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 1 Thursday, June 9, 2016; Los Angeles, California

 2 1:32 p.m.

 3 -oOo-

 4 SUPERVISOR KUEHL:  Welcome.  Everybody, find a 

 5 seat.  I see you have, almost all.  This meeting is called 

 6 to order.  Can we call the roll.  

 7 SECRETARY:  Judy Abdo.  

 8 COMMISSIONER ABDO:  Here.  

 9 SECRETARY:  Nancy Au.

10 COMMISSIONER AU:  Here.  

11 SECRETARY:  Jane Boeckmann.  

12 Celia Swilley.  

13 COMMISSIONER SWILLEY:  Here.  

14 SECRETARY:  Cynthia Harding.  

15 COMMISSIONER HARDING:  Here.  

16 SECRETARY:  Christopher Thompson.  

17 COMMISSIONER THOMPSON:  Here.  

18 SECRETARY:  Gabe Gilleland.  

19 COMMISSIONER GILLELAND:  Here.  

20 SECRETARY:  Marlene Zepeda.  

21 Brandon Nichols.  

22 MR. NICHOLS:  Here.  

23 SECRETARY:  Patricia Curry.  

24 Karla Pleitez Howell.  

25 Deanne Tilton.  
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 1 COMMISSIONER TILTON:  Here.  

 2 SECRETARY:  Sheila Kuehl.  

 3 SUPERVISOR KUEHL:  Here.  

 4 SECRETARY:  Quorum is present.  

 5 SUPERVISOR KUEHL:  I think -- sorry.  Kim and I 

 6 were conferring about when it is the best time to 

 7 introduce our alternates or maybe I could ask them to 

 8 introduce themselves.  We have two -- I think Linda's not 

 9 here yet.  

10 But, Brandon, would you introduce yourself and 

11 tell us what you're an alternate for.  

12 MR. NICHOLS:  Yes.  Good morning.  Brandon 

13 Nichols.  I am the chief deputy director at Children and 

14 Family Service, so I am the alternate for Phillip Browning 

15 at the Children and Family Services.

16 SUPERVISOR KUEHL:  Welcome.  Very happy to have 

17 you here.  We'll move forward, and when she Linda, we'll 

18 welcome her as well.  

19 I think we'll start with the consent calendar.  

20 Mr. Wagner.  

21 MR. WAGNER:  Thank you, madam chair.  And good 

22 afternoon, commissioners.  

23 Please bear with me for a few moments while I 

24 give you some brief comments to provide a little bit more 

25 context of the consent item that is before you, Item 2.  
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 1 Subitem 2C is the consent matrix, which is the 

 2 list of contracts that require board action.  We don't 

 3 have any new or amended contracts, so all the contracts 

 4 that are before you are renewed contracts.  So by 

 5 definition, this is all work that has been approved 

 6 previously.  There are 73, which is a significant number. 

 7 A couple points on that.  First is, the volume 

 8 really represents the fact that we're getting ready for a 

 9 new fiscal year, and we negotiate many of our contracts in 

10 an annual basis.  So you'll be seeing and you are seeing 

11 these come back to you in preparation for the July 1st new 

12 fiscal year.  

13 Second, just to point out that the action today 

14 on the consent matrix, which is the contracts is also 

15 contingent upon approval of the budget for fiscal year 

16 16-17, which is Item 5.  So we'll be spending a little bit 

17 more time on that in a minute.  But these dollars 

18 associated with the contracts are built into that budget. 

19 Subitem 2D would authorize us to enter into a 

20 contract with First 5 California, basically so that we 

21 could receive up to $2.7 million in funding from First 5 

22 California to help support our work in Los Angeles in 

23 supporting and facilitating a process on the quality 

24 rating and improvement system, or QRIS.  This is very 

25 consistent with presentations that have come before you 
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 1 recently, most recently through the special commission 

 2 program and planning committee meeting that we had last 

 3 month at the end of May.  

 4 Item 2E includes several strategic partnerships 

 5 that require board action to establish.  And just as a 

 6 reminder, the commission has authority to enter into 

 7 strategic partnerships with entities under specific 

 8 circumstances that allow us to contract with these 

 9 entities without a competitive solicitation.  Examples 

10 include when an entity is so uniquely qualified or has 

11 additional resources that our money can leverage those 

12 additional resources, as two examples.  

13 So the first strategic partnership coming before 

14 you for consideration is one with Children Now.  It is for 

15 one year allowing us to execute a contract up to $475,000 

16 covering the next fiscal year to help inform our work on 

17 kindergarten readiness or QRA -- kindergarten readiness 

18 assessment, or QRAs.  This work is detailed in a staff 

19 presentation to PPC on the 26th of May.  

20 For the next two strategic partnerships, you may 

21 recall that the ECE, or early care education workforce 

22 consortium, was established in our previous strategic 

23 plan.  Earlier this year in January, the board took action 

24 to basically reallocate those unspent dollars consistent 

25 with the work in our new strategic plan for ECE.  So the 
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 1 next two strategic partnerships are vehicles that will 

 2 allow that work to go forward.  

 3 The first is with the alliance, and it will help 

 4 them to be the fiscal agent for the early care and 

 5 education credential advocacy project known as PEACH.  

 6 This strategic partnership is for four years and up to 

 7 $1.75 million with a contract for the next fiscal year up 

 8 to $558,000.  

 9 The third strategic partnership is also with the 

10 alliance, and it's for a two-year period for up to 1.2 

11 million with a contract next fiscal year for $600,000. 

12 This strategic partnership will allow the alliance to 

13 provide quality improvement coaching connected to the QRIS 

14 work.  

15 The fourth and last strategic partnership for 

16 your consideration is with Third Sector New England for a 

17 period of up to four years and up to a total amount of 

18 $600,000, $200,000 of which would be allocated for the 

19 next fiscal year, 16-17.  This strategic partnership will 

20 allow to us work with Third Sector to increase awareness 

21 of and training of -- on a shared services model for ECE 

22 providers consistent with the staff presentation at the 

23 May 26th PPC committee meeting.  

24 So with that, I turn it back over to the chair 

25 and respectfully ask for your consideration of those 
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 1 items.  

 2 SUPERVISOR KUEHL:  Question please.  Counsel.

 3 MR. STEELE:  Chair, the record should reflect 

 4 that Commissioner Thompson is abstaining from the vote on 

 5 Item 2C due to a -- one of those contracts with the 

 6 Department of Mental Health.  

 7 SUPERVISOR KUEHL:  Okay.  So we'll record that.  

 8 COMMISSIONER HARDING:  I also have to abstain 

 9 from 2C because there's some contract --

10 SUPERVISOR KUEHL:  Director Harding as well.  

11 That still would leave sufficient votes to adopt 

12 it one would think.  

13 MR. STEELE:  Yes.

14 SUPERVISOR KUEHL:  Thank you.  

15 Any questions on any of the items on consent?  

16 Do I have a motion to adopt the consent calendar?  

17 COMMISSIONER AU:  So moved.

18 SUPERVISOR KUEHL:  Moved.  Second?  

19 COMMISSIONER ABDO:  Second.  

20 SUPERVISOR KUEHL:  Moved and seconded.  Any 

21 objection to adopting the consent calendar?  

22 Seeing none, that will be the action.  

23 Item Number 3 is a few comments from the chair.  

24 I guess the thing I want to talk about, we're spending a 

25 lot of today's meeting talking about First 5 LA's really 
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 1 single biggest investment at this time, And that's home 

 2 visitation.  We take an action to review and renew 18 

 3 contracts with select home visitation providers, 13 

 4 contracts with hospitals who are participating.  We'll be 

 5 doing pretty significant evaluation, making and developing 

 6 efforts to sustain these programs across a longer period 

 7 of time.  And I think we've become convinced and seen 

 8 already the benefits of home visitation.  They improve 

 9 immediate outcomes.  They improve lifelong outcomes, 

10 maternal health, school readiness, positive parenting, et 

11 cetera.  

12 And as I mentioned last month, I see this in many 

13 ways as a kind of prevention program as well, ways to 

14 really work with new parents about avoiding abuse, finding 

15 other ways to communicate with, and in some cases I think 

16 correct as they see it, children.  But also it -- it helps 

17 to keep them in -- to some extent from needing the county 

18 services.  

19 A lot of departments around this table become 

20 engaged with parents because they don't choose these 

21 alternate ways of dealing with their kids or they're so 

22 overwhelmed they can't.  So you know, mental health, 

23 public health, DCFS.  So there's really a natural 

24 connection that I think people don't make between the kind 

25 of efforts that we make at First 5 and the county, which 
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 1 has really been the theme that I've been trying to develop 

 2 all along since I took over very happily as chair.  

 3 But as we know as significant as our commitment 

 4 is to these programs, there's really no one organization 

 5 who can assure that every child has access to quality home 

 6 visitation.  

 7 So that's why I'll be very interested in today's 

 8 presentation, looking really for opportunities for 

 9 partnership, especially partnership with the county but 

10 not only with the county.  We have our state and federal 

11 champions as well, also insurers who are interested.  

12 Sometimes self-interested and sometimes for even greater 

13 reasons.  Hospitals that have a vested interest in 

14 positive patient outcomes.  

15 And there are fiscal components to this; the kind 

16 of things that we save when we don't have to catch people 

17 at the end of a cycle.  And recently we had quite a 

18 gathering in my office put together by Susan Bostwick of 

19 representatives from public health, children and family 

20 services, First 5, LA Best, Baby's Network, talking about 

21 different models and programs for child visitation and 

22 home visitation.  

23 And I guess what I would say in going forward, I 

24 -- I will constantly want to look at more and more ways 

25 that we can connect things that we're trying do in the 

 9

APPROVED



 1 county with things that we're trying to do at First 5.  I 

 2 was especially thinking about special populations -- all 

 3 of our populations are special that we serve of.  But I've 

 4 been thinking lately about children of children.  And 

 5 DCFS, for instance, everybody says, oh, foster kids foster 

 6 kids.  But they don't think about how many of our foster 

 7 youth are parents and how many of them are brand new 

 8 parents and need that same kind of help while they're 

 9 pregnant and then starting out, even teens who are not yet 

10 engaged with our system who may be, who are at risk of 

11 homelessness or being throw-away kids from their own 

12 homes.  

13 So I want us to look kind of carefully at the 

14 demographics of Welcome Baby, who's in our various areas, 

15 and more importantly, maybe who's not because these 

16 programs are wonderful but they are limited 

17 geographically.  So I want to know, are these kids just as 

18 involved parents or not, involved in other kinds of 

19 services.  Are they -- how many are very, very young?  Of 

20 course, how many in the foster care system.  And so I 

21 think as we go along to continue that kind of theme of 

22 connection will be of greatest interest to me.  

23 So thank you very much, and I look forward to 

24 that presentation.  But even more I look forward to Kim 

25 Belshe's presentation because that's next on the agenda.  
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 1 So here's our executive director.  

 2 MS. BELSHE:  Oh, my God.  Thank you, madam chair, 

 3 for that kind introduction.  And I will -- have a couple 

 4 of things I want to talk with the board and others about.  

 5 And I will return to the supervisor's comments at the end 

 6 of my comments.  

 7 So a couple of things I want to highlight for the 

 8 board is, number one, the terrific progress we're making 

 9 with the completion of our executive leadership team.  I 

10 have shared with the commission, with staff.  I want to 

11 thank Gabriel in our communications and marketing team for 

12 pushing out our recent appointments.  Let me begin with 

13 acknowledging that our new vice president of programs, 

14 Christina Altmayer, who is well known to the board, but 

15 maybe not all.  

16 Christina, can you stand up?  There we go.  A 

17 round of applause.  

18 Christina is overseeing our programs division, 

19 which will be comprised of families, Best Start 

20 communities, early care and education, and health related 

21 systems departments.  So we welcomed Christina on May 

22 16th.  And in short order, she's already adding terrific 

23 value and making a lot of contributions in terms of 

24 guiding our implementation of the new strategic plan work.  

25 Last week I announced the appointment of Kim 
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 1 Patillo Brownson as the new vice president for policy and 

 2 strategy division.  Kim is someone who is also I think 

 3 well known to the commission through her leadership over 

 4 the course of the past many years with the Advancement 

 5 Project.  In this new role, she'll be overseeing the 

 6 departments of policy and intergovernmental affairs, 

 7 communication and marketing, and the new department of 

 8 strategic partnerships.  Kim will be joining First 5 LA on 

 9 June 30th, which is just around the corner.  So we're 

10 excited about that.  

11 And then only yesterday I announced the final 

12 appointment of the new executive team, Daniela Pineda 

13 who's not well known to the commission.  She will be our 

14 new vice president for integration and learning which 

15 oversees the department of integration and learning and 

16 the new evaluation center of excellence.  She comes to us 

17 by way of Living Cities, which is based in Washington DC 

18 where she's the associate director for evaluation and 

19 impact.  In that role, she's been doing a lot of the 

20 important and hard work around designing and shaping and 

21 executing a learning and evaluation and monitoring agenda 

22 for Living Cities.  So she's got some terrific applied 

23 experience in this important area.  Importantly, she's 

24 from Los Angeles.  So she is eager to come home and will 

25 be starting on July 11th, and is very much looking forward 
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 1 to contributing to our efforts to really shape and advance 

 2 learning agenda that will both improve impact and 

 3 effectiveness as well as helping to inform the field more 

 4 broadly.  

 5 We are very fortunate to have the caliber of the 

 6 leadership talent that is joining the organization in 

 7 these new executive roles and very fortunate, along with 

 8 Carl Gayden -- where is Carl?  Stand up again, Carl, so 

 9 people will know Carl.  We welcome Carl again as our new 

10 senior director of administration and our future state 

11 organization.  But the type of people of their caliber and 

12 talent working with a very talented group of department 

13 heads and staff broadly to really insure that First 5 LA 

14 is meeting its aspirations.  I think our ability to 

15 attract and have this type of strong leadership and 

16 further build and support our internal leadership really 

17 positions us well to have the kind of impact and 

18 performance that we all know this organization can have on 

19 behalf of young kids.  

20 So what's next?  We are moving forward with the 

21 next phase of our organizational alignment process, which 

22 involves the assessment and selection of department heads 

23 which the vice presidents will be responsible for.  As 

24 I've shared with the board and staff, we are taking a very 

25 deliberate, thoughtful, best practices informed approach 
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 1 where we begin with the vice presidents and then move to 

 2 the next level in the organization. It is a process that 

 3 is, as I said, very thoughtful and very deliberate, but it 

 4 is one that takes time.  So I really want to, again, 

 5 acknowledge my staff colleagues for their engagement and 

 6 patience in this process and know that, while it is taking 

 7 some time, it is not only grounded in best practices, it's 

 8 also grounded in our shared desire to have the right 

 9 people in the right jobs to do this important work.  

10 So a couple other matters, Best Start.  The Best 

11 Start tour continues.  We have met with 12 of the 14 Best 

12 Start community partnerships.  They have all been really 

13 interesting and rewarding and edifying.  It's been great 

14 to listen to and learn with the partnership community 

15 members who've been attending, along with many 

16 commissioners.  I really want to thank so many of the 

17 commissioners for coming to one or more of these meetings, 

18 sometimes traveling far distances.  I think they -- you 

19 all would agree it gives us a lot of insight both to the 

20 promise as well as the challenges associated with this 

21 type of place-based work.  

22 We have two more to go:  West Athens and 

23 Palmdale.  So June 23rd is West Athens.  Palmdale is June 

24 28th.  We encourage commissioners who are interested in, 

25 if they'd like to attend one of those two meetings, that 
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 1 would be terrific.  And I note we've had almost every 

 2 single member of the senior management team come as well.  

 3 And that's been really edifying and helpful for them as 

 4 well.  

 5 Once we complete the tour and the engagement 

 6 sessions with the partnerships and -- obviously, we're 

 7 going to be coming back.  This is not the only time we're 

 8 going to be engaging.  But we really do want to take some 

 9 time and capture some of the themes and lessons, both from 

10 a staff perspective as well as the from the perspective of 

11 those commissioners who attended.  And then we'll come 

12 back to the board probably late summer or early fall with 

13 some learning. Okay?  

14 Final Best Start item, I've noted a number of 

15 times our efforts to really think carefully about what 

16 we're calling the long-term support structure, the  

17 infrastructure, for Best Start and how do we support and 

18 position Best Start over the long term so that the work of 

19 the partnerships and the results they seek can be 

20 sustained over time.  We've been very transparent in terms 

21 of saying, we don't have all the answers.  So we're 

22 looking for input and we put out into the community a 

23 request for information to see what organizations or 

24 networks of organizations have the interest and the 

25 capability to provide the kind of programmatic, 
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 1 administrative, and capacity building support that is so 

 2 critical to the work of the partnerships today and going 

 3 forward.  So again we'll be coming back once we get 

 4 responses and informed by other inputs be coming to the 

 5 board with some ideas and options as it relates to  

 6 infrastructure.  

 7 Here I want to appreciate Rafael and Antoinette 

 8 and their teams, along with Teresa and now Christina for 

 9 their work.  This is a very complex, hard issue.  And 

10 commissioners who've been involved with Best Start from 

11 the start know that this is not an easy one-size-fits-all 

12 solution necessarily, but we want to bring some 

13 consistency and coherence to our support, and that's what 

14 we'll be coming back to you with.  

15 Finally, a couple of First 5 LA convenings I want 

16 to highlight.  Consistent the priority of the board has 

17 placed in the new strategy plan on partnership and 

18 collaboration and working with others and not going off 

19 and charging off on our own and then looking around to see 

20 who wants to play with us, we've been working hard at 

21 partnership.  It's a new way of working in some parts of 

22 our organization but incredibly important to our 

23 sustainability and scale over the long term.  

24 So a wonderful milestone was reached around our 

25 work around developmental screening.  On May 20th, we had 
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 1 a wonderful launch of our work around developmental 

 2 screening specifically related to the Help Me Grow LA 

 3 systems model.  This launch was co-sponsored by First 5 

 4 LA, by the Department of Public Health, by LA Care, as 

 5 well as the American Academy of Pediatrics Chapter 2.  All 

 6 of them had leadership at this meeting.  John Bacchus 

 7 who's the president CEO of LA Care opened the event and I 

 8 remember Christina saying afterwards, informed by our 

 9 experience in Orange County, how fortunate we are to have 

10 the CEO of our largest Medi-Cal plan playing the kind of 

11 leadership role it is.  He spoke about his vision for LA 

12 Care not just providing coverage and services, but really 

13 being a catalyst for change with an eye towards health 

14 improvement.  

15 He made the comment about how he recognized that 

16 LA county is not first out of chute in terms of bringing 

17 Help Me Grow to its community.  Indeed, there are many 

18 replication sites around the state and country.  And 

19 Orange County actually was the first replication state 

20 after Connecticut.  But he said, so we may not be the 

21 first, but we're going to be the best.  

22 So having his leadership and support along with 

23 the Department of Public Health and the American Academy 

24 of Pediatrics is just terrific.  It was a great launch to 

25 help move us towards our shared goal to help providers and 
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 1 parents alike identify children at risk of behavioral and 

 2 developmental concerns and help them get connected to the 

 3 early intervention services they need.  

 4 Cindy Harding did a great job as our keynote.  

 5 Thank you so much.  Cindy did a great job reminding us all 

 6 about why we care about this issue and how we really can't 

 7 engage in and make a contribution to improving the life 

 8 trajectory of children without really focusing on 

 9 developmental screening.  So thank you for setting that 

10 stage.  

11 Christina had been invited wearing her Orange 

12 County hat.  And by the time she gave her comments, she 

13 was one of our people.  We were very, very proud to have 

14 Christina speak on our behalf, but really speaking about 

15 much of the learning from the Orange County experience, 

16 which I know we will benefit from mightily here from 

17 Los Angeles. 

18 We had Duane, we had Sylvia, we have Kip, and 

19 Cindy as board members and being a part of what we were 

20 hearing and learning together.  

21 And, finally, I want to thank our stellar super 

22 smarty pants health team that really put a lot of effort 

23 into this.  So Reena John, who's the head of that outcome 

24 area.  Faith Ramirez -- let me go through them all.  Hold 

25 your applause.  It is applause worthy.  Thank you, Barb.  
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 1 Faith Ramirez, who's been the project lead for this work.  

 2 Ruel Nolledo was the point man for the event, so he 

 3 probably bore as much stress as anyone.  Christy Cardenas, 

 4 Jeanette Sheen, Mercedes Paris Chica, Monia Nolesko, 

 5 Fabiola Montiel, and Kelly Goods, who was the co-lead 

 6 along with Faith, had a baby, had maternity leave, came 

 7 home to the mothership First 5 LA, and then went home.  So 

 8 she has returned to being a full-time mother.  

 9 But please join me in thanking the team for doing 

10 such a wonderful job.  They really did a terrific job in 

11 laying the foundation for the work that lays ahead.  We 

12 had a diversity of the people in the audience who were 

13 really compelled by the consistency of the messaging and 

14 the approach and the imperative to move forward together 

15 in new and important ways and the power of the Help Me 

16 Grow framework as a systems model for that work together. 

17 Finally, last Monday was the second family 

18 strengthening summit which was attended by about 450 staff 

19 from our Welcome Baby contractors and select home 

20 visitation grantees.  This was an opportunity to come 

21 together and really celebrate accomplishments over the 

22 course of the past year, to highlight the role that home 

23 visiting is playing in terms of strengthening families and 

24 improving outcomes for children at the earliest moments 

25 possible consistent what the supervisor was just speaking 
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 1 to, as well as providing ongoing learning about what's 

 2 working well, what are the challenges, and how can we 

 3 strengthen the Welcome Baby select home visiting work to 

 4 maximum impact for young children.  

 5 As the supervisor just note, this is an anchor 

 6 investment for this organization to date and going forward 

 7 as a part of our new strategic plan.  It represents your 

 8 understanding that, if we really want to make sure that 

 9 kids are ready to succeed in kindergarten and life, we 

10 need to start early, and that means starting with parents 

11 at the earliest moments possible.  

12 So you all have put a lot behind this in terms of 

13 time and certainly resources.  And I just want to 

14 underscore this is not only enormously important work to 

15 families and children here in LA county, but the eyes of 

16 the state and nation are also on us.  We represent one of 

17 the most significant funders of home visiting services in 

18 the state and country.  We are testing a -- what we call a 

19 light touch model.  

20 So there's a lot of learning and we're going to 

21 hear a lot more about that this morning.  But I just want 

22 to underscore what we're doing here matters not only to 

23 our communities but really to larger audiences and indeed 

24 that's being recognized by -- Barb just shared with me 

25 this morning, there are five different national 
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 1 conferences in the statewide conference where First 5 LA 

 2 has been invited to come and talk about Welcome Baby.  And 

 3 it's terrific that our teams that go -- it's not a program 

 4 team alone.  It's program and our research and evaluation 

 5 team.  

 6 So we're going to invest about an hour or so of 

 7 our time towards the end of the agenda or after budget to 

 8 dig more deeply into those principle components of 

 9 implementation, evaluation, systems coordination at the 

10 county and state level as well as policy and 

11 sustainability.  

12 So I will leave it there.  But it's been a very 

13 productive week -- or month.  Very productive month.  

14 SUPERVISOR KUEHL:  It seems like a week.  Thank 

15 you very much.  I noted that, when you were referring to 

16 one of our staff who took maternity leave and came back to 

17 work and then went home, that you said she came home to --

18 MS. BELSHE:  To the mother ship.

19 SUPERVISOR KUEHL:  -- and then went home.

20 MS. BELSHE:  To the mother ship, yeah. I caught 

21 myself.

22 SUPERVISOR KUEHL:  I'm not correcting you.  I'm 

23 just saying that I think it's really interesting because I 

24 know a lot of -- I don't know about the rest of you, but a 

25 lot of us spend more time at work than at home.  And so 

21

APPROVED



 1 it's a very important kind of concept, what are you 

 2 creating that people and how they feel about it.  I 

 3 suppose we'd have to ask her if she thought of it as home, 

 4 but still.  

 5 Any questions from any commissioners about -- to 

 6 Kim or to myself?  

 7 Yes, Cindy.  

 8 COMMISSIONER HARDING:  It's not a question, but 

 9 if I could just make a comment because I was able to 

10 attend the family strengthening summit.  And it was an 

11 amazing event.  As somebody who has really believed in 

12 this issue of home visitation from the beginning and 

13 seeing, along with Nancy and Deanne, seeing that baby 

14 birthed with this commission and then to see the 

15 sophistication of the work and where it's gotten today.  

16 There were over 450 people that were at that conference, 

17 all of them for the most part home visitors.  And to see 

18 the commitment and the dedication that those women and men 

19 have to the program.  They did a beautiful video that 

20 perhaps we could make available to the commissioners here 

21 to see.  It's about a half hour -- 

22 MS. BELSHE:  We're going to see a little piece of 

23 it actually.

24 COMMISSIONER HARDING:  Because it was just 

25 amazing to see what people had learned.  And then they did 
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 1 this sort of funny part about some of the things that you 

 2 don't expect to find when you do home visitation and you 

 3 do find.  And it was -- the learning that was shared was 

 4 just phenomenal.  And then to hear from one of the 

 5 national experts in the country, Dr. Darrough, who we've 

 6 engaged to help us with this to talk about how impressed 

 7 she was how far this initiative and this investment has 

 8 come.  

 9 I really applaud all the staff and all of us as 

10 well for believing in this issue and for funding it the 

11 way we have.

12 SUPERVISOR KUEHL:  Thank you.  Any other comments 

13 to me or to Kim or to each other?  

14 All right then.  Then we will move to the next 

15 item on the agenda which is an action item.  Just so you 

16 know, we are asked to approve the proposed final fiscal  

17 year 16-17 budget, which we've seen and seen and kind of 

18 seen again and others have seen and then it was a 

19 committee so we saw it again.  

20 But very, very good work on this.  One 

21 presentation and then any questions that we have about any 

22 -- or comments about any sections of the budget and then 

23 I'll entertain a motion to approve it.  So over to you.  

24 MR. ORTEGA:  Good afternoon and thank you, madam 

25 chair, for that great introduction.  

23

APPROVED



 1 You know, at the May 12th commission meeting, I 

 2 reflected on the budget and the story that the budget 

 3 tells the commissioners and our constituents internally 

 4 and externally within LA county.  And I reflected on the 

 5 many shifts that we see within the proposed budget and how 

 6 it truly does reflect our mission through different 

 7 partnerships and through strengthening families and 

 8 communities and systems and support so that all children 

 9 succeed in school and in life.  

10 But there is a story that we don't see within 

11 this budget, and that is the extremely and important hard 

12 work and the organization-wide effort that goes into 

13 preparing this budget.  The budget truly does reflect an 

14 organization-wide collaboration.  It reflects hard work 

15 internally between staff and the departments and also the 

16 collaboration and partnership with our commissioners 

17 through the different committees and committee meetings 

18 that you just referenced, supervisor.  And five committee 

19 -- five committee meetings to be exact.  

20 So I would like to take a moment to say, thank 

21 you, and acknowledge the committee members from both the 

22 program and planning and the executive committee.  And 

23 just an extremely special gratitude.  I wish Dr. Joseph 

24 Ybarra was here, but he's our chair of the budget and 

25 finance committee group.  And I want to say thank you to 
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 1 all of our committee members, including our co-chair, 

 2 Nancy Au, our committee member Jane Boeckmann, and 

 3 Dr. Marlene Zepeda who have really taken time to roll up 

 4 their sleeves, and with that -- on several occasions to 

 5 take a deeper dive and look into this budget.  It was 

 6 truly a pleasure for me to work with you as the director 

 7 of finance and most importantly to receive the endorsement 

 8 of the budget finance committee -- the budget and finance 

 9 committee meeting members.  

10 I would also like to take a moment to acknowledge 

11 our executive team and their leadership, our senior 

12 management team, our outcome leads, and the entire staff, 

13 every single entire staff from program officers to even 

14 administrative assistants who really got meetings together 

15 and gave us the opportunities to work in a very 

16 collaborative way and, because of their hard work and 

17 their dedication, we have a great budget that's in front 

18 of you.  

19 And then most importantly, I would also like to 

20 take an opportunity to acknowledge my team.  It is an 

21 extreme pleasure to work with great people and, especially 

22 our lead for the fiscal year 16-17 budget is Alison 

23 Mendes.  

24 Alison, your leadership and your hard work is 

25 definitely reflected throughout this budget.  I do 
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 1 appreciate your dedication and your efforts and staying 

 2 late and make arrangements for child care.  It is hard 

 3 work and we do dedicate a lot of time.  And this effort 

 4 has been going for the last six months, so I'm really 

 5 appreciate that.  

 6 In addition, I want to thank our new budget 

 7 manager, Daisy Lopez, for her role and the contribution of 

 8 Tina O'Neal and Char Ray Motomet for their support in the 

 9 last six months.  

10 And with that, I pass it to Alison.  Take it to 

11 the last down the home stretch.  

12 MS. MENDES:  Down the home stretch.  Thank you, 

13 Raoul.  

14 SUPERVISOR KUEHL:  Then it all starts over again 

15 in one minute.  

16 MS. MENDES:  We'll be back before you know it.  

17 Time passes fast.  Thank you for that wonderful 

18 introduction, Raoul.  

19 As it's been noted, we've had many touch points 

20 with the board so far.  Once at the commission meeting 

21 last month And four different committee meetings.  We are 

22 at the financial step right now.  We are at the approval 

23 June 9th commission meeting.  This is our final hurrah, so 

24 I hope you can bare with me through one more presentation 

25 and hopefully approve the budget at the final -- at the 
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 1 conclusion of the presentation.  

 2 So as you know, this budget across the last six 

 3 months and particularly since we've been discussing it 

 4 with the commission.  It's a very iterative process.  Our 

 5 initial budget development starts very early in January 

 6 and February, and estimates change as time goes on.  So 

 7 the budget that we brought to you at the May commission 

 8 meeting has changed very slightly from that version to 

 9 this final version that you see today.  And I will go into 

10 those changes a little bit in more detail later.  These 

11 changes were also reviewed at the May budget and finance 

12 committee meeting and also at the May program and planning 

13 committee meeting.  

14 Also today, I want to take some time to talk 

15 about everybody's favorite topic, our fund balance, which 

16 tends to make eyes glaze over but I'll try to make it as 

17 fun as possible.  But before I get into all the details of 

18 the presentation, I do want to point out that these many 

19 touch points with the board have given us so many 

20 opportunities to hear your feedback and to take your 

21 feedback and try to address it as much as possible.  And, 

22 specifically, we've heard feedback on our budget estimates 

23 for our personnel costs where we have historically had 

24 some underspending.  And we did take that feedback back to 

25 the drawing board, make some changes.  And the version of 
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 1 the budget that you saw at the commission meeting in May 

 2 did implement some of those changes.  In particular, we 

 3 did increase our turnover rate from three to three and a 

 4 half percent.  That's incorporated in our estimates.  And 

 5 we also reduced our budget for vacant positions from 12 to 

 6 nine months.  And these changes were included in the May 

 7 commission meeting materials that you saw.  

 8 And related to questions regarding how the 16-17 

 9 budget fits into the scope of the five years of the 

10 strategic plan, we did bring back to you also at the May 

11 commission meeting the budget figures in the context of 

12 those original five-year resource estimates that were 

13 communicated as part of the approval of the strategic 

14 plan.  Once we finalize our year one, we get a final 

15 accurate figures for our year one costs, we will look back 

16 at those figures and revisit our five-year estimates and 

17 see where we are in the context of the five-year resource 

18 needs.  

19 And then, finally, we heard questions about our 

20 administrative cost limits.  As noted previously, our 

21 calculation does reflect a very broad approach to our 

22 administrative cost limits.  This is consistent with 

23 previous years and with our board-approved policy on our 

24 administrative limits.  In addition, as we noted 

25 previously, First 5 has consistently had one of the lowest 
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 1 administrative cost rates of all county commissions across 

 2 the state.  And this year is no different.  The 16-17 

 3 administrative limit is the second lowest of all 58 county 

 4 commissions.  So I'll touch on that a little bit more 

 5 later.  

 6 So you heard some of this at the May commission 

 7 meeting.  It hasn't really changed that dramatically, but 

 8 the budget does show an overall decrease from the 15-16 

 9 budget that represents year one of the strategic plan.  

10 Specifically, the decrease of 57.6 million is made of up 

11 of a net increase of resources to support the 2015-2020 

12 strategic plan investments, an increase of 32 million, or 

13 54 percent from 15-16, coupled with a decrease of 89.8 

14 million in resources for the legacy initiatives.  And as 

15 we talked at the May commission meeting and as Raoul 

16 touched on again today, that really does reflect our shift 

17 in strategic direction moving more into the new strategic 

18 plan.  

19 So this gets into the changes from the draft 

20 budget that we reviewed with you at the May commission 

21 meeting.  Our draft budget was a total of 160 million.  

22 This final budget is 161 million -- 161 and a half 

23 million.  So we had a total of almost one and a half 

24 million in changes from the May version to this version 

25 that you see here.  You can see that we did increase our 
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 1 cost related to legacy investments, research and 

 2 evaluation, and some of our costs related to our priority 

 3 outcome areas of the strategic plan.  I will get into this 

 4 a little bit on the subsequent slides. 

 5 These budget changes of the 1.5 million fall into 

 6 two main categories:  First, there was new data that 

 7 became available to inform the budget estimates.  That is 

 8 actually accounting for the majority of the increases, in 

 9 fact, almost 1.3 million of the one and a half million 

10 increase.  And then we did have one -- one program that 

11 experienced a delay in current year activity for which we 

12 needed to shift those costs into the following year.  

13 So here you can see the specific changes by 

14 initiative and by program making up the one and a half 

15 million dollar increase to the budget from the May 

16 version.  The reason for each change is shown in the final 

17 column.  ND represents new data made available and the D 

18 represents a delay that shifted the cost into the next 

19 fiscal year.  

20 More detailed descriptions of what's driving 

21 these changes are included the budget materials in today's 

22 packet.  I won't go through that in much detail, but just 

23 to give you a couple of examples, you can see the change 

24 in Black Infant Health of 194,000 is related to bringing 

25 the budget for 16-17 in line with our final contracted 
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 1 amounts.  Those contracts were not completed by the time 

 2 we brought the May version to you.  Those have now been 

 3 negotiated and this does bring the budget in line with 

 4 that.  

 5 Another example, the increase for the Children's 

 6 Dental Care Program of 572,000 was driven by additional 

 7 program assessment that determined the need for additional 

 8 resources which will specifically support a new pediatric 

 9 clinic at the LA County Medical Center that opened in of 

10 April 2016.  

11 I do want to note that all of the increases that 

12 you see here for legacy investments are within the overall 

13 approved allocation for these investments and do not 

14 represent requests for new funding.  And similarly the -- 

15 the one change that you see for research and evaluation 

16 that was a result of a delay also does not represent a 

17 request for new funding but simply a shift in resources 

18 from the current fiscal year to fiscal year 16-17.  

19 So these changes did increase our overall budget 

20 of course by about one and the half million.  Our 

21 administrative costs limit did not change.  It is still at 

22 12.4 million, but the increase in the overall budget 

23 amount did decrease our administrative cost rate from what 

24 you previously saw of 7.81 percent so 7.67 percent.  

25 Again, I do want to reiterate that that is the second 
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 1 lowest among all 58 county commissions which have rates 

 2 ranging from five and of half to 25 percent of their 

 3 spending.  

 4 So now I want to shift gears a little bit to talk 

 5 a little bit about our commitments.  And this was not a 

 6 part of the presentation on the 16-17 budget at the May 

 7 commission meeting.  We typically wait to bring this in 

 8 June because that additional month gives us a lot more 

 9 information on spending for the fiscal year and a lot 

10 better projection for our final year-end fund balances for 

11 the current fiscal year.  

12 As many of you know, our governmental accounting 

13 standards board statement 54, GASB 54, outlines a 

14 hierarchy of fund balance categories based on the strength 

15 of commitment of resources.  Our board approved fund 

16 balance policy does lay out and give -- provide 

17 definitions for these categories as they pertain to First 

18 5 LA resources and the process through which constraints 

19 are imposed on resources.  It has been our practice over 

20 the past few years since we implemented GASB 54 in fiscal 

21 year 10-11 that we review our levels of commitment with 

22 the commission every year to reaffirm the commitments 

23 dedication to keep those commitments that were approved by 

24 previous commissions.  Over the past couple of years, 

25 we've utilized the annual budget process as this 
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 1 opportunity to bring our commitment level backs to the 

 2 commission.  

 3 So here just for your reference, we do show the 

 4 fund balance categories listed in order of strength of 

 5 commitments from the highest to the lowest level of 

 6 constraint.  As I said, these are included today for 

 7 reference and they do guide our final fund balance levels 

 8 that are required as part of our annual year-end audit. 

 9 So to give you a visual of our fund balance from 

10 our final June 30th, 2015, fund balance that was included 

11 in our comprehensive annual financial report for that year 

12 versus what we are projecting to have at the end of this 

13 fiscal year, June 30, 2016.  Here can you see that, as we 

14 spend more, as you all are aware, we spend more typically 

15 on an annual basis than we bring in revenue, and that does 

16 lead to a overall decrease in fund balance that you can 

17 see here, going from 536.6 million to a projected balance 

18 of 445.5 million.  

19 The details of these projections are included in 

20 attachment E in today's packet.  I don't want to go over 

21 those in detail, but they are there for your reference.  I 

22 will call out the categories at a high level though.  The 

23 committed category, or the blue category, represents our  

24 multiyear allocations, and it's actually comprised of two 

25 parts:  One is, as I said, the multiyear allocations.  And 
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 1 the other part represents the funding commitments for 

 2 those investments that do not have multiyear allocations.  

 3 And those investments that don't have multiyear 

 4 allocations, the fiscal year budget amounts will become 

 5 committed when the budget is approved by the commission in 

 6 June.  

 7 So the 26 -- almost 268 million that you see 

 8 there represents the balance of our multiyear allocations 

 9 coupled with our 16-17 budget amounts for those that don't 

10 have an allocation.  You can see that over the course of 

11 this fiscal year, we are continuing to spend down that 

12 balance by the way.  

13 Similarly, we are projecting to continue to spend 

14 down our advances to our contractors which is the orange 

15 section that you see there, our nonspendable.  These are 

16 funds that are already out the door and in the hands of 

17 our contractors, but they still represent an asset on our 

18 books.  We still do have two remaining advances that are 

19 projected to be remaining at the end of this fiscal year, 

20 and that includes our UCLA Dental Home advance that has 

21 some activity included for 16-17 to spend down their 

22 remaining balance, and also our outstanding balance with 

23 LA Care which I know has been discussed by the commission 

24 many times previously.  

25 The unassigned category in purple includes two 
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 1 components:  One is approximately 21. -- well, 

 2 approximately 21 -- I think it's 21.2 off the top of my 

 3 head, for operating costs as well as our fund balance 

 4 reserve of about 40 million, representing 25 percent of 

 5 the fiscal year budget.  

 6 And, finally, the category of assigned in green 

 7 represents the remainder of our fund balance.  Based on 

 8 board action and based on our fund balance policy, that is 

 9 reserved for use consistent with the parameters outlined 

10 in the strategic plan.  

11 In alignment with the governance guidelines and 

12 the expiring initiatives assessment process, the amount 

13 that you see here for assigned, the 106.8 million, does 

14 include 3.1 million that we did identify related to 

15 investments that have either ended in previous years or 

16 are ending in 15-16 with a projected remaining balance.  

17 And this 3.1 million -- and I will discuss this is a 

18 little bit in the next slide -- we are requesting that 

19 that amount be released from commitment and moved back to 

20 into our assigned for use consistent with the strategic 

21 plan parameters. 

22 And with that, I will get into exactly what we 

23 are requesting for approval today.  I know the budget 

24 materials are quite extensive, so we wanted to be very 

25 clear about what we're asking of you today.  
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 1 There is a resolution included in your materials 

 2 for today.  And the resolution outlines the following 

 3 components:  First, we are requesting approval of the 

 4 16-17 budget of 161.5 million provided in Attachment A of 

 5 your materials.  Second, is the endorsement of the 

 6 remaining commitments for multiyear allocations totaling 

 7 an estimated 183.4 million at June 30th of 2016.  As I 

 8 mentioned previously, this does mean that we are 

 9 requesting your reaffirmation of where our funds are 

10 committed and for what purpose; I.E, for what initiative.  

11 As noted, we do this every year in order to reaffirm 

12 commitments made by previous commissions.  The details of 

13 those balances are included in Attachment E of your 

14 materials for today.  

15 As I noted on the last slide, we did identify 

16 approximately 3.15 million in projected remaining balances 

17 related to ending or previously ended investments that we 

18 are requesting be redirected to our assigned fund balance 

19 for use pursuant to the strategic plan parameters.  And 

20 those are also detailed in Attachment E as well.  

21 We are also asking for approval of the fund 

22 balance reserve which is calculated at 25 percent of the 

23 total budget or about 40.4 million for 16-17.  And, 

24 finally, we are requesting approval of our administrative 

25 limits of 12.4 million, or 7.67 percent, which is detailed 
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 1 further in Attachment A of your materials.  

 2 I do want to note that the approval of the budget 

 3 today would represent the last step in our many engagement 

 4 point budget tour that we've had over the past few months.  

 5 Once approved, the 16-17 budget will serve as our 

 6 foundation for long-term financial projection analysis 

 7 that we will begin this fall at conclusion of our year-end 

 8 audits.  

 9 And with that and of course with yet another 

10 picture of my energetic daughter.  I invite any questions 

11 that you might have.  

12 MS. BELSHE:  We've seen her age over the course 

13 of the --

14 COMMISSIONER AU:  -- this whole budget process.

15 SUPERVISOR KUEHL:  Are there any questions to 

16 Alison or Raoul?  Any comments?  

17 Could you go back one so that we can see the -- 

18 because the resolution is a little bit buried in Item 5.  

19 It's in about 15 or 16 pages just so you see exactly what 

20 it is you're saying yes to.  I think that's an important 

21 thing.  

22 I want to say, Alison, there's some things in 

23 this budget -- I like the budget.  I wish that it wasn't 

24 shrinking in terms of -- I do not like the fact that 

25 people are not smoking as much, but it's kind of a funny 
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 1 thing to be on board because public health has this 

 2 tobacco cessation program and we're really happy about it.  

 3 But every time I see Cindy present on the tobacco 

 4 cessation program, I think, oh, no, there goes First 5.  

 5 In addition to all of the sort of wonky and 

 6 responsible things in the budget and all the good work, I 

 7 do want to say there's two things, one large and one kind 

 8 of tiny, that I particularly want to praise and lift up 

 9 for the future.  One of them is the emerging opportunities 

10 money.  I think this is the first time that the budget has 

11 really included kind of specifically -- strategic plan 

12 related activities, obviously, have to be related to the 

13 strategic plan, but the flexibility that it leaves in the 

14 budget, you know, in a small amount.  $2 million, I never 

15 thought I would call that a small amount, but now I do.  

16 And over our four different priority areas.  I think it's 

17 very important because, in a shrinking budget, the last 

18 thing you think is going to be possible is innovation or 

19 any kind of new thinking.  And the fact that you say it is 

20 important to set a bit of this aside, I find that very -- 

21 very important.  

22 Also, we had some conversations about 

23 trauma-informed care.  And there is a little chunk in here 

24 for trauma-informed care.  And we had some conversations 

25 just preliminary thinking that maybe we might be able to 

38

APPROVED



 1 use it in relationship to training people on serving 

 2 traumatized homeless families.  Very much within our 

 3 mission, those families with very young children.  But the 

 4 -- the notion of early trauma in those children and really 

 5 their place in the family and the overall trauma in the 

 6 family I think is going to be very important.  And it ties 

 7 in with thoughts that we're adopting in the county, just 

 8 new ways of looking at something.  And I like, you know, 

 9 that alignment is very important.  

10 But really overall, I think very, very good work.  

11 Praise to the staff.  Praise to the ED.  Thanks to all of 

12 the commissioners who attended all of these meetings and, 

13 you know, gave feedback.  That's sort of why we have 

14 commissioners.  You bring your own kind of other world as 

15 they might say experience to it.  

16 So with that, do we adopt this all in one vote 

17 for approval?  

18 MR. STEELE:  Yes.  All the items are included 

19 within the resolution.  They're all included in the one 

20 resolution.

21 SUPERVISOR KUEHL:  So as you see on your screens 

22 what a motion for approval would include.  Do I have a 

23 motion to approve the 16-17 budget?  

24 COMMISSIONER AU:  So moved.  

25 SUPERVISOR KUEHL:  It's been moved.  Is there a 
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 1 second?  

 2 COMMISSIONER HARDING:  Seconded.

 3 SUPERVISOR KUEHL:  Moved and seconded.  Any 

 4 objection to adoption and approval of the 16-17 final 

 5 budget?  

 6 Seeing none, the budget is approved.  Thank you 

 7 very, very much.  

 8  Our final item on the agenda is interesting.  

 9 And let me ask if -- if it's possible if the presentation 

10 -- is it scheduled for maybe a half an hour?  That would 

11 be really good because I'd like there to be some pretty 

12 robust discussion among the commissioners if possible.  

13 It's a big part of the program budget.  

14 So Welcome Baby implementation update.  Welcome, 

15 to you and over to you.  

16 MS. DUBRANSKY:  Thank you.  

17 I'm going to start us off.  So I first want to 

18 start by thanking Kim for referencing the summit.  I -- 

19 and thank you also Commissioner Harding for your comments 

20 and thank you for thanking the staff.  I really want to 

21 point out that the Los Angeles Best Babies Network -- and 

22 Gem French is here today -- to just really put on a 

23 fantastic event.  And my reflection was that last year we 

24 were really focusing on wanting the providers to see 

25 themselves as a network in a system because you had 
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 1 Welcome Baby providers, you have select home visiting 

 2 providers.  And that was really the drive last year.  

 3 This year, we have data that we didn't have last 

 4 year so that we can reflect back to them what they've 

 5 accomplished and also talk about where we need to improve.  

 6 And what was really interesting from their -- their 

 7 surveys, their evaluations of the day is, based on what 

 8 they heard from the speakers, they walked away really 

 9 reflecting that they know that they're a system and more 

10 importantly they knew after this summit this is really 

11 important nationally and really revitalized their 

12 commitment to doing really good work.  So, again, I thank 

13 LABBN and our team here who supported LABBN in getting 

14 that event off the ground.  It was a really meaningful day 

15 for all of us.  

16 With all of that being said, we know that this is 

17 a mighty but insufficient investment in home visiting.  So 

18 in California, 65 percent of families are either living in 

19 poverty or have at least one risk factor that would make 

20 them likely beneficiaries of a home visiting program.  And 

21 what we know is in California, only 11 percent of families 

22 are being engaged in the home visiting program.  So where 

23 we are making a significant contribution to that, we know 

24 that it's not enough.  So that's the context that we're 

25 working in.  
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 1 I also want to point out that the reason we're 

 2 here today is because -- and we are -- this is an anchor 

 3 investment.  This investment actually goes back two 

 4 strategic plans.  And it means that this investment is in 

 5 somewhat of a different place than many of our investments 

 6 in this plan. We talked about the launch of Help Me Grow, 

 7 which is fantastic, and we know we're in the early phases. 

 8 This is something where we're deeper in 

 9 implementation.  And we want to make sure that you all 

10 know what that means, what kind of progress have we made, 

11 what kind of progress do we still need to make. So we'll 

12 provide an update today on the programmatic elements, the 

13 evaluation elements, and the policy and advocacy elements.  

14 And some of our team will come up to do that soon.  

15 And as Kim said, it's important to remember that 

16 this is an opportunity to engage with families at what T. 

17 Berry Brazelton calls a significant touchpoint so -- at 

18 birth.  We also do engage families prenatally in this 

19 program.  We don't want to lose track of how important the 

20 prenatal phase is, of course.  But we have this -- a 

21 tremendous opportunity, and it's important that we take 

22 advantage of it.  

23 So knowing that, I want to take a moment to thank 

24 some people.  And I hope you'll bear with me because there 

25 are a lot of people internally and externally who make 
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 1 this happen.  You're going to hear from four of us today, 

 2 but we are four of many.  So if you'll just indulge me.  

 3 So there are 14 hospitals. We have 15 CBOs, some of which 

 4 play multiple roles within the system.  There's the 

 5 oversight entity which includes Los Angeles Best Babies 

 6 Network.  It also includes Maternal and Child Health 

 7 Access, which was our pilot site.  It includes the 

 8 Perinatal Advisory Council.  They all play unique and 

 9 significant roles in making sure that this work is a 

10 success.  The Los Angeles Perinatal and Early Childhood 

11 Home Visiting Consortium, who are our partners in making 

12 sure that the broad understanding of the significance of 

13 home visiting and the impact that it can have is known.  

14 Net Chemistry who helps us with our database, which is why 

15 we have data today to talk about.  And some of our 

16 evaluation partners, Urban Institute, RAND, AIR and 

17 Georgetown University.  And our policy and advocacy 

18 partners, CalStrat and the Raben Group and Children Now.  

19 So I just want to note those people externally.  

20 And now I'm going internally because First 5 LA 

21 staff are working hard on this all the time.  So you'll 

22 hear from Deanna, Allison, and Pete today, but we also 

23 have Lettia, Claudia, Mia, and Marlene, our program 

24 officers in program development who work directly with our 

25 programs.  Armando, Holly, Nelia, Pegah, Melinda in R and 
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 1 E.  Amelia in policy.  Jennifer Pippard and Jessica Monge 

 2 in CI, Violet, Gabriel, and Ben in communication and 

 3 marketing.  Everyone has a role.  Raoul, Alison, and Daisy 

 4 if finance.  Nick, Victoria, Jennifer in our contracts 

 5 department.  And our executive team, Teresa and Christina 

 6 and John and Kim and growing executive team, which I'm 

 7 sure we will rope into this very quickly when they get 

 8 here.  And, of course, some of you commissioners who've 

 9 actually taken additional time to either engage with us on 

10 the program, share your expertise, which is really 

11 important to us or learn more about the program, including 

12 commissioners Au, Harding, Tilton, Curry, Swilley, and 

13 Zepeda so -- and, of course, supervisor Kuehl who has 

14 spoken today about how she has been engaging with us to 

15 learn more about the programs as well.  We really thank 

16 you because your contributions make the program stronger 

17 and set us up to have more success in our policy and 

18 advocacy work.  

19 So what are we doing today?  So we're committed 

20 to exercising our value of learning and engaging you all 

21 in our findings as we implement this work.  So as you 

22 remember, we have our monitoring evaluation and learning 

23 framework.  This sets us in the realm of looking at 

24 monitoring how we're doing.  

25 So here I won't read these to you.  These are our 
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 1 goals for this presentation.  A lot of it is updating you, 

 2 bringing you up to speed in these areas of the work.  And 

 3 from a learning perspective, we want you to understand 

 4 what's the nature and extent of the program; who and how 

 5 many people have we reached with this work, what systems 

 6 are we impacting.  And as we say, with this one, we've 

 7 actually built the system essentially.  And have we stayed 

 8 on the course we laid out for ourselves.  So these are 

 9 important questions to answer today for you.  

10 And then this goes just a bit deeper into some 

11 specific questions that we are looking to answer for you 

12 today as we -- as we go through the various components of 

13 the work.  

14 So with that, I'm going to turn it over to Diana 

15 Careaga, our senior officer over our home visiting 

16 investments.  

17 MS. CAREAGA:  Thank you, Barb.  

18 So I wanted just to highlight again -- it's 

19 already been said more than once, that Welcome Baby is a 

20 large investment within the families outcome area.  You 

21 can see here what it represents out of the program budget 

22 for the fiscal year.  And it's important to note again, 

23 just relative to what we've heard, the scale of the 

24 investment that we have.  Currently, our investment for 

25 this coming fiscal year for Welcome Baby and select home 
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 1 visiting is $35 million.  You will hear from Peter later 

 2 when he talks about policy and sustainability about the 

 3 maternal, infant and early childhood home visiting funds,  

 4 or MIECHV.  That's for the entire state of California is 

 5 $20 million.  So you get the sense of how important the 

 6 strategic investment in LA county is.  And this again is a 

 7 key strategy that we have to strengthen families and 

 8 includes our Welcome Baby and our select home visiting 

 9 programs.  

10 So as a very brief overview and reminder, Welcome 

11 Baby is a voluntary program, employs client-centered, 

12 strength-based approach, and it has different program 

13 dosage.  So for families living within the Best Start 

14 community, they're eligible up to nine home visitation 

15 points:  Three prenatal, one at the hospital, and up to 

16 five postpartum when the child is nine months of age.  

17 Families living outside of the Best Start communities but 

18 also delivering at participating hospital are eligible for 

19 the hospital visit and, if needed, up to three Welcome 

20 Baby postpartum visits.  

21 So before I begin sharing data and findings, I do 

22 want to highlight that all the data that we're sharing 

23 today is from the stronger families database and it is 

24 from the last two years of implementation.  We obviously 

25 have not finished this fiscal year, so we did a data pull 
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 1 up until April of 2016 and assumed the rate held constant 

 2 for this last quarter so that we could use the full 

 3 comparison of two years of data. 

 4 So I will be highlighting some programmatic 

 5 aspects followed by a few sample graphs.  However, as a 

 6 reminder, we did include a number of additional data and 

 7 graph in the appendix, and you're welcome to also ask 

 8 questions about any of these slides at the end of the 

 9 presentation.  

10 So to dive in, what do we know about clients and 

11 the program?  So some highlights.  We know that we're 

12 making strong inroads in reaching Latino and 

13 Spanish-speaking population; however, we have had limited 

14 success with other populations, although we have been 

15 active in working with sites to identify and implement new 

16 strategies.  So, for example, we know that the Asian 

17 Pacific Islander enrollment into the program has been low. 

18 We have increased the number of outreach specialists in 

19 Long Beach who speak Khmer to help the support these 

20 efforts and continue to explore other strategies. 

21 Some other examples that we're working with DCFS 

22 to track pregnant foster youth population to link them to 

23 Welcome Baby hospitals.  

24 Additionally, we also have new communication and 

25 contracting firm, Ogilvy, who will be helping us and has 
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 1 resource to support additional outreach and recruitment 

 2 efforts for Welcome Babe.  

 3 And, finally, you can also see here that the 

 4 hospital sites are successfully reaching mothers under the 

 5 age of 19 although the vast majority are between 25 to 39 

 6 years old.  

 7 I'll just highlight some graphs for these points.  

 8 So here can you see the slide depicts enrollment data for 

 9 fiscal year 14-15.  And we're comparing it to LA county 

10 data from those 14 Welcome Baby participating hospitals in 

11 terms of ethnicity.  So, as you can see, relative to the 

12 hospital data, sites have been successful in enrolling 

13 Latino and African-American mothers.  However, there's 

14 still room for improvement for whites, Asians, and APIs.  

15 And we can theorize as to the reasons for this data. One 

16 possible reason is that Asians and Pacific Islander 

17 cultures are not as familiar or comfortable with home 

18 visiting strategies or accepting people that they don't 

19 know to come into the home.  So that is why we're 

20 investing in increasing Khmer speaking outreach specialist 

21 staff as well as other resources to help support some of 

22 those initial outreach and recruitment efforts.  

23 In this next slide, you can see in terms of 

24 language.  We're showing almost 60 percent are English 

25 speaking and 40 percent Spanish speaking.  Obviously, for 
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 1 the English speaking it includes a multitude of different 

 2 ethnicities.  The Asian language as listed here constitute 

 3 a combined total of less than one percent of all the 

 4 Welcome Baby families served.  So all the languages here, 

 5 families have received services in this languages, but 

 6 they're a very small portion currently of Welcome Baby 

 7 families.  

 8 In terms of the age ranges on the graph on the 

 9 right, you can see that this is comparing Welcome Baby 

10 data from 14-15 all the way to county data from 2013 just 

11 as a comparison.  So we have made inroads with teens, 

12 those under 19 as you can see, as well those 20 to 24.  

13 There's still a slight difference with mothers 25 to 39.  

14 So we'll look at some enrollment data.  So as a 

15 universal program, we anticipate that Welcome Baby would 

16 predominantly find and serve a higher number of a lower 

17 risk population because it is not intended to target any 

18 specific criteria or risk outcome for families.  And this 

19 is evident in the data regarding the specific risk 

20 factors.  So I won't read all those here, but you can see 

21 between 3/4th to 4/5th of the population served indicates 

22 low risk factors in the areas of housing, domestic 

23 violence, child abuse, substance abuse, and mental health 

24 challenges.  

25 In terms of overall risk levels, I did want to 
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 1 point out that we originally anticipated that 

 2 approximately 20 to 30 percent of the population served in 

 3 Welcome Baby would be higher risk.  And this assumption 

 4 comes from the national evidence-based home visiting 

 5 program.  So it's something that we continue to look at 

 6 and monitor.  It may also be that higher risk families may 

 7 be more likely to say no to program enrollment, so we 

 8 don't know.  

 9 So here can you see for the risk level at the 

10 Welcome Baby hospital visit, clients complete the modified 

11 bridges for newborns tool or assessment as part of the 

12 visit which indicates to a level of risk.  So some 

13 highlights is that we do see differences in risk levels 

14 between Best Start regions.  We do know that, given 

15 limited resources, sites may target families who have more 

16 needs for enrollment.  And, finally, clients who enroll 

17 prenatally show lower risk, which speaks to the fact that 

18 it may be harder to find those higher-risk families 

19 prenatally, which is why the hospital is such a crucial 

20 point of entering into the program.  

21 So on this next slide, we combined the Welcome 

22 Baby hospitals by geographic regions or clusters for the 

23 Best Start communities and put their data together.  You 

24 can see here just a highlight that southeast LA or east LA 

25 showed a lower risk scores compared to other regions.  And 
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 1 the higher risk scores we found in Pacoima, Panorama, 

 2 south LA, and Central Long Beach.  However, again, I did 

 3 want to mention that sites often target families to 

 4 enroll.  So, for example, a hospital or nurse or social 

 5 worker may tell Welcome Baby staff, you need to go visit 

 6 this mom.  So that may have an impact on their enrollment.  

 7 And, again, this does not represent the risk of an overall 

 8 community or region, just who's enrolling or targeted in 

 9 the program.  

10 So we'll talk now about program retention.  So 

11 we'll highlight some findings.  Site have increased the 

12 number of approaches and enrollment rate by a third.  And 

13 as we have seen before, clients enrolling prenatally tend 

14 to complete more program visits.  We also see that 

15 hospital visit indicates the point of most attrition, so 

16 we lose the most number of clients after the hospital 

17 visit is complete.  When families enroll does influence 

18 the amount of the program that they actually complete.  

19 So to highlight some data here, we see from the 

20 last two years the number of -- percentage of clients that 

21 are Best Start and non-Best Start is roughly half and 

22 half.  This has changed over time.  In the beginning, the 

23 sites actually targeted the Best Start families to really 

24 practice implementing the entire program from prenatal to 

25 nine months.  We do anticipate that the percentage of Best 
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 1 Start births will increase over time as most sites do have 

 2 a higher percentage of Best Start births in their 

 3 hospital.  

 4 So let's talk about what happens at the hospital.  

 5 So this slide depicts hospital approaches and take-up 

 6 rates.  So first some words about outreach strategies as a 

 7 reminder about how families are enrolled into the program.  

 8 So prenatally, sites do conduct outreach at nearby 

 9 community clinics, they present at maternity tours in the 

10 hospital, they also target private providers that may 

11 deliver at that hospital, and participate in community  

12 events and affairs.  They also conduct outreach 

13 presentations at housing authority sites located within 

14 the Best Start communities, and accept referrals from 

15 agencies such as WIC.  So there's multiple ways they may 

16 be found prenatally.  

17 The other point of an enrollment is at the 

18 hospital.  Moms are approached after delivery and 

19 introduced to the program and services and invited to 

20 join.  That is the last possible point of enrollment.  

21 You can see here the slide indicates the 

22 increases in approaches in blue has increased by 35 

23 percent from the last fiscal year to our current.  I want 

24 to note that this does not include prenatally enrolled 

25 clients, so only those that are enrolled and approached at 
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 1 the hospital.  So the takeup rate last year was 55 percent 

 2 and this increased slightly to 58 percent this year.  And 

 3 an important note to make is that our original goal for 

 4 the program for the takeup rates at the hospital was 80 

 5 percent.  And, again, this comes from information and data 

 6 from the national evidence-based programs and it's 

 7 something that we continue to monitor and track.  

 8 Here you can see total enrollment in the program.  

 9 And, again, as I mentioned, the hospital is the point of 

10 most enrollment for clients.  You can see here blue is the 

11 last fiscal year, 2014-2015, where again prenatal is lower 

12 than postpartum, which means the hospital visit.  And on 

13 the right, the total amount of clients that have enrolled, 

14 so we are seeing increases.  

15 This -- these graphs here speak to the number of 

16 visits for completed cases, so those who finished program 

17 and how much of the program they received depending on 

18 when they enrolled, either prenatally or at the hospital. 

19 So you can seen the graph at the left, 44 percent 

20 of clients that enrolled prenatally complete seven out of 

21 nine possible visits.  21 percent will complete all of 

22 nine visits.  On the graph on the right, you can see that 

23 66 percent of those that enroll at the hospital do 

24 complete six out of six visits.  So two-thirds of clients 

25 will get a fuller program dosage.  
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 1 So I want to move on to talking about some 

 2 primary goals for Welcome Baby.  One of those is breast 

 3 feeding.  And we did find that high-risk clients have a 

 4 higher exclusive breast feeding rate at the hospital.  The 

 5 majority of clients do provide exclusive or some breast 

 6 feeding to their infants.  And the initial -- similar to 

 7 national trends, there's a decrease in exclusive breast 

 8 feeding after hospital discharge.  

 9 So here you can see a comparison of Welcome Baby 

10 data with county data for 2014.  And can you see that 

11 become Welcome Baby clients in blue have a higher 

12 exclusive rate than the hospital; however, the rate of 

13 some breast feeding is lower than the county, but it does 

14 indicate that more Welcome Baby clients are actually 

15 providing exclusive breast feeding at the hospital. 

16 However over time, there is a decrease.  So this 

17 looks at that information.  You can see for Welcome Baby, 

18 the higher exclusive rate here is 55 percent but that 

19 drops to 38 percent by two months, although the rate of 

20 providing some breast feeding does hold rather steady.  

21 And, again, by nine months, this has dropped more.  

22 It is important to note that in the Welcome Baby 

23 36-month pilot study, we followed Welcome Baby moms and a 

24 comparison group after program completion up until the 

25 child's third birthday.  And we did have significant 
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 1 findings that indicated that Welcome Baby mom breast fed 

 2 exclusively up to four months in comparison to the other 

 3 moms that were not in Welcome Baby.  And it's also 

 4 important to point out that, out of the 14 Welcome Baby 

 5 hospitals, seven are designated as baby friendly, six are 

 6 in the process.  This, of course, provides additional 

 7 in-hospital support for exclusive breast feeding.  

 8 So now I'll talk about another outcome area for 

 9 Welcome Baby, and that's linkages to community services or 

10 referrals.  So you can see here, the most common types of 

11 referrals that families need and receive, and I'll also 

12 say a few words about referrals to our select home 

13 visiting Programs as well.  We did have an increase of 75 

14 percent in referral/acceptance in this fiscal year.  

15 So here you can see a pie graph of the most 

16 common referral types with basic needs and health medical 

17 the most common.  Basic needs include baby items, 

18 clothing, food, housing, appliances, and utilities.  And 

19 the health and medical, the second most common type of 

20 referral includes health insurance, family planning, and 

21 well child care.  So you can see the division there.  

22 And this slide speaks to a select home visiting 

23 referrals.  Again, this is for the moms who live within 

24 the Best Start community who are identified as high-risk 

25 at that Welcome Baby hospital visit.  We did have an 
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 1 increase of 75 percent from the last fiscal year 

 2 referrals.  You can see that the rate varies by region.  

 3 The highest increase was in Long Beach followed by south 

 4 LA and El Monte.  There was Antelope, San Fernando, and 

 5 east LA were about a quarter, 25 percent higher.  Metro LA 

 6 decreased by about 11 percent referrals, but this was due 

 7 to staffing variations.  They had two out of their three 

 8 hospital liaisons on maternity leave at one point.  

 9 Again, this data is also represented in a number 

10 of Best Start births at each hospital.  Some do have a 

11 smaller percentage of the Best Start births, such as North 

12 Ridge and Metro versus other Welcome Baby hospitals.  

13 So this line here looks at the acceptance of a 

14 referral to select home Visiting.  So this means that a 

15 mom has been deemed your Best Start, she's high risk.  

16 Does she accept the referral to continue into select home 

17 visiting program.  And you can see here that both the 

18 number of referrals and the number of acceptances 

19 increased from the last fiscal year.  There was a lot of 

20 significant focus of ongoing technical assistance by the 

21 oversight entity.  This included a technical assistance of 

22 the hospital liaisons, which are the Welcome Baby staff 

23 that do those hospital visits to insure that they 

24 understood the select home visiting programs and could 

25 explain them to the mothers.  It also included technical 
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 1 assistance to the Welcome Baby home visitors or parent 

 2 coaches who do prenatal home visits so that, if they're 

 3 observing possible risk factors, that they can encourage 

 4 and prepare the mother to understand that we work with 

 5 other programs to accept what is offered at the hospital.  

 6 And, finally, all of the select home visiting and 

 7 Welcome Baby sites also had meet and greets to really help 

 8 support warmer hand-offs between the work that they do. 

 9 So those are referrals.  Now, let's look at 

10 take-up rate.  So the referral rate was 96 percent.  So 

11 those mother, do they actually get that first home visit 

12 for select home visiting.  And you can see here that the 

13 rate of referrals remain relatively consistent between 

14 both years, but the take-up rate increased from 40 percent 

15 last year to 72 percent this fiscal year.  So we continue 

16 to monitor and track this data and the oversight entity to 

17 provide technical assistance where needed to continue to 

18 monitor this.  

19 Before I pass it on, I've shared a lot of 

20 information about implementation and data.  So before I 

21 pass it on to Allison, we're going to show you a very 

22 video from an actual mother who was in Welcome Baby and 

23 shared at the family summit to get a sense of not just 

24 what the program looks like in numbers, but in real life.  

25 (Video plays.)
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 1 MS. CAREAGA:  So I'm going to pass it on to 

 2 Allison to talk about evaluation, but I will say that this 

 3 mom was part of a parent panel at the family strengthening 

 4 summit.  They were able to answer questions about their 

 5 experiences, and she did say that this program -- not to 

 6 be melodramatic -- she said it saved my life.  So it was 

 7 very important to hear these types of stories.  

 8 MS. WALLIN:  Good afternoon, commissioners.  

 9 Next we would like to provide an overview of the 

10 Welcome Baby evaluation portfolio.  This portfolio 

11 reflects the evaluation framework that the board approved 

12 in September of 2014 and includes three active 

13 evaluations:  The modified bridges for newborn screening 

14 tool psychometric study, which is a bit of a mouthful.  We 

15 call it the modified bridge psychometric study for short.  

16 The Welcome Baby -- the Welcome Baby implementation and 

17 outcomes evaluation, and the Welcome Baby impact 

18 evaluation.  

19 So this portfolio was designed to provide 

20 information about our locally developed light touch home 

21 visiting model, Welcome Baby.  The commissioners' 

22 investment in this evaluation of Welcome Baby is 

23 significant given the relevant sparcity of research 

24 available on light touch universal home visiting models.  

25 Although longer, more intensive home visiting models such 
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 1 as Nurse-family Partnership, Healthy Families America, and 

 2 Parents As Teachers, have been studied much more 

 3 intensively, far less attention is -- research attention 

 4 and far less is known about Welcome Baby and light touch 

 5 models such as Welcome Baby.  

 6 So this evaluation portfolio is one of the steps 

 7 towards filling this gap.  This portfolio was also 

 8 designed with multiple stakeholders and users in mind.  So 

 9 we expect information gleaned from this evaluation 

10 portfolio to assist with program implementation efforts to 

11 allow to us communicate with the programs' effectiveness 

12 to policy makers and potential fiscal partners and to 

13 inform the field of home visiting more broadly.  

14 So next I'm going to describe the key questions 

15 for each of the evaluations and provide some highlights 

16 about how we expect each evaluation to contribute to 

17 programmatic improvements as well as our sustainability 

18 efforts.  

19 So first I'd like to discuss the modified bridges 

20 psychometric study.  So as a reminder, the modified 

21 bridges is used to screen women at the hospital to 

22 identify their current level of risk and to offer them the 

23 most appropriate level of home visiting services based on 

24 that level of risk.  The modified bridges is an adapted 

25 version of the bridges for newborn screening tool, which 
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 1 was develop and validate by the Orange County Commission 

 2 For Children and Families.  However, because the tool was 

 3 modified for use in Los Angeles county, it's important to 

 4 examine the psychometric properties of the modified 

 5 bridges to insure that it still works as intended.  

 6 So as you can see on the slide, this study 

 7 addresses two primary questions.  So first, can the tool 

 8 be used consistently across staff.  In other words, will 

 9 two different staff members using the modified bridges to 

10 screen the same woman give that mother similar scores.  

11 And ideally we want that from our tool.  And second, does 

12 the modify bridges distinguish between mothers with low to 

13 moderate risk levels and mothers with higher risk levels.  

14 So given that the primary goal for this tool is to triage 

15 women into the appropriate level of home visiting 

16 services, it's important to establish empirically that it 

17 can consistently achieve this goal.  

18 So the answer to the first question will assist 

19 with program implementation.  So, for example, it may 

20 inform our training for staff who use the tool or it may 

21 identify items that are problematic and need to have 

22 clearer definitions around how they are scored.  The 

23 answers to both of the questions will provide a key piece 

24 of evidence that the home visiting system established by 

25 the commission can work as intended by filtering women 
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 1 into the appropriate level of services.  

 2 So next we'll turn to the Welcome Baby 

 3 implementation and outcomes evaluation.  And with this 

 4 evaluation, we have three primary goals.  So, first, we 

 5 want to understand whether the program is being 

 6 implemented as intend and identify variations in 

 7 implementation across the Welcome Baby sites.  Second, we 

 8 want to identify early outcomes that families experience 

 9 when they participate in Welcome Baby.  And, third, we 

10 want to identify the connections between program 

11 implementation at the various sites and outcomes for 

12 families.  

13 So this evaluation, this implementation and 

14 evaluation is particularly important because of the scale 

15 at which the Welcome Baby program was expanded.  So we 

16 went from a single site to over a dozen sites in just a 

17 few years.  And even though Welcome Baby has a strong 

18 curriculum, a good fidelity framework, and a very 

19 thoughtful and thorough training program for its staff, we 

20 know that there are likely going to be variations across 

21 the sites in how the program is implemented.  But by 

22 identifying these variations and then linking them to 

23 outcomes, we can figure out what the really essential 

24 components of Welcome Baby are.  And this is important to 

25 our programmatic staff because it can give them 
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 1 information about how to improve the program and it can 

 2 also give them information about how they can better 

 3 implement the program by identifying best practices as 

 4 well as training principles.  

 5 So next we'll turn to the impact evaluation, 

 6 which will help us understand using a methodologically 

 7 rigorous evaluation design what's the impact of Welcome 

 8 Baby on families who have received the program.  So this 

 9 evaluation will follow families who've received Welcome 

10 Baby for 18 months postpartum and compare them to families 

11 who did not receive Welcome Baby to determine the 

12 program's effectiveness.  Data for both groups of families 

13 will be collected through interviews, surveys, 

14 observations, and hopefully through administrative data 

15 matching as well.   

16 So we just had a very, very exciting launch 

17 meeting for this evaluation at the beginning of May, and 

18 we're currently engaged in our planning process.  One of 

19 the considerations that -- that is at the forefront of our 

20 minds as we engage in this planning phase that I wanted to 

21 highlight for the board is the number and the diversity of 

22 audiences for this evaluation.  So you the board are a 

23 very important audience to us, as is the oversight entity 

24 and the Welcome Baby providers.  But we also want this 

25 evaluation to support our sustainability discussions.  And 
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 1 so we know that hospitals, managed care organizations, the 

 2 county government, and legislators are also going to be 

 3 interested in this evaluation.  

 4 Furthermore, we recognize that universal 

 5 approaches to home visiting are getting increasing 

 6 attention on the national stage.  We expect that 

 7 scientists, policy makers, and other grant makers are also 

 8 going to be interested in the effectiveness of Welcome 

 9 Baby, especially given that it's a universal light touch 

10 program being implemented in a very large and very diverse 

11 county.  

12 So given the diversity of audiences for the 

13 impact evaluation but also for the portfolio more broadly, 

14 we're paying very careful attention to the outcomes that 

15 we assess and to the tools that we use to measure them. 

16 For example, we know from our conversations with 

17 health plans such as LA Care which maternal and child 

18 health outcomes are relevant and important to them.  And 

19 we've also learned which data sources are meaningful to 

20 them and which are not.  So, for example, a mother 

21 self-report about whether or not she attended her 

22 postpartum checkup is not going to necessarily be 

23 meaningful to a health plan.  However, administrative data 

24 about whether that mother attended that postpartum visit 

25 provides a much stronger level of evidence that's more 
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 1 appropriate to a health care plan.  So we're considering 

 2 these factors in the design of the evaluation. 

 3 Similarly, we recognize that our design approach 

 4 and our plans for later dissemination need to be 

 5 appropriate to varied audiences so that the impact 

 6 evaluation and, again, the evaluation portfolio more 

 7 broadly can serve a variety of purposes.  

 8 So now that we've reviewed the formal 

 9 evaluations, I'd like to highlight some of the less formal 

10 learning around the commission's home visiting 

11 investments.  

12 So there are numerous less formal learning and 

13 evaluation efforts going on to promote program 

14 improvement.  First 5 LA and the oversight entity work 

15 together to identify program areas that would benefit from 

16 program improvement efforts using a variety of information 

17 sources.  These include the Stronger Families database 

18 which was the source of much of the data that Diana 

19 presented earlier.  They utilize anecdotal evidence from 

20 staff, from the providers themselves, participant surveys, 

21 as well as early or emerging evidence from the formal 

22 evaluations.  

23 These collaborations from first -- between First 

24 5 LA and the oversight entity have focused on a number of 

25 different topics.  So, for example, the board approved 
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 1 program changes last year that were based on this 

 2 collaborative learning process, the Welcome Baby team and 

 3 the oversight entity identified several possible program 

 4 changes that were being recommended by providers.  And 

 5 then they used information from the Stronger Families 

 6 database to determine whether these changes were likely to 

 7 support the program's effectiveness.  

 8 As another example, the oversight entity is 

 9 currently meeting with all of the Welcome Baby sites to 

10 discuss take-up and enrollment rates at those individual 

11 sites, identify barriers to enrollment, and developing 

12 plans to ensure that the greatest number of families as 

13 possible are approached and choose to enroll in home 

14 visiting services.  The strategy for problem solving for 

15 program improvement has been employed successfully for a 

16 variety of site specific challenges as well. 

17 So finally, I also want to note that we're not 

18 doing this work in a vacuum.  There are other 

19 organizations throughout California and the nation that 

20 are implementing home visiting programs.  So we also 

21 reflect on their lessons learned and apply them to the 

22 implementation challenges that we may be experiencing with 

23 our programs.  Importantly, to leverage these insights 

24 from others to inform our program implementation, we need 

25 to know about the work and be part of a broader system 
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 1 that supports this work.  

 2 So now I'm going to turn things over to Diana who 

 3 will tell you a little bit more about the systems building 

 4 efforts that First 5 LA has going on.  

 5 MS. CAREAGA:  I'm just going to highlight some of 

 6 the linkages that we're doing with home visitation and 

 7 services and efforts with the county, Two of them.  One is 

 8 that Welcome Baby does have a referral protocol to ensure 

 9 that clients are connected and sent to most appropriate 

10 program for their needs, specifically clients who are 

11 found prenatally may enroll in Nurse-Family Partnership if 

12 they fit that criteria and they are not enrolled in 

13 Welcome Baby.  

14 I also want to highlight the efforts of the LA 

15 County Perinatal and Early Childhood Home Visitation 

16 Consortium.  First 5 LA is a member of this consortiums 

17 and also provides funding to support the consortium's 

18 facilitation and coordination efforts.  And this 

19 consortium brings together home visiting service providers 

20 and stakeholders in the county with the mission to 

21 coordinate, to measure, and advocate for high quality 

22 home-based support to strengthen expectant and parenting 

23 families.  And the consortium has four work groups toward 

24 these ends that are listed on the slide and the data work 

25 groups.  The goal really is to collect, to understand, 
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 1 support, and demonstrate collective impact.  As an 

 2 example, they're working to finalize ten top indicators 

 3 across home visiting programs so we can tell more thorough 

 4 story of home visiting in Los Angeles.  The other work 

 5 groups advocacy, gaining to really elevate, to promote and 

 6 advocate for quality home visiting to legislators, 

 7 stakeholders and other funders; best practices work group 

 8 that focuses on promoting well-trained and supported home 

 9 visitors; and finally to referrals, to building referral 

10 pathways among those different programs.  So just two 

11 examples to highlight about systems building efforts that 

12 we're doing at the county level.  

13 And that brings us to other policies and 

14 sustainability.  So I'm going to pass it over to Peter who 

15 will talk about what we're doing at the local, state, and 

16 federal level.  

17 MR. BARTH:  Thanks, Diana.  

18 So as some commissioners might be aware, my first 

19 presentation to this commission was not as policy 

20 director; it was actually via Skype from Boston to talk 

21 about our work in assessing whether or not Welcome Baby 

22 would make a good candidate for a social invasion 

23 financing project, more commonly known as pay for success.  

24 And the work that I did with the Welcome Baby team and 

25 everyone who's been presenting so far and everyone that 
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 1 Barb mentioned at beginning of the presentation really 

 2 called out that we weren't quite ready yet.  We weren't 

 3 ready yet.  We still needed more information, more 

 4 evaluation.  But the recommendations were adopted by the 

 5 team before I joined the team full time to, basically, 

 6 take a look at, how are we starting to reach out to those 

 7 partners that we know should be interested in home 

 8 visiting but maybe currently aren't.  So how do we start 

 9 to build better partnerships with hospitals and with 

10 health plans.  And a key piece of that was designing an 

11 impact evaluation that spoke to the needs of other 

12 systems, not just to the interests of our staff 

13 internally.  

14 So that is what you've heard about.  But what's 

15 really continuing on a local level is that systems 

16 building approach, reaching out to those partners, having 

17 conversations with them because, as we know, at end of the 

18 day, these partnerships where we get others to support 

19 programs like home visiting don't happen overnight.  It's 

20 not one meeting and everyone says, this is great, and then 

21 we're going to move on.  It take as a lot of relationship 

22 building.  So Barb, Diana, and the Welcome Baby team have 

23 been doing that and are going to continue to do that 

24 moving forward.  

25 We also know though that, when California 
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 1 Strategies, our state advocate, first was brought on board 

 2 and started doing some analyses a couple of years ago 

 3 about how our issues resonated in Sacramento. They did a 

 4 presentation to the commission where they said, no one in 

 5 legislature has ever even heard of home visiting.  And I 

 6 -- you've heard me say before and I can attest, people 

 7 think of home visiting -- most people haven't heard of it 

 8 in Sacramento, even those who run our health and human 

 9 services programs in the state.  And those who have heard 

10 of it consider it a boutique program that serves a few nap 

11 families, not part of the core systems and supports for 

12 families, for new mothers.  And one of the reasons -- and 

13 Diana mentioned this in the opening -- is because the only 

14 state funding that supports evidence-based home visiting 

15 for mothers is through the Maternal Infant Early Childhood 

16 Home Visiting program, known MIECHV.  It's federal funding 

17 that was first authorized through the Affordable Care Act 

18 that flows down to states.  And California gets just over 

19 $20 million.  So this program is not offered in every 

20 county.  LA county's fortunate to receive some of that 

21 funding.  But, basically, we in LA county alone are more 

22 than double what the state of California is putting into 

23 home visiting.  

24 So when we think about the importance of building 

25 a system that offers these services to families, we have a 
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 1 lot of work to do.  So you've heard me talk a lot about 

 2 our early care and education coalition and the work we've 

 3 been doing and the conversations with the budget.  But we 

 4 also are starting to bring partners together by supporting 

 5 a state home visiting coalition, by bringing the 

 6 advocates, the programs and everyone together to say, we 

 7 need to build awareness, we need to build relationships.  

 8 And so we have.  We've had a lot of meetings with the 

 9 governor's office, lieutenant governor's office.  We have 

10 a strong partnerships with the head of the MIECHV program 

11 and the State Department of Public Health, through the 

12 Health and Human Services agency in partnership with other 

13 First 5s across the stat who are investing in home 

14 visiting.  This August, there's going to be a state home 

15 visiting summit where the First 5 investments, including 

16 LA's, are going to be really highlighted in a conversation 

17 with leaders from multiple departments at the State, 

18 social services, healthcare services, others.  So we're at 

19 the forefront of leading some of these conversations in 

20 California and trying to bring together like-minded voices 

21 to advocate and build awareness in Sacramento.  

22 On the federal level, as I mentioned, there is 

23 some federal funding for home visiting.  It is time 

24 limited funding.  It has to be reauthorized.  So when we 

25 brought on our federal advocates, the Raben Group, it was 
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 1 right at the time that they were authorizing the funding.  

 2 The time is again to reauthorize the funding for MIECHV.  

 3 So we will be focusing efforts throughout the rest of this 

 4 year and into next year to make sure that that funding 

 5 remains available.  

 6 But we also know there are a lot of national 

 7 organizations who care about this.  And a lot of national 

 8 organizations, given the significant of our investment, 

 9 who want to know more about LA.  So we're having national 

10 leaders from organizations from DC saying, what are you 

11 doing in LA, give me a call, can I come and visit.  And 

12 we're excited to be able to be a resource for them.  And 

13 you're going to start seeing in the coming year some 

14 connections from these national groups coming to LA and 

15 learning more from what we're doing so it can also 

16 informed the policy discussions in DC because we also know 

17 there's a lot of interest in home visiting nationally.  

18 States like South Carolina have launched pilot projects to 

19 expand evidence-based home visiting.  Right here in our 

20 backyard and under the leadership of Christina Altmayer, 

21 we in Orange County, they've launched a partnership with 

22 their Medi-Cal managed care plan, Cal Optima.  

23 So there's a lot we can learn and there's a lot 

24 we can inform.  And there are some great opportunities 

25 moving forward about how federal funding and state funding 
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 1 can support investments like Welcome Baby.  

 2 With that, I'll turn it back over to Diana.  

 3 MS. CAREAGA:  Going wrap it up before we take 

 4 questions.  We just wanted to emphasize what is the 

 5 critical work for this coming fiscal year in these four 

 6 areas that we've talked about:  Implementation, 

 7 evaluation, system building, and policy and 

 8 sustainability.  So here, you can see for implementation, 

 9 really the focus will be on increasing enrollment both in 

10 specific target populations as well as overall enrollments 

11 across all of these Welcome Baby hospital sites and 

12 looking at the monitoring and increasing of referrals to 

13 select home visiting.  We'll also be looking at fidelity, 

14 of course, of the program.  

15 In terms of evaluation, as Allison mentioned, 

16 addressing the effectiveness of the risk assessment tool, 

17 there will also be ongoing data collection for 

18 implementation and outcomes evaluation and we will begin 

19 participant enrollment for the impact evaluation in early 

20 2017.  

21 In terms of system building, we'll continue to 

22 ensure linkages with home visiting efforts within LA 

23 county as well as the federal, state, and local level, as 

24 you heard from Peter, to increase awareness of home 

25 visiting and its ongoing relationship building at all of 
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 1 those levels.  

 2 And then, finally, for sustainability and policy, 

 3 using the plan evaluation to inform our future investment 

 4 to offer insight into the program improvement, and to also 

 5 design and impact evaluation that will support our policy 

 6 and funding objectives.  

 7 So at this time, we are wrapping this up and 

 8 opening it up for questions for any of the four of us that 

 9 you may have about the four areas that we discussed.  I'll 

10 mention here on the left I believe is Slinky.  Sorry.  So 

11 that would be Allison's cat.  And on the right is my 

12 Soriah with our cat.  

13 So opening it up for questions.

14 SUPERVISOR KUEHL:  Thank you very much.  

15 I was just checking about the order of things.  

16 So any commissioners wish to make comments, ask questions, 

17 give feedback?  

18 COMMISSIONER THOMPSON:  I was struck by one of 

19 the slides that said that three-quarters of the 

20 individuals -- I can't remember if -- that were enrolled 

21 had no mental health challenges.  I find that difficult to 

22 believe or, if it is true, that we may not be reaching, as 

23 you said in the slide, the people that are at highest 

24 risk.  And I was wondering if you had any thoughts about 

25 strategies for whether that may be true and reaching that 
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 1 population.  

 2 MS. CAREAGA:  I think we're still exploring that.  

 3 I think one of the challenges with th hospital risk 

 4 assessment tool is a one-time opportunity to have families 

 5 open up to share some of their vulnerabilities.  So we 

 6 don't know.  I think the psychometric bridges tool 

 7 evaluation will help address perhaps some of that.  I 

 8 think this terms of strategy, it's reducing some of the 

 9 stigma around home visiting programs as they become more 

10 well known so that families are not afraid to open up and 

11 share.  

12 Again, we do anticipate that Welcome Baby, as a 

13 universal program, would find a lower risk population.  

14 But can you see in the appendix about some of those -- 

15 those rates that there's a small percentage that are 

16 identifying, and I think it challenges to look at 

17 strategies to both make home visiting more acceptable to 

18 families so that they will hope up.  But I think, again, 

19 mental health is a very challenging area to have families 

20 confide.  So it's a multitude of strategies.

21 COMMISSIONER THOMPSON:  You mind if I ask one 

22 more question?  You talked about enlisting the hospitals 

23 and the health plans.  Have you kind of enlisted 

24 individual practitioners via the professional societies, 

25 Help Me Grow as AAP, having AAP and/or American College of 
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 1 Obstetricians and Gynecologists involved, particularly if 

 2 you're moving to a nonhospital based screening.  

 3 MS. CAREAGA:  I think as we move forward, we're 

 4 looking to broaden that.  Obviously, at the individual 

 5 site level, they have a different relationship that 

 6 they've made with providers to increase enrollment and 

 7 such.  But I think one of the things that we'll be working 

 8 on would be to broaden that strategy to bring in and 

 9 elevate others that includes some of those.

10 COMMISSIONER THOMPSON:  Thanks.

11 SUPERVISOR KUEHL:  Judy.

12 COMMISSIONER ABDO:  I'm -- I'm mostly interested 

13 in the domestic violence aspect of this program, both in 

14 the identification of families that are involved in 

15 domestic violence and then also in, then what.  

16 MS. CAREAGA:  If a family is identified as having 

17 a domestic violence issue -- and I think this is a very 

18 challenging one.  Anecdotally, we know that sometimes this 

19 will be discovered once the family's already gone home 

20 with the infant and they've established a relationship 

21 with the Welcome Baby parent coach.  So it does take some 

22 time to reveal that.  And all the staff is trained in 

23 domestic violence and they also work to link that family 

24 to appropriate services and support based on what that 

25 family's readily to accept and to be with them in that 
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 1 process.  So every local site will have their local 

 2 referrals, their agencies that they work with in that 

 3 area.  

 4 COMMISSIONER ABDO:  What kind of agencies are you 

 5 talking about?  

 6 MS. CAREAGA:  Well, agencies that will support 

 7 families in a domestic violence situation.

 8 SUPERVISOR KUEHL:  Go ahead, Deanne.

 9 COMMISSIONER TILTON:  Did you call on me?  

10 SUPERVISOR KUEHL:  I did not, but now I am of 

11 the.

12 COMMISSIONER TILTON:  I'm glad Judy brought that 

13 up because I had a pervasive question about risk 

14 assessment, period.  And I'm not seeing in here where we 

15 consider other -- the caregiver other than the mother.  

16 And so I have a question about what kind of evaluation and 

17 services are provided to a partner, whether it's a spouse 

18 or -- a boyfriend or whomever.  Those are the most 

19 high-risk situations with newborns.  And so the question 

20 of identifying the risk, how is it done, and then -- 

21 Judy's point.  And then what is very, very poignant 

22 because there really aren't that many readily available 

23 services that families will accept at that point in time.  

24 It's almost as though you need the partnerships with them 

25 in the beginning so that you hook them up and you don't 
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 1 just refer them.  

 2 So -- so I'm -- I'm really thrilled we're doing 

 3 home visitation.  Obviously, this is something we've been 

 4 hoping to -- to provide universally for decades.  So this 

 5 part is wonderful.  But because I am so very aware of the 

 6 risk factors to -- to newborns and very young children, 

 7 400 a day in this county, and because I don't believe 

 8 always there is the ability to, on a routine basis, assess 

 9 whether or not this is going to be a safe place for this 

10 newborn, whether or not the mother's having post-natal or 

11 perinatal issues that  might impact her.  I didn't see 

12 that mentioned in here, ability to focus on helpful 

13 nutrition or care for the child.  

14 And so let me just bring it back.  Domestic 

15 violence is a big issue that the basic issue is how are we 

16 evaluating the people around the mother.  And mostly what 

17 I'm seeing are data relating to just the mother.  

18 MS. CAREAGA:  At the hospital visit, the mother 

19 is the prime -- or is the primary client who is assessed.  

20 Usually there will be maybe other family members there.  

21 And the hospital liaison staff is highly trained to -- and 

22 if they have any sense that there maybe something 

23 happening.  

24 Again, I think the challenge is it's about 

25 self-revealing and that that may be a challenge.  However, 
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 1 if something is over time identified, and that again may 

 2 take a number of visits to have that relationship and that 

 3 trust.  Referrals that are made are for both.  So if the 

 4 partner also needs support for treatment or is willing, 

 5 that family will receive support in getting referrals for 

 6 that partner and the mom.  

 7 COMMISSIONER TILTON:  Let me just really quick 

 8 insert.  Are we talking about just referrals or are we 

 9 helping provide those resources?  

10 MS. CAREAGA:  The idea is always to do a -- 

11 obviously, Welcome Baby staff are not trained to provide 

12 that type of service.  But the idea is, if there's a need, 

13 whether it's domestic violence or depression, that they 

14 will work with that mom to ensure that she gets that 

15 referral to that agency and to provide the support to do 

16 that.  That may take additional phone calls in between 

17 visits.  And in some cases, staff will say what support 

18 they can provide to do that.  

19 COMMISSIONER SWILLEY:  I had a question related 

20 to your comments about those who enrolled prenatally had a 

21 higher attrition rate than those who, you know, after 

22 birth which is a little surprising.  So do you have any 

23 thoughts as to why that would be and did it matter if it 

24 was a baby friendly hospital as opposed to a non-baby 

25 friendly hospital.  
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 1 And, finally, to ask about, do you involve 

 2 providers that -- and even knowing that this service exist 

 3 so that they are encouraging mothers in the hospital to 

 4 participate?  

 5 MS. CAREAGA:  So for the first question, on that 

 6 slide that had the prenatal and postpartum, you can see 

 7 for the prenatal they're actually completing seven out of 

 8 nine visits.  That would be 44 percent.  So almost half 

 9 complete the majority of the program.  And for the 

10 postpartum it was 66 percent I believe that completes six 

11 out of six.  So we're tracking that.  I think we've seen 

12 in the past that prenatal tend to complete more of the 

13 program.  We still have out of the 66, 40 -- 40 something 

14 almost percent that are not completing postpartum.  So 

15 it's something that we're tracking.  

16 I don't -- I think for the providers, yes, that 

17 all of the sites do work with providers on both Q and E 

18 clinics and private providers to make sure that they know 

19 about Welcome Baby and provide referrals.  So that is 

20 happening.  

21 SUPERVISOR KUEHL:  Other questions?  Nancy.  

22 COMMISSIONER AU:  I guess I'm looking at this as 

23 really a learning opportunity truly and -- and to -- for 

24 First 5 LA to invest in such a complex and huge project, 

25 although we're still reaching on such a small percentage.  
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 1 I -- I think that all of this information that we're 

 2 gathering is really an opportunity for further, I think, 

 3 learning as well as refinement.  

 4 My question to you is, do we have the ability 

 5 also to gather some profile information regarding some of 

 6 the -- when we talk about with Deanne's concern about 

 7 domestic violence and some of the other constellation 

 8 around the mother and child in terms of family members or 

 9 even friends, you know, if we could somehow or another get 

10 a sense of what that looks like, I think that would be 

11 also informative.  I think it's always a balance as to, 

12 you know, what the cost is in terms of how we do this so 

13 thoroughly and -- and respect the individual mother and 

14 child and family in terms of their ability to choose 

15 whether we -- they accept the services and support or not.  

16 I think that's always the challenge.  But -- I -- from my 

17 vantage point, I think, given the diversity of our 

18 communities, it might be helpful if we could have a 

19 mechanism to begin sort of fleshing out more information 

20 about these families as well as these individuals.  And 

21 that might help us to become a lot more successful I think 

22 in engaging them.  Just my thought.  

23 SUPERVISOR KUEHL:  Brandon.  

24 COMMISSIONER NICHOLS:  I was inspired by the 

25 chair's opening comments about foster children with 
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 1 children, the ability to intervene early with homeless 

 2 families.  And I noticed in the presentation that one of 

 3 the tasks to be done in the next fiscal year is 

 4 identifying target populations.  

 5 I was wondering if you have any comments now on 

 6 what those target populations might be and are there 

 7 strategies being contemplated to engage target populations 

 8 based on their particular unique needs?  I mean, for 

 9 example, if it's homelessness, to have a home visit for a 

10 person that doesn't have a home is particularly 

11 challenging.  Similarly for foster children, which is my 

12 area.  You would potentially being visited in the home of 

13 yet another family who's providing foster care for the 

14 mother.  

15 MS. CAREAGA:  Those are really good questions.  

16 In terms of target populations, it is a universal 

17 program, but there are specific obviously populations that 

18 we like to have more involved or more enrolled I should 

19 say.  So in terms of homelessness, we are working as an 

20 example with HACLA to provide outreach.  Obviously, these 

21 are families who already have homes in their housing sites 

22 to provide some of that outreach there to try and enroll 

23 them into the program.  We do have families that have 

24 housing instability that find ways to work with the 

25 program even if it is meeting a different location, but it 
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 1 is a challenge.  

 2 In terms of the foster youth, that also has been 

 3 a challenge.  There's a very -- relative to the number of 

 4 children in the county, there is a small number of 

 5 pregnant foster youth.  And part of the challenge, first 

 6 of all, is finding them and linking them with the Welcome 

 7 Baby hospital.  And so that -- we're working now with 

 8 Children's Data Network, and they're actually going to be 

 9 able to run a report to tell us probably in the summer 

10 where these children are having their babies.  Because 

11 then we'll be able to establish more of a connection or 

12 conversation if they're -- if that's appropriate or if 

13 there's a way to have them come into Welcome Baby then to 

14 have them have these services.  But those are ongoing 

15 conversations to try and target and increase some of these 

16 populations that may need.  

17 I think, as you mentioned, a family that lives 

18 within -- a foster family that lives with another family, 

19 that's very common for other families as well.  As an 

20 example, immigrant families may have two families within a 

21 home.  So I think the staff have found different ways to 

22 work with those families for strategies that will work 

23 with them so they're flexible.  

24 COMMISSIONER NICHOLS:  I think there's an 

25 additional opportunity to, at least for the foster care 
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 1 population, which is obviously the one I'm more familiar 

 2 with, to have social workers who apparently or at least 

 3 ideally would be aware that the foster child is pregnant, 

 4 assist in making referrals and contacts and linkages 

 5 rather than depending on a data run.  I'm sure that's not 

 6 the only way it's happening.  But if there's some 

 7 information we could disseminate within the organization, 

 8 I think we could also help make link.

 9 MS. CAREAGA:  Thank you.  We've also talked about 

10 sharing some information at the hubs to insure that they 

11 have --

12 COMMISSIONER NICHOLS:  That would be great, yes.

13 SUPERVISOR KUEHL:  Any other comments or 

14 thoughts?  

15 Nancy.  

16 COMMISSIONER AU:  Just for my again 

17 clarification, there was a slide that -- that said that 

18 some -- well, you had -- you had the low risk and high 

19 risk.  And high risk when identified was referred to a 

20 more intense home visitation program.  And I'm looking at 

21 Cindy and the nurse home visitation piece.  

22 How -- what is the threshold?  How do you make 

23 that determination and how is that -- is it somewhat 

24 seamless or is there hurdles?  

25 MS. CAREAGA:  The slide that we showed was 
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 1 specific for only select home visiting programs that we're 

 2 funding.  So that happens at the hospital visit.  For 

 3 Nurse Family Partnership, eligibility criteria for that is 

 4 to enter before 27 weeks pregnant, first time mother, and 

 5 also poverty level.  So Welcome Baby does have a referral 

 6 protocol.  If an outreach staff finds a mom that may fit 

 7 that criteria, they will refer to NFP for enrollment.  And 

 8 then they will assess her eligibility for that program.  

 9 So that is the protocol.  

10 We're still working.  I think in some areas, to 

11 be frank, it's working well.  And in other areas, there's 

12 still more support and work that we're doing.  We're 

13 actually working on doing a pilot for, NFP having NFP 

14 staff from spa 3 talk to Welcome Baby staff to figure out 

15 what is working and what are the challenges so we can 

16 identify some solutions and then hopefully implement them 

17 across the broader county.  But there's two different 

18 types.  

19 COMMISSIONER GILLELAND:  Thank you.  First, let 

20 me say thank you to you and your team for this great 

21 report.  I appreciate very much your work and what you 

22 presented.  

23 I do want to return attention to on the slide 

24 that talked about retention.  And I think Ms. Swilley's 

25 comments regard the comparison between prenatal and 
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 1 postpartum.  And I'm looking at prenatal enrollment 

 2 numbers and I just want to make sure I'm reading the slide 

 3 correctly.  While we focused a lot of attention on the 

 4 completion of seven of nine, I see that there's another 36 

 5 percent that completed those last two sessions.  So truly, 

 6 it looks like an 80 percent completion of seven if I'm 

 7 reading that correctly.  So I think that's significant.  I 

 8 think that draws attention to that spike.  I would be 

 9 curious to know why maybe after seven sessions so many 

10 feel that that's probably sufficient or enough.  And if 

11 would you maybe explore that in your deliberations and 

12 discussion.  There may be a need to focus more attention 

13 on those earlier sessions to hold people and maybe even 

14 consider the efficacy or necessity, you know, for the 

15 additional two.  But I think the 80 percent is pretty 

16 compelling when you consider those the first seven.  

17 So I wanted to make that comment.  

18 MS. CAREAGA:  Thank you.

19 SUPERVISOR KUEHL:  Other comments?  

20 I do have some.  I want to praise the work.  It's 

21 very good to have the data.  I found it very frustrating.  

22 Because what I always want to know is what works and why 

23 does it work.  I think part of what you indicated, at 

24 least as it kind of went by, was that there was -- 

25 evaluation is yet to come in terms of impact.  And I guess 
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 1 by impact, we mean what was different because we were 

 2 engaged in this mother's life, which is very difficult to 

 3 say because we don't know what didn't happen.  But it -- 

 4 it's one thing really when -- we had a presentation a 

 5 couple of months ago about evaluation.  One of the things 

 6 that I found exciting about it was that, when we have 

 7 presentations at the county, they often tell us how many, 

 8 how many people I saw, how many people came back, how many 

 9 people whatever.  What we don't ever get is why.  What did 

10 you learn?  What did you -- what worked and what didn't 

11 work.  

12 Because in this program, perhaps the frustration 

13 is with the idea of light touch.  Because, in essence, 

14 we're looking at every family at this hospital and we're 

15 now assessing, are they at risk or not of, you know, 

16 various things.  And we use an assessment tool.  If we 

17 find them at high risk, we make referrals.  We're not 

18 quite sure I think what happens after the referrals.  But 

19 that is kind of our job, or maybe we do know what happens 

20 after the referrals.

21 MS. CAREAGA:  I will add, if they make a referral 

22 to a select visiting program, then we do know.  And 

23 currently the select home visiting module of the stronger 

24 families database was recently launched and staff is 

25 entering back data, so we'll be able to have data for 
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 1 those families in the coming X number of months.  And I 

 2 think it's not just a referral but really it's an idea to 

 3 link them to the right appropriate dosage of program, but 

 4 making sure that they get there.

 5 SUPERVISOR KUEHL:  Right.  And I -- honestly, I 

 6 don't want you to hear this as a critique but it is a 

 7 critique in the larger sense, not only of this program, 

 8 but the fact that we must identify for this because it's a 

 9 big part of what we're doing here at First 5.  We must 

10 identify what's working and what isn't working.  Why do 

11 people agree to home visits or not.  

12 Because in the presentation, for instance, we 

13 notice far lower percentage of API families say yes.  And 

14 the comment was, you know, maybe they're less familiar 

15 with home visits.  Well, this may be the case, but we want 

16 them to have home visits.  We're convinced it's a good 

17 thing.  So what can we learn about that approach?  

18 We had that same issue in domestic violence 

19 services.  There were 60 different communities in LA where 

20 women were for various reasons not revealing that they 

21 were victims of domestic violence, didn't want to take up 

22 people on services, when they did take us up on services, 

23 our services were so not in tune with them And what they 

24 needed in their communities, et cetera.  So I think the 

25 learning is going to be very important.  
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 1 So I wonder what is the difference between what 

 2 we're doing now and what you meant by in 2017 we're going 

 3 to do some impact evaluation.

 4 MS. CAREAGA:  So, currently, what we're doing 

 5 now, we are looking at program and quality improvements.  

 6 We are monitoring.  The impact -- we can have Allison add 

 7 if she has anything else to say.  But the outcome and 

 8 implementation studies kind of looking at how are we 

 9 doing, what can we do to improve the program 

10 implementation, how is that linked to family outcomes.  

11 The impact study is a rigorous more 

12 methodological design to really show that it's associated 

13 with Welcome Baby, that the changes that we are seeing are 

14 connected to the program itself and not to other factors 

15 that we're not taking into account.  

16 I don't know if you want to --

17 MS. WALLIN:  I think Diana's comments were spot 

18 on.  What Diana spoke primarily about was our monitoring 

19 efforts.  And given that the program has ramped up, that's 

20 kind of the appropriate phase to be at right now because 

21 we know that there are tweaks and challenges that the 

22 sites are implementing as they're going through the 

23 implementation stage.  So they're getting better.  They're 

24 in ramp up.  They're letting their program mature so that, 

25 when we launch the impact evaluation, which, as Diana 
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 1 mentioned, is a very rigorous scientific design that's 

 2 intended to indicate a causal link between Welcome Baby 

 3 and outcomes.  So in other words, you get Welcome Baby and 

 4 therefore a change occurs in the family so it's an added 

 5 layer of scientific rigor.  But we wanted to make sure 

 6 before we launched that evaluation, because it's very 

 7 labor intensive and it's also very expensive, that the 

 8 programs had an opportunity to be in a place where we can 

 9 -- are at the greatest likelihood of seeing their success 

10 and being able to document their success.  

11 One of my concerns about launching an impact 

12 evaluation too early is that we might inadvertently miss 

13 the opportunity to document how significant the program is 

14 because the program is just not quite ready yet.  And 

15 that's why we've chosen to hold off on the impact 

16 evaluation for just a little bit longer to give the 

17 program some more time.  

18 I did want to mention one additional thing is 

19 that we do have some evaluation efforts already ongoing or 

20 that have already been completed for our pilot sites.  So 

21 in that study, we compared women who had received Welcome 

22 Baby to women who hadn't received Welcome Baby just in 

23 metro LA.  And I think that there's -- I will bore you 

24 with the detail if I continue to talk about them because I 

25 get excited about them.  But to tell you a little bit, 
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 1 I think it provides a really compelling story that we're 

 2 doing an excellent job of parenting.  We followed these 

 3 families at 12, 24, and 36 months postpartum.  And the 

 4 picture, the story that the data tells us is that parents 

 5 are doing a good job being more responsive to their 

 6 children.  They're doing a good job setting up their home 

 7 environments in a way that are stimulating and responsive.  

 8 And so super excited about that evaluation.  We're using 

 9 it to help build out this impact evaluation that we hope 

10 is going to be very effective in documenting the benefits 

11 in a very scientifically rigorous way that will speak to 

12 policy makers as well as to the home visiting community 

13 more broadly.

14 MS. BELSHE:  And if I can jump in on this.  Peter 

15 can speak to this as well.  One of the things we found in 

16 the policy conversations in the past year or two is that 

17 there's a lot of energy talking about nurse family 

18 partnerships.  Why?  Because there is a very strong 

19 evidence base to say this intervention does yield very 

20 specific outcomes.  Well, that's fabulous.  But as was 

21 just shared, NFP is a program that's targeted to a very 

22 narrow niche of people.  The select home visiting programs 

23 that we are funding for women who are screened at higher 

24 risk, those are nurse -- Parents As Teachers, Healthy 

25 Families America.  There's a very small number of programs 
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 1 that are actually evidence-based.  Again, they're 

 2 targeting families at higher risk with greater needs.  

 3 What we're doing with Welcome Baby is different.  

 4 This is that light touch.  And what we're trying to 

 5 demonstrate by doing this kind of gold standard, random 

 6 control trial impact study is to demonstrate that that 

 7 lighter touch universally made available can yield 

 8 long-term benefits and to be able to then go to policy 

 9 makers.  

10 But absent that kind of evidence we've got -- 

11 it's more anecdotal, frankly.  It's limited to the pilot.  

12 It's actually really exciting that that very limited 

13 intervention in the pilot is yielding results three years 

14 down the road.  

15 But I think the questions you're raising are spot 

16 on, but we're out of -- we're trying to do something very 

17 different than all these other -- and there aren't that 

18 many -- evidence-based programs that are focusing much 

19 higher risk people.

20 MS. WALLIN:  I just also wanted to add that an 

21 important goal for us in the impact evaluation -- and it's 

22 actually something that's written into the contractor's 

23 scope of work -- is that this study, in terms of its 

24 design, will meet the standards for the clearinghouse for 

25 evidence-based home visiting programs so that we would be 
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 1 -- if the findings are significant and they're well 

 2 documented and we have a well-implemented impact 

 3 evaluation that we could potentially become an 

 4 evidence-based model or work toward that.  

 5 MS. BELSHE:  Like the federal MIECHV can only be 

 6 used for a very prescribed number of evidence-based 

 7 programs.

 8 SUPERVISOR KUEHL:  I think that's got to be one 

 9 of the goals.  I understand that's the purpose of impact 

10 evaluation is that we then become part of the 

11 evidence-based light touch kind of program.  

12 But I guess I wanted to suggest or I guess ask 

13 because I don't really know the answer.  There are a 

14 couple of whys in the light touch area that are not so 

15 much about impact on the family of a program.  But a 

16 question I would have, why do some people say no, thank 

17 you?  

18 I think that would be an important thing to 

19 understand, if possible, because you say we offered it to 

20 X and X minus, you know, Y said yes.  But it would -- and 

21 again, just to repeat.  It would be, what have we learned, 

22 if anything; or what can we learn from it.  Because right 

23 now we're mostly counting.  I understand in some of the 

24 areas we are evaluating and looking and saying, you see.  

25 And in other areas, we're simply acting out of faith where 
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 1 we say, this is an evidence-based success program, we're 

 2 using it.  We don't have to reprove it.  I get all of 

 3 that.  

 4 But in some of the data that was presented, I 

 5 think it -- if possible, in our ongoing work, it would be 

 6 important to know why.  I'm very interested to as to why 

 7 the average age is much -- you know, that range of 25 to 

 8 39 is much higher in saying yes.  I didn't get any 

 9 information as to whether, well, it's just higher 

10 generally.  So the percentage of those who said yes was 

11 the same, but the number was higher.  I don't know.  Or 

12 maybe if it's the case that younger people are saying no 

13 in much higher percentages I think it would be useful for 

14 us to know, if that is the case, you know, what's the hang 

15 up here and to understand the differences in ethnic and 

16 national communities.  

17 It often takes longer to really understand that 

18 kind of reticence, but also sometimes you learn that there 

19 are inadvertent barriers that you haven't understood.  

20 When we first started getting restraining orders 

21 for battered women, we had to have an entire investigation 

22 before we found out the court was only offering them from 

23 2:30 to 4:00 on the Thursday.  And if you had to go in and 

24 see a judge, you couldn't bring your child.  And, of 

25 course, we're wondering why aren't they all getting 
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 1 restraining orders.  And it turns out, they couldn't.  

 2 So there are issues that I think we don't quite 

 3 understand that I think would be very helpful because, in 

 4 a light touch program, very important that we include -- 

 5 that we reach everybody that needs whatever at whatever 

 6 level.

 7 MS. BELSHE:  Absolutely.  And I think what you're 

 8 speaking to, supervisor, is a lot of the ongoing, 

 9 continuous learning that we're doing in the course of 

10 actual implementation.  And, frankly, one of the things we 

11 didn't talk that much about, but this idea that being a 

12 universal voluntary program, part of it -- part of the 

13 challenge is creating a community norm that recognizes 

14 that every new parent can benefit from some support, that 

15 this is not just some program or support that is for other 

16 people.  

17 So there's a lot of good learning that we're 

18 already developing, but I think it's as much about the 

19 informal learning with LABBN and our program team as it is 

20 about the rigorous random controlled trial study.

21 SUPERVISOR KUEHL:  I'm interested -- I mean, 

22 obviously, I'm more interested in the county clients who 

23 are the safety net needy people, but not necessarily, 

24 because that's not what this program is about.  This 

25 program is about everybody and because the county is also 
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 1 responsible for everybody in the county.  

 2 You know, we're starting a program on Tuesday for 

 3 people.  We may be raising the minimum wage and lifting 

 4 you right out of a benefit structure.  Oops.  And now you 

 5 don't have the support that you had.  So we have a 

 6 responsibility to you.  There are people going in the -- 

 7 in our light touch program, we don't know what you need, 

 8 and we're happy to learn what has helped you as well.  

 9 You know, when my niece got a lactation expert 

10 from Kaiser and I thought, I never even heard of a 

11 lactation expert, but it makes so much sense.  And her 

12 testimony was that it had helped enormously including in 

13 her mental health.  

14 So I think as we go along.  It would be good for 

15 us to understand why people turn us down, why they don't 

16 turn us down.  If there's a difference because you're 

17 testing whether different people offering a screening 

18 makes a difference, but there may be other factors.  

19 That's all I'm saying.  

20 Thank you very much.  I hope it didn't feel like 

21 too much critique, but I often mostly want to know why, 

22 you know, what worked, what did we learn.  

23 Any other questions?  All right.  Thank you very. 

24 I think actually a round of applause for the 

25 people doing this program.  
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 1 This brings us to the audience participation 

 2 portion of the program.  And instead of leading you in 

 3 song, I'll simply call up Mr. Crippens whose here from 

 4 LAUP.  

 5 SPEAKER:  Good afternoon, everyone, as I make my 

 6 way up.  How's everybody today?  

 7 SUPERVISOR KUEHL:  Pretty good.  Pretty good.  

 8 Welcome.  Thank you so much.

 9 SPEAKER:  My name is David Crippens and I'm chair 

10 of -- I'm the board chair of LAUP.  And I want to say 

11 thank you, thank you, thank you to First 5 for the 

12 opportunity to stand beside you in the past decade as our 

13 organization has worked -- as our organizations have 

14 worked together tirelessly to make a positive impact on LA 

15 county's children and ECET learning.  

16 Over the past decade, I think we've done a very 

17 good job.  I mean all of us, not just LAUP.  I think that 

18 we've really raised to everyone to understand the 

19 importance of early education and care.  And I know, 

20 because I sit on other boards dealing with workforce, that 

21 early education and care is absolutely essential for our 

22 future workforce.  

23 I want to thank you.  And I say that genuinely 

24 and to the bottom of my heart and I can't say it enough 

25 for what you've done.  It hasn't been an easy road and at 
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 1 some times I've been contentious here as we well know, and 

 2 I -- but I've always done what I felt was best in serving 

 3 of children in the same way that you all have done.  

 4 As we look forward and as we go forward and as 

 5 well as you know, the last of your funding except for the 

 6 carry over ends as of July 1st.  As we go forth, I look 

 7 forward to us working close together for all of LA, for 

 8 all of the children that we have to serve.  

 9 And there's a big role that we both have here, 

10 and that's to advocate, to advocate and advocate that 

11 early education and care becomes universal and is 

12 considered a necessary and essential part of our lives. 

13 Thank you, thank you, thank you.  

14 SUPERVISOR KUEHL:  Thank you very much.  Any 

15 other -- I only had one request for public comment.  So 

16 that brings us to the end of our meeting.  

17 Our next meeting in July will primarily be 

18 devoted to our own assessment and discussion about the 

19 strategic plan which was adopted and reviewing and 

20 relooking and rediscussing.  So I look forward to seeing 

21 you all in July.  

22 Anything else?  Seeing none.  We are adjourned. 

23 (At 3:47 PM, the meeting was adjourned.)

24

25
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