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Executive Summary and Proposal for Resource Development

Identification of Need

The first phase of this project conducted a statewide needs assessment and a research review of
successful treatment models in North America for individuals with difficult to serve needs. The
intent of the needs assessment was to estimate the number of individuals with complex needs
receiving services from California’s Regional Centers and to identify any patterns of need. The
results of the assessment indicate that at least 1 in 6 persons (16% of the total number served) by
DDS have a dual diagnosis as indicated by an Axis | and/or Axis Il diagnosis using the DSM. This
number is a conservative estimate. It does not include persons who do not have a psychiatric
diagnosis but nonetheless have challenging maladaptive behavior that requires multi-systems
(mental health/criminal justice) intervention. Analysis of survey data submitted by 20 of the 21
Regional Centers provides detailed and compelling information about this group of individuals. For
example, one of the questions asked in the survey was, how many individuals do you know that
would be considered “at risk’ in their current community placement as indicated by their frequent
use of crisis services? Information provided describes over 323 people frequently utilizing crisis
services, often resulting in multiple psychiatric admissions and/or repeated entry into the criminal
justice system, with many community placements described as ‘tenuous’. In all cases, these
individuals require individualized intensive case management, typically from more than one
discipline or system of care. This overlapping of services results in much higher than average costs
to the state in order to provide, at a minimum, measures to ensure the health and safety of the person
and the community. Often these health and safety needs must be addressed using the ‘best fit’
model, as optimal residential services do not exist. The needs of individuals with a dual diagnosis
appear to be increasing. Involuntary psychiatric admissions for 2003 and 2004 were compared and
data indicate that these emergent circumstances appear to have increased by 9% in one year
throughout the state, with some individual Regional Centers seeing a significant increase (47%-76%)
in this type of hospitalization. The needs assessment indicates that many individuals reside in
‘vulnerable’ residence types such as the County Jail or California Youth Authority long after what is
considered typical or appropriate due to the lack of specialized support in the community to meet
their needs. Some ‘lengths of stay’ exceed a year. The data indicate several individuals are
homeless. The data indicate that secure settings are needed in the community but funding and
existing licensing rules do not support this type of long-term recovery and stabilization at the
community level outside of the mental health system. The needs assessment found tri-modal
patterns of need in the North, Central and Southern parts of the state. (See attached report for further
detail.)
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Treatment Models

While there are numerous models nationwide and in Canada, published research cites several
examples as fresh approaches to service delivery. These include services in New York, Boston,
Kansas, and Chicago and in Canada. Each of these models offers a continuum of services. The
continuum of services model is a strategy that requires a multi-systems approach and long-
term investment and development by all allied stakeholders. These models recommend
developing a network or continuum of services that create a venue for independence, self-
determination and community integration for individuals with difficult to serve needs, using existing
partnerships and creating new ones where none exist. Regional Centers statewide have varying
degrees of specialization in some of these services including crisis response, crisis homes, forensic
advocacy, partial hospitalization programs, specialty psychiatric hospitalization units, and specialty
consultation teams. However, a continuum of these services is not available in every Regional
Center area, and these, only part of the answer to successfully meeting the needs of this group.

A key component in the models reviewed is highly specialized residential services. These are
services committed to the individual’s long-term stabilization and success in the community with the
expertise to address the health and safety of the person, their other intensive needs, while still
providing necessary safeguards for the community. Regional Centers currently face challenges in
finding specialized, appropriate residential services that offer the expertise required to replicate the
successful models for persons with dual diagnosis and challenging behavior. This is especially clear
when forensic issues related to the disability compound an individual’s complex needs.

Proposal

As follow-up to previous discussions with DDS staff, the Chief Counselors group is requesting 2
million dollars for fiscal years 2006-07 to develop specialized residential services for persons with
complex needs ideally in three areas of the state.

An RFP will be developed by this project’s Steering Committee, to recruit potential providers for
services. The Chief Counselors group is willing to consider different ways to execute such a
contract with DDS. One option is for one Regional Center to hold the contract and subcontract with
two other Regional Centers in areas identified. Another option is for three different regional centers
in the identified areas of the state, to hold three different contracts with DDS. Each Intensive
Service Development Project is intended to support the surrounding regional centers (7 each) in that
geographic area.

The Chief Counselors group is committed to laying the groundwork for statewide continuity of
services in this specialty area of serving the “difficult to serve” and, therefore, recommends that a
Statewide Project Manager be recruited to oversee the development of these three area projects. The
Project Manager and separate Regional Projects, will receive consultation from a Statewide Steering
Committee made up of representative Chief Counselors from each of the three regions. (This is the
model currently used for “Serving the Difficult to Serve”.)

e Successful program designs will include proposals for facilities that develop a statewide total
of 15- 27 home spaces (beds) for identified individuals over the next two years and provide
24-hour a day supervision, training, therapy and identified support.
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e Potential residents of such homes will include:
1. Clients in jail or in a CYA facility ready for release
2. Clients who are homeless
3. Clients receiving long term care in a psychiatric facility
4. Clients residing in a level 4 or negotiated rate setting but requiring even more
intensive service to mitigate their danger to self or others

e These residential services will be staffed with individuals with expertise in forensic
advocacy, the criminal justice system, crisis intervention services, and training in
implementing sophisticated integrated behavioral and psychiatric intervention strategies.

e These services will include staff with training and expertise in mental health and the focus
area for that residential project (i.e. substance abuse related disorders, behavioral health,
mental health, etc.).

e Successful program designs will include specific strategies to keep individuals and their
surrounding communities safe as well as propose strategies for local community partnership
and collaboration. Neighborhoods and day activities including employment opportunities
will be screened to avoid situations that could pose risks for vulnerable people.

e Successful projects will work with local Regional Centers and community partners to provide
consultation for individuals with complex needs that access their services; including
residential treatment, potential candidates for residential treatment, individual or group
therapy, or crisis services.

Cost Estimates

1. Funds from each area will support a statewide project manager $~ 90,000 each year (6,000/mo +
26% benefits)

2. Remaining funds will be generally assigned for utilization in program implementation within the
2-year period as follows: $606,666 for each region.

3. Funds in each area will be used for:

a. Residential start-up funds (i.e. staff recruitment and training, structural
adaptations, consultation fees, community engagement, & administrative
overhead).

b. Product development (adapted recovery materials, treatment model
guidelines for future residential resources, etc.)

C. Travel

d. Interagency collaboration

4. In-kind Contributions from Steering Committee Members for two years.

Supporting Documentation

See the following initial report for detailed analysis and information.
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SECTION |

Introduction

Over the past ten years, the number of individuals with developmental disabilities living in
California’s State Developmental Centers has steadily declined from nearly 6,000 people in 1995 to
3,068 living in five developmental centers and two smaller state run community facilities as of
October 26, 2005".

The efforts of all stakeholders to actively support individuals with developmental disabilities to be
successful in their own communities continues to be the cornerstone of planning and support in
California. However, with these efforts and successes come additional challenges. As the number
of individuals re-entering the community increases and efforts to maintain support for individuals
currently in the community remains a critical priority, the search for ways to successfully support all
needs including complex and often sophisticated needs, continues. Individuals with complex needs
are often people with co-occurring developmental and psychiatric conditions. However, initial
results of this project indicate that it is just as likely those individuals without a psychiatric
diagnosis, with significant behavioral health challenges, can be equally as challenging. In both cases,
these difficult to serve needs strain the service capacity of community and residential services.?
Unfortunately, it is also the case that many of the individuals in with difficult to serve needs have
lives that become further complicated by the fact that they have also become known to the criminal
justice system.

This project made a survey of current data related to these individuals. It should be noted that the
information was based upon known data as of October-November, 2005. The intent of this
assessment was to estimate how many individuals are in this group, and to look for patterns of
similar needs in order to develop treatment models and/or community supports that would increase
the potential for success for these individuals and their unique circumstances.

The first phase of the project focused upon an analysis of individual data accessed from 19 of the 21
Regional Centers who responded to a survey targeted to identify individuals that are difficult to
serve due to their disability related needs. One of the most compelling outcomes of this survey was
the detailed, rapid reply by each Regional Center to a survey that required a response time of less
than 14 days. One of the questions that was asked was how many individuals do you know that are
‘at risk” in the community and in their current placement, as indicated by their frequent use of crisis
services?

Surveys submitted included over 323 profiles of individuals in extremely challenging circumstances,
many currently at risk of failing in their community placement as a result of their unique and
difficult to serve needs.?

In addition to this survey information provided by the Regional Centers, an extensive data review of
individual profiles using the SANDIS database system was also generated.

! http://www.dds.ca.gov/FactsStats/Population_Info.cfm

2 Jacobson, Mulick and Holburn. (2002). Contemporary Dual Diagnosis: MH/MR. Service Models. V.1 Residential and
Day Services.

¥ See Figure 8 RC Survey Summary of ‘At Risk’ — Use of Crisis Services
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The results of the initial database review indicated that as of October 2005, at least 1 in 6 persons
(16%) of the total number served by the State’s Department of Developmental Services, have a dual
diagnosis as indicated by Axis | & Axis Il of the DSM.

In all cases, this group of individuals requires highly individualized, intensive case management,
typically from more than one discipline or system of care. This overlapping of services results in
much higher than average costs to the state, in order to provide at a minimum, measures to ensure
health and safety. These individuals do not fit neatly into currently available services designed to
meet the majority’s needs. Often, while health and safety needs must be addressed using the ‘best fit’
model, the individual placement circumstances are challenged to adequately meet the rehabilitative
and quality of life needs of the individuals.

The intended outcome of this project is to identify additional effective, rehabilitative services that
ensure health and safety as well as consider quality of life indicators for individuals citizens with
complex and sophisticated needs, resulting in more cost effective outcomes for all systems involved.

Project Objectives

The project has six objectives. They are:

Determine an estimate of the number of persons “difficult to serve’ statewide.
Identify similar patterns of need.

Identify potential treatment models to meet these needs.

Identify potential providers to implement treatment modalities.

Request funding to support implementation of identified supports and services.
Collaborate with identified stakeholders to effect implementation.

Sk~ wdE

1. Number of Persons statewide

l. Current research and our own statewide information indicated that many of the
behaviors and challenges that define this group are not typical of the majority’s
needs. While random sampling in different areas may yield some information,
this particular group has sophisticated and inter-dependent needs. In the words of
California’s Chief counselors these individuals “defy precise, single diagnostic
categories, often presenting challenging diagnostic complexities. Many, but
certainly not all, may be dual diagnosed (mentally ill and developmentally
disabled.” *

In order to make an accurate estimation of these lower incidence conditions, the selected approach
was to utilize the largest sample possible. Since it is often the case that difficult to serve individuals
have co-occurring psychiatric and developmental disabilities, a query was developed that asked for
all persons statewide with developmental disabilities, that had a diagnosis on Axis | and/or Axis Il of
the Diagnostic and Statistical Manual of Mental Disorders (DSM). Then, analysis was done to
determine who, from this population, are “difficult to serve’.

This information is recorded in SANDIS records along with several other relevant factors that were
considered. For example, are there geographical or residence type patterns? Do individuals in
‘vulnerable’ residential living settings (the homeless, juvenile hall, county jail, prison, psychiatric in-

* Position Statement RE: Diagnostic/Treatment Centers for individuals with significant behavioral/emotional needs.
2000
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patient, mental health facilities, behavioral health facilities) give us patterns of information to
support specific preventative measures, treatment strategies, or discharge and follow along
strategies? Does an individual’s *Special Behaviors or Conditions’ listed give us insight into
patterns of need?

This type of query into existing records and data sources uses a passive case-finding approach. The
success of this strategy relies heavily upon this method providing accurate and up to date
information. Therefore, this data was crosschecked with the surveys returned by the Regional
Centers as well as a “quick check’ of random UCI’s by contacting Regional Center staff. No
significant discrepancies were noted in the accuracy of the recorded information. Three different
queries were generated for analysis.

A. Query 1 variables from database information included: UCI number (individual client
indicator number), date of birth, age, Regional Center, zip code of residence, residence
type, residence name, Axis | and Axis Il information, Developmental Disability
information (including level of retardation, level of autism, etc.), legal conditions, hearing
and vision information, and special conditions or behaviors.

Query 1 included persons actively served by the Regional Center system in the community
(“Status 27). This Query also collected data on “Status 2” persons who have closed cases in
the previous fiscal year. The closed cases information was not subjected to analysis to date.

Query 1 indicates that 28,340 individuals have an Axis | and/or Axis Il diagnosis. This represents
16.1% or 1 in 6 people served by the Regional Center system, statewide.

B. Query 2 used the same variables as in Query 1, to access this information for persons
currently residing in Developmental Centers (“Status 8).

Query 2 indicates that as of October 2005; 833 of the 3.061 currently residing in a State
Developmental Center have a co-occurring condition using Axis | and/Axis Il as indicators.

C. Query 3 replicated a query completed by the State’s Mental Health Task Force in
January 2005, that looked at the number of involuntary psychiatric admissions in 2003 as
indicated by Special Incident reports. Query 3 replicated this for 2004, making
comparison analysis for both years. Figure 7 highlights this information in further detail.

Query 3 indicates a 9% increase in the number of psychiatric admissions for the year 2004 with
some Regional Centers having a significant increase in the number of individuals involuntarily
hospitalized. Regional Center Orange County had a 76% increase in the number of individuals in
this comparison, with Redwood Coast (54%) San Diego (52%) and Central Valley (47%) also
experiencing significant increases.

I1. The second method used in defining and providing a complete assessment of this
group of individuals, was a survey asking individual Regional Centers for first hand
information and corresponding individual profiles.
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A survey with 8 questions targeting the needs of difficult to serve individuals was sent to the 21
Regional Centers on October 24, 2005. 19 of the 21 Regional Centers responded. One of the
questions asked how many 4418.7 assessments were made in FY 04-05. This type of request is
initiated by a Regional Center on behalf of the individual when the community placement for an
individual is at risk of failing and admittance to a state developmental center is likelihood.” The
second question asked how many of these assessments resulted in placement at a Developmental
Center.

A. The summary data of the first two survey questions related to assessment indicated that:
For the nineteen Regional Centers replying to the survey, a total of 199 persons were referred for a
‘4418.7" assessment in fiscal year 04-05. Of this group ninety-eight people or 49% had co-
occurring developmental and psychiatric conditions as indicated in Query 1.

For the ninety-eight individuals that had assessments, sixty-eight of them were listed as admitted to a
Developmental Center, while fifteen others were admitted and are waiting for placement. The other
fifteen people were not admitted indicating a determination that they could be successful in
community with specialized supports.

This initial data seems to indicate that while many persons needing assessment are dually diagnosed,
we need to look further into individual profiles to determine the nature of challenges for the other
51% that were listed in these surveys.

B. Another survey question asked for profiles of individuals who seemed ‘at risk’ as
indicated by their elevated use of the Community’s Crisis services.

Of the 16 Regional Centers that replied to this question, over 296 profiles of individuals were
outlined. Many of these individuals accessing crisis services were psychiatrically hospitalized as an
involuntary admission.

2. Population/Treatment Groupings
The following measures were used to define patterns of need.

Dual Diagnosis:

Query 1 using the Sandis database, included all individuals in the state with an Axis | and/or Axis Il
diagnosis. The number of individuals statewide, using this indicator was 28,340 people.

Geographic Axis
In order to investigate possible patterns by Regional Center locations or Regions statewide, all

information in Figures is listed geographically. Figures begin with Redwood Coast Regional Center
to the left and end with San Diego Regional Center to the right.

Data Separated:

This data was sorted into two groups using the Axis I and Axis Il information to determine group
assignment. The two groups were: Persons with Pervasive Developmental Disorders or PDD and
all others, referred to as the ‘General’ Group in Figures and graphs.

® http://www.dds.ca.gov/statutes/WICSectionView.cfm?Section=4400-4434.htm
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The rationale behind this initial separation included the knowledge that individuals with pervasive
developmental disorders (PDD) often require specialized strategies and treatment models that may or
may not be considered when working with other individuals with dual diagnoses. However it is
important to note, that data can easily be returned to a single group of information if this is
determined to be a more useful analysis.

Age:
Query 1 data was separated for ages 18 yrs and younger (Youth) and 19 years and older (Adults).®

76% of persons in the General Group were adults, while the age breakout in the PDD group was
fairly even with 57% adults and 43% youth in this group.

Residence Type:

In order to investigate potential treatment groups, the data was sorted by residence type.” The
rationale behind this sorting was that individuals in ‘vulnerable’ or *high risk’ residential settings
(California Youth Authority, County Jail, State Prison, Psychiatric Settings) might give further
information regarding specific needs or groups of needs. As indicated in the graph below, most
individuals reside at home with a parent, relative or guardian. The next largest groups of residence
types were small community care facilities (4-6 beds), Independent Living and then Supported
Living arrangements.

This information would seem to indicate that persons with dual diagnosis typically live in settings
that provide for very individualized support, involving 1:1 support when necessary.

Legend: Descending Order

EPARENT/RELATIVE/LEGAL
. . mCCF(376 BEDS)
Segmentation of Combined General and PDD Groups OINDEPENDENT LIVING

H OSUPPORTED LIVING

by Residence Type WICF/DD-H 4-6 BEDS
@ECCF(7-15 BEDS)
mCCF(16-49 BEDS)
COSNF/NF NURSING
MFOSTER HOME-CHILDREN-CNTY OR ST}
mICF-DD/N (4-6 BEDS)

CCCF(1-3 BEDS)

@OFAMILY HOME AGENCY -

mCCTF(50% BEDS)

B CCF(RCFE)

BOTHER

WmICF/DD (INT.CARE FAC/DEV.DISABLED
@mPSYCH TREATMENT CTR
OCERTIFIED FOSTER HOME - CHILDRE
OCOUNTY/CITY JAIL(SHORT TERM)
OICF/DD-H 7-15 BEDS

OSNF/NF PSYCHIATRIC

OCOMMUNITY TREATMENT

O TRANSIENT/HOMELESS
OREHABILITATION CENTER
WCORRECTIONAL INSTITUTION (PRISO
@SUB-ACUTE

@OUT-OF-STATE

DICF-DD/N (7-15 BEDS)

@CCF SPECIAL HLTH CARE NEEDS/CHIL
mCALIFORNIA YOUTH

WMACUTE GENERAL HOSPITAL
@mSUB-ACUTE PEDIATRIC

WICF 99 UNKNOWN

® Figure 1 Age Distribution Charts by age and Regional Center.
" Figure 3 “Residence Type of DD in Query 1 by Regional Center.

10



‘Serving the Difficult to Serve’ January, 2006

Three Profiles of ‘Vulnerable * Residence Types from SANDIS Query 1 (10/05):

California Youth Authority: Query 1 listed five individuals in the CYA system (October, 2005).
At the time there were four males and one female, ranging in age from 14 years to 19 years old.
Axis | Diagnoses include psychoses, conduct disorders, phase of life problems and hyperkinetic
syndrome. One person has a developmental disability of mild mental retardation and four others
with other delays, unspecified.

The Regional Center survey data indicated that for the past fiscal year, a total of 59 individuals were
detained by the California Youth Authority with lengths of stay ranging from one day to over a year.
County Jail (short-term): Query 1 listed 57 individuals in the county Jail system (October, 2005).
At the time, there were 50 males and seven females, ranging in age from 14 years to 50 years old.
47 (80%) of these individuals had a developmental disability of mild mental retardation, 2 persons
with moderate mental retardation and 2 people with other developmental delays unspecified. The
Regional Center survey data indicated that for the past fiscal year, a total of 101 individuals were
detained by the County Jail system with lengths of stay ranging form one day to over a year.
Homeless: 35 people are listed as transients or homeless, ranging in age from 8 to 65 years old. 16
of these people have NO special behaviors or conditions. However, 7 people of this group have
psychoses listed as their Axis | condition. Regional Centers were not asked for this data in their
surveys.

Prison: Query 1 listed 23 individual in prison (October 2005.) This data is less specific as many
Regional Centers close the case once a person has been incarcerated.

Some of these profiles highlight the challenges to find necessary supports within the community.
While these persons have committed some criminal offense, they remain ‘placed’ in the criminal
justice system long after what would be determined typical for other offenders, for lack of
appropriate supports to sustain an appropriate community placement. Frequently these individuals
are incarcerated for over a year ...and ‘counting’.

Level of Retardation:

In considering implications or treatment models the level of mental retardation was also considered.
In discussing treatment implications for persons with mental retardation who have committed
offenses, Mikkelson & Stelk 8 report that “the clinical characteristics of the offender with mental
retardation tend to include individuals whose diagnosis of mental retardation is in the mild to
moderate range; who commit crimes against persons or property; who probably have a secondary
diagnosis of mental illness or substance abuse; and who may or may not be capable of participating
in their own defense.”

An analysis of the data in Query 1 indicates that 68% of the individuals in the General group have a
developmental disability in the mild to moderate range of mental retardation. The Regional Center
survey data has not yet analyzed for level of retardation analysis.

Special Behaviors and Conditions:

In their report “How long should a Psychiatric Inpatient Stay be for a person with Development
Disabilities? the authors point out that mental illness can often present in a nonspecific way, usually
with maladaptive behavior. Often times, individuals are hospitalized because they have been
aggressive or have been engaging in self-injurious acts.® In considering this and other research, it

& Mikkelson, E. & Stelk, W. Criminal Offenders with Mental Retardation: Risk assessment and the Continuum of
community —based treatment programs. 1999.

° Sovner, Beasley, & Hurley. How long should a Psychiatric Inpatient Stay be for a Peron with Developmental
Disabilities? The Habilitative Mental Healthcare Newsletter January/February 1995, Vol. 14, No 1.

11
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was anticipated that a detailed analysis of Special Conditions or Behaviors might give further
information regarding patterns of need.

In Query 1, “Special Behaviors or Conditions” were investigated in the database, noting the CDER
instructions that these be listed only if external documentation of the given condition/behavior
exists.'?

These behaviors are coded “86- 94” and include: displaying maladaptive sexual behavior (86),
engaging in assaultive behavior that have or could have resulted in serious bodily injury or death
(87), attempted suicide in the past five years (88), habitually engage in theft (89), participated in acts
of vandalism or other acts of property destruction (90), convicted of any substance-abuse or alcohol-
abuse related offenses (91), history of abusing drugs or alcohol (92), history of habitual lying (93),
behavior which could result or have resulted in fire setting (94).

Below is a summary of data related to special conditions or behaviors for the ‘General’ group. A
break out of specific behaviors and conditions is available in Figure 5

Totals of Special Behaviors by RC
for General Subgroup

mo4
W o3
092
mol
@90
m 89
088
087
l 86

No. persons

Please NOTE: GGRC does not list Special Conditions or Behaviors in their database. Absence of data for this RC does
not imply “O” or none- it is unknown in this report.

19 http://www.dds.ca.gov/FactsStats/pdf/DS3753 CDER.pdf
12
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Below is a summary of data related to special conditions or behaviors for the ‘PDD’ group. A break
out of Specific Behaviors and Conditions is available in Figure 6.

Totals of Special Behaviors by RC
for PDD Subgroup
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Please NOTE: GGRC does not list Special Conditions or Behaviors in their database. Absence of data for this RC does
not imply “O” or none- it is unknown in this report.

This data indicates that 6,803 people (24%) of the 28,340 individuals in Query 1 have Special
Behaviors or Conditions. This represents about 3% of the total population served as indicated in
statewide statistics for October 4, 2005.

It is important to note that this data is only for individuals listed as having co-occurring conditions
from Query 1.  Further investigation is needed to determine needs for individuals without an Axis |
and/or Axis Il diagnosis.

Other information from Regional Center surveys clearly indicates that significant behavioral
challenges also occur with individuals that do not have dual diagnosis. Therefore, this number is
likely an underestimate of need for the ‘difficult to serve’ group.

3. Identify Potential Treatment Models

Regional Center survey responses provided recommendations for components to successful
treatment models. An overview of this information includes the following:

e Additional resources to accommaodate the need for crisis beds. Some suggest that
collaboration with existing Developmental Center staff and/or facilities may be one way
to address this need. Others suggest collaboration with Mental Health resources or
equipping existing community resources to provide crisis beds for medication
stabilization or new placement.

e Regional Center responses recommend at least Regional Resources although many feel
resources at the local Regional Center level are necessary for successful support to this
group. Recommended are resources with locked and unlocked, including delayed egress
options for individuals with challenging, at risk behavior.

e Intensive ‘re-entry’ strategies that equip existing residential and day programs to support
challenging behavior.

e Linkages with universities and other systems of care to support specialty internships, and
research to develop specialty resources for dually diagnosed individuals, substance abuse
recovery models, anger management curriculum, programs and support for individuals
with PDD and challenging behavior, adolescent homes specializing in addressing
sophisticated behavioral challenges particularly related to gang activity and programs to
address mental health needs of children and infants.

13
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e Resources to support formal collaboration, advocacy and liaison relationships with
mental health and department of corrections at the Regional Center level.
e Resources to support continued research into existing legislation, including advocacy to
increase access to LPS conservatorship.
Further investigation and refinement of data is needed to further clarify these potential treatment
models that can facilitate effective crisis services, appropriate clinical and psychiatric services,
liaison and advocacy services for individuals known to the criminal justice system, and models for
long term care, that could support comprehensive and individualized, re-entry and longer term
stabilization strategies for maintaining successful living in the community.

Preliminary data from Regional Center Surveys and database queries suggests that
treatment models are needed to address the following areas.

Individuals with Co-Occurring Dev. Disability And Psychiatric Conditions
Substance Abuse Related Disorders

Individuals with Destructive-Violent Behavior

All of the above for Criminal Offenders with those needs.

YV VVVYV

A detailed review of behaviors in Figures 5 & 6 along with other preliminary data also
suggest the above patterns of need are statewide, with a tri-modal pattern of high
frequency in the North, Central and Southern parts of the state.

4. Identify Potential Providers

A recent survey supported by NASDDDS™, reported that individuals with co-existing challenges,
are typically the responsibility of the DD agency when providing long-term services and supports.
The exception in this study is that in 32 of the 42 states surveyed, funding for short-term psychiatric
care rested with the MH agency (78%).

Supporting these findings are the recommendations of the Mental Health Task Force that include:
“developing comprehensive knowledge of existing innovative treatment programs for persons with
co-occurring developmental disabilities and mental illness; providing information to county mental
health agencies and regional centers about relevant pilots, initiatives, and projects throughout
California; working with county mental health agencies and regional centers to facilitate
communication and collaboration; consulting with county mental health departments and regional
centers to develop needed resources; and, being available to staff from the Departments of mental
health and Developmental Services, the County Mental Health Director’s Association (CMHDA)
and ARCA to support our collective goal of meeting the unique needs of persons with
developmental disabilities and mental illness”*?

Therefore, in looking for potential providers in California, each Regional Center was asked to
identify all agencies (including IMDs, mental health providers, DD providers) that could be
considered a strong resource that successfully meets the needs of individuals in their agency.

The results of the survey identify thirty-three different community resources were rated as ‘4’ or '5’,
with ‘5’ being ‘a strong resource that successfully meets needs of the persons served 90% of the
time™®.

1 NASDDDS Technical Report: Survey on State Strategies for Supporting Individuals with Co-existing Conditions, by
Charles Moseley, Ed.D. 10/29/04

'2 L_etter to DMH and DDS from MHTF; 07/15/05

13 See Figure 9 RC Survey Summary of MH Resources
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5. Recommendations to DDS

The Data indicates the need for at least Regional Resources in the North, Central, South that

include:

1. FORENSIC SUPPORTS AND SERVICES: Resources are needed at the local Regional
Center level (staff or identified providers) that have specialized training in Criminal
Offenders with Developmental Disabilities, to act as Liaison with the Criminal Justice
System (law enforcement, juvenile hall, county jail) including:

a. Interagency awareness training and collaboration in systems wide approaches.

b. Developing an emergency contact system for law enforcement, the provider
community and Regional Centers to gain easier access to expert legal defense
knowledgeable in the field of developmental disabilities.

c. Working with legal defense to provide all options for review by the court system,
including intensive psychiatric support, specialized substance abuse recovery groups
within a continuum of services.

d. Continued advocacy and training, including legislative review and recommendations
for change, to address the need for increased access to LPS conservator ships, and
more options for court mandated treatment programs.

2. CONTINUUM OF SERVICES MODEL™: Efforts in Resource Development to Identify
Potential Providers at least regionally, that are part of a Regional task force for the ‘Difficult
to Serve’. This model would include:

a. Additional Crisis (short term) homes for adults. Identify Providers and offer
specialized training and support.

b. Intensive Services: locked/unlocked. This would include a psychiatrist with
admitting privileges, a psychologist, a behavior analyst to provide comprehensive
behavioral analysis, plus resources to train residential staff to implement sustained,
sophisticated behavioral strategies developed in an intensive setting, in the
community.

c. Step-Down Partial Hospitalization program including psychiatric day
programming, step down access to psychologist and psychiatrist and behavior analyst
with expertise in developmental disabilities.

I. Sufficient resources to offer a ‘mid-entry’ option at least for 18 months to 2
years. . (Re-enter the step-down program at the outpatient/ recovery-support
groups level if needed for stabilization.)

d. New Specialized Residential Services including Supported Living, Host Home
Shared Living, “Eyes on” Supervision staffing, etc.™ for the ‘Difficult to Serve’ that
are part of the Continuum of Services from most intensive (locked) to community
based integration.

i. These homes will need partnership with Intensive Services Staff to receiving
training and feedback to implement sophisticated/intensive Behavioral
Intervention strategies developed to modify complex behavior.

14 Mikkelson, E. & Stelk, W. Criminal Offenders with Mental Retardation: Risk assessment and the Continuum of
community —based treatment programs. 1999.
15 Mikkelson, E. & Stelk, W. Criminal Offenders with Mental Retardation: Risk assessment and the Continuum of
community —based treatment programs. 1999.
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e. Intensive Case management will be critical to the success the above resources
maintain an effective Continuum of Services for targeted individuals for at least two
years.

3. Substance Abuse Recovery programs for persons with developmental disabilities*® should
be developed for those with these challenges and integrated into the Continuum of Services
model.

4. Anger Management Curriculum should be designed to meet complex needs initiated in the
intensive setting and able to be duplicated in the Step Down and Residential Settings.

6. Collaboration to Implementation

Next steps must include further research and analysis to confirm areas of need and appropriate
treatment models. Data must be refined and work with Resource Development Committees to
ensure appropriate region-specific strategies.

NOTE: Quite a bit of Data related to the Medically Fragile, Special Legal conditions, & Closed
Cases was collected but not analyzed to date.

Section | Summary

OVERLAPPING CARE: The challenges presented by the *Difficult to Serve’ population often
result in service provision by more than one system of care in California. This results in increased
costs to the state. Many of these individuals (one in six people served by the state) have a dual
diagnosis. 76% of individuals with a dual diagnosis are adults. 24% of people with a dual diagnosis
are listed as having ‘special behaviors and conditions’ . This represents 3% of the total population
served by the state. “Difficult to Serve’ individuals are just as likely to be persons without a
psychiatric diagnosis, but nonetheless have challenging, maladaptive behavior that often requires
multi-systems intervention. In both cases, the behavior of the individual increases the likelihood
of being served by more than one system of care, (mental health, behavioral health, criminal justice),
with no one system best equipped to address the needs. The needs of individuals with dual diagnosis
appear to be increasing. Involuntary psychiatric admissions for 2003 and 2004 were compared and
data indicates that these emergent circumstances appear have increased by 9% in one year. Some
regional centers have seen a significant increase (47%-76%) in this type of hospitalization. Both
groups (mental health/behavioral) require new ways of implementing sophisticated, collaborative
efforts by experts in the fields of psychiatry , behavioral health and developmental disabilities.

VULNERABLE RESIDENCE TYPES: Many individuals in “vulnerable’ residence types remain
long after what is considered typical or appropriate due to the lack of specialized support in the
community to meet their needs. Some ‘lengths of stay” exceed a year. *Difficult to serve’ individuals
typically live in small residential settings, or settings that provide intensive support when needed.
Often, secure settings are needed in the community, but funding does not sufficiently support this
type of long-term recovery and stabilization at the community level.

LEVEL OF RETARDATION: Individuals with difficult to serve needs are most often persons with
mild to moderate mental retardation.

PATTERNS OF NEED: Patterns of need consistently appear across the north, central and southern
parts of the state. The data indicates challenges with substance abuse, violent or destructive

1® Substance-Related Disorders in Persons with Mental Retardation; Sturmey, Reyer, Lee & Robek 2003.
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behavior, and mental illness. In all three of these areas, criminal offenses occur. While all
stakeholders are working toward collaboration, the criminal justice system at this time, is ill
equipped to meet the needs of the “difficult to serve’ developmentally disabled individual. *’

COMMUNITY BASED EXPERTISE: Regional Centers have detailed at-hand information
regarding individual circumstances of the difficult to serve population. Regional Center
recommendations for intervention and treatment are consistent with research and documented
successful outcomes for individuals in the above areas.

TREATMENT MODELS: Successful treatment models tend to focus on Step-Down programs or
‘continuum of services’ models that provide proactive and detailed strategies to transition from
locked secure settings to specialized residential settings in the community, that include adapted
recovery models for substance abuse. Successful treatment models must include professionals with
specialization across disciplines (i.e. psychiatry, behavioral health, forensic advocacy, substance
abuse recovery, sophisticated anger management strategies and specialized case management).
Recommended treatment models must include inter-agency collaboration with mental health,
department of corrections, and the educational system. Successful strategies will include necessary
support to family members enabling support to the individual.

[I. Treatment Models Research Overview

Section | of this report includes extensive information regarding individuals with co-occurring
conditions in California. This is referenced as preliminary data given the short period of time the
data was collected and evaluated. Estimates of need are conservative, as a result. Further research is
necessary to fully evaluate individuals with significant behavioral challenges that do not have Axis |
and/or Axis Il diagnoses. The recommendations proposed in this report are based upon this initial
needs assessment and the following review of relevant treatment models.

Michailakis reviewed history of the medical model and it’s implications for significantly influencing
our perception of disability and the corresponding services developed. *® The medical model is
based upon the principle that individuals with illness or symptoms can be treated and conditions
ameliorated. While this model is appropriate and successful for people with disabilities requiring
medical services, it does not adequately address the complex needs of the whole person.

A discussion of the social model offers different insight into providing successful comprehensive
services. According to Hagerty*®, “the social model sees the problem as embedded in society rather
than in the individual and focuses on the ‘amelioration of social and environmental barriers to full

social, physical, career and religious participation” (French, 1993 cited in Quinn 1998)".

Griffiths and Gardner® conclude that there is no single blueprint for services for persons with
complex needs. However, this group of individuals “requires services from a continuum of options

7 Department of Corrections Strategic Plan for 2005

'8 Michailakis, D. (2003) The systems theory concept of disability: One is not born a disabled person, one is observed to
be one. Disability & society, 18, 209-229.

19 «se of the Mediated learning Experience and the Working Alliance: A Single Case Overview. Patti Hagerty. The
NADD Bulletin. November/December 2005 VVolume 8 Number 6

2 Griffiths, D. Gardner W. Residential and Day programs for Persons with Dual Diagnosis: A summary. Contemporary
Dual Diagnosis: MH/MR Service Models Volume 1. 2002
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ranging from transient to long term intervention and from minimal to intensive intervention and
support.”

There are numerous models nationwide. The following are highlighted for their specialization and
varied approaches to service delivery for persons with dual diagnosis. These models are located in
Ontario, Canada, New York, Boston, Kansas, Chicago, and British Columbia, Canada. Published
research cites these examples as successful, fresh approaches to service delivery. Each model
references a need for a continuum of services.

In order to build successful solutions in California, we must look at ways to integrate our current
successful service delivery components, while investing effort in developing key components that
are lacking, and are critical to a continuum of services, such as specialty residential services.

This strategy is one that requires a multi-systems approach and one that will require long-term
investment and development by all allied stakeholders.

The paradigm shift in thinking about this model is that the service needs for this group of individuals
is not necessarily linear and must include developmental, medical, psychosocial and behavioral
expertise. The needs of some individuals may be successfully met beginning with pre-crisis
services or in cases of acute circumstances in-patient services. Some people may ‘move’ through
each of these components to stabilization in the community relatively quickly, while others will take
time and intensive effort to build appropriate supports. Consideration must also be given to the fact
that often, individuals must re-enter a specialty service for stabilization in order to maintain
community integration, even after successful completion of various components or steps in pre and
post hospitalization or intervention

Research indicates that these varied and intensive needs are best served with the inclusion of a
focused and informed core professional team that facilitates the successful collaboration of the
multi-systems approach is in place.

The Continuum of Services Model

Overview of several Models in North America

Ontario, Canada: This area has two regional consultative teams, the Dual Diagnosis Consultative
Outreach Team based in Ottawa and the Providence Continuing Care Centre Dual Diagnosis
Consultative Outreach Team based in Kingston. These teams have recently been funded to support
individuals through a multi-disciplinary process, in Southeastern Ontario. The Dual Diagnosis
Outreach Team (DDCOT) is a multi-disciplinary team of core professionals that operate within a
psychiatric health care group in this area. The team provides consultation to individuals with a
developmental disability and axis | and/or axis Il disorder (dually diagnosed). The team is usually
comprised of at least 2 people, sometimes more, who provide thorough assessments and
recommendations specifically for this group.

The DDCOT team provides initial evaluations and encourages the use of community resources and

as well as any necessary hospital resources. The team typically includes colleagues such as an
administrative assistant, a psychiatrist, a psychologist, a psychometrist, two social workers and a
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speech and language pathologist. The mandate for DDCOT is to provide tertiary services and
consulting, to individuals with a developmental disability and a psychiatric disorder. %

Boston, MA: The Neuropsychiatric Disabilities Unit (NDU) is a 10 bed short stay, locked inpatient
psychiatric unit for people at least 16 years old with an acute psychiatric disorder and a
developmental disability. This specialized inpatient component is described in detail noting that
individuals with developmental disabilities experience the full range of psychiatric disorders from
which people with a disabilities suffer and may actually be at greater risk for developing a
psychiatric syndrome.? Charlot, et.al®® note that individuals with co-occurring conditions require
comprehensive evaluation, multi-modal approaches, longer stays and higher levels of staff
experience. In summarizing future directions for the NDU, the authors note that this model could be
strengthened by the addition of an outreach component. They note that outcomes might be improved
if a behavioral specialist and psychiatric nurse were available to visit and consult with patients post
discharge.

(This type of specialty inpatient psychiatric unit has also been developed in Chicago, IL and most
recently in Cerritos, Ca.)

Queens, NY: Independence Residences, Inc. proposes a model for crisis services beginning with a
Mobile Crisis Intervention Team (MCIT) comprised of core professional staff and mobile crisis
specialists who have received intensive training to work directly with consumers, caregivers, and
agency staff providing services to individuals in crisis. This model provides detailed information for
each team member’s duties. For example, the psychologist would have a PhD and at least 5 years
experience in working with people with dual diagnosis and experience in providing crisis
intervention services. This is described as a full time position with responsibilities divided between
the mobile crisis intervention team and the Crisis Residence. The Crisis Residence and a
Transitional Living Center along with inclusion and exclusion criteria are also outlined in detail in
this model.

Long Island, NY: Gaus and Sturiale®* discuss the treatment approach used by YAI in Long Island
for several residential homes for persons with dual diagnosis. The success of these homes is
summarized by their commitment to creativity, flexibility in modifying traditional approaches,
individualizing planning, community inclusion and effectively collaborating day services, outpatient
and inpatient psychiatric services.

Kansas: In 1997, the State of Kansas organized the Dual Diagnosis Treatment & Training Services
(DDT & TS)®, a consultation team of core professionals, to bridge the gap between mental health
and developmental disabilities services programs. This team received over 250 referrals over a

2L Farrell, S. (2002) Evaluation of the first year of the dual diagnosis consultation outreach team. Ottawa, Ontario: dual
Diagnosis consultation outreach Team.

22 Bortwick-Duffy, S.A. (1994) Epidemiology and prevalence of psychopathology in people with mental retardation.
Journal of clinical and consulting psychology, 62, 17-27.

2 Charlot, L., Abend, S., Silka, V., Kuropatkin, B, Bolduc, M., Garcia, O., Foley, M. A Short Stay inpatient unit for
Adults with Developmental Disabilities, (2002) Contemporary Dual Diagnosis: MH/MR Service Models VVol. 1 NADD
Press

 Gaus, V., Sturiale, M. (2002) Designing and delivering community based group home services for adults with dual
diagnosis. Contemporary Dual Diagnosis: MR/MH Service Models. Chapter 6 NADD.

% Hemstreet, B., Drake, K. Treatment Integrity in the Provision of services to Individuals with dual diagnosis. Chapter 5.
Residential and Day programs for Persons with Dual Diagnosis: MH/MR Services Models Volume 1.2002
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three-year period. The types of referrals received and services delivered closely mirror the profiles of
individuals found in California’s initial needs assessment in this report (See Figure 8).

Individuals are primarily referred from families and service providers, for behavioral problems, with
over 50% of individuals served having high frequency, high intensity behaviors, and another 28%
with low frequency, high intensity behaviors. Over 50% of this referred group was with the mild
mental retardation range of functioning with over 76% of these individuals having a co-occurring
psychiatric diagnosis, many with multiple psychiatric diagnoses.

The DDT & TS team practices applied behavior analysis within a person-centered philosophy. In
their report, this is defined as a “demonstration of socially significant behavior changes s a function
of changes in the environment?® The two primary services provided by this team are outreach and
inpatient services.

Outreach Services: The teams consist of two psychologists and when possible a direct care worker.
Consultations require several days onsite, with procedures developed and then community providers
trained using modeling, practice and coaching. Outreach services have an average length of follow
up for 7.27 months with a range of 2 to 16 months.

Inpatient Services: Inpatient services are provided on a short-term basis (6months or less) to
individuals referred for admission. Goals are established at the time of admission with
recommendations for transition and maintenance in the community developed during the course of
treatment. An ELP is developed and behavior supports plan written for all individuals receiving
inpatient services. Community support staff is trained regarding environmental modifications
necessary to implement these plans correctly. Follow up may be extended at the request of the
community team. For inpatient, the average length of follow up has been 8.25 with a range of 7 to
11 months.

The implementation of DDT & TS addresses problems that often result in frequent psychiatric
hospitals or loss of community placement for individuals with dual diagnosis. A unique aspect of
DDT & TS is the monitoring of treatment integrity rating behavioral supports in community settings.
DDT & TS use a Treatment Integrity Checklist which all staff are required to complete, and are
monitored by the team for their understanding of it’s use. This ensures the plan is being
implemented as written.

B.C. Canada: The H.O.M.E.S. Society provides services to 16 individuals with severe reputations
with dual diagnosis and forensic background. The HOMES Society uses the Gentle Teaching
Method where the stated goal is companionship. Psychiatric and psychology support are in house.
They have established protocols with local hospitals, psychiatric, police and forensic units. The
staffing pattern focus on quick response teams, supports individuals in a rural setting and places high
priority on engaging support from the surrounding community, often hiring neighbors in the
community.

% Baer, D.M., Wolf, M.M., & Risley, T.R. (1968). Some current dimensions of applied analysis. Journal of Applied
Behavior Analysis, 1, 91-97.
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lll. “Building Solutions” A Proposed Model

This proposed model highlights the need to create a network or continuum of services that promotes
Self-Determination and creates a venue for independence for individuals with Difficult to Serve
Needs, using existing partnerships and creating new ones where none exist.

Objectives:

e Maintain Community Tenure through focused, integrated and therapeutic service delivery.

e Maximize a person’s ability to cope with day-to-day life stressors in socially appropriate and
productive ways.

e Increase a person’s support network and identify ways to use this network for crisis
prevention and community integration.

e Provide appropriate, therapeutic environments to facilitate mental and behavioral health
strategies.

e Create key linkages with specialty professionals and groups to mobilize existing resources
and provide an ongoing forum for innovation and quality services.

The following components are adapted from research including the models summarized above, and
recommendations from the Best Practices in Mental Health Reform?”.

Specialty Assessments Teams (DDSA Teams)

As noted above, several models use or recommend use of QOutreach or Specialty Teams, which
include variations of core professional staff (i.e. psychiatrist, psychologist, behavior specialist,
clinical social worker, forensic advocacy, case manager) that address needs throughout the
continuum of services. This recommendation will be discussed in detail below.

Forensic Advocacy Services (FAS)

In discussing core professional staff for this model, the preliminary needs assessment gives detailed
information regarding those at risk of criminal offenses, or those already involved in the criminal
justice system, some with lengthy incarceration, waiting for appropriate placement.

J. Petersilia, a California resident and nationally recognized as an expert in this area as well as our
own publicly funded institutions and agencies (SCLARC Project, 1997-2000, ARCA Forensic
Committee revised final report 2002), identify the same overwhelming evidence of need, and
recommendations for forensic advocacy. This need often results in potential human rights issues for
some of California’s most vulnerable citizens.

Five years ago, Petersilia®® conservatively estimated that 15,518 people with developmental
disabilities were in jail, prison, on probation or on parole. Petersilia notes that California has few
programs or policies to afford the necessary protections to these citizens that are in place for other
citizens in California.

Further, research indicates this population is more vulnerable than other incarcerated citizens, resulting in increased
victimization while in custody, often with poor understanding of the judicial process, their own legal rights and access to
appropriate advocacy services to ensure the protection of those rights.

%" Review of Best Practices in Mental Health Reform, Chapter 2 p. 25-37.
% petersilia, J. (2000) Doing Justice? Criminal Offenders with Development disabilities, CPRC Brief
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There have been several efforts throughout the state, (FAS- San Diego, Central Valley, Kern, Valley
Mountain, the SCLARC forensic project). However, these projects alone do not adequately address
the need. Petersilia cites SCLARC’s forensic project as a model that should be duplicated. This
project took a multi disciplinary approach to forensic advocacy. Kern, Valley Mountain and San
Diego Regional Centers also have well-organized forensic programs that utilize a similar approach.?®

While several recommendations are made for the criminal justice system in these reports, many
recommendations are made that clearly lie with the Department of Developmental Disabilities and
the Regional Center system. For example, in 1998, California’s Budget Trailer Bill was used to
amend Section 4640.6 (h) of the Welfare and Institutions Code requiring Regional Centers to
provide services and supports to consumers involved in the criminal justice system. While best
efforts are made to provide such services, no funds were in fact provided to enable Regional Centers
to staff this mandate.*

Therefore, it is recommended that funding be allocated to support recruiting and training of
residential staff with expertise in forensic issues for individuals with developmental disabilities.

Key responsibilities to develop or enhance this service locally would include:

--Collecting ongoing data regarding local needs

--Tracking individuals within the criminal justice system to ensure legal rights and protections
--Providing training to local law enforcement agencies, and Regional Center Service Coordinators™
--Begin resource development for local legal aid to enhance expertise in this specialty area

--Facilitate development or enhancement of, 24-hour on-call” systems®” that local community
agencies and law enforcement could access to facilitate the earliest possible access to necessary
accommaodation to protect individual civil liberties of persons with complex needs.

--Collaborate with other Forensic Advocates to lay the foundation for consistent and comprehensive
implementation of statewide accommodation and assistance for persons with Developmental
Disabilities as mandated by the Americans with Disabilities Act.®

Continuum of Services Defined
*Each of these steps would benefit by input from the DDSA team.

1. Case management Services

323 individuals in the Regional Center surveys were considered “at risk’ in the community by use of
elevated crisis services. 17 Regional Centers responded to this question. Recognizing this was
preliminary data and likely a conservative estimate; this is an average of 19 individuals at each
regional center. Or, 133 people for each of three regions. In our continuum of services, case
management ‘stand alone’ services would ideally be provided for individuals with minimal support
needs or guidance from a public agency (Regional Center, probation officer or provider agency).
Scheduled visits would be made by relevant professionals to facilitate success in the community

2 ARCA Forensic Committee Revised Final Report 2000, Petersilia, J. Doing Justice? Criminal Offenders with
Development disabilities, CPRC Brief 2000.

% ARCA Forensic Committee Revised Final Report 2000

1 ARCA Forensic Committee Revised Final Report 2000

¥ ARCA Forensic Committee Revised Final Report 2000

¥ Americans with Disabilities Act, 1990 Sec. 202
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while remaining alert for any signs of relapse into high-risk behavior patterns. Criteria would be
established for referral to Pre-Crisis Services.

2. Pre-Crisis Services *

Research for various program models note that the establishment of working relationship among
providers and the mental health services system is key in the success of crisis prevention, crisis
resolution and assurance of high quality intervention. Using a multi-disciplinary team (DDSA
Team) that would be available to those in community-based settings meeting pre-established criteria
would facilitate early intervention and stabilization, avoiding high intensity and costly intervention.
Many individuals referenced in “Step 1” Services would benefit from a comprehensive evaluation
including administering the Risk Assessment Scales described and outlined in detail by Mikkelsen
and Stelk* The DDSA team could also serve to provide teaching, including modeling, observation
and coaching of specific and sophisticated behavioral intervention strategies developed.®

3. DD Crisis Response Teams*

Community Based Crisis Response Teams are typically developed in the community to divert
hospitalization. In a report to the State Legislature in May 2002, all Regional Centers have identified
crisis response teams® (i.e. Safety Alert, Inc., PERT, PACT, STA-Norcal, Telecare, BITT, etc.).
The DDSAT may serve as an ancillary service to these resources to identify:

= Telephone hot lines

= Mobile crisis intervention specialists

= Mobile outreach teams identified for each of 3 regions

= 23 hour crisis beds (community) identified for each of 3 regions

= 24 hour crisis beds (hospital) identified for each of 3 regions

4. In -Patient Hospitalization*

Research indicates that most typical mental health community systems are structured around acute
care utilization and with the increasing cost of medical care, most mental health institutions have
shifted their operations to emphasize time limited utilization. *" Charlot, et.al *® note that
individuals with dual diagnosis require comprehensive evaluations, multi-modal approaches, longer
stays, and higher levels of staff experienced in using behavioral treatment techniques. Even with
well-organized and sophisticated diversion efforts, there are circumstances that necessitate in-patient
hospitalization. In this circumstances, personal history and medical profile information for
individuals would greatly enhance the speed and effectiveness of inpatient psychiatric care.

The DDSA Team would be available from the first day of admission to work with inpatient staff on
behavioral intervention strategies, and discharge planning and follow up.

5. Step-Down or Partial Hospitalization *

Many patients require partial hospitalization programs in order to successfully return to their homes.
One such program is conducted by UCLA for other specialty groups. Future directions should

% Mikkelson, E., Stelk, W. Criminal Offenders with Mental Retardation: Risk Assessment and the continuum of
Community Based Treatment Programs

% Kansas Model

* http://www.dds.ca.gov/publications/pdf/CrisisSvsReport2002.pdf

%7 (2002) Contemporary Dual Diagnosis: MH/MR Service Models Vol. 1 NADD Press

% Charlot, L., Abend, S., Silka, V., Kuropatkin, B, Bolduc, M., Garcia, O., Foley, M. A Short Stay inpatient unit for
Adults with Developmental Disabilities, (2002) Contemporary Dual Diagnosis: MH/MR Service Models Vol. 1 NADD
Press

23



‘Serving the Difficult to Serve’ January, 2006

include research and resource development to determine if further resources are needed in this area.
DDSA Teams could facilitate community stabilization.

6. Medical: access to, and monitoring of medication regimes*

In reviewing information and contacting local community resources, one need that is highlighted by
those working with this population in California, is the need for supplemented financial support to
clinics that provide services to medi-cal insurance only patients. Stabilization is difficult to maintain
if close monitoring, adjusting of new medication regimes is difficult to execute due to lack of
funding. The result is difficulty in maintaining success and stabilization which leads to repeated in-
patient hospitalizations to re-establish medication protocols. This is a costly and inefficient way to
manage medication. Solutions must be sought that provide for medication support on an outpatient
basis for medi-cal insurance only, patients. DDSA Teams could be defined to serve as information
resource to providers/clinics for some individuals.

7. Residential: Levels of need *

Forensic -“Eyes On” Supervision: 1:1 staffing, 24/7- 2- bed home with specialty emphasis (i.e.
substance abuse related disorders or sexual disorders or psychiatric conditions) in each of 3 regions.

‘Focus’ homes: 1-3 bed home with enriched staffing to accommodate individuals with complex
needs. (‘Specialty’ emphasis- as above) in each of 3 regions.

There are several providers listed in preliminary data that provide intensive support to persons with
complex needs. These may serve as models for duplication. Further resource development is
needed in this area.

8. Vocational/Day Activities*

Further resource development is needed to investigate Specialty Supported Employment and
Specialty Day Program options.

9. Specialty Groups (adapted 12 step; liaise with step down program,
modeling, enriched staff supervision)*

Further resource development needs to be completed to assess availability of material that has been
adapted for this population. Initial research indicates a need for resource development in this area.
Resource development is also needed to identify appropriate community based resources open to
training and information related to this specialized group of individuals.

10. Specialty Staff*

This model requires staff with expertise in working for individuals with dual diagnosis,
aforementioned forensic expertise, sophisticated behavioral intervention strategies as well as
experience and willingness to provide consultation and networking to other stakeholders including
those in other systems of care.
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IV. Report Summary and Request for Funding

“On May 18, 2005, the McGuinty government of Ontario, through its Ministry of Community and
Social Services (MCSS, May 2005), announced that it was “taking a bold new approach to providing
specialized services across Ontario” to help adults with DD thrive in the community. An investment
of forty-one million dollars has been proposed to fund community networks of specialized care,
recruit and retain professionals and construct 390 new homes, including 90 homes for “individuals
who have very high needs because they are dealing with mental health issues and/or challenging
behaviour.” Networks of specialized care will be established through a collaborative community
development process, action plans to be based on an initial identification of currently available
resources in communities, with a commitment to “carry out plans based on regional solutions.”
These ideas are not new, although the degree of proposed funding by this ministry for these purposes
is impressive. This money, if used creatively, could well enhance existing resources. “**The phrase
“Building Solutions” is borrowed from the WHO European Ministerial Conference on Mental
Health *“Facing the Challenges, Building Solutions™ held in Helsinki, Finland in January 2005.

The recommendations of Ontario Canada, one of the early leaders in development of services for
persons with complex needs, and the World Health Organization are not new ones. They echo the
recommendations of the California’s own previous pilot initiatives and research from California’s
own nationally recognized expert (Petersilia) in this area.

We have reviewed efforts nationwide and as referenced above, in other countries. We have
conducted preliminary analysis of our own statewide needs in this area. It is time now to ‘consider
the cost’ of providing -or not providing, services. The literature, this preliminary data and our own
experiences have taught us that a multi systems approach without clear collaborative connections,
creates duplicative, overlapping and often inefficient services due to lack of expertise for this
specialized population. Reports from the Regional Center system and well as the Mental Health
system cites increased (and often duplicative) costs for services to this population. The forensics
literature as well as this needs assessment, should serve as warning to us that we can not ignore the
unintentional and yet very real risks of violating individual civil liberties for lack of appropriate
resource development and resources to meet this specialized need.

This proposal is requesting 2 million dollars for Fiscal Years 06-08 to continue the efforts of
previous pilots and initiatives and lay the groundwork for long term, statewide multi systems
collaboration with specialized treatment strategies. The preliminary assessment data indicates tri-
modal patterns of need across the state. The first step in addressing needs for this group of
individuals is to develop specialty residential resources that address the unique and challenging
needs of the individuals profiled in this report.

% http://www.psychiatry.med.uwo.ca/ddp/bulletins/05summerbul.htm
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Proposed Project Information

1. Project Manager/Coordinator

A Project Manager/Coordinator would be recruited for oversight of the statewide efforts in these
three regions. The successful candidate must have skills in coordinating multi-systems efforts at
each Regional Level, as well as skills to inspire and coordinate action oriented time-lines with
outcomes accomplished as identified in year two.

2. Resource Development for Specialty Residential Facilities

=

=

=

Recruit providers, for each Region to establish specialty residences for adults.

Provide funds to secure enriched staff for ‘eyes on’ supervision 24/7 for these residential

services.

Training and support for staff to secure individualized training, support, supervision and
therapy to meet each person’s needs

3. Other Staff Recruitment May Include:

=

Uy

Behavioral Psychologists with expertise in cognitive therapy and behavioral analysis
including abilities to implement sophisticated behavioral intervention and willing to observe,
teach, model and coach in a variety of settings & teach integrity checklists*,

Psychiatrists with expertise in Dual Diagnosis or a willingness to learn and become and
expert in this area with admitting privileges to identified hospitals in each Region and willing
monitor and adjust medication regimes on a long term basis for individuals, including those
with medi-cal only insurance. **

Interns with Psychiatric, Behavioral Health, Forensic or Legal expertise and linkages for
support and supervision recruited from regional graduate programs.

Identified Mental Health Task Force member, willing to act as liaison or provide consultation
when needed to our mental health partners.

Service Coordinator to facilitate Regional Center services from that local area.

Staff with Forensic expertise to provide advocacy, referral and information to the individual
and the courts, when deemed necessary

0 Hemstreet, B., Drake, K., Treatment Integrity in the Provisions of Services to Individuals with Dual Diagnosis.
Chapter 5 of Contemporary Dual Diagnosis: MH/MR, NADD 2002
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4. Cost Estimates

1. Funds from each area will support a statewide project manager $~ 90,000 each year (6,000/mo +
26% benefits)

2. Remaining funds will be generally assigned for utilization in program implementation within the
2-year period as follows: $606,666 for each region.

3. Funds in each area will be used for:

a. Residential start-up funds (i.e. staff recruitment and training, structural
adaptations, consultation fees, community engagement, & administrative
overhead).

e. Product development (adapted recovery materials, treatment model
guidelines for future residential resources, etc.)

f. Travel

Interagency collaboration

5. Future Resource Development Ideas

= Work to establish protocols for administration when needed, including risk
assessment tools developed for persons with high risk, high frequency high
intensity behaviors,* psychometric tools, sample medical evaluation profiles,
etc.

= ldentify 1 hospital each region, with expertise or willing to gain expertise in
dual diagnosis, including facilitation of outpatient services such as medication
follow along.

= Establish hospital agreements to use residential staff members to provide
support to hospital staff for medical and behavioral history. Staff would be
involved in discharge planning and follow up. If no personal history is
established, the team will work closely with hospital staff to complete risk
assessment tools, facilitate functional analysis of behavior(s), develop
behavioral plan for in-patient treatment and for community placement.
Clinical Residential Staff could be available to teach, model, observe and
coach staff both in-patient and residential staff to identify ensure effective
implementation and to identify relevant support therapy including
recommending modified 12 step programs for outpatient stabilization as
needed.

End of Initial Report — See Final Report for Complete Information

1 Michelson and Stelk, 2002
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FIGURE 1la.
AGE DISTRIBUTION OF ‘GENERAL’ GROUP (SANDIS-Query 1; 10/05)
Age Distribution of General Group by RC
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FIGURE 1b.
AGE DISTRIBUTION OF PDD GROUP (SANDIS-Query 1; 10/05)
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FIGURE 2.
Analysis of 4418 Data

RAW DATA AVAILABLE UPON REQUEST. FINAL ANALYSIS NOT YET COMPLETED.
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FIGURE 3.
RESIDENCE TYPE REPORTED FOR DD IN (SANDIS-Query 1; 10/05)

PARENT/RELATIVE/LEGAL GUARDIAN 13785
CCF(4-6 BEDS) 6126
INDEPENDENT LIVING 3196
SUPPORTED LIVING 1351
ICF/DD-H 4-6 BEDS 762
CCF(7-15 BEDS) 458
CCF(16-49 BEDS) 430
SNF/NF NURSING 387
FOSTER HOME-CHILDREN-CNTY OR STATE 356
ICF-DD/N (4-6 BEDS) 197
CCF(1-3 BEDS) 158
FAMILY HOME AGENCY - ADULTS 154
CCF(50+ BEDS) 147
CCF(RCFE) 138
OTHER 111
ICF/DD (INT.CARE FAC/DEV.DISABLED) 91
PSYCH TREATMENT CTR 90
CERTIFIED FOSTER HOME - CHILDREN 67
COUNTY/CITY JAIL(SHORT TERM) 57
ICF/DD-H 7-15 BEDS 52
SNF/NF PSYCHIATRIC 45
COMMUNITY TREATMENT FACILITY 36
TRANSIENT/HOMELESS 35
REHABILITATION CENTER 29
CORRECTIONAL INSTITUTION (PRISON) 23
SUB-ACUTE 13
OUT-OF-STATE 13

ICF-DD/N (7-15 BEDS) 9
CCF SPECIAL HLTH CARE NEEDS/CHILDR 6
CALIFORNIA YOUTH AUTHORITY 5
ACUTE GENERAL HOSPITAL 5
SUB-ACUTE PEDIATRIC 4
ICF 99 UNKNOWN 4
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FIGURE 4.
Number Of Persons in PDD Group (SANDIS-Query 1; 10/05)

by Level of Retardation.

Level of Retardation Code
0000 | 317 | 3180 | 3181 | 3182 | 319 | Totals

RCRC 23 30 11 8 2 4 78

FNRC 18 24 10 10 6 2 70
ALTA 95 42 29 10 2 8 186
NBRC 95 40 20 9 2 11| 177
GGRC 36 52 25 8 8 7 136
RCEB 174 | 41 32 19 12 | 29 | 307
VMRC 77 44 26 19 4 9 179
SARC 47 33 21 4 7 21 | 133
CVRC 68 52 28 18 8 5 179
KRC 54 27 10 5 3 1 100
TCRC 81 42 28 10 8 2 171
NLACRC | 271 | 128 | 46 19 8 9 481
SGPRC 31 35 19 15 6 8 114
ELARC | 212 | 68 24 11 5 16 | 336
SCLARC | 95 77 35 22 11 9 249
FDLRC 45 26 13 5 9 6 104
WRC 66 28 10 13 9 4 130
HRC 214 | 41 31 16 7 7 316
RCOC 237 | 148 | 98 64 30 6 583
IRC 81 | 154 | 85 41 27 388
SDRC 42 172 75 20 4 24 337
Totals | 2062 | 1304 | 676 | 346 | 178 | 188 | 4754

41% of total group highlighted. Note: Table does not
specify those with borderline intellectual functioning.
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FIGURE 4.
Number Of Persons in General Group (SANDIS-Query 1; 10/05)
by Level of Retardation.

Level of Retardation Code
0000 | 317 | 3180|3181 | 3182 | 319] Totals

RCRC 65 302 42 14 8 2 433
FNRC 150 | 413 95 27 1 6 692
ALTA 230 | 961 | 274 | 66 25 | 39 | 1595
NBRC | 311 | 378 97 34 13 | 21 ] 854
GGRC 132 | 263 96 18 7 4 520
RCEB 577 | 887 | 240 | 43 16 | 179] 1942
VMRC | 156 | 645 | 227 | 90 45 | 19 | 1182
SARC 109 | 348 | 149 | 42 18 | 31 | 697
CVRC 577 | 816 | 264 | 107 | 102 | 16 | 1882
KRC 172 | 339 88 40 36 5 680
TCRC 153 | 420 | 121 | 40 23 8 765
NLACRC| 442 | 829 | 192 | 53 30 | 27 | 1573
SGPRC 72 527 | 147 | 70 43 8 867
ELARC | 233 | 784 | 226 | 84 25 | 36 | 1388
SCLARC | 186 | 1102 | 342 | 152 | 51 | 41 | 1874
FDLRC 59 314 84 45 28 | 11| 541
WRC 90 318 78 35 20 | 11 ] 552
HRC 354 | 503 | 118 | 35 17 8 | 1035
RCOC | 389 | 859 | 344 | 199 | 94 2 | 1887
IRC 155 | 1036 | 325 | 113 | 88 3 | 1720
SDRC 142 | 560 | 147 | 40 18 907

Totals | 4754 | 12604 | 3696 | 1347 | 708 | 477 ]| 23586

68% of Total group highlighted. Note: Table does not
specify those with borderline intellectual functioning.
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FIGURE 5A. (SANDIS-Query 1; 10/05)

Totals of Special Behaviors by RC
for General Subgroup

No. persons

m94
m 93
092
EOol
290
m 389
088
087
H 86

Please Note: Special Behaviors and Conditions are not listed in the SANDIS database for GGRC in October

2005. The absence of data in all Figure 5 graphs does not represent “0” or ‘none’.
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FIGURE 5B. (SANDIS-Query 1; 10/05)

Total of Code 86 (Maladaptive Sexual Behavior)
by RC for General Subgroup
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FIGURE 5C. (SANDIS-Query 1; 10/05)
Totals of Codes 87 and 90 (Assaultive/Destructive
Behaviors) by RC for General Subgroup
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FIGURE 5D. (SANDIS-Query 1; 10/05)

No. persons

Totals of Code 88 (Suicide Attempt) by RC
for General Subgroup
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FIGURE 5E. (SANDIS-Query 1; 10/05)

No. persons

Totals of Codes 91 and 92 (Substance Abuse Related)
by RC for General Subgroup
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FIGURE 5F. (SANDIS-Query 1; 10/05)

January, 2006

No. persons
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FIGURE 6A. (SANDIS-Query 1; 10/05)

No. of Persons

Totals of Special Behaviors by RC
for PDD Subgroup
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FIGURE 6B. (SANDIS-Query 1; 10/05)

Totals of Code 86 (Maladaptive Sexual Behavior)

by RC, for PDD Subgroup
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FIGURE 6C. (SANDIS-Query 1; 10/05)
Totals of Codes 87 and 90 (Assualtive/Destructive
Behaviors) by RC, for PDD Subgroup
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FIGURE 6D. (SANDIS-Query 1; 10/05)

January, 2006

Totals of Code 88 (Suicide Attempts) by RC
for PDD Subgroup

(%))
c
o
i
(&)
a
©
o
pd
O O < O O m O O O O O O 0O O O O O O o O o
5 £ 5 6638 £ 2% ¢ 85858 %% 3% E g e B
¢ =L < =z o € S o O l—jgdde T »n
=z n
FIGURE 6E. (SANDIS-Query 1; 10/05)
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FIGURE 6F. (SANDIS-Query 1; 10/05)

January, 2006

No. of Persons
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FIGURE 7. (SANDIS-Query 3; 10/05)

January, 2006

DETAIL: INVOLUNTARY PSY. ADMITS FROM COMMUNITY TO DC
(FROM PSY. ADMIT QUERY 2004)

Person | Incident Incident RC Age Community Placement D.C. Incident Location
Date Placement

1 1 20040225 VMRC 27 SUPPORTED LIVING Porterville CONSUMER'S RESIDENCE
2 20040228 VMRC 27 SUPPORTED LIVING Porterville COMMUNITY SETTING

2 1 20040523 IRC 30 CCF(4-6 BEDS) Porterville CONSUMER'S RESIDENCE
2 20040822 IRC 30 CCF(4-6 BEDS) Porterville CONSUMER'S RESIDENCE
3 20040823 IRC 30 CCF(4-6 BEDS) Porterville CONSUMER'S RESIDENCE

3 1 20040430 ALTA 26 PARENT/REL/GUARDIAN | SONOMA DC COMMUNITY SETTING

4 1 20040511 TCRC 40 CCF(4-6 BEDS) Canyon Spgs. COMMUNITY SETTING

5 1 20040115 CVRC 25 FHA Porterville ER OF ACUTE GENERAL

HOSPITAL

2 20040124 CVRC 25 FHA Porterville CONSUMER'S RESIDENCE
3 20040212 CVRC 25 FHA Porterville CONSUMER'S RESIDENCE
4 20040221 CVRC 25 FHA Porterville CONSUMER'S RESIDENCE
5 20040311 CVRC 25 FHA Porterville CONSUMER'S RESIDENCE
6 20040330 CVRC 25 FHA Porterville CONSUMER'S RESIDENCE

6 1 20040710 RCOC 31 CCF(1-3 BEDS) Fairview CONSUMER'S RESIDENCE
2 20040803 RCOC 31 PARENT/REL/GUARDIAN Fairview COMMUNITY SETTING

7 1 20040528 RCOC 18 CCF(4-6 BEDS) Fairview CONSUMER'S RESIDENCE

8 1 20040624 FNRC 26 CCF(4-6 BEDS) Fairview CONSUMER'S RESIDENCE
2 20040702 FNRC 26 CCF(4-6 BEDS) Fairview CONSUMER'S RESIDENCE
3 20040725 FNRC 26 CCF(4-6 BEDS) Fairview CONSUMER'S RESIDENCE
4 20040913 FNRC 26 CCF(4-6 BEDS) Fairview COMMUNITY SETTING

9 1 20041009 IRC 21 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE
2 20041205 IRC 21 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE
3 20041224 IRC 21 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE

10 1 20040117 IRC 23 CCF(4-6 BEDS) OTHER CONSUMER'S RESIDENCE
2 20040201 IRC 23 CCF(4-6 BEDS) OTHER CONSUMER'S RESIDENCE
3 20041102 IRC 23 IND. LIVING OTHER CONSUMER'S RESIDENCE
4 20041225 IRC 23 IND. LIVING OTHER CONSUMER'S RESIDENCE
5 20041231 IRC 23 IND. LIVING OTHER CONSUMER'S RESIDENCE

11 1 20040218 NBRC 30 Fairview Fairview COMMUNITY SETTING

12 1 20040919 | SCLARC | 42 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE
2 20041015 SCLARC 42 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE
3 20041030 SCLARC | 42 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE
4 20041114 SCLARC 42 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE

13 1 20040930 ALTA 24 CCF(4-6 BEDS) Sierra Vista CONSUMER'S RESIDENCE
2 20041006 ALTA 24 CCF(4-6 BEDS) Sierra Vista CONSUMER'S RESIDENCE

14 1 20040616 FDLRC | 19 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE
2 20040629 FDLRC 19 CCF(4-6 BEDS) Canyon Spgs. CONSUMER'S RESIDENCE

15 1 20041015 NBRC 42 Sierra Vista Sierra Vista CONSUMER'S RESIDENCE
2 20041026 NBRC 42 Sierra Vista Sierra Vista CONSUMER'S RESIDENCE

A total of 833 individuals are currently listed as ‘Status 8- (Developmental Centers) from the total of 3,061 listed in DDS statistics. Of this 833, 16 of
the these individuals were listed as having an Involuntary Psych Admissions query for 2004 . 15 of these individuals came from a community

placement.

43




‘Serving the Difficult to Serve’ January, 2006

FIGURE 8.
INDIVIDUAL PROFILES OF PERSONS CONSIDERED ‘AT RISK” AS

INDICATED BY FREQUENT USE OF CRISIS SERVICES.
(16 of the 19 RC Surveys returned answered this question.)

“Do you have individuals served by your R.C. in community placement that you would
consider “at risk’ as indicated by their frequent use of crisis services or high level of
recidivism? (This can include anecdotal information.)”

Over 323 individual profiles with extensive anecdotal information were provided in the
surveys.

FINAL ANALYSIS OF DATA NOT YET COMPLETED.
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FIGURE 9.

RC SURVEY SUMMARY OF MENTAL HEALTH RESOURCES, INC. RATED

.  Mental Health Resources (vendored)

40 Mental Health Resources were listed. Specific data not yet available for review.

Il Mental Health Resources; Rated as Strong Resources

Rated as 4 or 5, on a scale of 1-5 with:
1- an adequate resource with limited success,
3 - a good resource in some areas, varied success in meeting needs and
5 - a strong resource that successfully meets needs of persons served 90% of the time.

33 Resources with a rating of 4 or 5 were given in the survey responses.

Specific data not yet available for review.
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FIGURE 10.
RESIDENCE TYPE - HOMELESS (SANDIS-Query 1; 10/05)

January, 2006

G |AXIS | [AXIS B1AXIS llJAXISB2|Level/RetJODD |Residence typej# B/C|Special behaviors and Conditions
F |31100] V7109 317 00000| T/HMLESS 0
F |30900] V7109 317 |00000] T/HMLESS 0
M | 31234 30170 | 29592 V7109 317 00000| T/HMLESS 3 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F |29633] V7109 317 |00000] T/HMLESS 0
M 311 | V7109 |V7109 V7109 317 00000| T/HMLESS 0
M |31401f V7109 317 |00000| T/HMLESS 0
F | 30940| 31590 317 3155| T/HMLESS 5 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F [31100] V7109 317 00000, T/HMLESS 1 92-HISTORY OF SUBSTANCE ABUSE
M [31381] V7109 |30981| V7109 317 00000| T/HMLESS 0
F | 29632] V7109 0000 3155| T/HMLESS 6 [86-PAST/PRESENT MALADAPT SEX BEHAV
F |31400] V7109 0000 | 3159| T/HMLESS 0
M 296 | V7109 3180 |00000 T/HMLESS 3 88-HAS ATMPTD SUICIDE IN 5 YRS
M [31200] V7109 317 00000, T/HMLESS 7 [86-PAST/PRESENT MALADAPT SEX BEHAV]
F |30400] V7109 |30501| V7109| 0000 3489 | T/HMLESS 7 |[86-PAST/PRESENT MALADAPT SEX BEHAV
M [29570] V7109 0000 |78469 T/HMLESS 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M [29540] V7109 | 31280| V7109 317 00000| T/HMLESS 2 88-HAS ATMPTD SUICIDE IN 5 YRS
F | 2957 | V7109{ 3016 | V7109 317 00000, T/HMLESS 1 88-HAS ATMPTD SUICIDE IN 5 YRS
M V7109 V6289 0000 |00000] T/HMLESS 0
M [29289| V7109 317 00000, T/HMLESS 2 91-CONVICTED OF SUBSTANCE ABUSE
F [29690] V7109 (31381 V7109 317 00000| T/HMLESS 1 93-HISTORY OF HABITUAL LYING
M [31590[ V7109 0000 |00000] T/HMLESS 0
M [31590] V7109 0000 00000 T/HMLESS 2 [86-PAST/PRESENT MALADAPT SEX BEHAV]
M | 31401| V7109 317 00000| T/HMLESS 0
M [30040[ V7109 0000 | 3159| T/HMLESS 0
F | 7999 7999 0000 |00000| T/HMLESS 0
F |30002| V6289 |31600| V7109| 0000 | 3159| T/HMLESS 0
F [30090] V7109 317 00000 T/HMLESS 8 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 311 | V7109 0000 | 3159| T/HMLESS 0
F [31100] V7109 317 00000| T/HMLESS 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M [30480] V7109 |30170] V7109 317 00000, T/HMLESS 1 91-CONVICTED OF SUBSTANCE ABUSE
M [31401] 31290 |V7109 V7109 317 00000| T/HMLESS 3 89-HAS HIST. OF HABITUAL THEFT
F | 79990 V7109 317 00000, T/HMLESS 8 [86-PAST/PRESENT MALADAPT SEX BEHAV
M [29570] 29592 |30189| 30170| 317 00000 T/HMLESS 0
M | 30989 V7109 | 31381 V7109 317 00000 T/HMLESS 2 [86-PAST/PRESENT MALADAPT SEX BEHAV
IA- M[307.23| V7109 | 0000 | 0000 | 0000 | 0000 | T/HMLESS 0 Level of Autism - 2

16 -No Behaviors/Sp. Conds.,
PDD group, 20 males, 15 females, age range: 8 to 65 years.

22 with Mild MR, 2 with Mixed Deve. Delay, 4 Deve. Delay NOS, 1 person with Moderate MR., 1 in
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FIGURE 11.
RESIDENCE TYPE CYA (SANDIS-Query 1; 10/05)
G AXIS | AXIS | B1 AXIS Il AXIS Il B2 Lev/Ret. OoDD RESIDENC # SP. COND. &
E B.C. | BEHAVIORS.
M 29890- V7109- 31401 V7109- 0 3158- CALIFORNI 0
unspecifie deferred deferred other A YOUTH
d specified AUTHORIT
psychosis delays in Y
developm
ent
F 3149 - V7109- 300 V7109- 317 0 CALIFORNI 0
unspecifie deferred deferred A YOUTH
d AUTHORIT
hyperkinet Y
ic
syndrome
M V6289- V7109- 0 3159- CALIFORNI 0
phase of deferred unspecifie A YOUTH
life d delay in AUTHORIT
problem developm Y
or other ent
life
circumsta
nce
problem
M 2968 V6289- 31289- V7109- 0 3159- CALIFORNI 0
manic phase of Conduct deferred unspecifie A YOUTH
depressiv life dis. d delay in AUTHORIT
e problem unspecifie developm Y
psychosis or other d ent
unspecifie life
d circumsta
nce
problem.
A-M 31289- V7109- deferred 0 0 CALIFORNI 8 86-
Conduct A YOUTH PAST/PRESE
dis. AUTHORIT NT
unspecifie Y MALADAPT
d SEX BEHAV

Axis | — Clinical Syndromes
V Codes

Axis Il -Developmental Disorders/Personality Disorders
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FIGURE 12.
RESIDENCE TYPE CTY JAIL (SANDIS-Query 1; 10/05)

January, 2006

G AXIS 1|AXIS | B1{AXIS I|AXIS B2|LvI/Ret.]| ODD |# B/C Special Behaviors and Conditions

M 31234 V7109 317 | 00000] 4 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 29530| V7109 0000 | V6289| 4 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 31234 V7109 0000 | V6289| 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

F 29645| V7109 317 [00000] 1 ([86-PAST/PRESENT MALADAPT SEX BEHAV

F 311 | V7109 3180 | 00000| O

M 31381 V7109 317 [ 7999]| O

M 29282| 31234 [31381| V7109 | 317 | 3108 | 4 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 31401| V7109 317 | 00000] 1 [90-HISTORY-VANDALISM/PROP.DESTRUCT]

M 29383| V7109 [ 3024 | V7109| 317 |00000{ 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 31381 V7109 317 [00000] O

M 29634| V7109 [31381] V7109 | 317 |00000{ 2 |86-PAST/PRESENT MALADAPT SEX BEHAV

M 31100 V7109 317 [00000] O

M 30480 V7109 [30981| V7109 | 317 |00000| O

M 31280 V7109 317 [00000| 7 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 29490| V7102 317 | 00000] 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 31381 30500 [30570f{ 30520 | 317 |00000| 5 89-HAS HIST. OF HABITUAL THEFT

M 29890| 30989 [31590| V6289 | 0000 |V6289| O

M 2949 | 3159 |31532 V7109 | 0000 | V6289 4 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 31239 V7109 317 [00000] O

M 29632| V7109 | 30220| V7109 | 317 [00000| 7 |86-PAST/PRESENT MALADAPT SEX BEHAV

M 3052 3094 317 [00000] 1 92-HISTORY OF SUBSTANCE ABUSE

F 31234 V7109 | 3004 | V7109 | 317 |00000| 7 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 311 | V6289 | 300 | V7109 | 0000 | 3159 O

F 309 | V7109 317 [00000] O

M 305 | V7109 317 | 00000| 2 89-HAS HIST. OF HABITUAL THEFT

M 300 | V7109 | 311 | V7109 | 317 [00000f 3 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 30500 V7109 317 [00000] 2 91-CONVICTED OF SUBSTANCE ABUSE

M 31100 V7109 317 [00000] O

M 311 | V7109 | 293 | V7109| 317 [00000f 1 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 3052 | 7999 | 3039 7999 [ 0000 |Vv6289] 3 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 30002 V7109 317 [00000] 1 88-HAS ATMPTD SUICIDE IN 5 YRS

M 31280 V7109 [31500] V7109 | 317 |31500{ 9 [86-PAST/PRESENT MALADAPT SEX BEHAV

M 30900 V7109 317 [00000] O

M 29633| V7109 317 [00000] 1 92-HISTORY OF SUBSTANCE ABUSE

M 29570 V7109 317 [00000] 1 92-HISTORY OF SUBSTANCE ABUSE

M 29890| V7109 [30420| V7109 | 317 | 00000 6 |86-PAST/PRESENT MALADAPT SEX BEHAV

M 29390| V7109 [30928| V7109 | 317 |V7109| 6 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH

M 31234 V7109 317 [00000] O

M 29560 V7109 317 [00000] 1 91-CONVICTED OF SUBSTANCE ABUSE

M 31280 V7109 317 [00000] O

M 3052 | V7109 | 305 [ V7109 317 [00000| 1 92-HISTORY OF SUBSTANCE ABUSE

M 29530] V7109 317 [00000| 3 [86-PAST/PRESENT MALADAPT SEX BEHAV

F 29890| V7109 [30390| V7109 | 317 |00000{ 1 | 94-PAST/PRES FIRE SETTING BEHAVIOR

M 30900 V6289 [31531| V7109 | 0000 | 3159| O

F V6289 29510 [ 30430/ 30560 | 0000 | 00000| 2 88-HAS ATMPTD SUICIDE IN 5 YRS

M 296 2953 317 | 00000| 7 [86-PAST/PRESENT MALADAPT SEX BEHAV

M 79990| V7109 317 [00000] 2 91-CONVICTED OF SUBSTANCE ABUSE

M 31381 V7109 317 [3483]| 0

F 30990 V7109 317 [00000| 6 [86-PAST/PRESENT MALADAPT SEX BEHAV

M 29560| V6289 |30480| V7109 | 0000 | 3483 7 |86-PAST/PRESENT MALADAPT SEX BEHAV

M 31290 V7109 317 | 00000| 5 89-HAS HIST. OF HABITUAL THEFT

M V7101 V7109 317 [00000] 5 89-HAS HIST. OF HABITUAL THEFT

M 29890| V7109 3180 | 00000 9 [86-PAST/PRESENT MALADAPT SEX BEHAV

M 2957 | V7109 317 [00000] 9 [86-PAST/PRESENT MALADAPT SEX BEHAV

M 30940 V7109 [V7101| V7109 | 317 |00000| O

M 31230 V7109 317 [00000] 4 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
Aut/ Data- M[295.70] V7109 317 |00000| 2 92 History of Substance Abuse
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FIGURE 13.
Medically Fragile Individuals currently in need of Placement Options

Type of Placement Needed | Number of Persons
Identified

ICF 2

ICF-DD-N for adults with 3

very high functioning:
ICF-DD-CN 5
ICF-DD-N for adults with 3
very high functioning
A “Super N” for adults with | 2
very low functioning:

ICF-DD-N 3
ICF-DD-N w. behavioral 8
services

Local Sub-Acute 1
Local Nursing Facility 2
ICF-DD-H 1
Local Nursing Facility: 2
ICF-DD-H: non- 1
ambulatory:

Local Sub-Acute Facility: 1|1
Children’s ICF: 1

CCF Level -3 Children’s, 2
non-ambulatory:

Level 41: 1
SNF: 1
SLS with Health care 2
support:

Community settings; not 54
defined

TOTAL NUMBER 95
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FIGURE 14.

January, 2006

RESIDENCE TYPE, from PSY. TRTMENT (SANDIS-Query 1; 10/05)

G [Axis 1FAXIS 1 B1]aXIS 1]AXIS 1l B2|Lev./Ret] ODD | Residence Type i# B/IC Special Conditions or Behaviors

M |29890] 30981 |31381] 31490 317 | 00000[PSYCH TREATMENT CTR[ 1 89-HAS HIST. OF HABITUAL THEFT

F [29530] V7109 317 | 00000[PSYCH TREATMENT CTR[ 3 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M | 29590 V7109 317 | 00000[PSYCH TREATMENT CTR|[ 0

M | 29570 V7109 317 | 00000[PSYCH TREATMENT CTR[ 0

F [29512] V7109 317 | 00000|PSYCH TREATMENT CTR[ O

F [29560[ V7109 |31100[ V7109 | 0000 [ 3155 [PSYCH TREATMENT CTR| 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M [29890] 30183 [31010] 31234 | 0000 |V6889PSYCH TREATMENT CTR| 3 |86-PAST/PRESENT MALADAPT SEX BEHAV
M |29630] V7109 [30030] V7109 317 [00000[PSYCH TREATMENT CTR| 1 | 94-PAST/PRES FIRE SETTING BEHAVIOR
M [31590] V7109 [30010] V7109 | 0000 | 3159 [PSYCH TREATMENT CTR| 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F [29634] 30190 [30390[ V7109 317 | 00000[PSYCH TREATMENT CTR| 6 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F [30930] V7109 [31400( V7109 319 | 00000[PSYCH TREATMENT CTR[ 0

M [29530] V7109 [30220] V7109 | 3180 [00000[PSYCH TREATMENT CTR| 2 [86-PAST/PRESENT MALADAPT SEX BEHAV
F [31401] V7109 317 | 00000[PSYCH TREATMENT CTR[ 1 93-HISTORY OF HABITUAL LYING

M |29890] 31400 |31230] 31590 317 | 00000|PSYCH TREATMENT CTR| 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M |31239] V6289 |V7109 30160 317 | V6289IPSYCH TREATMENT CTR[ 0

F [ 2957| V7109 317 2939 [PSYCH TREATMENT CTR| 0

M | 29590, V7109 317 |[00000[PSYCH TREATMENT CTR| 0

F [30002] 3129 0000 [ 00000|PSYCH TREATMENT CTR| 0

F (31010, 31381 317 | 00000[PSYCH TREATMENT CTR[ 0

M | 29410 V6289 317 3159 [PSYCH TREATMENT CTR| 1 [90-HISTORY-VANDALISM/PROP.DESTRUCT,
M [ 29532 29532 3180 [00000[PSYCH TREATMENT CTR| 0

M [30220] 31234 317 | 00000[PSYCH TREATMENT CTR| 4 [86-PAST/PRESENT MALADAPT SEX BEHAV
M |29592] V7109 3180 [00000[PSYCH TREATMENT CTR| 0

F [29540] V7109 317 | 00000[PSYCH TREATMENT CTR[ 0

M | 29570 V7109 0000 [V6889PSYCH TREATMENT CTR| 0

M |31381] V7109 317 | 00000[PSYCH TREATMENT CTR[ 1 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M |30480] V7109 | 2957 | V7109 317 | 00000[PSYCH TREATMENT CTR| 3 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M [29532] V7109 317 | 00000[PSYCH TREATMENT CTR[ 1 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M |29592] V7109 317 | 00000[PSYCH TREATMENT CTR[ 4 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M | 29689 V7109 317 | 00000[PSYCH TREATMENT CTR[ 0

F [ 2969| V7109 (31401 V7109 317 | 00000|PSYCH TREATMENT CTR| 1 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M [ 2971 V7109 0000 | 7803 [PSYCH TREATMENT CTR| 1 87.1 PAST/PRS ASSULT CAUSE INJ/DTH
F [29660] V7109 0000 [ **+* [PSYCH TREATMENT CTR| O

M | 30030, V7109 |[29570 V7109 317 | 00000|PSYCH TREATMENT CTR[ O

F [30989] V7109 0000 [ 00000|PSYCH TREATMENT CTR| 0

M |30122] V7109 317 | 00000|PSYCH TREATMENT CTR[ O

M |29381] V7109 0000 | 3499 |IPSYCH TREATMENT CTR[ 0

M | 29530 V7109 0000 | 3499 |IPSYCH TREATMENT CTR[ O

M [29570] V7109 317 |[00000[PSYCH TREATMENT CTR| 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M | 2953| V7109 317 | 00000[PSYCH TREATMENT CTR[ 0

F [31100] 29580 317 | 00000[PSYCH TREATMENT CTR[ 0

M [V7109 31300 317 | 00000[PSYCH TREATMENT CTR[ 0

F [30420] V7109 317 | 00000[PSYCH TREATMENT CTR[ 0

F [29532] V7109 317 | 00000[PSYCH TREATMENT CTR| 2 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 31400, V7109 |30040, V7109 317 | 00000[PSYCH TREATMENT CTR| 1 [86-PAST/PRESENT MALADAPT SEX BEHAV
F [29570] V7109 317 | 00000[PSYCH TREATMENT CTR| 8 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 29590 V7109 317 | 00000[PSYCH TREATMENT CTR| 2 [86-PAST/PRESENT MALADAPT SEX BEHAV
M [29632] 30002 |31401] 29661 | 0000 |[V7109PSYCH TREATMENT CTR| 1 [86-PAST/PRESENT MALADAPT SEX BEHAV|
F [31389] 30981 (31381 31401 317 | 00000[PSYCH TREATMENT CTR| 2 [86-PAST/PRESENT MALADAPT SEX BEHAV
F | 2988 | 29624 |31401f V7109 317 | 00000[PSYCH TREATMENT CTR[ 0

F [29570] V7109 3180 [00000[PSYCH TREATMENT CTR| 0

M |29634] V7109 317 | 00000[PSYCH TREATMENT CTR|[ 0

F [29570] V6289 0000 | 2949 [PSYCH TREATMENT CTR| 9 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 2957| V7109 0000 [00000[PSYCH TREATMENT CTR| 2 88-HAS ATMPTD SUICIDE IN 5 YRS

M |29680] V7109 |[31234] V7109 317 | 00000[PSYCH TREATMENT CTR| 6 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 29570] V6289 0000 [00000[PSYCH TREATMENT CTR| 0

M |31010] V7109 3180 [00000|PSYCH TREATMENT CTR| 3 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F [29530] V7109 317 | 00000[PSYCH TREATMENT CTR| 4 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F [29570] V7109 [30981 V7109 317 2949 |PSYCH TREATMENT CTR| 4 [86-PAST/PRESENT MALADAPT SEX BEHAV
F [29890] V7109 317 | 00000[PSYCH TREATMENT CTR| 9 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 2959| V7109 317 | 00000[PSYCH TREATMENT CTR| 1 88-HAS ATMPTD SUICIDE IN 5 YRS

F [31400] 31539 [30760[ V7109 317 | 00000[PSYCH TREATMENT CTR[ 0

M |30928] V7109 3180 [00000[PSYCH TREATMENT CTR| 3 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
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G [AxiIs 1IFAXIS 1 B1]aXIS 1]AXIS 1l B2|Lev./Ret] ODD | Residence Type Special Conditions or Behaviors
F [29570] V7109 (30981 V7109 317 | 00000[PSYCH TREATMENT CTR| 8 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 29570] V6289 0000 | 3483 |PSYCH TREATMENT CTR| 3 [86-PAST/PRESENT MALADAPT SEX BEHAV
M | 29590, V7109 317 | 00000[PSYCH TREATMENT CTR| 2 88-HAS ATMPTD SUICIDE IN 5 YRS
F [29570]  *kxx* 3180 [00000|PSYCH TREATMENT CTR| 4 [86-PAST/PRESENT MALADAPT SEX BEHAV
M [30900] V7109 | 2953] V7109 | 3180 [00000[PSYCH TREATMENT CTR[ 0
M |29890] V7109 317 | 00000[PSYCH TREATMENT CTR[ 1 93-HISTORY OF HABITUAL LYING
M |30940] V7109 317 | 00000[PSYCH TREATMENT CTR|[ 0
M [V7109 30189 3181 [00000|PSYCH TREATMENT CTR| 1 89-HAS HIST. OF HABITUAL THEFT
M | 79990, V7109 317 | 00000[PSYCH TREATMENT CTR|[ 0
F [V7109 30040 3180 [00000|PSYCH TREATMENT CTR| 0
F [31234] V7109 317 | 00000[PSYCH TREATMENT CTR| 2 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F [29592] 30190 317 | 00000[PSYCH TREATMENT CTR| 1 88-HAS ATMPTD SUICIDE IN 5 YRS
F [29590] V7109 317 | 00000[PSYCH TREATMENT CTR| 1 [86-PAST/PRESENT MALADAPT SEX BEHAV
F [29570] V7109 317 | 00000[PSYCH TREATMENT CTR|[ 0
M | 2957| V7109 317 | 00000[PSYCH TREATMENT CTR[ 0
A-F|[29890[ 29980 317 | 00000[PSYCH TREATMENT CTR| 3 [86-PAST/PRESENT MALADAPT SEX BEHAV
A -M| 29980] V7109 0000 [00000[PSYCH TREATMENT CTR| 4 [86-PAST/PRESENT MALADAPT SEX BEHAV
A -M| 29570] V6289 0000 [ 00000[PSYCH TREATMENT CTR| 0
A-F| 29570 V6289 [31230] V7109 | 0000 [00000[PSYCH TREATMENT CTR| 1 93-HISTORY OF HABITUAL LYING
A-F| 2998 V7109 | 2968 V7109 | 0000 [ 3158 [PSYCH TREATMENT CTR| 0
A-F| 2969 2998 0000 [Vv6889[PSYCH TREATMENT CTR| 0
A -M| 30720] V7109 [29590| V7109 317 | 00000[PSYCH TREATMENT CTR| 2 88-HAS ATMPTD SUICIDE IN 5 YRS
A -M| 3123| V7109 300 | V7109 [ 3180 [00000|PSYCH TREATMENT CTR| 1 [90-HISTORY-VANDALISM/PROP.DESTRUCT]
A -M| 2957 | V6289 0000 | 00000[PSYCH TREATMENT CTR| 2 [ 87-PAST/PRES ASSAULT CAUSE INJ/DTH
A-F[29980[ 31401 317 | 00000[PSYCH TREATMENT CTR| 1 [90-HISTORY-VANDALISM/PROP.DESTRUCT]
A -M[ 29980] 30001 [31539] V7109 | 0000 | 2949 [PSYCH TREATMENT CTR| 2 | 87-PAST/PRES ASSAULT CAUSE INJ/DTH
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FIGURE 15.

January, 2006

RESIDENCE TYPE, from REHAB. CTR. (SANDIS-Query 1; 10/05)

G| AXIS | [AXIS | B1|AXIS II]AXIS B2|LVL/Ret.[| ODD Residence Type |# B/c Special Conditions and Behaviors

F[ 30590| 30190 317 00000 REHAB. CENTER | 1 92-HISTORY OF SUBSTANCE ABUSE

F[ 29890 V7109 0000 | V400 [REHAB. CENTER 0

F[ 29640| V7109 0000 | 00000 |[REHAB. CENTER 1 88-HAS ATMPTD SUICIDE IN 5 YRS

M| 30420| 30170 | 29390| V7109 317 00000 REHAB. CENTER 0

M| 29680| V7109 317 00000 [REHAB. CENTER 2 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M| 30040| V7109 317 00000 REHAB. CENTER 0

M| 29570| 30184 317 00000 [REHAB. CENTER 2 91-CONVICTED OF SUBSTANCE ABUSE
M| 29532 V7109 317 rxkk [REHAB. CENTER 0

M| 31010| V7109 | 31234| V7109 | 0000 3155 |REHAB. CENTER 3 86-PAST/PRESENT MALADAPT SEX BEHAV
F[ 29634| 30183 317 00000 REHAB. CENTER 1 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M| V6121| V7109 309 [ V7109 | 0000 2941 |REHAB. CENTER 0

M| 29592| V7109 | 30220 30190 [ 0000 [ V6889|REHAB. CENTER 3 86-PAST/PRESENT MALADAPT SEX BEHAV
M| 31800| V7109 3181 | 00000 [REHAB. CENTER 0

M| 31230| V7109 3180 | 00000 [REHAB. CENTER 4 86-PAST/PRESENT MALADAPT SEX BEHAV
M| 31381 V7109 | 30040 30183 [ 0000 [ 00000 |REHAB. CENTER 6 86-PAST/PRESENT MALADAPT SEX BEHAV
M| 30030| V7109 3180 | 00000 [REHAB. CENTER 2 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F[ 30160| V7109 | 31100( V7109 317 00000 [REHAB. CENTER 1 88-HAS ATMPTD SUICIDE IN 5 YRS

F[ 31239| 31700 |V7109| 30081 317 00000 [REHAB. CENTER 1 92-HISTORY OF SUBSTANCE ABUSE

M| 311 V7109 | 2989 | V7109 317 00000 [REHAB. CENTER 8 86-PAST/PRESENT MALADAPT SEX BEHAV
M| 29530| V7109 317 00000 [REHAB. CENTER 2 90-HISTORY-VANDALISM/PROP.DESTRUCT
M| 29530| V7109 317 00000 REHAB. CENTER 0

M| 3048 | V7109 317 00000 [REHAB. CENTER 2 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M| 31200| 30282 | V7109( V7109 317 00000 |REHAB. CENTER 1 86-PAST/PRESENT MALADAPT SEX BEHAV
M| 31200| V7109 | 31220 317 00000 REHAB. CENTER 2 90-HISTORY-VANDALISM/PROP.DESTRUCT
M| 31230| V7109 317 00000 [REHAB. CENTER 1 90-HISTORY-VANDALISM/PROP.DESTRUCT

52




DRAFT - PRELIMINARY REPORT
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FIGURE 16.
RESIDENCE TYPE SNF-PSY. SANDIS QUERY 1 (10-05)

G [AXIS [JAXIS | BHAXIS AXIS |1 B2LVL RET.| ODD [# B.C| RESDIENCE TYPE |SPECIAL BEHAVIORS OR CONDITIONS CON
M 29880 V7109 |29660| V7109 3180 [00000] O [SNF/NF PSYCHIATRIC]
M [29381) ***** 317 [00000[ 2 [SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F ]179990] 30190 317 [00000f 1 [SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
M [29480] V7109 (V7109 V7109 0000 [00000] 1 |SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M 29381 V7109 317 [00000] 1 |SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M [29500] 30122 3180 | 00000] O |SNF/NF PSYCHIATRIC]
F 130928] V7109 | 3123| V7109 317 [31531f 0 [SNF/NF PSYCHIATRIC
M [ 2989 | V7109 317 | 00000] O |SNF/NF PSYCHIATRIC]
M | 31401 V7109 317 [ 00000] 2 |SNF/NF PSYCHIATRIC] 88-HAS ATMPTD SUICIDE IN 5 YRS
M [29890] V7109 317 [00000[ 5 [SNF/NFPSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F 130189] V7109 317 [00000f 7 [SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
M [29530] V7109 317 | 00000] O |SNF/NF PSYCHIATRIC]
M | 29592| 30160 3180 |00000] O [SNF/NF PSYCHIATRIC
F 129890] V7109 | 30000] V7109 317 [00000[ O [SNF/NF PSYCHIATRIC
F 129532] V7109 | 29570] V7109 317 [00000[ 1 [SNF/NF PSYCHIATRIC 93-HISTORY OF HABITUAL LYING
F 129590] V7109 317 [00000] 1 |SNF/NF PSYCHIATRIC] 93-HISTORY OF HABITUAL LYING
M | 29590 30170 317 [00000] 4 |SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
M [31010] 31401 [31200] 31200 317 [00000[ 6 [SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
F 129570] V7109 317 [00000[ 2 [SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F 129534] V7109 3180 |00000] 4 [SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
F [29530] V7109 317 [00000] 2 |SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F 131401] V7109 317 [00000[ 3 [SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
F ]179990] V7109 |29510] V7109 0000 |29570] 6 |SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
F 129590] V7109 3180 |00000] O [SNF/NF PSYCHIATRIC
M | 29800 V7109 317 | 00000] 2 |SNF/NF PSYCHIATRIC] 88-HAS ATMPTD SUICIDE IN 5 YRS
F |30040] 30490 317 [00000[ 3 [SNF/NF PSYCHIATRIC 89-HAS HIST. OF HABITUAL THEFT
F | V7109 29510 317 [00000f 1 [SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
M [29880] 31010 317 | 00000] O |SNF/NF PSYCHIATRIC]
M 30170 V7109 317 [00000] 1 |SNF/NFPSYCHIATRIC] 93-HISTORY OF HABITUAL LYING
M [29410] 29590 317 [00000[ 2 [SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F 130030] V7109 |30183| V7109 317 [00000[ 2 [SNF/NF PSYCHIATRIC 88-HAS ATMPTD SUICIDE IN 5 YRS
M [30040] 31381 [ *****| 30182 0000 [Vv6289] 2 [SNF/NF PSYCHIATRIC] 88-HAS ATMPTD SUICIDE IN 5 YRS
F [29590] V7109 0000 |Vv6889] 3 [SNF/NF PSYCHIATRIC|86-PAST/PRESENT MALADAPT SEX BEHAV
M [29592] V7109 (30390 V7109 317 3421| 3 |SNF/NF PSYCHIATRIC 89-HAS HIST. OF HABITUAL THEFT
M [29590] V7109 317 [00000[ O [SNF/NF PSYCHIATRIC
F 129890] V7109 317 | 00000] O |SNF/NF PSYCHIATRIC]
F [31234] V7109 [29480] V7109 3181 [00000] O [SNF/NF PSYCHIATRIC
M [29534] V7109 [30390] V7109 317 [00000[ 3 [SNF/NF PSYCHIATRIC 88-HAS ATMPTD SUICIDE IN 5 YRS
M [29510] V7109 3180 |00000] O |SNF/NF PSYCHIATRIC
F 129890] V7109 0000 | 3483] 0 [SNF/NF PSYCHIATRIC]
M 29632 V7109 |29890| V7109 317 [00000] 3 |SNF/NF PSYCHIATRIC| 87-PAST/PRES ASSAULT CAUSE INJ/DTH
F | 2989 | V7109 3181 | 00000] O |SNF/NF PSYCHIATRIC
M [29532] V7109 317 [00000[ O [SNF/NF PSYCHIATRIC

A-M| 29642| V7109 0000 [00000] O [SNF/NF PSYCHIATRIC
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