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Introduction:

In 2006, the Center for Medicare and Medicaid Services (CMS) made it clear that a
Psychiatric Advance Directive (PAD) should be a part of psychiatric care. Approximately
twenty-seven states have enacted laws and policies recognizing PADs since the 1990s.
However, PADs are often written with a focus on physical health, with little to no room for
psychiatric health, plans, arrangements, or instructions to assist in the event of a mental
health crisis. Also, the length and number of different PADs templates make it confusing
for the individual filling out the PAD, as well as the health care agents and first responders
charged to comply with them. With such confusion, how can our first responders or
hospitals know whether a PAD is valid or not?

As stated on the website of the National Resource Center on Psychiatric Advanced
Directives (NRC), “Psychiatric advance directives are relatively new legal instruments that
may be used to document a competent person's specific instructions or preferences
regarding future mental health treatment. Psychiatric advance directives are used to plan
for the possibility that someone may lose the capacity to give or withhold informed consent
to treatment during acute episodes of psychiatric illness." The website further explains
that California does not currently have a specific legal statute encouraging or recognizing
PADs, thus leading to the underutilization of PADs in the state.

Californians living with mental illness continue to face high rates of recidivism, inpatient
non-voluntary hospitalization, homelessness, and incarceration. These problems persist
despite the state’s efforts to avoid or reduce 5150 involuntary hospitalizations and
incarceration. For example, California has deployed teams to conduct outreach to
homeless individuals to engage them in services. Unfortunately, these and other efforts
have not led to meaningful reductions in hospitalization and incarceration or improved
treatment outcomes.

California turned the corner, in June of 2021, when five counties, with Mental Health
Services Act (MHSA) funding banded together to move PADs to the forefront of
conversation within California. Additional counties will be joining the project this year. The
Multi-County PADs project seeks to make PADs accessible to our mental health
consumers, as well as first responders and hospitals both Emergency Department (ED)
and Inpatient Psychiatric Unit (IPU). A significant aspect of the project is the creation of a
cloud-based technology platform. The platform will operate in real-time, allowing
consumers to create, access, store, and share their PAD with their appointed advocate,
loved ones, and providers. It will also create a shared system for healthcare providers
and first responders across the state, giving them immediate access to a consumer’s PAD
during a crisis and facilitating care coordination across agencies. A dynamic technology
platform with a single point of access and real-time capabilities does not currently exist
and is the key innovative component of the multi-county effort.

Aspects for the success of PADs in California are that of: Education and training our
primary care physicians, EDs, first responders and IPU on what is a PAD, and how to
refer an individual to create a PAD; Accessibility to create a PAD in multiple threshold



languages; Voice of the consumer, to create their PAD, what works best for them in a
crisis and full autonomy for their decisions ahead of time; Technology to quickly and
seamlessly create, store, access and share PADs in real-time ; Acceptance and
enforceability to upload a PAD with a legal electronic signature and the requirement of
Primary Care Physicians, EDs, IPUs, and first responders to ask the individual in crisis if
they have a PAD, and in turn, seek the information on the cloud-based technology
platform; Longevity of the cloud-based platform, to have funding for the ongoing licensing
fee to keep PADs operable year after year; and finally, Protection for the individual,
knowing their voice will be heard in the time of crisis, their appointed advocate will mirror
that voice and a PAD will never be used to force or coerce treatment.

Primary Purpose:
“Increases the quality of mental health services, including measured outcomes.”

Using PADs, current clients and non-engaged consumers will gain autonomy in decision-
makingtoward their mental health care supports and services. This county-wide project
will provide the groundwork for community collaboration, creating PADs Teams, a
standardized PADs County "tool-kit,"and evaluate the process and success in engaging
clients and non-engaged consumers.

PADs are a form of Supportive Decision-Making (SDM), a decision-making methodology
where people work with friends, family members, and professionals who help them
understand the situations and choices they face so they may make their own informed
decisions and direct their lives. The processof developing a PAD, with support from,
among others, county mental health professionals, can help people clarify their
preferences for treatment so that they will receive appropriate support and care,
especially during mental health crises. When handled skillfully, a PAD is a powerful tool
to increase a person's quality of care within the mental health and justice-involved
settings.

This proposed project will meet several unmet needs across the state:

1. Provide standardized training to increase understanding of the existence and
benefits of PADsby communities and stakeholders.

2. Develop and implement a standardized PAD template, ensuring that individuals
have autonomy

3. and are the leading “voice” in their care, especially during a mental health crisis.

4. Utilize peers to facilitate the creation of PADs so that shared lived experience
and understandingwill lead to more open dialogue, trust, and improved
outcomes.

5. Develop and implement a standardized training "toolkit" to enable PAD
education, policy, andpractice fidelity from county to county.

6. Align mental health PADs with medical Advance Directives, with a focus on
treating the “wholeperson” throughout the life course.

7. Utilize a technology platform for easy access to training, materials, creation,
storage, and reviewof PADs.



8. Create a fully functioning cloud-based PADs Technology Platform, for ease of
use by consumers, first responders, or hospitals {Emergency Departments (ED)
and Inpatient Units (IPU)}, for in-the-moment use.

9. Use legislative and policy advocacy, with consumer voices in the lead, to create
a legal structureto recognize and enforce PADSs, so that consumer choice and
self-determination are recognized and respected throughout California.

10.Evaluate (a) the effectiveness of this project; (b) the ease of use and recognition
of PADs; (c) theimpact of PADs on the quality of mental health supports and
services; and (d) most importantly, the impact of PADs on the quality of life of
consumers.

Proposed Project:

The proposed Innovations Project seeks to:
1. Engage the community, consumers, peers, families, consumer advocacy groups,
first responders, EDs, IPU, and the judicial system.
a. Provide training and ongoing informational webinars and/or in-person
discussions on:
i. Whatis a PAD?
i. Why are PADs essential for consumer choice, self-
determination, physical andmental health, and
improved treatment outcomes?
b. Enable consumer participation through workgroups, focus groups, and
surveys.
c. Ensure that consumers are the leading voice in creating the
standardized PADs templatein California.
Lead discussions on access and consent to treatment through PADs.
Engage consumers in discussion on legislation, policy, and advocacy on
PADs.
f.  Work with people from diverse ethnic and cultural
backgrounds to ensure culturalcompetency.
2. Develop Community-wide standardized training for understanding,
accessing, recognizing, andimplementing PADs within the Mental
Health Plan, crisis centers, hospitals (ED, IPU), LE, homeless services,
and transitional-aged youth (TAY) services.
a. Create a library or “tool-kit” of resources.
b. Create standardized videos and training material.
3. Create a standardized PAD template.
a. Submit to the NRC for inclusion in the California section of the website.
b. Create a step-by-step training guide/video for the
development and implementation of PADs.
4. Training of Trainers
a. ldentify Peer trainers
b. ldentify PAD Teams
c. Train PADs Teams



Train community providers
. Train clinicians
f. Create a standard video module to be added to the technology platform
for future useby additional counties.
5. Draft and advocate for legislation enabling PAD use accessibility, adherence, and
sustainability.
6. Create a statewide PADs Technology Platform.
a. Ensure medical and mental health parity.
b. ldentify access points for first responders, hospitals (ED, IPU), and crisis
teams.
c. Utilize consumers and consumer advocacy groups for
PADs facilitation, access, andconsent discussion.
d. House training videos and templates for ease of statewide use and
accessibility.
e. Ensure Platform ease of use during a crisis encounter by
LE, hospitals (ED, IPU), andcrisis response teams.
7. Evaluate the impact of PADs with process and impact data and outcomes.
a. Hold focus groups.
i. Was training effective?
i. Understanding PADs
ii. Consumer use of PADs
b. Surveys
c. Evaluate county-specific priority pilot populations.
d. Evaluate impact on access to and quality of mental health services and
supports
e. Evaluate impact on consumer quality of life.

Project Status:

On June 24, 2021, the Mental Health Services Oversight and Accountability Commission
(MHSOAC) approved the Multi-County PADs Innovations Project. Beginning July 1, 2021,
the five participating counties identified a fiscal intermediary and created a standard
agreement for all counties to operationalize. The process to create this extensive multi-
county agreement was overseen by these counties working in collaboration with their
county counsel, and in coordination with Syracuse University, the fiscal intermediary. This
was no easy task; each county was able to weigh in on a document to be accepted by all
participating counties and be available for any future participating Mental Health Plan
(MHP)/County. Since the participating counties have taken on the initial financial burden
with all contractors, as new MHPs join, additional needs were identified to enhance the
goals of the project.

One such item is that of transparent communication. As a multi-County project, it would
be up to each county to report on the progress of the project. It has been identified a



website to present up-to-date project activities, reports, fiscal accountability, and ongoing
county stakeholder input opportunities, would be most beneficial for the project.

Another item is to increase funding for a “peer voice” contract to $400,000. Currently,
Mariposa County has established $60,000 in funding for the statewide peer voice
contract. Some of the participating counties do not have active peer stakeholder groups
and would need a more hands-on role of a peer organization contractor. The idea of
having peers trained to facilitate PADs, participate in legislation conversations, assist in
creating and training new local PAD teams, increase local peer participation, and be the
statewide voice of peers for the project, led to the need to sustain peer support throughout
the entire project. This contract is projected to start in fiscal year 2022/23.

Budget Narrative:

In addition to the expanded peer voices contract, all budget narrative activities remain in
place as per the MHSOAC approved Innovations project, dated June 24, 2021.
Contractors expanded their scope to accommodate new participating MHP involvement.
Contractor(s) with additional duties are as follows:

Idea Engineering BUDGET ADDENDUM FEB. 17, 2022:

1) PADs ldentification Materials for Consumers — Additional creative development
and materials

o Strategic consultation and creative direction

o Graphic design, copywriting and editing, Spanish translation, art
production, production coordination

o Non-recurring costs: Printing & production of PADs communications
materials

2) Technical Support: Increase to provide support to additional counties

o Strategic consultation and creative direction
o Graphic design, copywriting and editing, Spanish translation, art
production, production coordination

3) Website

o Development & Support:
e Strategic consultation and creative direction
e Graphic design, copywriting and editing, art production,
production coordination, programming
o Hosting & technical maintenance
o UserWay plug-in licensing



New MHP/County participation:

Two MHPs have voiced their desire to participate in the MHSOAC approved Multi-County
PADs Innovations Project, Tri-city Behavioral Health a medium MHP, and Contra Costa
a large county MHP. These MHPs will begin activities on July 1, 2022. Budget expenses
are determined by county size and MHP/County chosen staffing and administrative costs.

Each participating county will create a county-specific description of local needs, and local
community planning process with a timeline and budget, including a budget narrative.
(Appendix A)



Project Expansion Budget:

BUDGET BY FISCAL YEAR AND SPECIFIC BUDGET CATEGORY*

EXPENDITURES

PERSONNEL COSTS
(salaries, wages,
benefits)

FY 22/23

FY 23/24

FY 24/25

TOTAL

Salaries

$211,236

$219,987

$229,146

$660,369

Direct Costs

Indirect Costs

$18,105

$18,972

$19,883

$56,960

el I A

Total Personnel Costs

$229,341

$238,959

$249,029

$717,329

OPERATING COSTS*

Direct Costs

Indirect Costs

Total Operating Costs

NON-RECURRING
COSTS (equipment,
technology)

Tablets, other
equipment, and
technology

$20,000

10

Total non-recurring
costs

$20,000

$ 20,000

CONSULTANT COSTS /
CONTRACTS (clinical,
training, facilitator,
evaluation)




11 | Direct Costs $504.134 | $504.134 |$504,133 | $ 1,512,401
12| Indirect Costs $4.000 $4.000 $4.000 $ 12,000
13 | Total Consultant Costs | ¢ona 134 | $508,134 | $508,133 | $ 1,524,401
OTHER EXPENDITURES
(please explain in
budget narrative)
14
15
16 | Total Other $
Expenditures
BUDGET TOTALS
;ersc’””e' (total of line | & 511 936 | $219.087 | $229.146 | $ 660,369
Direct Costs (add lines | o o0/ 12/ | 6504134 | $504,133 | $ 1,512,401
2,5, and 11 from above)
Indirect Costs (add lines
3.6, and 12 from above) | $22105 | $22972 | $23883 | $68960
Non-recurring costs
(total of line 10) $ 20,000 $ 20,000
Other Expenditures $
(total of line 16)
QA ININOMATION $757.475 | $747.093 | $757,162 | $2,261,730

BUDGET

10




Total Budget Context — Expenditures by Funding Source and Fiscal Year (FY):

Estimated total mental
health expenditures for
administration for the
entire duration of this
INN Project by FY &
the following funding
sources:

FY 22/23

FY 23/24

FY 24/25

TOTAL

Innovative MHSA Funds

$521,035

$514,868

$518,865

$1,554,768

Federal Financial
Participation

1991 Realignment

Behavioral Health
Subaccount

Other funding

Total Proposed
Administration

$521,035

$514,868

$518,865

$1,554,768

Estimated total mental
health expenditures for
EVALUATION for the
entire duration of this
INN Project by FY &
the following funding
sources:

FY 22/23

FY 23/24

FY 24/25

TOTAL

Innovative MHSA Funds

$8,783

$9,222

$9,683

$27,688

Federal Financial
Participation

1991 Realignment

Behavioral Health
Subaccount

Other funding

11




Total Proposed
Evaluation

$8,783

$9,222

$9,683

$27,688

Estimated TOTAL
mental health
expenditures (this sum
to total funding
requested) for the
entire duration of this
INN Project by FY &
the following funding
sources:

FY 22/23

FY 23/24

FY 24/25

TOTAL

Innovative MHSA
Funds*

$766,258

$756,315

$766,845

$2,289,418

Federal Financial
Participation

$

1991 Realignment

Behavioral Health
Subaccount

Other funding**

$

Total Proposed
Expenditures

$766,258

$756,315

$766,845

$2,289,418
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