Expenditures 3,603,329.93 | $ 10,892,410.01 3,585,074.64 18,080,814.58

Plan Admin Category

BHSA Plan Admin Expenses

Year One

Year Two

Year Three

Total Projected Improvement and Monitoring

, 56,922.00 | $ 58,630.00 60,389.00 175,941.00
Expenditures
Total Proj Integrated Plan Annual
otal Projected County Integrated Plan Annua 378,868.00 | § 390,234.00 401,941.00 1,171,043.00
Planning Expenditures
Total Projected N i
otal Projected New and Ongoing 77,287.00 | $ 79,606.00 81,994.00 238,887.00

Administrative Expenditures




Budget Template Updates

Effective Date of

tab 8

Version | Revision Date Description of Changes
Change

2.0 10/25/2025 Tab 10 (BHSA Summary): Formula updated to avoid double counting of MHSA unspent|10/25/2025
carryover funds.

2.0 10/25/2025 Tab 7 (BHSS): El Threshold calculation should exclude MHSA transferred WET and 10/25/2025
CFTN funds as they are exempt from suballocation requirements, formula revised to
remove WET and CFTN. Added a BHSS transfer to WET/CFTN for reversion tracking.

2.0 10/25/2025 Tab 8 (BHSA Plan Admin): Updated instructions to clarify DHCS will not pre-populate |10/25/2025
data for "Total Projected Annual Revenues of BHSF". Counties must enter in the data.

2.0 10/25/2025 Tab 5, 6, 7 (BHSA Conponents): Added unspent MHSA funds row for year 1, 2 and 3. 10/25/2025

2.0 10/25/2025 Tab 7 (BHSS): Added separate rows for unspent MHSA WET/CFTN expenditures. 10/25/2025

2.0 10/25/2025 Tabs 1-10: Fixed formula and instruction errors 10/25/2025

3.0 2/18/2026 Tab 4 (BHSA Transfers): Added Year 2 and Year 3 for exemption requests 2/18/2026

3.0 2/18/2026 Tab 4 (BHSA Transfers): Added validation check for funding transfers 2/18/2026

3.0 2/18/2026 Tab 4 (BHSA Transfers): Added two new rows for unspent MHSA “Encumbered” INN 2/18/2026
Funds and unspent MHSA “Unencumbered” INN Funds.

3.0 2/18/2026 Tab 5, 6 and 7 (BHSA Components): Moved transfers from prudent reserve into the 2/18/2026
BHSA component funding section to be included with total revenue

3.0 2/18/2026 Tab 5, 6, and 7 (BHSA Components): Included prudent reserve transfers as an 2/18/2026
expenditure

3.0 2/18/2026 Tab 5, 6, and 7 (BHSA Components): Included prudent reserve transfers as an 2/18/2026
expenditure

3.0 2/18/2026 Tab 5, 6 and 7 (BHSA Components): Added a row for projected MHSA “Encumbered” |2/18/2026
INN Project expenditures.

3.0 2/18/2026 Tab 5 (Housing Interventions): Removed projected encumbered MHSA INN fund 2/18/2026
expenditures from the 50% HI funds dedicated to chronically homeless suballocation
requirement calculation.

3.0 2/18/2026 Tab 7 (BHSS): Removed projected encumbered MHSA INN fund expenditures from the |2/18/2026
51% BHSS funds dedicated to Early Intervention suballocation requirement
calculation

3.0 2/18/2026 Tab 8 (BHSA Plan Admin): Updated to include a validation check for “Improvement 2/18/2026
and Monitoring” (2% or 4%) and “Planning” (5%)

3.0 2/18/2026 Tab 9 (Prudent Reserve Assessment): Updated PR validation checks to “No Excess” or|2/18/2026
“Reduce Excess”

3.0 2/18/2026 Tab 10 (BHSA Summary): Included component percentage breakdowns for all three 2/18/2026
years

3.0 2/18/2026 Tab 10 (BHSA Summary): Include total administrative and planning expenditures from |2/18/2026
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