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The California Behavioral Health Planning Council (Council) is under federal and state mandate to advocate on
behalf of adults with severe mental illness and children with severe emotional disturbance and their families.
The Council is also statutorily required to advise the Legislature on behavioral health issues, policies and
priorities in California. The Council advocates for an accountable system of seamless, responsive services that
are strength-based, consumer and family member driven, recovery oriented, culturally and linguistically
responsive and cost effective. Council recommendations promote cross-system collaboration to address the

issues of access and effective treatment for the recovery, resilience, and wellness of Californians living with
severe mental illness.
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El Dorado County
Population (2018): 188,993
Total Medi-Cal Eligible Beneficiaries (FY 2016-17): 44,579
Total Specialty Mental Health Service (SMHS) Recipients: (FY 2016-17): 1,321
Children and Youth, SMHS

FY 16-17
Children and
. Certified Eligible .
Youth with 1 or . 6t Penetration
: ' Children and
more 5SMHS Rate
Youth

All | 478 16,995 2.8%
Children 0-2 A 2,498 n
Children 3-5 13 2,452 0.5%
Children 6-11 136 5,323 2.6%
Children 12-17 254 4,693 5.4%
Youth 18-20 n 2,029 -"
Alaskan Native or American Indian n 123

Asian or Pacific Islander » 313

Black A 139

Hispanic 75 4,065 1.8%
White 304 8,824 3.4%
Other » 251 n
Unknown 77 3,280 2.3%
Female 248 8,336 3.0%
Male 230 8,659 2.7%

Adults and Older Adults, SMHS

FY 16-17
Adults and Certified
Older Adults Eligible Adults Penetration
with 1 or more and Older Rate
SMHS Visits Adults
All 843 27,584 3.1%
Adults 21-44 489 14,957 3.3%
Adults 45-54 312 9,715 3.2%
Adults BS+ 42 2,912 1.4%
Alaskan Mative or American Indian n 2118 ~
Asian or Pacific Islander 12 803 1.5%
Black 11 247 4. 5%
Hispanic 63 3,082 2.0%
White 589 19,455 3.0%
Other A 455 n
Unknown 143 3,324 4. 3%
Female 435 14,264 3.0%
Male 408 13,320 3.1%




Introduction: Purpose and Goals: What is the Data Notebook?

The Data Notebook is a structured format to review information and report on each county’s
behavioral health services. Recent practice has focused on different parts of the public behavioral
health system each year, because the overall system is very large and complex. This system
includes both mental health and substance use treatment services designed for specific age groups
of adults or children and youth.

Local behavioral health boards/commissions are required to review performance outcomes data for
services in their county and to report their findings to the California Behavioral Health Planning
Council (CBHPC). To provide structure for the report and to make the reporting easier, each year we
create a Data Notebook for local behavioral health boards to complete and submit to the CBHPC.
Both statewide and county-specific data are provided for review. The discussion questions seek input
from the local boards and their departments. These responses are analyzed by Council staff to
create a yearly report to inform policy makers, stakeholders and the public.

The Data Notebook structure and questions are designed to meet important goals:
e To help local boards meet their legal mandates to review performance data for their county
mental health services and report on performance every year,
e To serve as an educational resource on behavioral health data for local boards,
e To obtain opinion and thoughts of local board members on specific topics,
e To identify unmet needs and make recommendations.

The 2019 Data Notebook focus topic is an examination of behavioral health services and needs from
a perspective of “Trauma-informed principles of care across the lifespan.” Understanding the role of
childhood trauma reveals the urgent need for trauma-informed practices in all parts of the public
behavioral health system.

This year the focus topic will comprise only part of the Data Notebook. We also have developed a
section with standard data and related questions which will be addressed each year to help us detect
any trends. Monitoring these trends will assist in identification of unmet needs or gaps in services,
which may occur due to changes in the population, resources available, or public policy (i.e., eligibility
criteria).

The Planning Council encourages all members of local behavioral health boards/commissions to
participate in developing responses for the Data Notebook. This is an opportunity for the local boards
and their county behavioral health departments to work together to identify the most important issues
in their community. This work informs county and state leadership about local behavioral health
programs, needs, and services. This information is used in the Council’'s advocacy to the legislature
and for input to the state mental health block grant application to SAMHSA?Z.

tw.l.c. 5604.2, regarding mandated reporting roles of MH Boards and Commissions in California.
> SAMHSA: Substance Abuse and Mental Health Services Administration, an agency of the Department of Health and Human
Services in the U.S. federal government. For more information and reports, see www.SAMHSA.gov.
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Note that there are two sets of Discussion Questions. The first group are the standard yearly data
guestions. The second group, the Focus Topic Questions, are at the end of the Data Notebook,
following the presentation on Trauma-informed Care.

Standard Yearly Data and Questions for Counties and Local Advisory Boards

In recent years, major improvements in data availability now permit local boards and other
stakeholders to consult extensive Medi-Cal data online that is provided by the Department of Health
Care Services (DHCS). These data include populations that receive Specialty Mental Health
Services and substance use treatment. Related data are analyzed for yearly evaluations of county
programs that are reported at www.CalEQRO.com. Additionally, Mental Health Services Act (MHSA)
data can be found in the ‘MHSA Transparency Tool’ presented on the MHSOAC website.

However, members of the Planning Council would like to examine some county-level data that are not
readily available online and for which there is no other accessible public source. The items of interest
include data that are collected by the counties because they need to know how much they are
spending in these service categories and for how many clients. Collecting this information will fill one
gap in what is known about services that might be needed or provided in the course of a fiscal year
(FY). And may help identify unmet needs in services.

Standard Annual Questions for the Data Notebook

Please answer these questions using information for fiscal year (FY) 2017-2018 or the most recent
fiscal year for which you have data. Not all counties have readily available data for some of the
guestions. If so, please enter N/A for ‘data not available.’

Please note that a second group of Discussion Questions follows the Focus Topic, at the end of this
Data Notebook.

Adult Residential Care Facilities

There is little publicly available data on the website of the Community Care Licensing at the CA
Department of Social Services. This lack of information makes it difficult to determine how many of
the licensed Adult Residential Care Facilities operate with services that would meet the needs of
adults with chronic and/or serious mental illness (SMI), (and are willing to accept clients with SMI),
compared to other adults such as those with physical disabilities, or who are developmentally
disabled. There is a bill (AB 1766) before the legislature that would authorize and require the
collection of data from licensed operators of adult residential facilities regarding how many residents
have SMI, or whether these facilities have the services these clients would need to support their
recovery or transition to other housing. The Planning Council supports this bill.

The Planning Council would like to understand what type of data are currently available at the county
level regarding ARFs and Institutions for Mental Diseases (IMDs)* available to serve individuals with

? Institution for Mental Diseases (IMD) List https://www.dhcs.ca.gov/services/MH/Pages/MedCCC-IMD _List.aspx.
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SMI, and how many of these individuals (for whom the county has financial responsibility) are served
in facilities such as ARFs or IMDs.

There are 11 licensed Adult Residential Care Facilities (ARF) in El Dorado county, according to
the list provided on the CA Department of Social Services website.*

Although there are 11 ARCFs in El Dorado County per the State’s website, only one (1) Adult
Residential Facility (ARF) provides services solely to individuals with severe mental illness, and the
County contracts with that one ARF.

1) For how many individuals did your county pay some or all of the costs to reside in a
licensed Adult Residential Care Facility (ARF), during the last FY? __ 21

2) What is the total number of ARF bed-days paid for these individuals, during the last
FY? _ 2,190

3) Unmet needs: how many individuals served by your county need this type of housing
but currently are not living in an ARF? 20 (clients who are currently in MHRC and could
step down and clients placed out-of-county in board and care facilities)

4) Does your county have any ‘Institutions for Mental Disease’ (IMD)?
_X__No. __ Yes. Ifyes, how many IMDs?

5) For how many individual clients did your county pay the costs for an IMD stay (either in
or out of your county), during the last FY?
In-county: O (we do not have an IMD in county)  Out-of-county: 26

6) What is the total number of IMD bed-days paid for these individuals by your county
during the same time period? 4,707 bed days in FY 2018-19

Homelessness: Your County's Programs and Services

The Planning Council has a long history of advocacy for individuals with SMI who are homeless, or
who are at risk of becoming homeless, or need assistance to transition to stable housing after a
hospitalization or crisis residential stay. Within the last few years, the problem of homelessness has
increased significantly, not only for those with SMI, but for large numbers of adults and children
lacking resources for stable housing (for many different reasons). This increase has occurred in spite
of greater resources allocated by public agencies to the problems of homelessness and affordable
housing.

% Link at CDSS: https://secure.dss.ca.gov/CareFacilitySearch/Search/AdultResidentialAndDaycare
8
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Studies indicate that approximately 1 in 3 individuals who are homeless also have serious mental
illness and/or a substance use disorder. The Council does not endorse the idea that homelessness is
caused by mental illness nor that the public behavioral health system is responsible to fix
homelessness, financially or otherwise, but we know that recovery happens when an individual has a
safe, stable place to live so we are interested in what types of things counties are doing. And
because this issue is so complex and will not be resolved in the near future, the Council is planning to
continue to track and report on the myriad of programs and supports the counties offer to assist
individuals who are homeless and have serious mental illness and/or a substance use disorder and
who would benefit from such programs.

Current news articles highlighted a recent surge in homelessness numbers in some counties and
cities, based on analysis of data from “Point-in-Time” (PIT) counts taken in January of each year,
including 2019, 2018, and 2017. From those numbers, local officials found the percent increases
from 2017 to 2018, and from 2018 to 2019, to be quite startling, as outlined in New York Times
articles in April® and June,® 2019.

The table on the next page shows the January, 2018 ‘Point in Time Count’ for the number of
homeless in your county (or federally designated Continuum of Care, ‘CoC’) from the website at
www.hud.gov. (For more information, see URL link in the footnote).’

> www.NYTimes.com, April 10, 2019. California Today: How Large is the Bay Area’s Homeless Population?
® www.NYTimes.com, June 5, 2019. California Today: Homeless Populations Are Surging. Here’s Why.
" Your county data may be grouped with other counties, depending on the assigned group for federal “Continuum of Care” (CoC)
designation. Example: data for the CoC CA-516 includes Shasta, Siskiyou, Sierra, Lassen, Plumas, Del Norte, and Modoc Counties.
The annual HUD “Point-in-Time” counts of homeless persons for all California counties are at:
https://www.hudexchange.info/programs/coc/coc-homeless-populations-and-subpopulations-
reports/?filter Year=2018&filter Scope=CoC&filter State=CA&filter CoC=&program+Coc&group=PopSub.
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Table: Summary of Number of Homeless Persons in each Household Type, ‘CoC’
Region CA-525 (Includes El Dorado County) County of El Dorado’s Deputy Director of
Community Services looked up these figures in the HUDs system and the 2017 PIT
numbers for our county are corrected in blue font.

SUMMARY of | SHELTERED: | SHELTERED: | UNSHELTERED | TOTAL
PERSONS in in Emergency | In Transitional

each TYPE of | Shelter Housing

HOUSEHOLD

Persons in 84 23 358 465
Households 42 43 443
without any

Children

Persons in 15 15 138 168
Households 14 4 156
with at least

one adult >18

and at least

one child<18

Persons in 12 0 0 12
Households® 3 3
with only

Children <18

Total 111 38 496 645
Homeless 59 a7 602
Persons

7) During the most recent FY (2017-2018), what new programs were implemented, or
existing programs were expanded, in your county to serve persons who are both
homeless and have severe mental illness?

__X_Emergency shelter

____Temporary housing

____Transitional housing

____Housing/Motel vouchers

____Supportive housing

____Safe parking lots

__X_Rapid re-housing

____Adult residential care patch/subsidy

____ Other, please specify:
Since FY 17/18, we have implemented more new programs.

Optional: If your county (or CoC) has data for 2019, please enter that total number here:
Point-in-time Count = __ 613 persons. If you compare that number to the total
for 2018, you may determine the percent increase in homeless persons over one year:
__ 1.8 %. This number may provide some indication of how much worse the problem
is getting, and how quickly that change is taking place.

mSe@mpaooT

0
N—r”

® Data definition: Persons in Households with only Children <18 includes unaccompanied child or youth, parenting youth<18 who
have one or more children, or may include sibling groups<18 years of age.
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Child Welfare Services: Foster Children in Certain Types of Congregate Care

About 60,000 children, under the age of 18, in California are in foster care. They were removed from
their homes because county child welfare departments, in conjunction with juvenile dependency
courts, determined that these children could not live safely with their caregiver(s). Most children are
placed with a family who receives foster children; however, a small number of the children
necessitate a higher level of care and are placed in a Group Home.

California has had a long standing goal of moving away from the use of long term group homes, also
known as congregate care, and are increasing youth placement in family settings. Assembly Bill 403,
California’s Child Welfare Continuum of Care Reform, provided timelines and requirements to reform
the foster care system including the reduction in reliance on congregate care as a long-term
placement setting, AB 403 narrowly redefines the purpose of group care. Group homes are to be
transitioned into a new facility type, Short-Term Residential Treatment Program (STRTP), which will
provide short-term, specialized, and intensive treatment and will be used only for children whose
needs cannot be safely met initially in a family setting.

A STRTP is a residential facility that provides an integrated program of specialized and intensive care
and supervision, services and supports, treatment, and short-term 24-hour care and supervision to
children. STRTPs are required to provide trauma-informed and culturally relevant core services,
which include: specialty mental health services (SMHS); transition services; education, physical,
behavioral, and extracurricular supports; transition to adulthood services; permanency support
services; and Indian child services.

All of California’s counties are working toward closing long-term group homes and are establishing
licensed STRTPs. This transition will take time and it is important for your board to talk with your
county director about what is happening in your county for any children in foster care who are not yet
able to be placed in a family setting or who are in a family setting and experience a crisis which
requires short-term intensive treatment.

The following chart displays the count of children age 0-17 years in your county who were in a group
home compared to a count of the children age 0-17 years who were in an STRTP at some time
during that quarter. Note that it does not display point-in-time counts of children in a group home or
STRTP on a particular day in the quarter. This measure looks at all children who were in a group
home placement at some time during the quarter and all children who were in an STRTP placement
at some time during the quarter as two separate populations. If a child was placed in one type of
congregate care home but then was moved to a different type of facility during the quarter, then that
child was counted once in each population group. These children are part of an extremely vulnerable
population and the Council will be tracking them over the next several years.

Please examine the data below. If there were no children in a given category during that quarter,
then a zero was entered. Blanks in the table mean that data were suppressed due to small numbers
(<11 cases). Thus, some small population counties may have only, or mostly, blanks, indicating that
“some” children were in those groups but not enough to safely depict.

Your county: El Dorado County
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How does the number of children in a Group Home during the quarter compare to
the number of children in an STRTP during the quarter?

Children in Congregate Care, by Facility Type
60

50
40
30

20

oy} Q2 Q3 Q4 oy} Q2 Q3 Q4
2017 2018
El Dorado
CWS
Group Home 30 38 50 45 41 35 32 33
m STRTP 0 0

9) Do you think your county is doing enough to serve the children/youth in group care?
Yes No X

If not, what is your recommendation? Please list or describe briefly (in 30 words or
less). Wraparound services that provide fidelity to the wraparound model would be
needed to successfully transition youth from group care to the community and
prevent entry into group care.

Many counties do not yet have STRTPs and are having to place children/youth in another county.
Recent legislation (AB 1299) directs that the Medi-Cal eligibility of the child be transferred to the
receiving county. This means, the county receiving the child now becomes financially responsible for
his/her Medi-Cal costs.

10) Has your county received any children from another county?

Yes X No . If yes, how many? El Dorado County has children who are
presumptive transfers, but are not in an STRTP. Additionally, we did not start tracking
the presumptive transfer/request for services until 4/2018. Since April 2018, we have
received 112 presumptive transfers. It is important to note that not all transfers met

criteria for Specialty Mental Health.

11) Has your county placed any children into another county?
Yes X No . If yes, how many? 219

12



Background and Context: Trauma-informed Care across the Life Span

One goal of our 2019 Data Notebook is to examine behavioral health services and needs from the
perspective of “Trauma-informed principles of care across the lifespan.” Our choice of this focus topic
recognizes that childhood adversity and trauma contribute profoundly to an individual’s lifelong mental
and physical health outcomes, and in turn, to the well-being of our families and communities.

What is Trauma and How Common is 1t?°
» Experiences that cause ‘intense physical and psychological stress reactions.’

» Events that are physically and emotionally harmful or threatening and that cause lasting
damage to a person’s physical, social, emotional, or spiritual well-being.’

* Many individuals report a single traumatic event, but ‘others--especially those seeking mental
health or substance abuse services--have been exposed to multiple or chronic traumatic
events.’

Why focus on trauma? Trauma is more prevalent in our society than many realize. In the U.S.
general population, one survey (NSARC, 2012)* found that 72% of adults reported witnessing a
trauma, 31% experienced trauma due to injury, and one-sixth (17%) had experienced serious
psychological trauma. Potential sources of trauma include natural disasters, accidents, interpersonal
violence (domestic violence, rape, mass casualty events), and severe childhood maltreatment. (See
Appendix I.) Some may experience post-traumatic stress disorder in the course of their work in
military service, or as first-responders, providers of emergency healthcare or trauma therapy.

Regardless of cause, screening for psychological trauma is an essential first step to treatment, and
can be performed with standard methods targeted specifically for adults, or for children and youth
(See Appendix Il for methods). Screening is now deemed so important that the state of California has
designated specific funding for trauma screenings of all children and adults with full-scope Med-Cal
(FY 2019-20).

Multiple, Complex, or Cascading Traumatic Events™!

» California is prone to multiple large-scale catastrophes, including fires, floods, landslides,
droughts, and earthquakes.

* The primary trauma can lead to secondary losses of home, school, work, and neighborhood
relationships, in a cascading sequence of loss and displacement.

» CA residents may experience consecutive and/or simultaneous natural disasters, in a pattern
without time for healing from one event before another occurs.

* The mobility of our population can result in a lack of supportive relationships or resources.
This lack compounds the vulnerability to trauma and delays recovery.

° SAMHSA, Treatment Improvement Protocol (TIP) 57.
19 NSARC: National Epidemiological Survey on Alcohol and Related Conditions, 2012.
1 SAMHSA, TIP 57, page 47.

13



* Finally, when faced with new disasters, adults who experienced early life ‘adverse childhood
experiences’ (ACEs) may find it much more challenging to recover and be resilient in the face
of new trauma.

The concept of multiple or complex trauma is particularly important in the discussion of childhood
trauma, because children may experience repeated traumatic events, multiple types of trauma, or
chronic circumstances of profound neglect or deep poverty. Substantial research indicates that
severe trauma, early in life, has the potential to create a level of stress that is toxic to the developing
brains of young children.

The implementation of basic trauma-informed practices can help organizations provide more
sensitive, respectful, and effective health care and to avoid triggers of emotional distress. Therefore,
this report will include some trauma-informed practices. Briefly, trauma-informed care involves a
model of care intended to promote healing and reduce risk for re-traumatization. Avoiding re-
traumatization largely depends on how individuals and organizations interact with the traumatized
person from initial point of contact and throughout diagnosis, screening, and the provision of care.

Next, having acknowledged the larger issues of human trauma, this Data Notebook will focus
primarily on the effects of childhood trauma because of the greatly increased risks for mental iliness,
substance use disorders, and other social and health/medical outcomes. Knowledge about the
origins and consequences of childhood trauma may yield information about how to reduce its
incidence, causes, and consequences.
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ACEs: Early Studies Linked Health Effects to Childhood Trauma

Several types of childhood trauma, hardship, and adversity are studied by researchers. Many of these
studies build on the foundation laid by Dr. Vincent Felitti of Kaiser Permanente in San Diego and Dr.
Robert Anda of the Center for Disease Control and Prevention (1998).%% They collected data from
over 17,000 adult patients of Kaiser Permanente in the San Diego area.

These researchers found that a specific subset of traumatic childhood experiences were highly
correlated with later life physical and mental health problems. They defined these traumatic
experiences as “adverse childhood experiences (ACEs).” This research was the largest
epidemiological study of its kind ever done to examine the health and social effects of ACEs over the
lifespan. They further developed a way to categorize and determine scores for ACEs that showed a
relationship to later outcomes.

There are three major categories of defined ACEs: abuse, neglect, and household dysfunction.
Within these three categories are ten types of ACEs, as follows.

* Abuse: includes physical, emotional and sexual abuse
* Neglect: includes physical and emotional neglect

» Household Dysfunction: includes having a family member with: serious mental iliness,
substance abuse disorder, or who is incarcerated, or experiencing domestic violence, or
divorce.

These adverse events were used for the basis of the “ACEs Score.” The ACE Score for each
individual is determined by answering 10 questions regarding events experienced in their life prior to
the age of 18 years.

In this original ‘Adverse Childhood Experiences Study’ (1998), the majority of participants were white
(74.8%), middle class, had health insurance, and had achieved a college-level education (75.2%) or
more. Almost two-thirds (63.9%) had experienced at least one adverse childhood experience. One
in eight people (12.5%) had four or more ACEs. Clearly, for the middle class population in this study,
the percentages of people who had experienced at least one or more ACE may seem surprisingly
high. But these experiences were remarkably common.

The ACE Study also found that ACEs are highly interrelated — where there is one ACE, there are
likely others. So, it didn’t make sense to study one category of adversity at a time. It made more
sense to study the accumulation of ACEs— so the scientists made a simple score. Each type of ACE
adds to the total ACE Score — from experiencing zero ACEs to experiencing all ten ACEs. ACE
scores in the study ranged from 0 to 10. So even if a person experienced several different
experiences of physical abuse, say spanking or kicking or blows to the head, this is counted as one
ACE, that of physical abuse. The separate examples or events physical abuse do not yield any kind

12 The definitive early study of Felitti, Anda, et al.,: Vincent J. Felitti, et al., Relationship of childhood abuse and
household dysfunction to many of the leading causes of death in adults: The Adverse Childhood Experiences (ACE)
study. American Journal of Preventative Medicine, 245 (1998).
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of cumulative score, and this was an arbitrary choice made by the researchers to find some kind of
way to analyze what could otherwise be a complex data set.

Remarkably, the data showed a strong dose-response relationship between ACEs and poor health
and life outcomes. As the number of ACEs increased, the risk of negative health outcomes also
increased. Later studies discovered that the life expectancy of a person with six or more ACES is 20
years shorter than for someone with zero ACEs.

These results led to a new way of thinking about the connection between childhood and adult health.
They found that ACE scores directly correlated with the population health. The data showed that,
compared to those with zero ACEs, individuals with ACE scores of 4 or more were likely to have
exhibited these high-risk behaviors:

e more than twice as likely to be smokers,

e 7 times more likely to alcoholic,

e 10 times more likely to have injected street drugs, and
e 12 times more likely to have attempted suicide.

In addition, ACEs increased the risk for serious health conditions. The data showed that, compared
to those with zero ACEs, individuals with 4 or more ACEs were:

e 2.4times as likely to have a stroke,

e 2.2times as likely to have ischemic heart disease,
e 1.9times as likely to have cancer, and

e 1.6 times as likely to have diabetes.

Those were very serious outcomes documented in that largely white, middle-class San Diego area
population studied by Drs. Felitti and Anda. Those findings raised important questions about the
effect of early life experiences on lifelong health.

But what are the results when those early studies are compared to more recent data’® about the
economically diverse populations of the state of California as a whole? Key differences were that
significant numbers of our residents lived in poverty, lacked health insurance, had poor access to
healthcare, and worse outcomes.

3 These statewide data findings (following pages) were derived from four years of statewide data from 27,745 adults that was
collected by the annual California Behavioral Risk Factor Surveillance Survey data [BRFSS, 2008-2013]. These data were reported by
the Center for Youth Wellness, using analyses by the Public Health Institute.
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Recent California Data Confirm Link of early Trauma to Health Outcomes

Recent statewide data (2008-2013) show that the prevalence of ACEs is relatively consistent across
race and ethnic groups in the state. However, high numbers of ACEs do correlate with a person’s
poverty, lack of education and/or unemployment. When compared to someone with no ACEs, data
show that a person with 4 or more ACEs is:

21% more likely to be below 250 percent of the Federal Poverty Level (FPL),

27% more likely to have less than a college degree,

39% more likely to be unemployed,

50% more likely to lack health insurance (and more likely to delay seeking care).

Using this recent statewide data, what percentage of California adults recalled one or more ACEs
from their childhood, regardless of household type? The data below show that 45% had 1-3 ACEs,
and almost 16% (or one-sixth) had 4 or more ACEs.

TAB
LE: Adult
California Percent Retrospecti
ve Data
Number of ACEs Households with Households without All (2008-
Children Children Households
2013), from
0 ACEs 36.8% 40.8% 39.0% www.kidsd
14
1-3 ACEs 46.7% 43.9% 45 1% ata.org
4 or More ACEs 16.5% 15.3% 15.9%

What is the prevalence of ACEs for adults in your county?

El Dorado County Percent

Number of ACEs Households with Households without All
Children Children Households

0 ACEs LNE LNE 36.6%

1-3 ACEs LNE LNE 42 7%

4 or More ACEs LNE LNE 20.7%

Adult retrospective data are shown above. “Retrospective surveys,” are those in which adults were
asked about their life experiences prior to age 18, for example. Take note of the average percent
taken from adults in all households (regardless of whether the adult resides in a household with, or
without, any children). (LNE means data are suppressed due to a ‘low number event.’)

In some counties, over 75% of residents have at least one ACE. Even in counties with the lowest
prevalence of ACEs, 50% had one or more adverse experiences in childhood. If the statewide

“Your county data may be found at: https://www.kidsdata.org/ .
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numbers are very different from your county data, you may wish to explore potential contributing
factors. Contributory factors could include poverty, unemployment, lack of education, high rates of
child maltreatment or substance abuse, among other possible reasons. However, causes might not
be readily identifiable.

Furthermore, the ranking of which ACEs were most common varies among adults in different
counties. However, based on statewide data for adults, the most common ACE is emotional abuse.
The most common ACEs among California adults are reported as follows (Behavioral Risk Factor
Surveillance Survey data, 2008-2013):

e Emotional or verbal abuse: 34.9%

e Parental separation or divorce: 26.7%

e Substance abuse by household member: 26.1%

e Physical abuse: 19.9%

e \Witness to domestic violence: 17.5%

e Household member with mental illness: 15.0%

e Sexual abuse: 11.4%

e Physical or emotional neglect: 9.3%

e Incarcerated household member: 6.6%.

ACEs affect every community in California, urban and rural, “regardless of geography, race, income,
or education.” A marked percentage of adults has experienced four or more ACESs, a score that
confirms a strong correlation with serious health conditions. Some health outcomes include
increased lifetime risks for asthma, arthritis, and any cardiovascular disease. Specifically, adults in
California™ with 4 or more ACEs are:

e 2.4 times as like to have chronic obstructive pulmonary disease (COPD),

e 1.9times as likely to have asthma

e 1.7 times as likely to have kidney disease, and

e 1.6 times as likely to have a stroke.

Most importantly, behavioral health challenges in adulthood have a long association with ACEs. In
California, when compared to a person with no ACEs, the data show that a person who has
experienced four or more ACEs is:

e 5.1 times as likely to have depression,

e 4.7 times as likely to seek help from a mental health professional,

e 4.2 times as likely to be diagnosed with Alzheimer’s disease or dementia,

e 3.2times as likely to engage in binge drinking,

e 2.5-3.0times as likely to have mental, physical, or emotional conditions that cause difficulty

in concentrating, remembering, or making decisions.

> These data are from BRFSS and CDC statewide data collection in California during the years 2008-2013. The numbers are similar,
but not identical, to the findings from the early studies (1998) of Drs. Felitti and Anda on San Diego area patients of Kaiser
Permanente, which were cited earlier in this report.

18



Taken together, the findings of these studies strengthen our understanding that ACEs are common,
and that ACES have a strong cumulative impact on the risk of common physical and mental health
problems. The results of these adult retrospective studies, where adults were asked about their
experiences prior to age 18, help us to recognize the consequences of childhood trauma, and
highlight the urgency of providing early screening and treatment for trauma, at every stage of a
person’s life.

There is a large variety of treatments commonly utilized for adults who have experienced trauma, and
there are more therapeutic approaches being developed all the time. Depending on whether a history
of trauma occurs with other clinically important issues, different types of therapy may be adapted or
combined to meet the individual’s current needs.

Focus on Trauma in Children and Adolescents

The ACEs Neurodevelopmental Model proposed that ACEs disrupt early brain development, which in
turn leads to social, emotional, and cognitive adaptations that can then lead to the risk factors for
major causes of disease, disability, social problems, and early death. Since the time of the original
ACE Study, breakthrough research in developmental neuroscience showed that the hypothesis of the
ACE Study is biologically sound, i.e., that the developing brain is affected by toxic stress. These
studies are important because what is predictable is preventable. Preventing ACEs and their
intergenerational transmission is the greatest opportunity for improving the health and well-being of
our population.

Abundant data demonstrates that trauma in children and youth are linked to a variety of adverse
outcomes in behavioral health, physical health and negative life outcomes. Key factors include the
larger community environment and the effects of parental hardship, poverty, violence and a general
lack of resources. Those resources and needed supports may not be present in a child’s family life.
Many researchers and clinicians have found that adverse community environments are fertile ground
for adverse childhood experiences (ACESs). (See illustration below).
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Ellis, W,, Dietz, W. (2017) A New Framework for Addressing Adverse Childhood and Community Experiences: The Building Community
Resilience (BCR) Model. Academic Pediatrics, 17 (2017) pp. $86-593. DOl information: 10.1016/j.acap.2016.12,011

Prevalence of ACEs in California’s Children *°

Compared to the retrospective adult data described earlier, we want to examine what the data show
for how common are ACEs in today’s children? This type of data’ is collected from questions asked
of a parent about their children’s experience of hardships that correspond to ‘ACEs’. These 2016
data show that an estimated 16.4% of California children had experienced two or more adverse
experiences.

Your county:

El Dorado County: 14.2 % of children have experienced two or more adverse
experiences.

The county data are similar to those indicating that approximately one-sixth of California children (or
16.4%) have experienced two or more hardships (or ACEs). These findings further support the need

'® https://www.kidsdata.org
YNational Survey of Children’s Health, 2016, Data Source: Population Reference Bureau, analysis of data from the National Survey of
Children's Health and the American Community Survey (Mar. 2018).
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to implement trauma-informed care in every school or agency or healthcare provider that touches the
lives of children.

In particular, foster youth experience many stressors, many emotional losses, and are challenged to
constantly make new adaptations to sudden changes in placements, often with corresponding
changes in their assigned school. Foster youth are a vulnerable group that receive specific attention
in county departments of child welfare and behavioral health. There are now legal requirements for
early and prompt screenings and referral to address identified mental health needs. Foster youth are
a key demographic in need of trauma-informed care as they interact with multiple agencies.

What is Resilience?*®

“Resilience is an adaptive response to hardship, and can mitigate the effects of adverse childhood
experience. Itis a process of adapting well in the face of adversity, trauma, threats, or other
significant sources of stress.”

“Resilience involves a combination of internal and external factors. Internally, it involves behaviors,
thoughts, and actions that anyone can learn and develop. Resilience is strengthened by having safe,
stable, nurturing relationships and environments within and outside the family.”

Resilience is most simply described as a quality linked to recovery and the ability to heal and adapt.
Research data can be obtained from mothers who were asked about their child’s behaviors when
confronting a challenge or stressful experience: “Is your child usually able to stay calm and in control
when faced with a challenge?” And the answer is either yes or no.

The estimated percentage of children in California (2016) who are ‘resilient’ (using that definition*®) is
52.4%. Examples of county data range from 50.8% to 53.2%. Data *° for the largest 40 counties
can be found at KidsData.org.

Your data for El Dorado County: show that 50.8% of children are ‘resilient;’ that is,
they stay calm and in control when faced with a challenge (as reported by parent).

Trauma-Informed Care: The Basics

'8 Definitions and descriptions from background research material provided at www.KidsData.org.

' Definition: Estimated percentage of children ages 6-17 who are calm and in control when facing a challenge (e.g., in 2016, an
estimated 52.4% of California children ages 6-17 were resilient). Data Source: Population Reference Bureau, data from the National
Survey of Children's Health and the American Community Survey (Mar. 2018).

2 you may examine the data tables at the following source. https://www.kidsdata.org/topic/1928/resilience-
nsch/table#fmt=2450&loc=2,127,331,171,345,357,324,369,362,360,337,364,356,217,328,354,320,339,334,365,343,367,344,366,36
8,265,349,361,4,273,59,370,326,341,338,350,342,359,363,340,335&tf=88.
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Trauma-informed care describes a variety of approaches that acknowledge the impact of trauma.
Programs and organizations that use a trauma-informed approach may not necessarily treat the
consequences of trauma directly, but instead train their staff to interact effectively with participants
who have been affected. Approaches include supporting participants’ natural coping skills and the
use of appropriate behavior management techniques. The desired outcomes are to help young
people develop resilience and the ability to deal with difficulties. These methods are increasingly
used in systems and settings that involve young people and their families.

Schools are a frontline for meeting children and youth with trauma, in that chronic or acute home
stressors may lead to problems in attention, behavior, or actions. There are excellent programs that
change a school’s focus from discipline to a trauma-informed approach, with one goal being to help
children find their own inner calm or strength. The results of implementing such programs have
dramatically reduced the number student suspensions in those schools.

An example of one very important trauma-informed approach that interfaces between the school and
first-responders is the FOCUS model, where ‘FOCUS’ stands for ‘Focusing on Children Under
Stress.” Most communities refer to the program as ‘Handle With Care.” This is a program brought
into being to respond when a child is witness or a victim of traumatic events in a child’s home or
neighborhood. First responders notify the school that the child is under stress and needs a ‘focus on
the child and handle them with care’ approach.?*

Trauma-informed Programs Developed for Children and Families

One of the most important things to address in discussions of trauma and childhood adversity is to
ask: what are some of the positive, prevention-oriented, or problem-solving ways that we can
address these issues? Different categories for trauma-related interventions for children have been
designed for every stage of growth and development, as shown in the following figure.

! http://www.focuscalifornia.org
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The next table lists specific programs developed for children and families. These examples are
evidence-based practices rooted in the principles of trauma-informed care. These programs are
common in California and it is important to publicize those that are found in your community. Often,
parents may not be aware of the resources available to help them learn about parenting skills and
strategies.

Evidence-Based Practices for Children and Families: Some Examples

40 Developmental Assets: are a set of skills, experiences, relationships and
behaviors that enable young people to develop into thriving adults. The Search
Institute developed many training materials focused on these ‘40 Developmental
Assets.’

Strengthening Families has a framework that is based on engaging families,
programs and communities in building five protective factors:

» Parental resilience.

» Social connections.

» Knowledge of parenting and child development.

» Concrete support in times of need.

* Social and emotional competence of children.
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Help Me Grow is a new program that will give parents the opportunity to complete a
developmental assessment of their child and provide support and resources for their
child if any problems are identified.

Triple P is a multi-level program for children and teenagers that provides parents with
training on assertive discipline and child development.

First 5 California and the First 5 county organizations provide leadership and funding
for necessary programs specific to children pre-natal to 5 years of age and their
families. Since 1998, First 5 CA has worked to improve the lives of children and
families with the vision that California’s children will receive the best possible start in
life and thrive.

In conclusion, trauma-informed care promotes resilience and health for families, communities, and
public health. Resilience, in a broader sense, originates from buffers in communities and families to
protect individuals from the accumulation of toxic stress due to ACEs and other types of trauma. The
long-term goal is to instill trauma-informed principles of care in all systems, i.e., healthcare, social
services, schools, child welfare/juvenile justice and criminal justice. Cross-system collaboration is
important because many persons with serious mental illness and/or substance use disorders are
served by multiple systems. For many, the experience of early trauma plays a causative,
contributory, or aggravating role in their present difficulties.

24



Trauma-informed care: Discussion questions for local boards/commissions.

12) Has your behavioral health board/commission received information or training on
trauma-informed practices and/or the need for such?
Yes __ X _No

If yes, what type of information/training was it? Please state or list briefly:

While there has not been a specific training for Commissioners on trauma-informed care,
Behavioral Health staff and Health and Human Services Agency staff were provided
information on ACEs, ACEs specific to El Dorado County Protective Factors to help increase
resiliency in order to offset ACEs.

13) Is your county currently implementing trauma-informed prastices for youth? Yes. Our
contracted providers attend quarterly ACEs meetings and monthly subcommittees, we
also have Brief Intervention for High School Students models, Protective Factor
promotion for families in the Community Hubs programs, and DBT Therapy for
Behavioral Health clients.

For adults: Yes and effective Oct. 1, 2019, administering the ACEs and Resiliency
guestionnaires to all new and existing clients. We are not specifically trained in our
clinic to provide any specific trauma-informed, evidence-based practices at this time.
However, in Spring 2020, MHSA is hosting a “Trauma-Informed Approaches” best
practices training for our staff and community partners.

The Behavioral Health Commission also noted that the County’s agreement with
Telecare, the contracted provider who runs the Psychiatric Health Facility, mentioned
using trauma-informed approaches in their contract.

If yes, what evidence-based practices for trauma-informed care are being used in your
county? Please state or list briefly: See above.

14) Are you aware of service areas in your county that are not using trauma-informed
practices that should be doing so? __ X Yes No

If yes, please identify those service areas briefly below.
_X__Schools (some)

_X__Firstresponders

____Child Welfare Services
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____Juvenile Detention Facilities
_X___Jail (Adults)

Other criminal justice system services, please specify:

Un-served or underserved cultural groups, please specify:

____ Other, Please specify:

15) If you recommend the expansion of trauma-informed practices in your county for
youth and/or adults, what are your top three priorities for services (or programs) for
each age group? As the County continues to implement training for staff, the County is
still working to identify the priorities.

Priorities for Children/Youth services, please state or list briefly:
1.All schools

2.All Youth Treatment Services

3.Law enforcement

Priorities for Adult services, please state or list briefly:

1.Jail

2.All treatment services

3.Law enforcement

Priorities for Older Adult services, please state or list briefly:
1.Jail

2.All treatment services

3.Law enforcement
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Appendix I. Types of Trauma. (per SAMHSA).*

Caused Naturally

Tornado

Lightning strike

Wildfire

Avalanche

Physical ailment or disease
Fallen tree

Earthquake

Dust storm

Volcanic eruption

Blizzard

Hurricane

Cyclone

Typhoon

Meteorite

Flood

Tsunami

Epidemic

Famine

Landslide or fallen boulder

Caused by People

Accidents, Technological

Catastrophes

Train derailment

Roofing fall

Structural collapse

Mountaineering accident

Aircraft crash

Car accident due to
malfunction

Mine collapse or fire

Radiation leak

Crane collapse

Gas explosion

Electrocution

Machinery-related accident

Qil spill

Maritime accident

Accidental gun shooting

Sports-related death

Intentional Acts

Arson

Terrorism

Sexual assault and abuse
Homicides or suicides
Mob violence or rioting
Physical abuse and neglect
Stabbing or shooting
Warfare

Domestic violence
Poisoned water supply
Human trafficking

School violence

Torture

Home invasion

Bank robbery

Genocide

Medical or food tampering

2

> www.samhsa.gov, Substance Abuse and Mental Health Services Administration, Treatment Improvement Protocol (TIP) 57.
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Appendix Il.

Examples of Trauma Screening tools? designed for specific age/ developmental groups:

Exhibit 1.4-2: Key Areas of Trauma Screening and Assessment

Trauma
Key guestion: Did the cliant experience a trauma?

Examples of measures: Life Stressor Checklist-Revised (Wolfe & Kimerling, 1997); Trauma History
Questionnaire (Graen, 1994); Traumatic Life Events Questionnaire (Kubany et al., 2000).

MNote: A good trauma measure identifies events a person experienced (e.g., rape, assault, accident)
and also evaluates other trauma-related symptoms (e.g., presence of fear, helplessness, or homor).

Acute Stress Disorder (ASD) and PTSD
Key question: Does the client meet criteria for ASD or PT5D?

Examples of measures: Clinicizan-Administerad PTSD Scale (CAPS; Blake ot al., 1990); Modified PTSD
Symptom Scale (Falsetti, Resnick, Resnick, & Kilpatrick, 1993); PTSD Checklist (Weathers, Litz,
Herman, Huska, & Keane, 1993); Stanford Acute Stress Reaction Questionnaire (Cardena, Koopman,
Classen, Waelde, & Spiagel, 2000).

Mote: A PTSD diagnosis requires the person to meet criteria for having experienced a trauma; some
measures include this, but others do not and require use of a separate trauma measure. The CAPS is
an interview; the others listed are self-report questionnaires and take less time.

Other Trauma-Related Symptoms
Key question: Does the client have other symptoms related to trauma? These include depressive
symptoms, self-harm, dissociation, sexuality problems, and relationship issues, such as distrust.

Examples of measures: Beck Depression Inventory |l (Beck, 1993; Back et al., 1993); Dissociative
Experiences Scale (Bernstein & Putnam, 1984; Carlson & Putnam, 1993); Impact of Event Scale
{maasures intrusion and avoidance due to exposure to traumatic events; Horowitz, Wilner, & Alvarez,
1979; Weiss & Marmar, 1997); Trauma Symptom Inventory (Briere, 1995); Trauma Symptom Checklist
for Children (Briere, 1996b); Modified PTSD Symptom Scale (Falsetti et al., 1993).

Mote: These measures can be helpful for clinical purposes and for cutcome assessment because they
gauge levels of symptoms. Trauma-related symptoms are broader than diagnostic criteria and thus
useful to measura, even if the patient doesn’t meet criteria for any specific diagnoses.

Other Trauma-Related Diagnoses
Key question: Does the client have other disorders related to trauma? These include mood disor-
ders, anxiety disorders besides traumatic stress disorders, and dissociative disorders.

Examples of measures: Mental Health Screening Form Il (Carroll & McGinley, 2001); The Mini-
International Meuropsychiatric Interview (M.1.N.L.) Structured Clinical Interview for DSM-IV-TR, Pa-
tient Edition (First, Spitzer, Gibbon, & Williams, revised 2011); Structured Clinical Interview for DSM-
IV-TR, Mon-Patient Edition (First, Spitzer, Gibbon, & Williams, revised 2011a).

Mota: For complex symptoms and diagnoses such as dissociation and dissociative disordars, inter-
views are recommended. Look for measures that incorporate DSM-5 criteria.

Sources: Antony et al., 2001; Najavits, 2004.

2

* www.samhsa.gov, SAMHSA: Treatment Improvement Protocol (TIP) 57.
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QUESTIONAIRE: How Did Your Board Complete the Data Notebook?

Completion of your Data Notebook helps fulfill the board’s requirements for reporting to the California
Behavioral Health Planning Council. Questions below ask about operations of mental health boards,
behavioral health boards or commissions, etc. Signature lines indicate review and approval to submit
your Data Notebook.

(a) What process was used to complete this Data Notebook? Please check all that apply.

____MH Board reviewed W.I.C. 5604.2 regarding the reporting roles of mental health boards
and commissions.

_____MH Board completed majority of the Data Notebook

_X__ County staff and/or Director completed majority of the Data Notebook
_X_ Data Notebook placed on Agenda and discussed at Board meeting
_X_ MH Board work group or temporary ad hoc committee worked on it
____MH Board partnered with county staff or director

_X_ MH Board submitted a copy of the Data Notebook to the County Board of Supervisors or
other designated body as part of their reporting function.

___ Other; please describe:

(b) Does your Board have designated staff to support your activities?
Yes X No__

If yes, please provide their job classification
Senior Department Analyst

(c) What is the best method for contacting this staff member or board liaison?

Name and County: El Dorado County/Behavioral Health Division
Email heather.longo@edcgov.us
Phone # 530/621-6340

Signature:

Other (optional):

(d) What is the best way to contact your Board presiding officer (Chair, etc.)?

Name and County: El Dorado County/Behavioral Health Commission (Steve Clavere,
Ph.D., Chair)

Email: steveclavere@comcast.net
Phone # 916-933-6062

Signature:
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REMINDER: Please submit this Data Notebook by October 15, 2019.

Thank you for your participation in completing your Data Notebook report.

Please feel free to provide feedback or recommendations you may have to improve this project for
next year. As always, we welcome your input.

Please submit your Data Notebook report by email to:

DataNotebook@CMHPC.ca.gov .

For information, you may contact the email address above, or telephone:

(916) 327-6560

Or, you may contact us by postal mail to:

Data Notebook

California Behavioral Health Planning Council
1501 Capitol Avenue, MS 2706

P.O. Box 997413

Sacramento, CA 95899-7413

California
Behavioral
Health
Planning
Council

Advocacy * Evaluation ¢ Inclusion

*
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QUESTIONAIRE: How Did Your Board Complete the Data Notebook?

Completion of your Data Notebook helps fulfill the board’s requirements for reporting to the California
Behavioral Health Planning Council. Questions below ask about operations of mental health boards,
behavioral health boards or commissions, etc. Signature lines indicate review and approval to submit
your Data Notebook.

(a) What process was used to complete this Data Notebook? Please check all that apply.

____MH Board reviewed W.I.C. 5604.2 regarding the reporting roles of mental health boards

and commissions.
___MH Board completed majority of the Data Notebook
_X__ County staff and/or Director completed majority of the Data Notebook
_X_ Data Notebook placed on Agenda and discussed at Board meeting
_*__ MH Board work group or temporary ad hoc committee worked on it
__ MH Board partnered with county staff or director

_X__MH Board submitted a copy of the Data Notebook to the County Board of Supervisors or

other designated body as part of their reporting function.
___Other; please describe:

(b) Does your Board have designated staff to support your activities?
Yes X No_

If yes, please provide their job classification __

w

enior Department Analys

Email heather.longo@edcg:

Phone # 530/621-6340

Signature: H[/ﬂ W\/U@
’ d

Other (optional):

(d) What is the best way to contact your Board presiding officer (Chair, etc.)?

El DNarada ~11nthv/Rahaviaral Health Cammiccinn ( QLtaonve
Name and County. =l boraao CuU:‘:{;J/Ec‘ﬂanllcl al mealth Lommission (oteve | lav

D} Chaie
Ph.D., Chair)

Email: steveclavere@comcasi.nef

Phone # 916-933-6062

)
|

Signature:
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