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 1 THURSDAY, SEPTEMBER 11, 2014; LOS ANGELES, CALIFORNIA

 2 1:36 p.m.

 3 -oOo-

 4 COMMISSIONER KNABE:  All right.  We'll call the 

 5 meeting to order.  Good afternoon.  Before we do a roll 

 6 call, I would just ask that we have a moment of silence 

 7 and never forget the events of 13 years ago today, 

 8 September 11, 2001, not only the victims but the families, 

 9 our first responders, and the men and women who are in 

10 harm's way today as we hold this meeting.  In other parts 

11 of this country, we still have major issues. 

12  So just a moment of silence, please.  

13 Thank you.  Let's have the roll call, please. 

14 SECRETARY:  Nancy Au.  

15 COMMISSIONER AU:  Here.  

16 SECRETARY:  Jane Boeckmann.  

17 COMMISSIONER BOECKMANN:  Here.  

18 SECRETARY:  Phillip Browning.  

19 COMMISSIONER BROWNING:  Here.  

20 SECRETARY:  Arturo Delgado.  

21 Duane Dennis.  

22 COMMISSIONER DENNIS:  Here.  

23 SECRETARY:  Suzanne Bostwick.  

24 COMMISSIONER BOSTWICK:  Here.  

25 SECRETARY:  Sandra Figueroa-Villa.  
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 1 Neal Kaufman.  

 2 COMMISSIONER KAUFMAN:  Here.  

 3 SECRETARY:  Patricia Curry.  Carla Pleitez 

 4 Howell.  

 5 COMMISSIONER PLEITEZ HOWELL:  Here.  

 6 SECRETARY:  Marvin Southard.  Deanne Tilton.  Don 

 7 Knabe.  

 8 COMMISSIONER KNABE:  Here.  

 9 SECRETARY:  Quorum is present.

10 COMMISSIONER KNABE:  All right.  thank you.  

11 The first item, I'll just ask on Item 2, is there 

12 items in the consent calendar that you would like to hold 

13 for discussion?  If not, the Chair would entertain a 

14 motion to move forward.

15 COMMISSIONER AU:  Moved.  

16 COMMISSIONER KNABE:  So moved.  

17 COMMISSIONER BROWNING:  Second.  

18 COMMISSIONER KNABE:  All those in favor, signify 

19 with saying aye.  Any opposition?  So be the order.  Thank 

20 you. 

21  Okay.  Next is remarks by the Chair.  I think, 

22 just quickly, I'll leave most of it to our executive 

23 director, but there's a lot of things that have been 

24 happening over the past year.  We've got a few more 

25 meetings to round out what I think is going to be a very 
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 1 productive year.  And so, with that, we're close to crunch 

 2 time as it relates to our strategic plan and, hopefully, 

 3 that will be completed.  I think that's a very, very 

 4 important milestone in the history of this commission.  

 5 And I say that from someone who chaired the first meeting 

 6 of this group. 

 7  So anything -- all the levers and the kumbaya and 

 8 ahh and all those things come together, we'll have it 

 9 done.  So pull your levers.  It's up to you.  

10 MS. BELSHE:  Yes, sir.

11 COMMISSIONER KNABE:  All right.   It's all yours.  

12 MS. BELSHE:  All right.  There's no -- hopefully, 

13 it will be completed by the end of this year consistent 

14 with your direction and the direction of the full 

15 commission. 

16  I wanted to use my time to talk very briefly 

17 about an event I attended last week on behalf of the 

18 commission, which was the first anniversary of the Welcome 

19 Baby program at St. Francis Medical Center.  And it was 

20 the first of a number of what -- well, we've had one other 

21 kick-off event up in the Antelope Valley.  This was the 

22 first full year anniversary or full year of implementation 

23 that we were celebrating.  And I want to just show in a 

24 moment a video.  Right here you're seeing some photographs 

25 from that event.  There are about 120 people from around 
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 1 the community who attended.  Congresswoman Roybal-Allard 

 2 spoke as did Assembly member Anthony Rendon, as well as 

 3 the president and CEO of St. Francis, who has been just a 

 4 terrific champion.  Leadership matters and the leadership 

 5 of St. Francis Medical Center has really been quite 

 6 extraordinary. 

 7  The event was important in a number of ways, not 

 8 the least of which it really reminds us of some very 

 9 important investments First 5 LA  is making in improving 

10 the life trajectory of children beginning at the earliest 

11 moments possible.  You've heard me quote often the words 

12 of Frederick Douglas of 1890s, "It's far easier to build 

13 strong children than repair broken men."  Welcome Baby is 

14 a very important investment that the commission is making 

15 in building strong children, and we are very fortunate to 

16 have the diversity of partners working with us to advance 

17 this important undertaking. 

18  Celeste Goff, who is the director of Welcome Baby 

19 for St. Francis is here, and I'm going to ask her to say a 

20 couple of words.  But first, let me -- if we may, let's 

21 run the video.  Who is that person?  So serious as my 

22 mother would say.  

23 (Video plays.) 

24 MS. BELSHE:  Great.  Thank you, Monica. 

25  So Welcome Baby is absolutely a big investment 
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 1 that this commission is making.  It's a significant 

 2 investment in building strong children and strengthening 

 3 families.  Importantly, it is an investment that the 

 4 commission has made that is not uniquely focused on 

 5 services.  It is part of a broader suite of investments 

 6 that are anchored in our effort to secure policy and 

 7 systems change in a way that can achieve scale and 

 8 sustainability.  So there's some complimentary investments 

 9 around evaluation, research, as well as policy and 

10 advocacy.  

11 So it's a very exciting initiative.  We are 

12 really just beginning the ramping up and St. Francis has 

13 been one of our leads, as I said.  So let me invite 

14 Celeste Goff to come up and say a few words from an 

15 on-the-ground perspective.  

16 Celeste.  

17 MS. GOFF:  Thank you.  I just wanted to give you 

18 a brief overview of -- just wanted to give you a brief 

19 overview of the launch of Welcome Baby at St. Francis 

20 Medical Center.  We began accepting enrollment in August 

21 of last year.  And during the fiscal year, we served 500 

22 mothers, 500 families, however you want to measure it. 

23  Of those, 90 percent received a nurse home visit, 

24 mostly within 72 hours and certainly within a week of 

25 discharge from the hospital.  And 100 percent of the 
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 1 mothers were screened for depression at every engagement 

 2 point that we had along the process.  93 percent initiated 

 3 breast feeding.  And at St. Francis, the average breast 

 4 feeding rate is far below 50 percent.  So you can see the 

 5 significant difference that having prenatal education on 

 6 breast feeding has. 

 7  Then more importantly for the commission to hear, 

 8 as far as a hospital's perspective, an insurance company's 

 9 perspective, an IPA's perspective for ongoing funding and 

10 supplementation of this program, 97 percent of Medi-Cal 

11 eligible infants were enrolled within two months of birth, 

12 97 percent of babies had an appointment with their 

13 pediatrician for the two-month well-baby visit, and more 

14 importantly -- the most important statistic, 100 percent 

15 of babies last year had a medical home and health care 

16 coverage by their nine-month visit.  And that can go a 

17 long way with avoiding readmissions and unnecessary 

18 emergency room visits.  

19 Our goals for FY-15, we have three nurses with 

20 the capacity for 500 visits each.  Between that, the 

21 prenatal visits and the anticipated 30 percent referrals 

22 that we are planning to the other home visitation 

23 programs, mostly through First 5, we anticipate touching 

24 2,500 families next year.  And that is a significant size 

25 given the availability of resources in our area that we 
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 1 serve. 

 2  Finally, I'd like to leave you with a testimony 

 3 from one of our clients.  Her name is Maritsa, and we 

 4 asked her a couple of questions.  First question I asked 

 5 was, how was being in the Welcome Baby program helpful. 

 6 Her response was, They helped we with resources and to 

 7 understand the emotions I have when I am overwhelmed.  

 8 Do you feel like you can breast feed exclusively 

 9 for six months or even 12 months?  Her response was, Yes.  

10 After the support I get from Welcome Baby, I know I can do 

11 it for 18 months. 

12  What was the best part of the Welcome Baby 

13 program was asked of her.  The response was, That now I 

14 know that I am not alone, that there is help.  I just have 

15 to ask when I need resources.  I learned to never give up 

16 because Welcome Baby gave me a lot of motivation and 

17 inspired me to be there for my children.  The referrals I 

18 got to the regional center for my nine-year old son with 

19 autism helped tremendously.  And her final -- I asked if 

20 there was anything she'd like to say to you if she were 

21 here today.  And she said, I now know to be patient with 

22 my children and that I'm not alone.  I have my parent 

23 coach. 

24  So it is impacting lives in our community.  And 

25 I'd like to thank Kim for inviting me to speak and all of 
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 1 you for approving the funding for this very important 

 2 program.  Thanks.

 3 MS. BELSHE:  Thank you, Celeste.  And, again, we 

 4 are on a path to be reaching, as the video noted.  And we 

 5 should acknowledge Armando Jimenez who, hopefully, he's 

 6 not looking for a future in videography, but he has a very 

 7 soothing presence.  So thank you, Armando.

 8 But as the video noted, we expect to reach about 

 9 25 percent of all births in LA county.  That is a very 

10 significant penetration, but is by no means universal.  

11 That's where the research, the evaluation, and the policy 

12 and advocacy comes into play.  And having champions like 

13 Congresswoman Roybal-Allard in Washington and Anthony 

14 Rendon in Sacramento, we're building some very important 

15 policy and advocacy partnerships.  

16 So, Celeste, thank you for joining us today.  

17 Thank you, Mr. Chair.

18 COMMISSIONER KNABE:  Thank you. 

19  All right.  We will move on to Item Number 5, 

20 which John Wagner is going to present the item.  

21 MR. WAGNER:  Thank you, Chairman Knabe, and good 

22 afternoon, commissioners and staff and members of the 

23 public. 

24  I will present -- be presenting on the 

25 compensation study, the analysis that has been underway 
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 1 for several months.  Before I do that, I just want to make 

 2 two points:  One is, when I talk about compensation, to be 

 3 explicit that we are talking about salaries and benefits.  

 4 And, second, I'd like to make a few acknowledgments before 

 5 I get into the presentation.  One is, I want to 

 6 acknowledge our HR department, Donna Collins and Maggie 

 7 Martinez, who have been extremely helpful in processing a 

 8 lot of the internal work on this.  As well as Raul Ortega, 

 9 our finance manager, who did a lot of fiscal analysis.  So 

10 they've been very helpful and did a lot of that heavy 

11 lifting, and so I wanted to acknowledge their 

12 contributions.  

13 I also want to acknowledge Kim, who's been very 

14 much leaning into this and supportive every step of the 

15 way, and the executive committee.  I'm going to talk a 

16 little bit about the process we engaged in in order to 

17 come up with the recommendations that will be presented to 

18 you today, but under the leadership of Chairwoman Au and 

19 the members of the executive committee, we really did 

20 spend many, many hours digging into a lot of details in 

21 compensation.  And we kind of joke about the fact at we've 

22 become much more immersed and expert in compensation than 

23 we ever thought we would be.  So I want to acknowledge 

24 their hard work. 

25  And, finally, staff at First 5 LA.  Compensation 
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 1 is a very personal issue to each and every one of us and 

 2 our families.  And staff have been very patient and 

 3 provided a lot of really critical and important input.  

 4 But at the end of the day, we recognize that this is an 

 5 executive level decision made for the good of the 

 6 organization and importantly for the good of those whom we 

 7 serve. 

 8  So with that, I will just present a quick 

 9 overview of the presentation.  We will be providing some 

10 background context, a little bit description of the 

11 process we engaged in in order to come up with these 

12 recommendations.  I will talk a little bit about the Hay 

13 Group analysis findings and their recommendations.  And 

14 the Hay Group, just to remind ourselves, we did a 

15 competitive solicitation about a year ago -- a little over 

16 a year ago that yielded the selection of the Hay Group.  

17 The Hay Group is an entity that not only has experience in 

18 virtually every state here in the U.S., but has a lot of 

19 international experience in doing exactly this kind of 

20 work and for over 70 years.  So they -- as Kim would like 

21 to -- Kim often says of the external consultants, they are 

22 the super smartie pants that we were able to bring in and 

23 secure through the solicitation and really informed a lot 

24 of analysis and the work that informed the recommendations 

25 that are going to be presented today.  
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 1 The next item that we'll go through is actually 

 2 the staff recommendations because we took this information 

 3 from Hay and some other work into our thinking.  And then 

 4 we will end with some considerations on implementation and 

 5 moving forward -- the path forward as well as a recap in 

 6 order to summarize the importance of -- of this work. 

 7  So for context, just to remind ourselves, back in 

 8 2011, when the Rose audit concluded and made a series of 

 9 recommendations, they recognized that best practice and, 

10 in fact, made this recommendation to the commission that 

11 we undertake a compensation review and analysis every 

12 three to five years.  This is practiced in most 

13 organizations.  In fact, the board recognized this in 2012 

14 and passed a motion to direct First 5 LA to undertake a 

15 solicitation. 

16  Later that year, we had -- Kim came on board as 

17 the new executive director and this became one of her 

18 performance objective and goals.  So this has been a high 

19 priority of the commission and of executive leadership.  

20 It's also important to call out that First 5 has 

21 never successfully implemented such an analysis, such an 

22 outside market-tested, informed compensation review.  And 

23 as a result, we have a real fundamental deficit here that 

24 we are seeking to address.  Without that formal structure, 

25 First 5 LA over the years has really resorted to a number 
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 1 of policies that very well may have been well intentioned 

 2 but have led to some really challenging realities that we 

 3 are faced with here inside the organization. 

 4  There has been a number of policies over the 

 5 years that we've used to recruit and bring people into the 

 6 organization.  One that has existed for many years is a 

 7 policy wherein we brought in external folks who apply for 

 8 positions at five percent over what they were earning 

 9 prior to coming to First 5.  So as a result of that, not 

10 only are we paying staff for work unrelated to the work 

11 they're doing here at First 5, we've created internal 

12 disparities where people coming in the organization are 

13 doing identical work and oftentimes are being paid 20, 25, 

14 sometimes $30,000 in difference.  And that is really 

15 creating a challenge in which we are -- a challenge we are 

16 facing at this point. 

17  So this really is a foundational deficit.  And 

18 one of the interesting learnings we had with the Hay Group 

19 is their acknowledgment that First 5 is very atypical.  A 

20 lot of organizations go through this process very early on 

21 in their -- in their beginning as an organization and/or 

22 they've established something and they're coming back to 

23 modify it being tested by the external market.  We're 15 

24 years into our existence and we are trying to build this 

25 infrastructure with the inherited policies that I just 
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 1 described which is a challenge. 

 2  So this is really a legacy problem.  It's 

 3 something we really want to address, especially as we gear 

 4 up to do the important work of the new strategic plan.  

 5 and today, we're proposing recommendations and a pathway 

 6 forward over the course of the next couple of years that  

 7 we feel will build the infrastructure we need to do this 

 8 important work. 

 9  As far as the process that we undertook in order 

10 to inform this analysis and the recommendations is 

11 concerned, we, as I mentioned, did contract with the Hay 

12 group.  They spent many months doing an analysis and 

13 created a report.  You'll recall that they came to the 

14 board earlier this year in January.  And we also took that 

15 information provided by the experts, but did some of our 

16 own best thinking. 

17  We undertook a survey of the -- of the largest 

18 First 5 commissions around the state and looked at their 

19 benefit package as well as salary structure.  We undertook 

20 an internal staff survey that allowed us to really look at 

21 what are the -- as far as the package of benefits we 

22 provide our employees, what do our employees think of that 

23 package, and what do they most value.  We also had an 

24 opportunity to work quite closely with our broker, 

25 Gallagher Associates.  We used Gallagher, another 
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 1 national, highly-regarded firm to administer our benefits 

 2 package.  And they were a really very important resource 

 3 in bouncing ideas off of. 

 4  We also did a number of our own reports on HR.  

 5 And this is interesting.  The last HR report we did, we 

 6 found that 50 percent of the talent we lost, we lost to 

 7 the county or other entities that had a defined benefit -- 

 8 benefit for retirement.  And although we're not making 

 9 this recommendation, this really is the reality we're 

10 facing when we're losing talent. 

11  The final input is, as I mentioned, we brought 

12 this over many meetings to the executive committee and 

13 spent many hours digging into these recommendations and 

14 findings and processed that through the executive 

15 committee. 

16  So as far as the Hay Group findings and analysis, 

17 first of all, I'll get to the findings and then talk a 

18 little bit about the recommendations.  On the salary side, 

19 the Hay Group came in, they measured each and every one of 

20 our jobs, and then they compared the job content, not the 

21 individuals in the jobs, but the content of the jobs to 

22 national databases with over 1.2 million incumbent jobs.  

23 On average, our pay structure measured at 8.9 percent 

24 below our external market on the salary side. 

25  And on the benefits, we had a -- there was a 
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 1 similar process to look at the external market comparing 

 2 our benefits to the market.  And the findings were that 

 3 overall we were at or above -- slightly above on the 

 4 benefits side. 

 5  On health, we were very generous.  As far as the 

 6 benefit we provide for health coverage, we pick up a 

 7 hundred percent of the employee's premium and dependant's 

 8 premium, and that was very generous. 

 9  On the retirement side, we were much less 

10 competitive.  And, in fact, if you look at the environment 

11 in which we operate, a third of which is the public 

12 sector, more often than not, you do find a defined benefit 

13 in that type of external market.  And, again, we're not 

14 recommending this, but we're -- this is certainly informed 

15 our analysis. 

16  This next slide is really just a -- kind of an 

17 illustration of the different pieces of the benefit 

18 package and how it measured to the external market, and 

19 it's broken up by salaries below 100,000 and above 

20 100,000.  And you'll just the first three lines are really 

21 illustrations of what I just mentioned where P50 is really 

22 market median.  That's the percentile at 50 percent.  So 

23 you see that our total benefit package for those earning 

24 $100,000 or less is at market or above.  And as you earn 

25 more in the organization, our benefit package becomes much 
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 1 less competitive.  On the retirement side, you'll see that 

 2 it is at the lower end between P25 and P50.  And on health 

 3 care, you see the generous refection of our health 

 4 benefit. 

 5  So getting to the recommendations, they went 

 6 through this process - the Hay Group went through this 

 7 process, as I mentioned, measuring each and every job and 

 8 came up with a classification structure that takes the 

 9 measurements of those jobs and situates them into 14 

10 grades measured from ten to 24, each and every one of our 

11 positions tested within that scale.  And this does not 

12 include the executive director's position. 

13  What they did then is, they took the -- that 

14 scale and aligned a salary range.  So from minimum to 

15 maximum, that is aligned with that job content informed by 

16 what the external market would pay for those jobs.  And 

17 they adjusted it downward 2.3 percent.  And the reason 

18 being is because of the generous benefit package which 

19 I'll talk about in a minute.  So this was the 

20 recommendation on the salary side. 

21  On the benefit side, they find -- I'll draw 

22 attention to the first sentence on this slide, that our 

23 mix of benefits is not aligned to the market and relies 

24 very heavily on health care.  On the health care benefit, 

25 they specifically recommended some cost share in the form 
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 1 of employee premiums -- cost sharing on the premium side 

 2 as well as deductibles and coinsurance. 

 3  On retirement -- on the retirement benefit, they 

 4 recognized the -- the environment in which we operate and 

 5 really put forward an innovative hybrid approach to 

 6 retirement, recognizing that, even in the public sector, 

 7 the market is not moving towards defined benefits, but 

 8 there is a way to take our current 403(b) retirement 

 9 benefit and make it much more competitive.  And so what 

10 they're proposing is that currently we have a 403(b) and 

11 we match from zero percent for year one up to six percent, 

12 depending on your tenure in the organization.  Their 

13 recommendation is, basically, to take that match to cap it 

14 at three percent so not go all the way up to the six 

15 percent, but to introduce something called a employer 

16 contribution.  So on the match side, our employees only 

17 get a benefit if they're putting also their own money into 

18 retirement.  To emulate more of a defined benefit, the 

19 hybrid approach would be to introduce this employer 

20 contribution, which would be First 5 LA's contribution 

21 regardless of whether or not the employee participates on 

22 the match side.  So the combination of these two pieces 

23 would create this hybrid approach to retirement. 

24  So staff took these recommendations and this 

25 analysis and really did our own best thinking on -- on 
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 1 what to present to the commission -- the executive 

 2 committee and the commission.  So what I'm going to walk 

 3 through now are three specific recommendations for the 

 4 commission's consideration:  

 5 First of all, one of the first meetings we had 

 6 with the Hay Group, they asked us what our compensation 

 7 philosophy was.  And, really, this is the values or 

 8 principles or framework through which we see and want to 

 9 implement compensation for First 5 LA.  So we worked with 

10 the executive committee and came up with a four-pronged 

11 compensation philosophy that really does present a 

12 framework for moving this forward.  It's a framework that 

13 recognizes we want to be externally competitive; that we 

14 do want to be informed by and aligned with best practice 

15 when it comes to compensation; that we want to have a 

16 level of internal equity, especially given the dynamic 

17 that I explained in the beginning of this presentation. 

18 And then finally, we want to reward performance. 

19  There are many instances in which difference in 

20 pay is -- is appropriate, but it should be tied to 

21 performance, not by the job that you were doing prior to 

22 coming to First 5 LA. 

23  So the executive committee, as I mentioned, did 

24 endorse this compensation philosophy back in May and it 

25 really did provide a lens through which we did our work 
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 1 over the last few months. 

 2  The second recommendation for the board's 

 3 consideration is to endorse a formal classification system 

 4 with the corresponding salary structure.  And, 

 5 specifically, this is, again, a recognition -- recognition 

 6 of the Rose audit, a recognition of what the experts have 

 7 said, which is you need a formal classification and salary 

 8 structure that makes sense for the organization.  We have 

 9 taken the analysis of the Hay Group, which, as I 

10 mentioned, came up with an external tested classification 

11 grading system at 14 grades with the corresponding salary 

12 structure attached to each of those grades depending on 

13 the job content.  And there's -- there's a methodology 

14 behind how you establish ranges for each and every one of 

15 those grades that's appropriate given where the market is.  

16 So the third recommendation is to recognize that 

17 we have not had such a classification system and that we 

18 would seek the board's approval of endorsing modifications 

19 to the current salary and benefits to address, some of 

20 these organizational legacy issues that are governed by 

21 and consistent with First 5 LA's compensation philosophy 

22 that I mentioned in recommendation number one. 

23  So specifically, in this recommendation, we would 

24 begin to address internal pay disparities in the 

25 organization.  We would also begin to better align our 
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 1 retirement to market.  And we would adopt a reward for 

 2 performance approach going forward that really does 

 3 recognize we need to enhance our performance evaluation 

 4 system and have the time to do that, but that going 

 5 forward, we would tie differences in pay to actual 

 6 performance. 

 7  So how would this all work going forward?  Those 

 8 three components of that last recommendation, I'll take 

 9 them each individually.  So addressing internal pay 

10 disparities.  Given input from the chair and discussions 

11 with the executive committee, we recognize we haven't 

12 gotten here overnight and we are in a fiscal environment 

13 in which we are -- we are a public entity and we need to 

14 be responsible for scarce public resources.  And we're 

15 doing this in a context of building a commission that is 

16 better able to meet the needs of LA county's children and 

17 families.  But it will take us time to do this.  And we 

18 are recommending on the pay disparities piece that we 

19 would do this over the course of two years.  So the total 

20 annualized estimated cost of this would be roughly 

21 $450,000 on an analyzed basis. 

22  We feel that, over the course of this year, so 

23 fiscal year 14/15, this cost would be $225,000.  And we 

24 feel we can do this within the resources that the board 

25 has already provided in our budget.  So to be clear, we 
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 1 would not be asking for additional resources above and 

 2 beyond what the board has already provided in the budget 

 3 that you passed this past June. 

 4  The second piece of this is alignment of 

 5 retirement to the market.  And the timing for this would 

 6 actually probably be after open enrollment, which we do in 

 7 the fall.  So this would be probably be a January/spring 

 8 timeframe.  The analyzed cost of this recommendation is 

 9 $350,000.  So if we were looking at phasing this in in 

10 January, we're talking about half of a fiscal year, which 

11 is $175,000.  And, again, this would be something that we 

12 feel we can do within existing resources.  We would not be 

13 asking for any additional resources above and beyond what 

14 the commission has approved in the 14/15 budget.  And this 

15 would be adopting the Hay recommended hybrid approach to 

16 retirement, which would have the match side plus the 

17 employer contribution based on years of service. 

18  And then finally, we -- we would recommend this 

19 reward for performance component of -- of our budget going 

20 forward.  And specifically how this would work is, in the 

21 past, when the commission has approved merit pay, it has 

22 been roughly three percent of payroll.  Last time we did 

23 it, it was roughly $350,000.  So best practice is, rather 

24 than assume there will be a COLA, having a formal way to 

25 build in a reward for performance, or merit.  So if the 
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 1 board approves this recommendation, what this would mean 

 2 is that, going forward, as we construct our annual bun 

 3 budget, we would lead with looking at and incorporating a 

 4 merit pool or reward for performance tied to the 

 5 performance evaluation system that we will be 

 6 implementing.  

 7 So what is the path forward and how do we 

 8 continue to manage and implement this given the fiscal 

 9 realities that we're facing?  First of all, I think, 

10 again, we really recognize and honor the public 

11 stewardship responsibility that we have with these public 

12 resources.  We feel that we can phase this in over the 

13 course of two years, as I mentioned, but that we can do so 

14 with -- with resources, and that it is incumbent on us and 

15 we welcome direction from the board to continue to manage 

16 to maximize savings through maintaining vacancies, to 

17 continue to look at consolidating or eliminating 

18 positions.  We have many positions that we manage, vacant 

19 positions that we manage and hold open as responsibly in 

20 order to make sure that we actually need to fill those 

21 positions to do our jobs.  So we would look at that very 

22 critically as we go forward and potentially eliminate 

23 positions that we find we no longer have a business need 

24 for. 

25  We would also -- this would also direct us to 
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 1 maximize administrative efficiencies.  We have been 

 2 looking at this through the course of just good management 

 3 practice.  And I want to call out and acknowledge some of 

 4 the work that our IT department has done under Rusbay 

 5 (phonetic) to really look at how we purchase printing 

 6 services and copier services and telephonic services.  And 

 7 we've already achieved significant savings to the tunes of 

 8 tens of thousands of dollars a month.  So this is 

 9 continuing to look and be responsible for the management 

10 of these important resources in all of these areas. 

11  We would also look to end this practice of 

12 bringing in people with -- bringing in external people 

13 into the organization with an automatic five percent 

14 increase, and that that would no longer be our policy. 

15 We would look at the classification structure, the pay 

16 structure as we brought people into the organization. 

17  We also think it's important to call out that we 

18 recognize we're undergoing a strategic planning process.  

19 So this would direct us to come back in the spring, once 

20 the board has made decisions on the strategic plan, where 

21 we would be responsible for taking those decisions into 

22 consideration and coming back and reporting to the board 

23 with a responsible, organizational and staffing plan very 

24 much aligned with 2015-2020 strategic plan. 

25  So to recap, really this absence of a 
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 1 classification system has really presented some 

 2 organizational challenges that have been acknowledged not 

 3 only by executive management, but also by the experts who 

 4 have come in and looked at the organization.  These are 

 5 real challenges that we're facing and these are management 

 6 challenges we have each and every day when we look at 

 7 talent leaving the organization and the disparity inside 

 8 the organization.  We believe that the recommendations 

 9 that we've put forth are really a path forward for 

10 beginning to building this critical infrastructure that's 

11 needed, that's foundational for First 5 LA in order for us 

12 to be the higher-performing organization that we want to 

13 be and better meet the needs of kids and families across 

14 the county, especially as we are about to embark on a new 

15 strategic plan. 

16  So I appreciate the commission's consideration of 

17 these recommendations and I just turn it over to 

18 Chairwoman Au or members of the executive committee if 

19 I've missed anything.

20 COMMISSIONER AU:  No.  Thank you very much, John.  

21 I really want to commend you and your team for working on 

22 this because it has been a challenging process and to 

23 really address some of the inherent challenges as a result 

24 of the Rose audit as well as the other issues that 

25 confronted the organization prior to us bringing Kim on 
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 1 board, as well as you.  And I know part of the hiring of 

 2 both of you was a clear directive from the commission that 

 3 said we needed you to come into the organization and 

 4 actually do some fundamental structural kinds of changes 

 5 because of the fiscal realities that are confronting First 

 6 5 LA, and that we needed to have an organization that was 

 7 going to be powerful and assert their leadership as they 

 8 should as the voters had -- had voted on.  And we needed 

 9 the best kinds of folks here that make up our 

10 organization. 

11  So to have a compensation policy grounded in 

12 values as well as actual data I think is a really 

13 fundamentally powerful position to start with.  So I thank 

14 you.  And I know that the members of the executive 

15 committee really struggled with this, as our chair has, 

16 because it's been a difficult conversation, but I think we 

17 need to move forward because it's a fair way to go. 

18  MR. WAGNER:  Thank you, Commissioner.  

19 COMMISSIONER KNABE:  I would just add -- I mean, 

20 we can take questions now if you have any of Mr. Wagner, 

21 although this is coming back on October for the actual 

22 vote.  This is an informational item only for today to be 

23 aired. 

24  And we do have some questions.  Mr. Browning and 

25 Mr. Kaufman.  
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 1 COMMISSIONER BROWNING:  John, I noticed that the 

 2 Hay recommendation included cost sharing for health care.  

 3 How did the executive committee and staff look at that 

 4 recommendation?  

 5 MR. WAGNER:  You're right.  The -- one of the 

 6 things we did is, we took the Hay Group's recommendation 

 7 to increase cost sharing to better align to the external 

 8 market.  And we looked at the recommendation and did an 

 9 analysis across the organization.  And, you know, this is 

10 an organization, Commissioner, who -- which really puts a 

11 value on health insurance, on access to health.  And the 

12 analysis we did on our -- the impact on employees was that 

13 we would have very little cost savings, under $100,000 to 

14 the organization and it would have significant impact on 

15 the employees, especially young families with kids who 

16 would increasingly bear an out-of-pocket expense.  So 

17 given that there wasn't significant cost savings, we did 

18 not move that recommendation forward. 

19  I will say that the Hay Group also made other 

20 recommendations, including introducing a tuition benefit, 

21 a tuition reimbursement benefit.  And we did not move that 

22 one forward given the value that First 5 LA has put on 

23 health and access to health insurance and also based on 

24 the internal staff survey where staff really rated health 

25 benefits as one of the highest benefits that they valued.  

 27



 1 So we took -- those are examples of how we took 

 2 those various inputs into consideration and applied our 

 3 best thinking before we made a recommendation.  And that's 

 4 the rationale behind what we brought to the board.

 5 COMMISSIONER KNABE:  Mr. Kaufman.   

 6 COMMISSIONER KAUFMAN:  I just want to make a 

 7 comment or two.  We, as executive committee members, spent 

 8 a lot of time delving into more detail than I ever wanted 

 9 to know much less needed to know.  And it was really quite 

10 extraordinary how the Hay Group presented us the science 

11 behind it, how you all, staff, took that and got some 

12 great recommendations on it.  I really do want to 

13 complement you on that.  As you started out,  you said 

14 compensation is personal.   And, unfortunately, we've had 

15 some personal bad experiences over the 15 years, some of 

16 which some of us only heard about years later that 

17 festered and caused challenges within personnel.  And so I 

18 think that the method of using an objective measurement of 

19 an individual's job expectation -- not the individual, but 

20 the seat that that person is sitting in, comparing that to 

21 locally corrected standards of what should that 

22 compensation be, give the individuals the capacity as they 

23 are here longer to change in that range a little, to have 

24 a merit-based pool where you can give people extra 

25 compensation based on their performance, and then 
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 1 correcting for disparities that have really grown up in 

 2 very obtuse ways perhaps or strange ways I think is 

 3 perfect. 

 4  And the staff have been brought along in the 

 5 sense of understanding it.  They obviously know we still 

 6 have to vote on it in a subsequent meeting, but I really 

 7 want the other commissioners who haven't spent all the 

 8 time delving into this, if they want more information, I'm 

 9 sure staff will give it to you.  I want to tell you that 

10 myself and our fellow executive committee learned more 

11 than you'll ever want to know about this.  And I'm not 

12 going to just say, trust us, because I do feel like you 

13 should verify, but I do believe that the presentation 

14 proposals are really quite sound, quite well balanced, the 

15 wisdom of Solomon came into this in many ways, and so I 

16 congratulate you on that.  

17 MR. WAGNER:  Thank you, Commissioner.  

18 COMMISSIONER KNABE:  Are there any other 

19 questions at this point?   If not, we will receive and 

20 file.  Thank you.  

21 MR. WAGNER:  Thank you, thank you all.  

22 COMMISSIONER KNABE:  All right.  Next is Item 

23 Number 6.  

24 MS. BELSHE:  Yes, sir.  

25 COMMISSIONER KNABE:  Expert panel.  
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 1 MS. BELSHE:  Yes, sir.  

 2 COMMISSIONER KNABE:  We're not experts?  

 3 MS. BELSHE:  Mr. Chair, there are a lot of super 

 4 smartie pants in LA county.  And we are lucky enough to 

 5 have a number of them come and spend a little bit of time 

 6 with us this afternoon talking about one of the key issues 

 7 we're wrestling with in the context of strategic planning 

 8 work around trauma-informed care.  Jessica, how are you or 

 9 Teresa --

10 MS. NUNO:  I'll set it up.

11 MS. BELSHE:  Are you setting up?  Okay.  And 

12 where are folks going to sit?  

13 MS. NUNO:  They're going to come to the podium 

14 and -- 

15 MS. BELSHE:  You need to lean into that -- lean 

16 into that microphone.  

17 COMMISSIONER KNABE:  Why don't you just pull the 

18 microphone towards you?  

19 MS. NUNO:  So, yes, Jessica asked me to assist 

20 with this presentation with the great panel that we have 

21 today. 

22  Commissioners, you may recall that a few months 

23 ago, you did approve a number of priority outcomes.  And 

24 one of those involved us tackling something very little 

25 called the health, mental health and substance abuse 
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 1 systems.  And within that priority outcome, you also had 

 2 some focus areas that you wanted us to look a little bit 

 3 closer to potentially invest in the future, and that was 

 4 trauma-informed care.  And we knew at that moment that we 

 5 were going to need to build our knowledge.  It's apparent 

 6 that some of us were not aware exactly what that 

 7 definition was, what it all involved, both in all -- 

 8 environmental -- in all environments of care and support 

 9 for children and families. 

10  And so we've invited a panel today to further our 

11 knowledge base on that.  It is very timely because we're 

12 developing our strategies as you are aware which will 

13 follow.  So we want to sequence to be timely even today. 

14 We'll look at this conversation from what 

15 trauma-informed care means in a clinical environment, what 

16 it means in terms of practice, and particularly practice 

17 change, policy and systems change, and professional 

18 development. 

19  We have with us in this conversation Dr. Leslie 

20 Anne Ross, who's vice president and leadership center in 

21 Children's Institute.  And we have Dr. Elisa Nicholas, who 

22 is the CEO at the Children's Clinic in Long Beach, and 

23 Dr. Sam Chan, who is the district chief in LA county's 

24 Department of Mental Health.  So we have doctors of all 

25 kinds and if we have any issues with trauma-informed care, 
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 1 also, many terms for that, chronic stress, toxic stress, 

 2 and they're going to tell us the difference across all. 

 3  So we're going to start with Dr. Chan.  

 4 MR. CHAN:  Thank you, Teresa.  There we go. 

 5  I'd like to begin by just speaking to the issue 

 6 of trauma and its effect on the brain and brain 

 7 development.  I'll start with the quote.  In infancy and 

 8 early childhood when the structure of the brain is still 

 9 immature and delicate, permanent injury is more easily 

10 produced by incorrect treatment than at any other 

11 subsequent period.  And that comes out of a medical 

12 textbook by Dr. Calvin Cutter.  He's published lots of 

13 those different medical books. 

14  Another quote, Trauma and toxic stress damages 

15 the developing brain's architecture which can lead to 

16 lifelong problems in learning, behavior, and physical and 

17 mental health.  That's by Dr. Jack Shonkoff, who is the 

18 head of the Center for the Developing Child at Harvard, 

19 one of the co-authors of the seminal, From Neurons to 

20 Neighborhoods, and has since done a lot of work in the 

21 issues of brain development.  

22 What I would draw your attention to is the first 

23 quote by Dr. Cutter was actually published in a book 

24 titled, Anatomy Physiology and Hygiene For Grammar Schools 

25 and Families, published in 1854.  And here it is, 160-year 
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 1 old book right in my hands. 

 2  And the reason I want to draw the contrast is, 

 3 wisdom prevails through the ages professionally and in 

 4 community, and it's very similar, the same conclusions.  

 5 The science has evolved, but we knew that far back what 

 6 the effects of toxic stress and stress and trauma is on 

 7 young children.  Over time, we've evolved the definition 

 8 so that, from the standpoint of the substance abuse and 

 9 mental health services administration, individual trauma 

10 results in a series of events or circumstances experienced 

11 by an individual that leads to similar things:  Physical, 

12 emotional harm, and is threatening so it has lasting 

13 adverse effects on an individual's functioning.  But the 

14 SAMHS definition goes beyond individual and really talks 

15 about it incurring in the context of community.  And the 

16 notion that individuals and families could mobilize 

17 resources in support of the community and it's the 

18 community that really has the knowledge and skills to try 

19 to understand and in some way mitigate or provide what we 

20 call communities of care along with system of care -- 

21 systems of care to support those who have experienced 

22 trauma. 

23  Trauma could be defined as poverty, continuing 

24 economic hardship.  That is another one of the major 

25 stressors that are experienced across the board by a 
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 1 quarter of the children in this country, and, in fact, 

 2 half the children in this country have experienced at 

 3 least one severe adverse experience as young children. 

 4  So that's the context in which this particular 

 5 investment area about identifying a clear definition 

 6 around the nature of trauma-informed care I think came to 

 7 this commission.  As was stated earlier, one of the major 

 8 areas of focus is to improve the capacity of health -- is 

 9 to try to improve the capacity of health, mental health, 

10 and substance abuse service providers to deliver 

11 patient-centered and trauma-informed care for children 

12 zero to five.  In the Department of Mental Health and in 

13 our particular area of focus, we have been developing, 

14 training, and promulgating a number of evidence-based 

15 practices which are part of the arena of trauma-informed 

16 care, starting with trauma focus, cognitive behavior 

17 therapy, child/parent psychotherapy, cognitive behavioral 

18 intervention for trauma and schools, or CBITS, managing 

19 and adaptive practice which focuses on kids -- a subset of 

20 kids with trauma, and then parent/child interaction 

21 therapy which is  the major one we've taken to scale 

22 through a First 5 investment over a five-year period.  

23 Just came back from a two-day conference this week, and 

24 the title was, Parent/Child Interaction Therapy For 

25 Traumatized Children.  It -- this is a particular effort 
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 1 to really focus on the needs of kids in or at risk of 

 2 entering the child welfare system and how this particular 

 3 intervention is one of the many that we're utilizing to 

 4 address.  

 5 But I think we're going well beyond, as we start 

 6 to hear from my colleagues today, this notion of 

 7 trauma-informed care being clinical intervention or 

 8 therapy, per se.  It is a community-owned effort.  The 

 9 understanding of trauma, it's effects on the larger 

10 population is profound.  In fact, we just had a discussion 

11 today in a committee I was part of that, at the root of 

12 most major mental illnesses or -- whether causal or 

13 contributory or exacerbated, is trauma.  And trauma 

14 retraumatizes for caregivers, for anybody who experiences 

15 stress of one kind or another, trauma goes out and has 

16 multiple effects on the larger population, which means it 

17 has to be a larger community investment and understanding 

18 and responding to it, particularly in the construct or the 

19 framework of building stronger families, the protective 

20 factors.  It's looking at resilience in all that we do 

21 beyond therapy and services to support families who 

22 experienced trauma. 

23  So the people who will follow me now is my 

24 colleague, Dr. Elisa Nicholas, who will really have an 

25 opportunity to go deeper on the array of issues of trauma, 
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 1 particularly in pediatric healthcare settings, but in the 

 2 larger community in which she focuses her work with her 

 3 every child grant, taking these kinds of notions to scale. 

 4 And I think then Leslie will also then talk about more 

 5 about systems and policies issues.  

 6 Like they say in Reading Rainbow, for more 

 7 information, visit your local library and attend the 

 8 upcoming trauma-informed national conference that will be 

 9 happening on October 17.  That's where people will have a 

10 much greater opportunity to hear from experts in the 

11 field, not to mention an upcoming summit that Elisa will 

12 be part of called, California's Response to Adverse 

13 Childhood Experiences that will have some of the big names 

14 in the country, like Vince Felitti, Nadine Burke Harris 

15 who have been using adverse childhood experiences, 

16 screening, and other measures to look at the risk factors 

17 in young children and then promote them getting into 

18 wellness centers and other pathways of care.  So that -- 

19 the field is so vast, so complex, I think today we're just 

20 going to touch on it. 

21  But at this point, I'd like to have Dr. Nicholas 

22 come up and share a lot more of the complexity of this 

23 area.  

24 DR. NICHOLAS:  I have a few handouts that weren't 

25 in my PowerPoint, so I don't -- we can hand those out 
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 1 afterwards.  Okay.  Forgive me because I am technology 

 2 challenged. 

 3  So thank you so much for inviting me to be here.  

 4 It's a pleasure to see some of you.  I haven't seen some 

 5 of you in a very long time.  Can you hear me all right?  

 6 So I am Dr. Elisa Nicholas, and I -- and I'm the CEO of 

 7 the Children's Clinic, serving children and their families 

 8 in Long Beach, California.  We now have nine sites 

 9 throughout Long Beach and soon we'll have 12.  We not only 

10 see children, but also see adults and are doing OB 

11 practice and GYN.  So we're really taking a family focus 

12 and serving all of our community.  We probably see one out 

13 of three low-income child or family in the Long Beach 

14 area. 

15  This is our mission, many of you know.  It's 

16 about the community.  It's about partnership.  It's about 

17 taking a social determinants of health view, not only in 

18 direct patient care, but in our other work in the 

19 community. 

20  We're very fortunate after a long process to be 

21 awarded the Everychild Bright Beginnings Initiative this 

22 year where we will be able to really transform the way we 

23 do care in our clinic system.  And I'm going to go through 

24 this and kind of tie everything into this.  It's really 

25 focusing on pregnant women and parents of children up to 
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 1 three-years old. 

 2  I was going to so many meetings in the community 

 3 where we were talking about violence and the teenager's 

 4 dropout rates.  Nobody was talking about the children and 

 5 the parents and the families from which they came.  And as 

 6 a pediatrician and a public health practitioner, I know 

 7 well that those children come out of families and 

 8 communities.  So we decided to really focus on this.  and 

 9 as Sam said, we've known this for a very long time, but 

10 now we have the brain research to address it. 

11  This is really the outline of our Every program.  

12 I don't expect you to read it.  I'll go through each 

13 section.  But it's really capacity building and 

14 trauma-informed care training, identifying our target 

15 groups, screening, assessment, and more risk 

16 stratification than interventions.  It is a pilot program.  

17 We are trying to take evidence-based practices and 

18 screening tools and try to change the culture of a system 

19 of almost 360 employees and nine sites.  And we have 

20 trained everybody in the trauma-informed care, including 

21 my billing and finance. 

22  So why this and why now?  I mean, as we've known 

23 that we had -- we know that nurturing children and having 

24 them in a safe environment is important.  But really, as 

25 Sam said, the data has been coming through and the 
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 1 American Academy of Pediatrics now actually has created a 

 2 center on child health and resiliency.  And it's a new 

 3 initiative that was just started.  And they have the title 

 4 wrong, but -- and we have policy statements.  I've given 

 5 you links to those in my handouts.  And we have journal 

 6 article after journal article really drawing the attention 

 7 to this issue. 

 8  So it was the right time.  And really where -- 

 9 who sees the children first?  And who sees the mothers 

10 first?  It's the obstetricians and it's the pediatrician.  

11 As much as I am very much for early childhood education, 

12 but they're coming to get their immunization in most 

13 communities -- that's a whole other issue -- from us at a 

14 very early age, and we are seeing them in the hospital now 

15 as newborns and we're seeing them in our clinics. We 

16 probably see 20 newborns every week in our system.  So 

17 that's why we decided to focus on this. 

18  And we're talking about toxic stress and chronic 

19 exposure to violence.  It's not that we're going to -- 

20 that we're advocating for getting rid of stress in 

21 people's lives.  I think none of us will be able to do 

22 that.  But stress is actually positive for young children.  

23 How do children figure out how to make things work?  How 

24 do they learn?  It's by not succeeding all the time.  So 

25 that is the positive stress.  You try something, it 
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 1 doesn't work, you try again.  We want children to do that.  

 2 There's tolerable stress that we all go through, death of 

 3 a parent, a divorce.  We learn from those experiences. 

 4  But when we talk about toxic stress, it is unrelenting 

 5 stress that does not let your cortical, you know, system, 

 6 that endocrine system relax and you can't go up with your 

 7 stress and then come down and relax; you're at a sustained 

 8 state.  And that is what changes the brain. 

 9  Adverse childhood events are forums of stresses.  

10 This was a study done in 1999 and, low and behold, now 

11 we're talking about it all the time.  But it was done in 

12 1999, at Kaiser with, I believe, 17,000 patients.  And 

13 Dr. Felitti, who I was fortunate to be at a very small 

14 conference with recently, said it was because he couldn't 

15 figure out how he couldn't get his patients to lose 

16 weight.  And then, when he started talking to them, it 

17 turns out they had a lot of adverse childhood events.  And 

18 he started screening for that.  And just by asking the 

19 question, you know, you've had a lot of bad things 

20 happening in your life, is this affecting where you are 

21 today, is nurturing and helpful. 

22  So we're now talking about adverse childhood 

23 events.  We screen for them in a pediatric practice in a 

24 zero to three, in Nadine's group that she works with, 

25 she's doing teenagers, but in these zero to three, you're 
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 1 not going to have those events the child can talk about; 

 2 it's the parent.  And we know the children -- you know,  

 3 as a pediatrician, the parent is as much our patient as 

 4 the child. 

 5  So why should we care?  We look at all the money 

 6 that goes to prison.  We look at all the money that goes 

 7 to school dropout and keeping children in school.  We care 

 8 because we want to prevent what's happening and to get 

 9 children on the right trajectory.  We know that toxic 

10 stress actually changes the architecture of the brain.  

11 And I urge you to go and look at the Harvard Center for 

12 the developing Child and look at Jack Shonkoff has some 

13 one-minute videos that are phenomenal.  And I would have 

14 shown them, but I had a time limit. 

15  But, basically, this is from one of them.  But 

16 you know that, if you have stress, it actually decreases 

17 those neural connections and it's really remarkable.  But 

18 there is plasticity.  I am an optimist for those of you 

19 who know me.  And it's not over at three if this happens 

20 to you.  There are things we can do if we intervene early, 

21 if we support those parents and those mothers and change 

22 the community in which they live. 

23  This is really another summary of ASIS.  I don't 

24 want to go into detail, but we know that the more adverse 

25 childhood event you have, the more poor outcomes you will 
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 1 have.  And it is amazing the things that you find in the 

 2 higher -- the higher levels, but we know there are many 

 3 people that are completely resilient and successful that 

 4 have had adverse childhood events.  So I want to emphasize 

 5 that it's not -- does not mean you will not be successful.  

 6 It means you're more likely to have decreased executive 

 7 functioning, poor judgment in the children, increased 

 8 school failure, behavioral problems, substance abuse, 

 9 increase in heart disease, which we were really surprised 

10 by, obesity, diabetes, smoking, divorce, and poverty.  And 

11 as the number goes up, so does -- so do these issues. 

12  An adverse childhood event experiences don't even 

13 measure severe trauma or going through a genocide like our 

14 Cambodian population in Long Beach.  That doesn't even get 

15 picked up in some of these.  Some of the depression and 

16 things will.  So there are some things that are left out.  

17 So when we're screening, we -- what we're devising is not 

18 only looking at adverse childhood event, but looking at 

19 other domains that I'll touch on. 

20  So we know these were the exposures.  I mentioned 

21 them already.  And then the children of people who have 

22 had adverse childhood events, they do not -- they have 

23 more anxiety and depression and withdrawal. 

24  So, you know, when I see a child now, you know, 

25 we're trying to train everyone to look and look at 
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 1 interaction, look at the child, and when the child comes 

 2 in at six and the parent says they're not doing well in 

 3 school.  I don't automatically assume they have a learning 

 4 disability.  You know, it may be that they're living in 

 5 poverty.  It may be that they're seeing their mother being 

 6 beaten up by their father every night.  It may be that 

 7 they're in a garage with six other people and they're not 

 8 sleeping.  And you can't do well in school if you're not 

 9 sleeping. 

10  So it's really trying to change the lens of all 

11 who touch children.  We're just starting with our 

12 practice, our medical practice.  But my dream is to spread 

13 that throughout the other domains that are touching out 

14 children. 

15  So where do we begin?  Building protective 

16 factors and resilience.  And these are the five protective 

17 factors.  There is resilience.  There are ways to build 

18 resilience.  And there are ways to teach skills.  You 

19 can't just, as I say, blah, blah, blah to the parents.  

20 You have to give them skills.  You have to use 

21 motivational interviewing.  You have to listen to them.  

22 And what my big fear is with our EHR we'll be checking off 

23 boxes that we've done it all, but we're not actually even 

24 going to be looking.  And what we have to role model is 

25 not looking at your phone or computer screen as a parent 
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 1 or as a doctor, but looking at that parent, looking at 

 2 that child, picking up that child and hugging them and 

 3 showing the mother what she needs do, too. 

 4  I don't know if you realize that you can now 

 5 carry a child from the car seat that you sit -- no, the 

 6 seat you have in the house for babies.  What are those, 

 7 baby carriers?  You can now take that baby carrier, you 

 8 can take the baby in the baby carrier, put them in their 

 9 car seat, okay, without touching them.  Then take that 

10 baby carrier, take them out of the car seat, and put them 

11 in a stroller without carrying them. 

12  Don, with your grandkids, we used to have to pick 

13 them up between those different things.  And with my kids, 

14 you had to pick them up.  You can now not even touch the 

15 baby.  That's been my new realization as a great auntie.  

16 COMMISSIONER KNABE:  Why are you picking on me?  

17 DR. NICHOLAS:  You're a grandpa, for your grand 

18 kid.  I know you love your grand kids. 

19  So, social connections.  I think social isolation 

20 is one of the biggest problems we have in our community.  

21 I've been saying this for years.  People are isolated.  

22 Support in times of need and knowledge of parenting, but 

23 really knowledge and skill building and social emotional 

24 competence. 

25  So I'm first going to talk a little bit about the 
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 1 training and education that we're doing within our EBBI 

 2 grant, which was funded by the Everychild Foundation, and 

 3 I want to thank them publicly.  We're training all our 

 4 staff is in trauma-informed care.  We had Cheryl Sharp 

 5 from the National Council of Behavioral Health in 

 6 Washington, DC, come out and spend two full days with us.  

 7 We are -- did more intensive training with those who come 

 8 in contact with patients, and we also invited our advisory 

 9 committee and leadership in the community to join us for 

10 that training. 

11  This is our advisory council.  And, again, it 

12 takes a community to address this issue, and we have been 

13 so blessed in Long Beach to have all these different 

14 groups at the table.  We have domestic violent, the police 

15 chief, McDonnell, who's running for sheriff, has been at 

16 all our -- our visits and is a great supporter, the 

17 hospitals, Head Start, the school district, Assemblywoman 

18 Bonnie Lowenthal, now she's going to be not an 

19 assemblywoman soon.  She's agreed to join us and help us 

20 with advocacy on these issues and policy.  So we're very, 

21 very thrilled. 

22  This is the definition of trauma-informed care.  

23 And I'm sure there are many others because there are 

24 numerous groups and numerous people doing training on 

25 this.  It's really an emerging national means of 
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 1 recognizing the impact of past trauma and really how to 

 2 develop coping mechanisms with that, but provide a 

 3 nurturing and safe home environment.  And as Sam said, I 

 4 mean, if a -- if a mother wasn't nurtured herself, it's 

 5 not very easy for her to nurture.  So I feel we have to 

 6 nurture the mothers, too, and give them skill sets. 

 7  Now I'm going to show you this video if I can 

 8 figure it out.  And it's a few minutes long.  And I told 

 9 Teresa I'd talk really fast so we could watch it because 

10 it's very simple and I hope you like it as much as Sam and 

11 I like it. 

12  We show this to all of our staff at our staff 

13 meeting as a kind of refresher of what our trauma-informed 

14 care training was.  

15 (Video plays) 

16 DR. NICHOLAS:  So I hope you like that.  I call 

17 it, changing the lens.  And now I try to ask my patients, 

18 you know, we -- we've sent someone to a care manager 

19 because they weren't getting their child's glasses.  And 

20 everyone is, why aren't you getting glasses, why aren't 

21 you getting your child the glasses.  And we -- they get to 

22 a case manager that's trauma informed by nature, and this 

23 care manager said, is there something happening in your 

24 life that's keeping you from getting your child their 

25 glasses?  Turns out, this woman was a victim of domestic 
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 1 violence for many years, she was kicked in the stomach, 

 2 pushed down the stairs, had a miscarriage, was in the 

 3 hospital, had a D and C, nobody picked it up.  Nobody 

 4 picked it up, nobody asked the question until this care 

 5 manager who was intuitively trauma informed, because it's 

 6 really empathetic, asked her that question and she told 

 7 her her life story.  And now they're doing much better.  

 8 We've linked them into all services and they recently got 

 9 a shopping spree as a family, and it's changed their 

10 lives. 

11  So just changing the lens and teaching people to 

12 think what is happening in their lives.  And if we could 

13 do this is in the school district, if we could do this is 

14 the police force, if we could do this in all the providers 

15 in town that touch these lives, we would make a huge 

16 difference. 

17  But what you have to do is recognize that, as 

18 you're doing this, you have to have support systems to 

19 address those issues that you reveal and you have to 

20 realize you're going to have members of your organization, 

21 the workers, the on-the-line people, that are going to 

22 have vicarious trauma because they may have been 

23 traumatized.  So you have to build a support system.  So 

24 this part of the training is taking much longer than we 

25 thought when we wrote the grant.  It's taken twice and 
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 1 maybe three times as long as what we thought because it is 

 2 so important.  You can't, as I say, plant the seed if the 

 3 ground is not fertile.  You can't identify these issues 

 4 and try to intervene if you don't have the support system 

 5 to address them and to address your staff's trauma.  Many 

 6 of my staff have written me and thanked me for doing this 

 7 training because they now realized what they went through. 

 8 So these are the domains that we are looking at 

 9 with trauma informed care.  We're currently in a learning 

10 collaborative with the National Council For Behavioral 

11 Health.  We're picking three of them.  We're picking the, 

12 creating a safe and secure environment, training our staff 

13 and engaging in community outreach and partnership 

14 building.  But we'll be touching on all of these.  We'll 

15 be changing our policies and procedure.  

16 And, again, these are the principles, and I added 

17 changing the lens because I really think that's so 

18 important.  But in the long run, it will save the 

19 providers time because they won't be going in circles 

20 trying to figure out how to get this patient to be 

21 compliant or to have them improve their health because 

22 they'll be identifying these things.  But it's going to 

23 take time to convince them of that.  So it is a learning 

24 process and it's a mutual learning process between the 

25 families and those that care for them in our system. 
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 1  So the screen -- the target population I 

 2 mentioned already. 

 3  The screening that we're doing is -- some of 

 4 these we've already been doing, the developmental 

 5 screening, the modified check list for autism, the MCHAT.  

 6 Open-ended probing questions, has anything scary or 

 7 frightening happened to you since we last saw you.  

 8 Just an open-ended question.  And then maternal depression 

 9 questions at each visit.  We've all been getting a lot of 

10 training in maternal depression and we have extra social 

11 workers and psychosocial support built in to this grant 

12 that we will be giving both in-home and in-clinic therapy, 

13 but also bringing in our partners that are funded, many 

14 from First 5 and mental health, to do the evidence-based 

15 therapies.  Some will be based in our clinic and some will 

16 be out in the community. 

17  But, as you know, with our population, many of 

18 them don't want to go to mental health providers because 

19 of the stigma.  And if we make it part of the pediatric 

20 visit, it's less stigmatized because people don't think -- 

21 it's not stigmatized to go to the pediatrician. 

22  The other is that we've developed a screening 

23 questionnaire that we're now testing that gets at all 

24 these different domains.  I mean, we found out that 30 

25 percent -- 30 percent of our patients have food 
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 1 insecurity.  We're tracking their early literacy.  We know 

 2 they have crowding and housing is the -- I've said this 

 3 many times.  It's probably one of the biggest problems 

 4 because it's the hardest one to solve.  Perinatal social 

 5 support, parental self-efficacy, parent/child attachment, 

 6 child development, interpartner violence and trauma and 

 7 maternal depression -- well, it got left off, but that's a 

 8 very big focus of our -- of our program. 

 9  And we have new partnerships with Su Casa and the 

10 women's shelter in Long Beach for the interpartner 

11 violence and have a Blue Shield grant that's also helping 

12 us on that. 

13  So then the interventions are really -- what will 

14 happen is, we'll screen them in the pediatrician's office, 

15 we'll risk stratify them, we will note if they're moderate 

16 or high risk, and we're kind of color coding the 

17 questionnaire.  And patients actually are very good at 

18 doing their own questionnaires.  It's probably better if 

19 we don't ask them these questions in person, but we -- 

20 everyone will be trained in how to present the form -- the 

21 tool to them.  Most of our parents, if we tell them we're 

22 trying to help the whole community and them and we know 

23 that many people have things going on in their lives and 

24 we're not here to judge, we're here to just help them if 

25 they want the help, I think we'll -- I know with my 
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 1 patients we'll get good response. 

 2  So the ones that we think are medium high risk 

 3 will go to a mental health provider, an LCSW, and get more 

 4 in-depth screening and will then placed into the different 

 5 programs that we're developing.  Everybody will be offered 

 6 things in the community.  We're -- infant massage, 

 7 parenting classes, and then linking them to all the other 

 8 resources in the community, many that are probably funded 

 9 by you also. 

10  So that's kind of where we're going. 

11  So I think one thing I want to commend you for 

12 putting this in your strategic plan.  I think it's very 

13 forward thinking.  I was thrilled when I heard about it.  

14 And I -- what we need to do is, try to make this so the 

15 systems kind of all give the same message and at the same 

16 approach because, if you're touched in the same way at 

17 many different places, it will be more healing.  We need 

18 to focus on building the resiliency, training on 

19 trauma-informed care in multiple sectors.  And I've had 

20 many clinics come up to me and say they want to do what 

21 we're doing, but I said, wait, I just started less than 

22 six months ago.  I do -- the goal is for us to try to get 

23 another grant to develop the tool kit, training, maybe a 

24 learning collaborative, but something to share with other 

25 people what we've learned.  Because we're learning a lot 
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 1 and we're going to continue to learn a lot.  

 2 We'll be developing systems and policy/procedures 

 3 for trauma-informed care, really recognizing the role of 

 4 vicarious trauma on staff and patients, expanding the 

 5 integrated behavioral health in the medical home.  The 

 6 home visitation programs -- and we're a Select Home 

 7 Visitation site, it's a little slow getting started, but 

 8 we're also doing some home visiting for those patients 

 9 that are not in the program that First 5 is funding.  We 

10 don't duplicate, we compliment, and then having a 

11 coordinated approach to these issues.  And then really all 

12 those other groups that support -- we have a medical/legal 

13 partnership.  And part of the reason for doing this also 

14 and all the DV work we've been doing is that we would be 

15 referring many peoples with Legal Aid Foundation of LA 

16 County.  And we would refer patients for all different 

17 kinds of issues.  And when they saw the lawyer, 70 percent 

18 of them had domestic violence in their home.  70 percent.  

19 we referred them for housing, for food, for school issues.  

20 So we know that's a huge issue.  And having the 

21 medical/legal partnership referring them to the DV and the 

22 IPV services really linking them to evidence-based 

23 therapies, both within the center or without and substance 

24 abuse and really supportive services that are 

25 strengthening the families, community safety, the schools, 
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 1 and all the things that you all know about. 

 2  So I kind of modified this.  It's easier to build 

 3 strong children than to repair broken men and women. I 

 4 really commend you for your work.  I'm thrilled that you 

 5 asked me to come.  I look forward to working with you on 

 6 this.  It's really very near and dear to my heart and 

 7 really one of the most exciting things that I've done in 

 8 the last ten years.  So thank you.  

 9 COMMISSIONER DENNIS:  Thank you.  

10 DR. NICHOLAS:  Oh, and I want to thank Morrie 

11 Inkolis (phonetic spelling) who is also here.  She's our 

12 evaluator.  Ann all my staff.  Thank you.  

13 COMMISSIONER KNABE:  Dr. Nicholas, I have 

14 pictures of my grand kids if you want to see them.  

15 DR. NICHOLAS:  I know you do.  

16 COMMISSIONER KNABE:  Next?  

17 MS. NUNO:  Now, Dr. Ross.  

18 MS. ROSS:  Okay.  Good afternoon, everybody.  I'm 

19 very thrilled to be here.  I have a few handouts.  

20 So much information as you can already see on 

21 this topic that I thought that I would give you some 

22 resources so you could do some more information gathering 

23 on your own. 

24  So I'm with Children's Institute in Los Angeles.  

25 I'm part of the leadership team there.  And for those of 
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 1 you -- I'm guessing most of you are familiar with CII, but 

 2 we've been around for more than a hundred years.  In fact, 

 3 I think that book might have been one of our original 

 4 books that we used for our early staff.  I have say, I 

 5 have not been there for all 104 years, but it feels like 

 6 it sometimes. 

 7  So CII is a very large community mental health 

 8 organization.  We serve about -- over actually 20,000 

 9 children and families a year in centers across the city of 

10 Los Angeles.  We have a number of large campuses and we 

11 are in the process of developing an even bigger and better 

12 one in Watts, which will, hopefully, will be happening 

13 over the next few years.  And my role at CII, I've been 

14 involved with the National Child Traumatic Stress Network.  

15 CII has been a funded and CTSN site for about ten years.  

16 And for those of you who might not be familiar with CTSN, 

17 they were established as part of a congressional 

18 initiative.  That's another SAMHS-funded program in 2001 

19 to improve the quality of care and access to services for 

20 children and families exposed to trauma. 

21  Now, because CII has been part of the network for 

22 so long, we have been involved in this trauma-informed 

23 practice development for -- for a decade now.  So what 

24 that means is that we have been implementing many of these 

25 policies for a long time.  So I'm hoping that I can shed 
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 1 some light on how we expand this into some larger arenas.  

 2 I think one of the challenges that was so well highlighted 

 3 by Dr. Nicholas is just how complicated this is just to 

 4 try to and wrap your brain around what is child trauma, 

 5 what is a trauma-informed practice, what does that look 

 6 like.  And then how do you apply it in community mental 

 7 health, in child welfare, in the schools.  And this is one 

 8 of the most challenging questions. 

 9  So one of the documents that you have in front of 

10 you is something that NCTSN has put out on understanding 

11 child trauma.  And there's some information about the 

12 network if you're not familiar with it.  But I did want to 

13 focus in a little bit because I think it's not really been 

14 discussed at length on the impact of trauma in early 

15 childhood.  So we're talking about zero to five.  And one 

16 of the handouts that you have really begins to look at 

17 some of the issues pertaining to early childhood.  I think 

18 we often -- there's such a divide between services 

19 provided for adults and services provided for children.  

20 And I know that it's been certainly a frustration of mine 

21 over a number of years coming from a child serving 

22 organization, that there's very little resources to 

23 support the adults.  But what we know about early 

24 childhood trauma, particularly zero to three, is that the 

25 wellness -- physical and psychological wellness of the 
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 1 caregiver is in some ways almost more important than any 

 2 therapy we can provide to the child.  So the healing 

 3 actually is relational and it occurs between the caregiver 

 4 and the child.  I think this is something that we don't 

 5 focus in on enough on in our child welfare systems in 

 6 supporting foster parents and training them on what is the 

 7 impact of trauma. 

 8  I had the wonderful opportunity to participate in 

 9 a national learning collaborative with our partners at 

10 Metro North looking at placement -- improving placement 

11 stability for very young children by looking through a 

12 trauma-informed lens.  And it was so eye opening for me, 

13 not coming from a child welfare organization, to see how 

14 challenging it is to implement some of these ideas that 

15 we're talking about.  And one of the things that we have 

16 to grapple with is the bottom line, always.  Whether we're 

17 community mental health, whether we're child welfare, or 

18 in the schools, we have to balance how much time to do our 

19 staff get to actually do their work and how much time do 

20 they get to take care of themselves, what is caseload 

21 balance.  One of the things that's been discussed here 

22 already today is this idea of provider self care.  That's 

23 something that I want to speak into a little bit more in a 

24 minute. 

25  But I think it's very challenging to look at 
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 1 caseload balance in terms of trauma-informed organization 

 2 because we have a bottom line that we have to attend to.  

 3 And unless from a policy perspective, we create a little 

 4 bit of flexibility in our funding streams such that these 

 5 large organizations have the capacity to support their 

 6 staff to actually do their job in a trauma-informed way, 

 7 it's going to be very challenging to really implement 

 8 trauma-informed practice across systems. 

 9  Some of what I have handed out, I only have a 

10 couple of copies of these, but I'm going to be sharing the 

11 links if you want to look at them later.  This is a policy 

12 brief, Child Traumatic Stress - What Every Policymaker 

13 Should Know, from NTCSN.  And, again, a lot of 

14 information, but I think it will give you some idea of 

15 some of these conversations that are happening at a 

16 national level. 

17  So going back to CII, we had the good fortune to 

18 participate in some learning collaboratives as part of 

19 NTCSN.  And many of the models that have been mentioned 

20 today have actually grown out of that organization, such 

21 as the child/parent psychotherapy, trauma-focused CBT, the 

22 cognitive behavioral intervention for trauma in schools, 

23 and there's a number of other of those types of models 

24 that have come out of NTCSN.  So we actually have been 

25 implementing many of those models since 2005.  So we've 
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 1 had a lot of experience, not only in training staff, 

 2 dealing with staff turnover, looking at cultural 

 3 adaptations for these models because it's not a 

 4 one-size-fits-all, and also beginning to identify what are 

 5 the gaps in training.  You know, I noticed, in terms of 

 6 your agenda, there's so many different areas that you are 

 7 trying to address.  You're talking about protective 

 8 families -- protective factors for families.  So looking 

 9 at the families.  Well, how are we as a system being able 

10 to do that.  So one of the issues is being sure that we 

11 can at least assess for families what is the trauma 

12 exposure and where is trauma recovery for the caregivers, 

13 right, if we're looking at very small children.  Are we 

14 doing enough to do training?  So I think it's wonderful to 

15 be able to be in a medical setting where you can actually 

16 provide as a standard course of training and information 

17 for parents understanding the impact of trauma and what 

18 does at that mean. 

19  We all experience trauma.  But the issue here is, 

20 what is the response to it.  So what we know about a lot 

21 of the protective training and models in early childhood, 

22 again, it's back to that relational interaction.  So it's 

23 not so much being exposed to trauma that is critical for 

24 child but it's the caregiver and the community and the 

25 families' response to that trauma. 

 58



 1  So when we have kids that grow up and don't 

 2 recover from trauma and end up in the child welfare system 

 3 and then age out and become pregnant or homeless or in the 

 4 juvenile justice system, in part it's because they don't 

 5 have those protective factors. 

 6  So how are we in our policies creating a holding 

 7 environment, if you will, for these children?  What can we 

 8 do to address that?  So we're moving in the right 

 9 direction.  And I think, you know, some of what was 

10 mentioned already is this idea of a learning 

11 collaborative.  And I would like to think it would be 

12 wonderful to create communities of learning, not just 

13 these sort of isolated siloed learning collaboratives, but 

14 also, are we doing some cross-system collaboration so that 

15 we are informing each other, so that we are working 

16 together to address these problems instead of keeping them 

17 very silence. 

18  One of the great advantages that I have had in my 

19 work with NCTSN is I've had the opportunity to work in 

20 child welfare, I've had the opportunity to do trainings 

21 for -- in LAUSD or in other -- you know, for DMH and other 

22 kinds of organizations about or trauma-informed care.  And 

23 I know that one of the keys is to begin to break down the 

24 silos so that we can all be on the same page.  If you 

25 begin to do a little bit of research about trauma-informed 
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 1 practice and trauma-informed care, there's so many 

 2 different ways to describe it and to define it and to 

 3 address what do you do.  And I think we need to come to 

 4 some kind of collaborative agreement about what the 

 5 priorities are and what the agenda should be.  I don't 

 6 know that there is exactly one right way because, just 

 7 when we figure out what that is, there's going to be new 

 8 evidence that's going to suggest now it needs to actually 

 9 be like this. 

10  So how do we as policymakers in the community 

11 come up with, as I said, guidelines and priorities about 

12 what we can do with this information? 

13  So the other thing that I also wanted to mention 

14 in terms of one of your priority focuses areas, is the 

15 early childhood education system.  Rarely are we 

16 addressing childhood trauma for our early childhood 

17 teachers.  At CII, we have many, many different programs 

18 where we are providing different kinds of educational 

19 opportunities for young children and we have consultation 

20 provided by our trauma specialists, our clinical 

21 specialists, for those -- those teachers in the classroom 

22 so that, not only can we provide support for them, but 

23 even do some reflective supervision for those teachers to 

24 help them cope with their own exposure to the trauma.  

25 We've also been called in by LAUSD to do the 
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 1 same.  Can we provide some support for teachers to help 

 2 them not only manage their own level of stress, but their 

 3 exposure to trauma in the classroom, being in a violent 

 4 neighborhood, having a shooting at their organization.  

 5 You know, I can't tell you how many times I personally 

 6 have been called in because it's work that I do to child 

 7 welfare settings, to school settings, to do some of this 

 8 critical incident debriefing with staff where there's been 

 9 and incident and there's so few resources for them.  It's 

10 one of the reasons I get called in, because I usually do 

11 it for free. 

12  But are we providing some support for all of our 

13 systems?  When we talk about what is trauma-informed care, 

14 it's not just the children and families, it's also every 

15 single one of us that come into contact with these clients 

16 and these communities where there's challenges. 

17  So, again, would I invite you to consider, how do 

18 you address this across systems?  How do we begin to 

19 bridge the communication and support each other in this 

20 work and look above to our funding streams and help them 

21 come on board so the trauma-informed practice and 

22 trauma-informed care also includes, how do we support 

23 this?  You know, we've learned so much in the last few 

24 decades about the impact of trauma and we're trying to 

25 shift our systems to address that, but we're not really 
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 1 looking at our funding streams and we're not really 

 2 looking at how can we create practices within 

 3 organizations that are going to be supportive. 

 4  Quite a bit of the work and that I've done -- and 

 5 I'm going to give you some more handouts -- over the last 

 6 five years has to do with secondary traumatic stress and 

 7 workforce development.  So this is just a policy brief 

 8 looking at that, at workforce development.  And then I 

 9 also want to hand out -- this is a wonderful edition of CW 

10 -- Child Welfare 360, that is devoted entirely on 

11 secondary traumatic stress.  It's a fairly recent 

12 publication from 2012. 

13  But right now, the solution to -- to provider 

14 distress is -- actually, at NCTSN, I co-chair a national 

15 collaborative group on this topic.  So we did a survey at 

16 NCTSN of all our NCTSN sites on this topic, and it was 

17 over a hundred sites.  And we asked them, do you have 

18 secondary traumatic stress in your organization.  98 

19 percent of them said yes.  We asked them, well, what do 

20 you do about them?  About 50 percent of them said, well, 

21 we refer staff.  If they need it, they can go to the EAP 

22 program.  So then we asked the question, do you know -- do 

23 you even know if your EAP providers have even one hour of 

24 training on how to provide support for staff who are 

25 experiencing secondary trauma.  Most of them certainly 
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 1 didn't know, and the general answer to that is that EAP 

 2 providers don't have that training because it's not 

 3 readily accessible. 

 4  So when you talk about this notion of 

 5 trauma-informed care, where are we looking?  If our 

 6 providers are not being well cared for, how can we offer 

 7 the best practice that we want to see.  So when you go out 

 8 and begin to do training in the community, which is an 

 9 essential piece of this trauma-informed practice, we need 

10 to train our providers.  Right?  The message we're giving 

11 them is, oh, you just go out and do some relaxation and do 

12 some of these self-care things and then you'll be okay.  

13 Right?  But where do we hold ourselves accountable as 

14 organizational leaders or policymakers where we are 

15 providing, where we're having more of an open dialogue 

16 from the top down and the bottom up about finding 

17 solutions to real best practice in terms of supporting 

18 providers. 

19  I only have a couple of minutes left and I just 

20 want to say that I think, in terms of coming up with an 

21 agenda and policy, it's really critical that we break down 

22 some of these silos, that we begin to have broader 

23 conversations about the impact of trauma-informed practice 

24 and how we can support our families, how we can increase 

25 education.  One of the things that we do at Children's 
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 1 Institute as well is we also have a core curriculum so 

 2 that ever staff member is learning not only about the 

 3 impact of trauma, but also learning about self care.  And 

 4 I think we need to be able to broaden these training 

 5 opportunities, identify ways that these systems can 

 6 support each other and to build bridges and to be able to 

 7 work together to find these solutions. 

 8  Thank you.  

 9 COMMISSIONER KNABE:  Thank you.  

10 MS. NUNO:  Panelists are available for any 

11 questions that you may have.  And as I said, this will 

12 inform our strategy development that's in play, including 

13 your suggestion and direction for us to unpack that part 

14 of our strategy development a bit more.  

15 COMMISSIONER KNABE:  I guess the only comment I 

16 had, we received a lot of information this afternoon.  

17 Part of my brain's going to have to disseminate that 

18 before I can come up with a quality question.  

19 Seriously, I mean, it was a very informative.  

20 And, obviously, I'm very familiar with Dr. Nicholas' work 

21 and been a partner with her for a long time.  And to the 

22 others, I appreciate you taking the time to do that. 

23  Are there any particular questions at this point 

24 in regards to the presentation, other than a hearty thank 

25 you to our presenters?  
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 1 Yes.  

 2 COMMISSIONER BOSTWICK:  Not a question.  Just a 

 3 thank you.  That was really, really informative.  It's 

 4 almost overwhelming in some places when you're hearing all 

 5 this information.  Right at the very end, you really were 

 6 wrapping up some of those pieces, thinking this should be 

 7 happening here, there, everywhere, talking about the 

 8 infrastructure. 

 9  And it just so happened today I had to send one 

10 of my staff for EAP because a very traumatic event that 

11 happened to her.  And now I'm thinking, are they trained.  

12 And I have no idea.  So you've just really sparked so many 

13 of my neurons right now.  So thank you all very, very 

14 much.  

15 MS. NUNO:  Thank you.  I want to thank them as 

16 well.

17 COMMISSIONER KNABE:  Just in regards to that, 

18 obviously, an issue that I've been involved with the last 

19 two-and-a-half, three years is child sex trafficking 

20 issue, and trying to deal with those kinds of issues.  

21 And, obviously, the biggest piece of all that, as you look 

22 at back and go back to the very, very beginning, are 

23 traumatic experiences.  I mean, the young girls that have 

24 survived this are absolutely heroes.  I mean, they have 

25 been to hell and back.  And most of it's based around 
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 1 trauma from a very early age and the vulnerability when 

 2 they hit that age that they can be potential victims.  

 3 DR. NICHOLAS:  One comment.  

 4 MS. BELSHE:  Elisa, a microphone please.  

 5 DR. NICHOLAS:  Sorry.  I don't know if you've all 

 6 heard of epigenetics where the environment, certain 

 7 viruses can actually change your gene makeup and unmask a 

 8 gene that wouldn't have been -- wouldn't have manifested 

 9 itself.  So there's data that shows that some of these 

10 traumas can be passed from generation to generation.  And 

11 I think we have to be very careful not to condemn a whole 

12 community to not being successful because it's going to be 

13 passed through. 

14  So I want to say that publicly.  And Jack 

15 Shonkoff has spoken to this and there have been editorials 

16 in the New York Times about this, that it is -- it changes 

17 your brain architecture.  It actually can change your 

18 genetic makeup.  But there is plasticity in the brain, and 

19 I truly believe we can break these cycles.  So I think -- 

20 it makes it even more complicated.  

21 MS. ROSS:  On that note, I also want to say that 

22 there's a huge amount of evidence on post-traumatic growth 

23 that shows that overcoming trauma actually can enhance 

24 your wellbeing.  

25 But one thing that I forgot to mention -- and I 
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 1 know this is very important to SAMHS right now is really 

 2 paying some attention to military families and the trauma 

 3 that they are experiencing.  And that's one of the thing 

 4 CII just held a conference last month focusing on trauma 

 5 and military families here in Los Angeles, a patriotic 

 6 call.  That's a very big agenda item for us as well.  

 7 COMMISSIONER DENNIS:  The only thing I wanted to 

 8 say is that, as I was listening to the different 

 9 deliveries, and we have this in this mental health, health 

10 section.  It actually permeates through all the areas.  

11 And I think the challenge for us as well as staff is to 

12 show the connecting threads in ECE, in communities, and in 

13 the other areas.  So I mean, that really came to light 

14 very quick.  And how we do that, I think it going to be a 

15 challenge because, obviously, we can't talk about the work 

16 we do in our Best Start communities unless we start 

17 talking about trauma-informed care.  We can't talk about 

18 Early Head Start and what we're doing in ECE unless we 

19 talk about trauma-informed care. 

20  So I think that's just a challenge for staff.  

21 I'm just bringing it out there, not that I'm going to do 

22 the work, but I'm just letting you know, you've got some 

23 more work to do as we refine our strategies and insure 

24 that our strategies aren't disconnected but are 

25 interconnected.
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 1 MS. NUNO:  Yes.  And I think you -- the point 

 2 that all of you have made, including the supervisor is, 

 3 you know, in just listening and taking all of this in, we 

 4 want to acknowledge how prominent this area is evolving.  

 5 It's not new, but it's prominence in today's care and 

 6 support and how vast it really is.  And we've tackled -- 

 7 we've determined to tackle that and affirmations in terms 

 8 of how staff have done an extensive job of trying to 

 9 narrow this and reign this is in a little bit.  And 

10 affirmation around the learning, establishing or starting 

11 from a learning agenda perspective is one way that was 

12 affirmed today as well.  

13 COMMISSIONER KNABE:  And you're also starting to 

14 test the elasticity of my brain.  

15 Jane?  

16 COMMISSIONER BOECKMANN:  I just wanted to say, 

17 I've been on this commission since it started and it's the 

18 first time it made me cry.  I was so touched.  And 

19 anything that we can do to help, I would really like to.  

20 COMMISSIONER KNABE:  Absolutely.  All right.  

21 Thank you. 

22  Anyone else?  

23 COMMISSIONER AU:  I echo everyone's comment.  And 

24 I guess we're back to -- I appreciated Dr. Ross's focus on 

25 really -- really having to attend to the environment or 
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 1 the caregivers.  Because, with very young children, you 

 2 know, they're essentially dependent on the environment, on 

 3 the caregivers.  And I -- I believe that for me what was 

 4 flashing in my head is the recollection of what I did with 

 5 the very close friend of my daughter's who was dealing 

 6 with a child that was experiencing the effects of puberty 

 7 and autism and struggling with that.  And I -- I -- what 

 8 flashed in my head was, in spite of.  And in some ways, we 

 9 -- unfortunately, when trauma occurs, it's -- we can't 

10 undo it.  But the question becomes, in spite of, what is 

11 it that we can do as a community in -- in support of that 

12 -- that child and to insure that they do eventually 

13 overcome and heal and become stronger. 

14  So I thank you.  It was so much information I'm 

15 just -- my head is just so full, but thank you very much.  

16 COMMISSIONER KNABE:  All right.  Anyone else? 

17 Okay.  Thank you.  Thank you to our panel and 

18 thank you, Teresa, for putting it all together.  Thank you 

19 very much. 

20  Per rules and regulations of this fine 

21 commission, it is now time for your athletic break.  

22 MS. BELSHE:  Ten minutes.  

23 COMMISSIONER KNABE:  Ten minutes.  

24 (Brief recess.)

25 MS. BELSHE:  If folks could take their seat, 
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 1 please.  That was not a cackle; that was a shush.  I can 

 2 try and cackle.  

 3 COMMISSIONER KNABE:  Please, don't.

 4 MS. BELSHE:  Raul, maybe you can shut the door to 

 5 signify the hour of 3:28 upon us. 

 6  Ms. Jessica K.  

 7 MS. KACZMAREK:  Good afternoon, Commissioners.  

 8 So we are continuing our work on strategic planning this 

 9 afternoon.  And it is very hard to pivot after our 

10 presentation from our esteemed panel, but we will press 

11 forward. 

12  As we shared with you just over two weeks ago 

13 now, we are working on a series of conversations with you 

14 as our board on our emerging programmatic strategies, and 

15 we continue that discussion today.  What we are going to 

16 be sharing with you is the process and how it's unfolded 

17 since our last discussion on the 28th and what staff has 

18 done in this period of time to help continue to bring 

19 greater focus and clarity to our strategies and to the 

20 role that we will play in advancing that work going 

21 forward into our next strategic plan. 

22  I do want you to have a sense that this has been 

23 very robust work for the organization.  It's been very 

24 spirited and tough.  We've had some very tough 

25 conversations among our colleagues.  And it just reflects 
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 1 the challenges ahead of us as an organization as we 

 2 continue to identify how we will make an impact for 

 3 children in LA county. 

 4  And so Steven will provide that update for you 

 5 and where we're at and some of the work that will continue 

 6 as we head into the next conversation at the programming 

 7 and planning committee meeting scheduled for the 24th. 

 8  And then we will also provide for you all an 

 9 overview of the remaining what we're calling now the home 

10 stretch for this phase of strategic planning, which will 

11 culminate in plan being approved by you all in November. 

12 So with that, I will turn it over to Steven.  

13 Thank you.  

14 MR. LAFRANCE:  Thank you.  Thank you very much, 

15 Jessica.  And good afternoon, Commissioners, staff, and 

16 members of the community.  I am very excited in fact to 

17 share with you the direction the strategies are moving in 

18 relative to the areas of focus and priority outcomes in 

19 the profound context that was just set for us, the very 

20 moving and informative and inspiring context that we just 

21 heard from the panel knowing that the work that First 5 LA 

22 has determined will be the -- part of the hill it wants to 

23 own in our communities.  I'm really thrilled to be sharing 

24 with you where the work has gotten to in our strategy 

25 development process. 
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 1  To ground ourselves in a moment for -- as to 

 2 where we are in the process overall, here's our familiar 

 3 road map.  I want to call out simply a few details 

 4 regarding some of the aspects of the work that have 

 5 shifted a little bit back in time, will not affect the 

 6 delivery of the plan in November as we -- as we've 

 7 discussed, but the values and mission work will happen a 

 8 little bit later in October.  Community meetings are all 

 9 schedule and had planned and will be done by the October 

10 9th commission meeting.  The resource implications work is 

11 underway and will continue into October.  And as a 

12 function of the community meetings continuing into 

13 October, the strategy refinement work will continue into 

14 October. 

15  So to provide a quick overview of the strategy 

16 development process, we have built out what you've seen 

17 previously as the steps in the process to show that the 

18 work will continue through the October -- through to the 

19 October 22nd program and planning committee special 

20 commission meeting, at which point we will be really 

21 looking at kind of final strategies, but also some what 

22 we're starting to call anchor activities within the 

23 strategies.  The resource allocation work will flow from 

24 the strategy development work and will begin to become 

25 part of the commission conversations alongside the 
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 1 strategy decision making starting with the September 24 

 2 program and planning committee and special commission 

 3 meeting. 

 4  I'd like to move us into a review of the emerging 

 5 programmatic strategies, the revisions and refinements 

 6 that we've completed to date focusing particularly on 

 7 progress since August 28.  I'm grounding us in this slide 

 8 in the priority -- I'm sorry -- the outcomes and focus 

 9 areas that the commission approved in the June 30th 

10 retreat.  However, the text in red identifies 

11 recommendations that staff have made with respect to some 

12 language changes that staff and the consultant team feel 

13 reflect helpful, useful, and focusing refinements to both 

14 outcomes as well as the outcome in the ECE systems area as 

15 well as some of the focus areas, and we've reviewed these 

16 in the PPC meeting, and so I won't go over them in detail.  

17 We'll come back to some -- an additional refinement that 

18 staff are proposing and I'll focus on that as we get more 

19 into the presentation. 

20  So, specifically, to describe the work that has 

21 been done to focus and clarify the work, we have 

22 endeavored to refine and make consistent the language for 

23 the strategies, specifically to better articulate First 5 

24 LA's role, and that is guidance that the commission gave 

25 us in the August 28th meeting, was to clarify in the 
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 1 articulation of the strategy itself what First 5 LA's role 

 2 would be, and in so doing, we would achieve greater 

 3 focused. 

 4  We also have been reflecting on the scope of 

 5 First 5 LA's work in terms of supporting engagement of 

 6 parents and caregivers.  And you will see that one of the 

 7 recommendations kind of an epiphany that we have had with 

 8 respect to the parent engagement work is that there was 

 9 really an opportunity to consolidate the area of focus -- 

10 the areas of focus that had expressed work with respect to 

11 parent and caregiver engagement that had been expressed 

12 both in the ECE and the health, mental health and 

13 substance abuse systems to move and consolidate that focus 

14 area of work into the family's outcome area.  I'll show 

15 you specifically what we're proposing, but that is a -- as 

16 I said, a bit of an epiphany that we've had that we think 

17 brings greater coherence and focus to the strategy. 

18  We have also clarified what strategies are Best 

19 Start community specific and where there's an intention to 

20 use the work in Best Start communities to inform 

21 countywide effort, again, consistent with commission 

22 guidance. 

23  And we have also began to unpack what we had been 

24 calling the learning agenda approach to the 

25 trauma-informed care strategy and really getting greater 
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 1 clarity about what that is and means.  And I think we can 

 2 all agree that the panel presentation that we just heard 

 3 will inform our thinking significantly.  I would perhaps 

 4 go so far as to say, we might consider, as with the parent 

 5 engagement work, how the trauma-informed care work could 

 6 be a cross-cutting theme apropos of Commissioner Dennis' 

 7 comment with respect to reactions to the panel 

 8 presentation. 

 9  So from here I'll move into each of the outcome 

10 areas, starting with the family outcome of increased 

11 family protective factors.  We previously, when presenting 

12 in the August 28th program and planning committee special 

13 commission meeting, had proposed one programmatic 

14 strategy.  As I alluded to moments ago, in our realization 

15 that the work of -- to better engage -- to better support 

16 parents in interacting with their children, that parent 

17 engagement component, we realized there's both a dimension 

18 of working with families directly, providing services to 

19 families, and that is largely expressed through the first 

20 strategy within the focus area of the family protective 

21 factors, the five family protective factors; the work 

22 really being about testing, modifying, scaling of 

23 evidence-based practices and programs that work directly 

24 with parents and caregivers.  The focus of the work here 

25 will be with Welcome Baby and Home Visitation. 
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 1  But we realize there's a parallel aspect to the 

 2 strategy, which is the work with providers.  And that is 

 3 the work that had been expressed in the ECE and health, 

 4 mental health, and substance abuse systems outcomes -- as 

 5 one area of focus and are recommending this new priority 

 6 focus area within the family outcome that is to improve 

 7 capacity of ECE and health-related providers to engage 

 8 parents, caregivers in supporting their children -- their 

 9 child's development.  Again, in fact, I may go so far as 

10 to posit that we might even revisit this language with 

11 respect to -- in light of what we've just heard.  We're 

12 focused here on ECE and health related providers.  We 

13 learned about the importance of other systems.  This does 

14 come up in the trauma-informed care focus area in health.  

15 And so we'll see where we've described work with other 

16 systems as well. 

17  But I wanted to call to the commission's 

18 attention both the strategy -- shift in focus for the 

19 strategy to both have work with families and caregivers 

20 directly as well as with providers in this family outcome 

21 area with the second strategy being to pilot or promote 

22 the scaling of evidence-based parent and caregiver 

23 engagement approaches in related capacities for ECE and 

24 health-related providers. 

25  So the implication -- this comes back to, I 
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 1 alluded moments ago when we were looking at this very 

 2 similar graphic of outcomes and priority focus areas, that 

 3 this recommendation does change the picture so to speak. 

 4 So the last bullets in the ECE systems and health, mental, 

 5 and substance abuse service systems focus areas have been 

 6 removed and moved up to this green text bullet in the 

 7 family focus area.  

 8 MS. BELSHE:  Steven, do you want to pause after 

 9 each of the four outcome areas and see if there are any 

10 clarifying question or comments?  

11 MR. LAFRANCE:  I think that's a great suggestion.  

12 MS. BELSHE:  And if not --

13 COMMISSIONER KNABE:  Thanks for the pause.  

14 MR. LAFRANCE:  On with our regularly scheduled 

15 programming. 

16  In the communities area, we -- I'm sorry -- 

17 outcome, there are three focused areas that have to do 

18 with community members having a shared vision and acting 

19 collectively to improve policies and services that impact 

20 families, communities have ECE and health-related supports 

21 to meet family needs, and then physical places and spaces 

22 that promote healthy living and encourage interaction. 

23 The emerging programmatic strategies in the 

24 communities area really have to do with convening and 

25 creating opportunities for collaboration among all of the 
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 1 various stakeholders who compose our communities within -- 

 2 and the focus of the work for the developing a shared 

 3 vision.  And the first focus area will be within Best 

 4 Start.  And the purpose of creating those opportunities 

 5 for collaboration will be, within Best Start communities, 

 6 to support collaborative work to achieve the core results 

 7 of the Building Stronger Families Framework.  

 8 For the second focus area that is with respect to 

 9 ECE and health-related supports that meet family needs, 

10 the work to convene and create opportunities for 

11 collaboration among community stakeholders will be to 

12 improve services that increase family protective factors 

13 also within Best Start communities. 

14  And the third focus area regarding physical 

15 places and spaces -- places and spaces, there is a 

16 slightly different approach that staff are recommending in 

17 terms of programmatic strategy, which really has to do 

18 with convening and strengthening the capacity of existing 

19 advocacy groups to work with communities to create new or 

20 improved places and spaces for families and children.  

21 This also is within the Best Start communities. 

22  I will comment here that -- and to really narrate 

23 how the conversations are very live still with staff, that 

24 as we've been having more conversations with some of the 

25 advocates who do do this work in communities to improve 
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 1 and create new places and spaces for healthy interaction 

 2 that, while there is a focus -- a recommended focus in 

 3 Best Start communities, this seems a very ripe opportunity 

 4 to also think about how that work can be leveraged for 

 5 countywide impact because these advocacy groups may focus 

 6 within -- or we may ask them to focus within Best Start 

 7 communities, but, clearly, strengthening their capacity to 

 8 do this work is very likely to have countywide affect.  

 9 COMMISSIONER KNABE:  Could I just ask a question 

10 on that particular point?  I appreciate that conversation, 

11 but the question I have, particularly with declining 

12 revenues and the direction we're headed, does -- you know, 

13 do we get in the parks and rec business?  I mean, that's 

14 -- that's a whole different ball game.  

15 MR. LAFRANCE:  And the recommended strategy is 

16 that First 5 LA explicitly would not do so.  It would 

17 rather identify the strongest and best position advocacy 

18 groups who are already in that line of work and strengthen 

19 their capacity to be adaptive and --

20 COMMISSIONER KNABE:  As a facilitator not a 

21 funder?  

22 MR. LAFRANCE:  Correct.

23 MS. BELSHE:  It would not be -- what's 

24 contemplated here is not funding the bricks and mortar, if 

25 you will, but supporting organizations that do mobilizing 
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 1 and organizing and work with communities to advance policy 

 2 change related to open places and spaces.  So it's -- it's 

 3 not -- you know, for exactly the reasons you note.  Given 

 4 our declining resources, while we would love to have 

 5 resources to be buying and creating more parks and trails, 

 6 we just don't have the resources to do that.  So its 

 7 supporting organizations in some selected areas.  

 8 COMMISSIONER KNABE:  In what way?  

 9 MS. BELSHE:  Well--

10 COMMISSIONER KNABE:  Just talking?  

11 MS. BELSHE:  No.  Organizations -- there are a 

12 number of organizations that do advocacy and organizing to 

13 secure policy change and resources to support open spaces 

14 and --

15 COMMISSIONER KNABE:  I understand that, but I 

16 mean  --

17 MR. LAFRANCE:  The role --

18 COMMISSIONER KNABE:  -- that's a stretch for me 

19 from Welcome Baby to looking for open space.  

20 MR. LAFRANCE:  No, this work really would be to 

21 bring the advocacy groups who do this work together and 

22 strengthen their ability to improve the places and spaces 

23 that families spend time together in -- 

24 COMMISSIONER KNABE:  I understand that, but 

25 that's time, that's resources.  I mean, it's not just a 
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 1 freebie.  

 2 MS. BELSHE:  No.

 3 COMMISSIONER KNABE:  So I mean, you know, the 

 4 piece of the pie and all the other thins we're dealing 

 5 with in the life of a child are -- you deal with the 

 6 issues that we just got the expert panel on versus a parks 

 7 and rec kind of facilitator.  I mean, it's time, resources 

 8 and --

 9 MR. LAFRANCE:  Correct, it is.  But I would 

10 suggest the linkage there, too, is that the -- as we just 

11 heard as well in this presentation that the -- much of the 

12 solution to trauma that families experience lies within 

13 communities, and that the role for First 5 LA to improve 

14 interactions and create safer spaces for families and 

15 their children in communities is to not -- not pay for 

16 those places and spaces, but consistent with the policy 

17 guidance that the board gave with respect to focusing on 

18 systems and policy change, to leverage the work of 

19 existing advocacy groups.

20 COMMISSIONER KNABE:  That's fine, but I just -- 

21 you know, we can't -- we can't be all things.  

22 MS. BELSHE:  Right.

23 MS. NUNO:  We are aware that, as we're refining 

24 this, there are other steps where we're looking at the 

25 scope of any of this would mean.  And as Kim has always 
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 1 told us, the role -- the importance of what is our role 

 2 and our contribution.  So we are cognizant.  Thank you, 

 3 Supervisor.  

 4 MR. LAFRANCE:  I'm sorry.  Other questions or 

 5 comments on the community strategies?  

 6 COMMISSIONER KNABE:  Pause.  

 7 COMMISSIONER DENNIS:  I think this is a good 

 8 point.  I think the supervisor just brought up a critical 

 9 piece because we just supported, you know, a -- a 

10 playground at Grant Park and so -- this is a -- this is 

11 important because what this strategy suggests that we 

12 probably won't do that in the future, or, if we do it, 

13 under what conditions would we do it.  And I mean, this is 

14 a -- this is important.  This is important because we just 

15 did this --

16 MR. LAFRANCE:  That's right.

17 COMMISSIONER KNABE:  I know.

18 COMMISSIONER DENNIS:  -- six to eight weeks ago.  

19 COMMISSIONER DENNIS:  I was there.  

20 MR. LAFRANCE:  This is explicitly saying that the 

21 investment would not be -- the future investments would 

22 not be as the one you're describing made just a few weeks 

23 prior. 

24  And I want to underscore the point that Teresa is 

25 making is that we have yet to answer the question of what 
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 1 the relative level of investment in these various 

 2 strategies would be where there's a thumb -- you know, a 

 3 thumbprint versus a pinky touch to borrow Kim's 

 4 manipulative in the literal sense.

 5 MS. BELSHE:  Yeah.  You mean that constructively. 

 6  MR. LAFRANCE:  Yes.  

 7 MS. BELSHE:  Bull's eye.  

 8 COMMISSIONER KNABE:  Anything else? 

 9  Okay.  Next.  

10 MR. LAFRANCE:  In the early care and education 

11 outcome, there are two priority areas of focus:  One 

12 regarding access to affordable, quality, sustainable ECE, 

13 the other regarding quality.  The two emerging 

14 programmatic strategies regarding access have to do with 

15 advocacy for greater public investment in ECE -- quality 

16 ECE spaces, the focus being on -- particularly on 

17 infant/toddler care and preschool. 

18  And then the second strategy is to partner with 

19 key stakeholders to increase the efficiency and stability 

20 of the licensed ECE system to maintain or expand access.  

21 This is a good example of where staff are doing more 

22 research into data regarding what the business problems 

23 are that providers face and how to most effectively 

24 support overcoming them.  And there is also some 

25 conversation with community -- the communities outcome 
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 1 work group regarding how some of this work also might be 

 2 integrated into the Best Start communities efforts.  

 3 In terms of quality focus area, the two 

 4 strategies are regarding supporting the implementation of 

 5 a uniformed quality rating and improvement system within 

 6 the county and to advocate for high-quality preservice 

 7 training. 

 8  Any questions that the commissioners may have 

 9 regarding the emerging strategies and the ECE outcome 

10 area?  

11 COMMISSIONER KNABE:  Questions?  

12 COMMISSIONER DENNIS:  I mean, basically, your 

13 priority focus areas, two is actually contained in one, 

14 quite frankly.  I mean -- I mean, if -- if that's the -- 

15 the pathway that you're taking, you could really have put 

16 it all into one.  There is no need to differentiate the 

17 services outlined through QRIS.  QRIS is part of a 

18 high-quality early childhood system.  I mean, so if you go 

19 this way, you really could consume two into one and I 

20 would suggest that you further look at, you know, the 

21 emerging programmatic strategies.  

22 MR. LAFRANCE:  Okay.  That's helpful.  Thank you, 

23 Commissioner Dennis.  

24 COMMISSIONER KNABE:  Okay.  

25 MR. LAFRANCE:  We are all for streamlining.
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 1 COMMISSIONER DENNIS:  Well, they're saying the 

 2 same thing.  

 3 MR. LAFRANCE:  I hear your point.  It really is 

 4 -- it's about access to quality.  

 5 COMMISSIONER DENNIS:  And I said this during the 

 6 program meeting.  In -- in the access to affordable 

 7 quality, you need to also include accessibility.  

 8 MR. LAFRANCE:  Right. That's right.  And 

 9 considering what the barriers are to access.  

10 COMMISSIONER DENNIS:  Yeah.  

11 MR. LAFRANCE:  In the fourth outcome health, 

12 mental health and substance abuse services, we have two 

13 priority focus areas:  Increased effectiveness  and 

14 responsiveness of screening, and early intervention 

15 programs across health, mental health, and substance abuse 

16 services systems.  The programmatic strategy that is 

17 emerging in staff conversation is to convene providers and 

18 advocate for policy and practice changes to improve 

19 coordination and functioning of developmental screening 

20 assessment and early intervention programs. 

21  I'd like to underscore that, in general, with the 

22 work in this outcome area, there -- this  is where staff 

23 are really digging in to much more of the research, not 

24 that there isn't research-based efforts happening in the 

25 other strategy development areas, but the -- as we all 
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 1 know, the starting point for this outcome area was 

 2 dissimilar from the others with respect to the type and 

 3 volume of the information available to the staff team. 

 4  So I just wanted to underscore that we -- we have 

 5 really taken to heart the commission comments and guidance 

 6 from the August 28th meeting with respect to really 

 7 thinking through what First 5 LA's role is on that 

 8 continuum from screening, early assessment -- screening, 

 9 identification, early intervention, and then ongoing 

10 service.  We actually saw that continuum presented in our 

11 trauma-informed care panel.  And so this is the current 

12 articulation of the strategy, but I expect it will be 

13 further refined. 

14  In the second area -- priority focus area 

15 regarding improved capacity of health, mental health, and 

16 substance abuse services providers to deliver 

17 patient-centered and trauma-informed care to children zero 

18 to five and their families.  This is remarkably consistent 

19 with what we just heard from our panel.  The recommended 

20 strategy is to convene a learning community among child 

21 health and disability prevention programs, foster care and 

22 mental health and substance abuse providers to identify 

23 best practices regarding trauma-informed care that improve 

24 the service delivery for children zero to five. 

25  I would offer again that I think the panel 
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 1 presentation offers further questions for us to grapple 

 2 with with respect to how to also link this to work in 

 3 communities and potentially across other systems.  We are 

 4 trying to balance the mandate to focus with the 

 5 recognition that the need to have trauma-informed care 

 6 permeate the systems that touch children, our youngest 

 7 children and their families.  I thought it was also 

 8 important to hear the reinforcement of the emerging work 

 9 in the county regarding learning collaboratives and the 

10 notion of communities of learning.  And it asks -- to me, 

11 that asks the question of what does this imply for 

12 linkages potentially with the work in Best Start 

13 communities.  And I also heard an important question -- an 

14 important point made regarding SAMHS's current priorities 

15 and exploring those.  And as we think about the 

16 commissions guidance to define First 5 LA's role and work 

17 much more in terms of partnership with others, I think 

18 that that's an area of exploration that we should continue 

19 to explore as we refine and focus the strategies.

20 COMMISSIONER KNABE:  I think what I got out of 

21 that previous presentation from our panelists was the 

22 fact, you can have all the slots you want in early 

23 childhood education but a slot doesn't guarantee outcomes.  

24 While we all think that having a slot there and -- you 

25 know, if you don't deal with the other issues prior to 
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 1 entry into the system, you have significant issues to deal 

 2 with.  So it's not all about slots.  

 3 MR. LAFRANCE:  I think that's absolutely right.  

 4 And in fact, I think a philosophical dilemma that we are 

 5 also faced with is that, to our knowledge, quality rating 

 6 systems, as they're currently defined, don't include 

 7 trauma-informed care training for ECE providers.  Might 

 8 First 5 LA have a role in driving policy agenda there?  

 9 They're just questions that have come to us in real time 

10 and I'm offering back to the commission as examples of how 

11 we're thinking very critically about not just -- well, I 

12 should say, yes, we're thinking not just about individual 

13 strategies, but the coherence of them across and how there 

14 can be focus brought through coherence and in addition to 

15 narrowing.  

16 COMMISSIONER DENNIS:  Well, assessment is so 

17 important.  We're dealing with that in the child sex 

18 trafficking issue.  We've trained over 4,000 county 

19 employees from DAs to judges to doctors as the ultimate 

20 safety net.  These people come through our system, whether 

21 it's Children and Family Services, Department of Public 

22 Social Services, to be able to identify.  And it's no 

23 different than that with a child.  In this whole process 

24 is the assessment piece and I -- all the people that may 

25 come in contact with them at some point in the early -- to 
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 1 be able to be trained to -- you know, our emergency rooms 

 2 was another example that we used that we're training 

 3 people.  And, you know, that goes on.  I mean -- 

 4 MR. LAFRANCE:  And to ask, not just -- I really 

 5 -- it just sticks with me so profoundly to ask not just 

 6 what's wrong with you, but what happened to you.  

 7 COMMISSIONER AU:  It's not even what's wrong with 

 8 you, but what's happened to you and how can I help and 

 9 support you.  

10 MR. LAFRANCE:  That's right.

11 COMMISSIONER BOSTWICK:  Just on the strategy 

12 about convening the learning community, I'm thinking we're 

13 really thinking very narrowly if we're looking at child 

14 health and disability prevention program.  That's just one 

15 example of a provider group.  I'm thinking that invited to 

16 the table would be a really good idea to get LACMA, or 

17 Los Angeles County Medical Association, really involved in 

18 this because they would have more teeth in being able to 

19 take a look at policy-wise what kind of trainings would be 

20 required, what kind of trainings could be offered.  And it 

21 makes more sense to look a little bit higher up than that.  

22 MR. LAFRANCE:  Thank you very much, very helpful 

23 suggestion.

24 COMMISSIONER KNABE:  Karla.  

25 COMMISSIONER PLEITEZ HOWELL:  Three really quick 
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 1 comments.  One, in terms of the strategic way of looking 

 2 at community engagement, it's really helpful to see that 

 3 collaboration as a constant theme within that.  I would 

 4 probably like to see what we mean by that in terms of 

 5 collaboration.  I think of communities in the southeast 

 6 and how much investment is being put in that area right 

 7 now.  And in all that investment that's coming in, there's 

 8 a lot work being recreated by different groups.  So 

 9 collaboration and bringing those groups together, there is 

10 this really great opportunity.  But in the language that's 

11 here, I'm not sure that I see what is meant -- and we all 

12 use the word collaboration.  So it would be helpful to 

13 just get clarity on that. 

14  The other sort of issue is we have these four 

15 outcomes.  And in looking at the four outcomes, this is a 

16 difficult part -- we talked about systems that have mental 

17 health system, the early care and education system, the 

18 public health system.  How do we think of the connecting 

19 thread with all those systems and if First 5 has any role 

20 in connecting those systems or thinking about whatever 

21 roles we are going to be playing, how we see connecting 

22 the systems instead of thinking about them in silos.  And 

23 we may have to, but it's a decision we make consciously as 

24 opposed to just falling into, yes, we'll continue to think 

25 about it in silos. 
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 1  And this is something that other community sort 

 2 of stakeholders have brought up, and I think it's one of 

 3 your summaries for an ongoing conversation, but how do we 

 4 define partner for First 5 LA.  Partner is not just 

 5 sitting at the table because that -- that's not how the 

 6 community will define it.  Partner means something else.  

 7 So whenever we say First 5 will partner or collaborate, 

 8 making sure that we're very clear about what we mean.  And 

 9 it's beyond a definition.  It's sort of a value.  And how 

10 we see ourselves in partners in the different sort of 

11 strategies we've laid out.  And that might be within the 

12 role definition or sort of additional work that we have to 

13 do.  

14 MR. LAFRANCE:  Thank you for the extremely 

15 helpful points.  

16 On your last point regarding -- well, first and 

17 third points regarding collaboration and partnership, I 

18 know from my work in the sector, as many of you may likely 

19 do as well, that those terms generally are defined on a 

20 continuum.  So it could very well be that we look to those 

21 continuums to choose a more specific way to articulate 

22 where on those continua First 5 LA may -- may seek to 

23 focus its efforts to -- to partner in a particular way or 

24 collaborate in a particular way, as I said, because those 

25 terms do have defined continuum that implied varying 
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 1 degrees of directedness and control or, you know, sort of 

 2 -- more of sort of an influence and, you know, less 

 3 directly engaged kind of flavor to them.  

 4 COMMISSIONER KNABE:  Yeah.

 5 COMMISSIONER AU:  In terms of the convening of 

 6 the learning community, you talk about, at the end of that 

 7 statement, the improvement of the service delivery system.  

 8 And listening to the presentation, what struck me was that 

 9 there had to be more than an improvement of the delivery 

10 system, but, specifically, services that were informed 

11 about trauma that have been -- that had occurred within 

12 that child.  Do you see?  

13 MR. LAFRANCE:  I do.

14 COMMISSIONER AU:  And so I'm not sure whether we 

15 just are about improving the system -- the delivery system 

16 as much as having the services be well informed about 

17 trauma.  

18 MR. LAFRANCE:  That's very helpful and I think 

19 there can be some refining language to add on to the end 

20 of the strategy that elaborates that this is about 

21 improving service -- the service delivery system as well 

22 as the services in care that -- that families receive.  

23 COMMISSIONER AU:  Uh-huh.  

24 COMMISSIONER KNABE:  Any other comments?  

25 MR. LAFRANCE:  So where do we go from here?  
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 1 There are several specific questions and issues that we 

 2 will be addressing.  This issue of parent and caregiver 

 3 engagement is one that we feel will be very important to 

 4 define for First 5 LA because it is a meaningful 

 5 cross-cutting theme, and it -- at face value, it implies 

 6 improving parent and caregiver interactions with their 

 7 children, but there is also a provider component of how 

 8 providers work with parents and caregivers, how they 

 9 engage with them and how they engage with them in a way 

10 that supports parents and caregivers to better interact 

11 with their children. 

12  So we want to come up with a definition that will 

13 help specify and clarify First 5 LA's work in this aspect 

14 of -- that cuts across your strategy.  We will continue to 

15 specify First 5 LA's role insuring that there's focus as 

16 well as consistency and coherence across the strategies.  

17 We'll conduct further analysis of the resources required 

18 for implementation and we will revise what we presented in 

19 the program and planning committee and special commission 

20 meeting as illustrative activities to align those with 

21 refined strategies.  And just to unpack that for a moment, 

22 essentially, what we're finding is that the refinement of 

23 the strategies, as you well may imagine, is having 

24 implications for the narrowing of the activities and -- 

25 and so that's a good thing.  We're also hoping to identify 
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 1 or move from what we've been calling illustrative 

 2 activities to, essentially, anchor activities that will, 

 3 again, more clearly specify First 5 LA's role in the work 

 4 in each strategy.

 5 COMMISSIONER AU:  Are there any other comments or 

 6 questions regarding where we're on?  

 7 MS. BELSHE:  We have a couple more final slides.  

 8 MR. LAFRANCE:  Sorry, just a few.  

 9 COMMISSIONER AU:  You sounded like you were 

10 finishing up.  

11 MR. LAFRANCE:  I certainly had that tone.  Well, 

12 we're very close.  There are just a few depictions that we 

13 wanted to share that show the emerging investment areas 

14 that First 5 LA's work is organizing into.  The six are 

15 shown here.  What we looked at this in the previous August 

16 28th meeting -- and I'll show again here kind of our 

17 summary table of where for each outcome there is work in 

18 each of the investment areas. 

19  In a next iteration of this, you will see where 

20 there's kind of a bully's eye or stronger thumbprint in 

21 each of the different investment areas.  But we didn't 

22 feel confident yet in showing where that greater degree of 

23 emphasis would be in each investment area for each outcome 

24 area because we are still in the work of defining and 

25 refining the strategies.  So all of this very much is 
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 1 interdependent and path dependent.  And so here you see a 

 2 less detailed but hopefully, still helpful summary of 

 3 where the investment areas have a relative greater degree 

 4 of prevalence across the outcome areas. 

 5  So I think we've engaged, essentially, in the 

 6 discussion questions that we had for you today, which were 

 7 whether these emerging strategies accurately reflect your 

 8 policy guidance and whether you have suggestions for 

 9 refining and focusing.  I think you provided very helpful 

10 reflections on both of these questions as we've gone 

11 through. 

12  Our next steps include the following:  September 

13 24th, program and planning special commission -- special 

14 meeting of the commission will review revised strategies, 

15 discuss resources available for the plan and future 

16 funding model.  That will be the first of a series of 

17 conversations on this topic of resource allocation. 

18  There -- the community meetings, we're very 

19 excited to announce, have been scheduled for the 2nd and 

20 3rd, 7th, and 8th of October leading right into the 

21 October 9th commission meeting.  So you can be rest 

22 assured that you will receive an update on how they went.  

23 We'll also share with you where we are in the preparation 

24 of the plan and, again, further discussion about resources 

25 allocated with the October 22nd program and planning 
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 1 special commission -- meeting with the commission being 

 2 slated to in fact review a draft strategic plan and really 

 3 -- and come to the mission and values conversation, which, 

 4 again, we continue to appreciate is one that very much 

 5 should be informed by the decisions we ultimately land on 

 6 with respect to strategies. 

 7 COMMISSIONER HOWELL:  Will you speak a little bit 

 8 more about the community meetings, how -- where they're 

 9 happening, how they're being facilitated, and who is 

10 getting invitations to them?  

11 MR. LAFRANCE:  Absolutely.  I have my community 

12 meeting specialist, Lee Worble (phonetic spelling) at my 

13 right-hand side.  

14 MS. WORBLE:  We'll start to get the word out on 

15 Monday officially. 

16  So on October -- thank you.  October 2nd we're 

17 going to be in the north valley at David Gonzalez Park, 

18 which is in Pacoima.  And then Friday, the 3rd, we're in 

19 Antelope Valley.  Tuesday, the 7th, we have two meetings.  

20 At 9:30, we're in the southeast LA area at the Bell 

21 Community Center.  Then at 3:00 we're in Long Beach for 

22 Wilmington Long Beach and South Bay Area.  And then, 

23 Wednesday, the 8th, we culminate with a meeting in south 

24 LA at the Huffington Center. 

25  So the way we're getting the word out is a number 

 96



 1 of ways.  I mean, starting with our traditional Monday 

 2 morning report blasts that start on Monday.  We're doing 

 3 flyers.  We're working with the Best Start communities to 

 4 make sure that we have representation from the 

 5 partnerships, people who have been involved.  We're also 

 6 doing -- I call it in-house -- targeted outreach in terms 

 7 of reaching stakeholders, partners, organizations that 

 8 we've worked with over the period of time.  And really the 

 9 idea for the community meetings is really to get a sense 

10 of where we are with the planning process because, as you 

11 can tell, we're going to be meeting before we've approved 

12 the plan.  So it's, essentially, giving the community a 

13 sense of where we are and really asking the community -- 

14 you know, hearing where we are with the strategies and the 

15 direction and focus and clearer focus, where do you see 

16 helping us and how do you see us being successful in 

17 moving forward.  

18 MS. BELSHE:  We will be sharing that information 

19 and details about time and place with commissioners.  

20 These will be open meetings.

21 MS. WORBLE:  Yes, definitely.  

22 MS. BELSHE:  So if commissioners are interested 

23 in attending, we would certainly encourage that and we 

24 don't need to worry about quorum if it's a publicly posted 

25 meeting.  But it would be helpful, if commissioners are 
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 1 interested in attending, to let us know.  But we'll get 

 2 that information out to you next week.

 3 COMMISSIONER AU:  Duane and Suzanne?  

 4 COMMISSIONER BOSTWICK:  You asked the exact 

 5 question I was going to ask.

 6 COMMISSIONER DENNIS:  I've had a couple of people 

 7 ask me -- I mean, they kind of figure out that I have 

 8 something to do with strategic planning.  So I get a lot 

 9 of people in the community asking me about process and 

10 community input.  So is there a way, if people have 

11 thoughts, comments, they can connect directly with staff?  

12 Is there an e-mail?  Is there some sort of --

13  MR. LAFRANCE:  There is a place on the First 5 LA 

14 Web site -- I believe it's on the home page -- where 

15 members of the community are invited to offer any 

16 comments, suggestion, question that they may have 

17 regarding the planning work.  

18 COMMISSIONER DENNIS:  Okay.  

19 COMMISSIONER AU:  Anyone else? 

20  And, Steven, I'm going to assume that, at least 

21 by the program planning meeting on the 24th, that you 

22 would be able to share with us some of your content in 

23 terms of what is going to be presented at the community 

24 meetings?  

25 MR. LAFRANCE:  Yes, the substance of what will be 
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 1 presented at the meetings will, essentially, be the 

 2 primary discussion of the meeting on the 24th.  

 3 COMMISSIONER AU:  Thank you.  

 4 MR. LAFRANCE:  And I'm just ending on a note of 

 5 why we're doing this in the first place.

 6 MS. BELSHE:  Who are these children?  

 7 MS. KACZMAREK:  On the left, we have Jessie 

 8 Dubranski.  

 9 MS. BELSHE:  A new intro.  

10 MS. KACZMAREK:  And then on the right is Mollie 

11 Owens, and that is Amy's daughter.  

12 MS. BELSHE:  And that's a new picture of Mia. 

13 Nicely done.  

14 COMMISSIONER AU:  Cute babies.  Beautiful. 

15 Where's yours, Steven?  

16 MR. LAFRANCE:  Mine's furry and small.  

17 COMMISSIONER AU:  What an image that brought.  

18 MR. LAFRANCE:  Feline. 

19  If there are no further questions, I would just 

20 like to thank the commissioners for your questions and 

21 input.  This has been a really valuable discussion, but I 

22 also just have to recognize the incredibly long hours and 

23 hard work that the staff have been putting in.  We are 

24 really now in an advisory consultative role in this 

25 process, and staff have been really carrying the torch and 
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 1 the mantle and the work is the process right now.  The 

 2 work is the conversation that staff are having, and those 

 3 conversations are many and frequent and they're not 

 4 surface level I assure you.  

 5 COMMISSIONER AU:  Thank you.  So if there's no 

 6 other business -- I don't see any public comment 

 7 submissions.  

 8 Okay.  So meeting's adjourned.  Thank you very 

 9 much.  

10 MS. BELSHE:  For the record, Nancy, again, you've 

11 adjourned the meeting early.

12 (At 4:11 p.m. the meeting was adjourned.)
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