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l. Introduction and Overview

In 2011, the County of Los Angeles, Department of Public Health (DPH), Substance Abuse Prevention and
Control (SAPC), awarded 40 contracts to 31 organizations to provide prevention services in one of two
categories:

U Environmental Prevention Services (EPS)
EPS contracts addressed alcohol availability and accessibility through environmental efforts that
change the policies, ordinances, and practices that facilitate alcohol use within the target community.

U Comprehensive Prevention Services (CPS)
CPS contracts focused on both community-level (e.g., environmental strategies) and individual-level
efforts (e.g., youth education programs) to decrease alcohol and other drug (AOD) access and
availability and decrease social norms and community conditions that contribute to AOD use.

a. County Profile

Los Angeles County (LAC) has the largest population (10,418,695) of any county in the nation and is larger than
43 States, ranking eighth behind California, Texas, New York, Florida, Illinois, Pennsylvania, and Ohio.
Geographically, it is the second largest county in the United States, encompassing approximately 4,000 square
miles.

LAC is divided into eight service planning areas (SPAs) as shown in Table 1. Each region varies in size,
population density, socio-economic status, health status, and other demographic characteristics.

Table 1. Differentiating characteristics of LAC service planning areas
SPA Location Population* Examples of differentiating characteristics
SPA 1. Antelope Valley 390,938 Highest rate of adults with a disability: 29.7% (Table 2)

Highest percent of young adult treatment admissions for heroin ust

SPA 2: | San Fernando Valley 2,173,732 admissions (39.3%: Table 8)

SPA 3: San Gabriel Valley 1,777,760 Highest rate Asian/Pacific Islanders: 28.2% (LACHS, 2011)
SPA 4: Metro 1,140,742 Highest incidence of HIV/AIDS: 79 per 100,000 residents (LACHS,
SPA5:  West 646,531 Highest divorce rate: 260 per 1000 females (Table 2)
. o 0
SPA 6. South 1,027,645 Lowest_ ratef high school completion: 38.8% of adults have less tha
education (Table 2)
SPA7: East 1,311,816 Highest rate of households with children: 49.6% (LACHS, 2011)
. : o . & a0
SPA8:  South Bay 1,550,198 I(-|T|ggkraa§; of adults who misused prescriptiontioeyggsinyear: 6.8%

*2013 estimates (LADPH, 2015)

When addressing public health challenges, including AOD abuse, DPH-SAPC looks not only at implementing
effective prevention strategies, but also at the impact of the physical and social environments on health (e.g.,
land use, safety, poverty, educational attainment). Understanding key factors related to health and the
impact of the individual, familial, societal, and environmental factors on AOD use can lead to more effective
and comprehensive AOD prevention services.

More than one-fourth (26%) of California’s residents live in Los Angeles County. About half (50.7%) are female;
22.8% are younger than 18, and 12.2% are 65 or older. More than half (56.8%) of LAC residents speak a
language other than English at home (U.S. Census, 2015), and among Medi-Cal eligible individuals, 67.3% speak
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a language other than English at home. Racial/ethnic composition of county residents is presented in Figure 1,
and Table 1 lists the 12 non-English threshold languages spoken in LAC.

Figure 1 | Population by Race/Ethnicity, Los Angeles County 2013

mLatino mWhite Asian Black ®mAmerican Indian = NHOPI

0.2%-, 0.2%

Note: NHOPI = Native Hawaiian or Other Pacific Islander
Source: July 1, 2013 Population Estimates, prepared by LA County ISD, released 3/15/2014

Table 1. Threshold Languages, Los Angeles County 2011

Viethamese Russian Tagalog
Mandarin Arabic Khmer (Cambodian)
*The State of California defines a AThreshold Languageodo as

indicated on the Medi-Cal Eligibility Data System, of 3,000 beneficiaries or five percent of the beneficiary population,
whichever is lower, in an identified geographic area, per Title 9, CCR Section 1810.410(a)(3).Source: State of
California i Health and Human Services Agency, Department of Health Care Services. Retrieved February 7, 2014
from www.dhcs.ca.gov/formsandpubs/Documents/13-09End2.pdf.

2. Social Determinants of Health

i. SES and Built Environment
Socioeconomic and environmental conditions are major influences on health and AOD use.
Specifically, age, where people are born, grow up, live, work, and the systems addressing illness,
education, employment, social networks/support and community cohesion haven been associated
with positive or negative health outcomes.

The built environment, which includes presence of dilapidated/deteriorating buildings, has been
associated with negative health outcomes including alcohol problems/heavy drinking (Bernstein, et
al., 2007). Similarly, Jitnarin et al. (2015) found that negative perceptions of neighborhood
infrastructures were significant predictors of smoking and binge drinking. Table 2 shows various
aspects of SES by SPA, LAC, and State.


http://www.dhcs.ca.gov/formsandpubs/Documents/13-09End2.pdf

Table 2. Socioeconomic indicators for state, county and service planning areas (SPAS)

Key Indicators State* LAC Service Planning Area (SPA)

<=100% federal poverty le 16.4% | 18.0% SPA 6: 31.198PA 4: 25.0%, SPA 1: 21.1%, SPA 8: 17.2
(LACHS, 2011) ' ' SPA 7: 15.5%, SPA 2: 15.0%, SPA 3:9B&4%,12.9%
<=138% federal poverty le N/A 28.0% SPA 6: 45.89%8PA 4: 37.5%, SPA 1: 30.5%, SPA 8: 26.1
(U.S. Census, 2013) 7% | SPA 7: 25.7%, SPA 2: 23.5%, SPA 3:2%/8%,17.1%
Unemployed and looking f 6.1% 13.5% SPA 1: 16.9%PA 6: 16.5%, SPA 4: 15.0%, SPA 3: 14.14
work (LACHS, 2011) 7 7% | SPA 7: 13.5%, SPA 2: 13.3%, SPA 8:94R/8%,7.8%
Adults less than high scho 14.5% 23 20 SPA 6: 38.8%PA 4: 27.6%, SPA 27.5%, SPA 1: 25.0%,
education (LACHS, 2011) 70 <72 | SPA 3: 24.1%, SPA 2: 19.1%, SPA 8:98/9%,6.7%

SPA 5: 25.49%6PA 8: 21.5%, SPA 4: 19.2%, SPA 2: 18.5

1 0, 0,
Divorce (U.S. Census, 201 15.7% | 15.2% | qpp 1. 18 106, SPA 6: 17.2%, SPA 3: ABA%, 15.5%

Adul who believed their
neighborhood was safe frqg 62.7% | 84.3%
crime (LACHS, 2011)

Percent of adults with a 29 79 19 4% SPA 1: 29.798PA 4: 20.7%, SPAs 2& 8: 20.0%,
disability (LACHS, 2011) 70 70 SPAT: 19.7%, SPA 5: 18.8%, SPA 3:9B£8%,16.7%

*State percents obtained from ASKCHIS. Red and green font indicate highest and lowest percentage, respectively among SPAs.

SPA:5: 98.0%PA 1: 87.1%, SPA 8: 86.3%, SPA 3: 85.3
SPA 2: 85.1%, SPA 4: 84.8%, SPA 7:882%,64.4%

ii. Undocumented Immigrant Residents

Immigrants traditionally have been identified as a population at risk for poor health outcomes. Moreover,
there are many facets to the degree of which they are considered vulnerable, such as: inadequate health
care, socioeconomic background, immigration status, limited English proficiency, and federal, state, and local
policies affecting access to healthcare. Although difficult to quantify, the best estimates suggest that in 2013,
about 2.67 million undocumented immigrants resided in California, and 9.4% of the state’s workforce
consisted of undocumented immigrants; more undocumented residents (nearly 815,000) live in LAC than in
any other area of the state (Public Policy Institute of California [PPIC], 2015). This population is most
concentrated in southeast LAC (SPA 6 & 7), the eastern San Fernando Valley (SPA 2) and the San Gabriel
Valley (SPA 3; PPIC, 2015).

Undocumented LAC residents have been in the U.S. for a median of 10 years; most reside with family who
are citizens or legal residents, and are the parents of children who are American citizens (Pastor & Marcelli,
2013). Limited access to health care and utilization among undocumented immigrants is likely to aggravate
undiagnosed health problems compared to documented immigrants (Bustamante, Fang, Garza, et al. 2012).
Community clinics and hospital outpatient departments are the most common source of ambulatory care for
immigrants (Ku & Matani, 2001).

DPH-SAPC system of services is designed to provide services to all residents of LAC. No one regardless of
their race or economic status is refused services. Community-based prevention program services and
strategies are designed to engage all community residents, public service organizations, and other concerned
citizens.



b. Vision
Healthy communities that are safe and free from AOD problems.

c.Mission
To implement effective prevention initiatives, guided by best practices and data, to systematically
reduce community AOD problems.

d. Guiding Principles for Prevention

Prevention policies and services adhere to the following basic principles?:

10.
11.

12.
13.

Prevention fosters safe and healthy environments for individuals, families and communities.
To create safe and healthy environments, prevention must reduce adverse personal, social,
health and economic consequences by addressing problematic AOD availability manufacture,
distribution, promotion, sales and use.

By prevention providers leveraging resources, prevention programs will achieve the greatest
impact.

The entire community shares responsibility for prevention.

All sectors, including youth, must challenge their AOD standards, norms, and values to
continually improve the quality of life within the community.

“Community” includes a) organizations; b) institutions; c) ethnic and racial communities; d)
tribal communities and governments; and e) faith communities.

Community also includes associations/affinity groups based on age. Social status and
occupation, professional affiliations determined by geographic boundaries.

Prevention engages individuals, organizations, and groups at all levels of the prevention
system.

This includes those who work directly, as well as indirectly, in the prevention system who share
a common goal of AOD prevention (i.e., medical professionals, hospitals, teachers, employers,
religious organizations, etc.).

Prevention utilized the full range of cultural and ethnic wealth within communities.

By employing ethnic and cultural experience and leadership within a community, prevention
can reduce problematic availability, manufacturing, distribution, promotion, sales and use of
AOD.

Effective prevention programs are thoughtfully planned and delivered.

To create successful prevention programs, one must use data to assess the needs; prioritize
and commit to the purpose; establish actions and measurements; use problem prevention
actions; evaluate measured results to improve prevention outcomes; and use a competent
proficient and properly trained workforce.

! California Department of Alcohol and Drug Programs, Prevention Strategic Plan, October 2002



SAPC’s Commit ment to Preventi on

When addressing public health challenges, including AOD abuse, DPH looks not only at implementing
effective prevention strategies (e.g., policy development, advocacy, media efforts, education, and services)
but also at the impact of the physical and social environments on health (e.g., land use, safety, poverty,
educational attainment).?

Understanding key factors related to health and the impact of AOD use on the individual, family, society, and
environment can lead to more effective and comprehensive AOD prevention services. Select indicators from
the LosAngeleCountyDepartmentof PublicHealth Jun013Keylndicatorsof Health bySPA are listed

below.?

With the passage of the Affordable Care Act (ACA) a comprehensive approach to behavioral health also
means seeing prevention as part of an overall continuum of care.

Elements of the BehavioraHealth Continuum of Care Mod8HCCM) will be incorporated in SAPC’s
prevention plans. The BHCCM recognizes there are multiple opportunities for preventing and addressing
behavioral health problems and disorders.

StrategicPreventionFramework(SPF)

The SPF five step planning process guides the development of
prevention services. Central to all steps is ensuring that efforts are
culturally competent and sustainable. By addressing each of these
steps, the prevention services should address the actual needs of the
target community(ies) and population(s), enhance protective factors
and reduce risk factors, build community capacity and collaboration,
develop goals and measurable objectives, and emphasize evaluation to

Sustainability
and
Cultural
Competence

ensure the county achieves the intended outcomes.

The Public Health Model

The DPH-SAPC promotes the use of the Public Health Model (PHM), which traditionally focus on approaches
designed to affect the individual, peers, or families. The PHM demonstrates that problems arise through
relationships and interactions among an agent (e.g., the substance, like alcohol or drugs), a host (the individual
drinker or drug user), and the environment (the social and physical context of substance use). These more
complex relationships compel coalitions to think in a more comprehensive way. Over time, the PHM has proven
to be the most effective approach to creating and sustaining change at a community level.3

Today, many coalitions work to reduce substance abuse in the larger community by implementing
comprehensive, multi-strategy approaches. Community-based programs that provide direct services to
individuals are important partners in a comprehensive coalition-led community-level response. Strategies that
focus on the substance and the environment, although more difficult to implement, are likely to impact many
more people.

2 Countyof LosAngelesPepartmentof PublicHealth, StrategicPlan2008¢ 2011 Available at:
http://publichealth.lacounty.gov/docs/StrategicPlan.pdf.
3 www.cadca.orgwww.coalitioninstitute.org
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Overview of Strategic Prevention Planning Process

DPH-SAPC Epidemiology Staff (ES) conducted a comprehensive assessment. They analyzed data pertaining
to community needs and resources and presented AOD-related data for LAC and by SPA when available.
The ES examined the overall context within which AOD problems commonly occur and the prevalence and
consequences of AOD use.

LAC DPH-SAPC initiated the development of a new three year AOD prevention strategic plan. The Fiscal
Year 2016-2019 Strategic Prevention Plan is consistent with the Substance Abuse and Mental Health
Services Administration’s (SAMHSA) SPF process. The first phase of work was to conduct a comprehensive
community assessment collecting needs and resource data describing the AOD issues across the eight SPAs
within the county. In addition, a survey was administered to providers in an effort to collect information
and recommendations for enhancing the system of services and training needs.

Prevention Survey Monkey

As part of the DPH-SAPC assessment process a Prevention Survey was administered to Alcohol and Other Drug
Prevention Service (AODPS) contractors. The objective of the survey was to:

U Further understand resources, opportunities and challenges AOD prevention providers experience
U Explore innovative and collaborative approaches that can be implemented in the prevention system
U Inform the planning and structure of a one-day countywide Prevention Summit

Methods - Questionnaire

Q1. How do we develop good, strategic partnerships?

Q2. How do you make the most of coalitions?

Q3. What other new alliances can strengthen your argument and broaden your base?

Q4. What would you like to learn from your colleagues in the field of prevention?

Q5. What tools do you need to carry out your prevention work?

Q6. What are the most pressing issues that could be addressed with prevention strategies?
Q7. What can SAPC do to support your work?

Q8. What types of training sessions can you benefit from?

Q9. What are the most emerging AOD contributing risk factors in your community?

Q10. How can you be more productive with preventing AOD use among youth in your community?

The following four overarching themes were identified:

Essential components of strategic partnerships; cultivating meaningful alliances
Culture, social norms and perceptions of AOD; culturally relevant prevention strategies
Prevention practices re-envisioned; impact of environmental strategies

Data collection/analyses; assess community needs and evaluate prevention strategies

El

The Prevention Summit consisted of a panel discussion and four work group sessions based on the above
themes.



Prevention Summit

The Prevention Summit was coordinated by SAPC’s Prevention staff and facilitated by Community Prevention
Initiative (CPI) consultants. The all-day event was held on September 29, 2015. One hundred and thirteen
AODPS participated. Participants were exposed to a “big-picture” understanding of prevention and
opportunities to explore ways to establish an ongoing system of support to enhance the implementation of
prevention initiatives and practices.

The Prevention Summit stimulated discussion, identified existing service assets as well as deficits, and most
importantly, mapped out options for building upon prevention services.

Summit recommendations and survey findings will be used to guide SAPC with strengthening preventions
services and systems:

1. Approaches that could significantly enhance the prevention system of services;

2. Support Prevention providers’ efforts to engage a broad base of partners on common issues
contributing to AOD: violence, crime, equity, and other health related factors;

3. Flexibility to address emerging community issues in need of immediate attention;

4. Establish Learning Communities designed to provide a forum for providers to exchange effective
approaches and projects and learn from each other;

5. Hold regular data evaluation meetings to learn about available data and reports and how to use and
access data to guide efforts;

Involve providers, evaluators, and SAPC;
Focus on specific topics, e.g. purpose of data collection; methods; CHIS;

Engage in problem solving and peer technical assistance;

Lo ©® N O

Culture shift on how the public views AOD use: mobilize new messengers with new messages;
10. Effective prevention work carried out with passion, skill and urgency;
11. Expansion, collaboration broadening the prevention base using a comprehensive, holistic approach;

12. Coordination and integration to address the full continuum of prevention, treatment (Tx) and recovery
services;

13. Training opportunities, developing new knowledge and skills, allowing the field to capitalize on, and
expand promising practices.



lI. Stepl: Assessment

In this comprehensive assessment, we analyzed data pertaining to community needs and resources, and
present AOD-related data for LAC, and by local SPA, when available. We examined the overall context within
which AOD problems commonly occur and the prevalence and consequences of AOD use. This comprehensive
assessment will provide guidance to prevention professionals in their assessments of local community needs.

a. Methodology to Assess thedla

Available Data Sources

Data were gathered and analyzed from a variety of sources to help target prevention efforts to the appropriate
needs of LAC. These data inform the identification and prioritization of AOD problems, clarify the impact of AOD
problems on communities and vulnerable populations, and assess readiness and resources needed to protect
residents from identified AOD problems.

Data sources include:

U LAC Health Survey (LACHS), 2011, 2015

U National Survey of Drug Use and Health (NSDUH), 2010, 2011, and 2012
U California Healthy Kids Survey (CHKS), 1999 — 2013

U California Health Interview Survey (CHIS) 2014

U U.S. Census, American Health Survey, 2009 — 2014

U LAC Participant Reporting System (LACPRS) 2014-15

U Coroner’s Toxicology data

U Healthy People 2020 (2008)

U Patient discharge and emergency department visit data
U Statewide Integrated Traffic Records System (SWITRS)
U LAPD crime data

U Alcohol outlet density (on and off site)

Limitations of Data Sources and Findings

While methamphetamine use is more prevalent in LAC compared to other geographic regions, there is a gap in
methamphetamine-related research and prevalence information and a significant need for local data.

Although NSDUH provides local and community level estimates of AOD prevalence (e.g., alcohol, marijuana,

prescription drugs), separate rates for SPAs 1 and 5 are not available due to small sample size and some SPA-
level estimates are statistically unstable (e.g., for illicit drug use in the past month).
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Substance Use Prevalence and Consequences

This section presents rates of substance use prevalence and related consequences from data sources noted in
the methodology section for four identified priority areas as well as other important areas of concern. Although
it is important to address all addictive substances in a comprehensive manner (Center on Addiction and
Substance Abuse, 2015), preliminary assessment indicates prescription and over-the-counter drugs, marijuana,
alcohol, and methamphetamine are key priority areas among youth and young adult populations in LAC. Table
3 shows how rates of substance use among adults differ by SPA. Table 4 shows that for the past three years,
marijuana, methamphetamine, alcohol, and heroin were the most common substances for which youth and

young adults were admitted to Tx.
Table 3. Indicators of substance use among adults
Key Indicators State LAC | HP 2020 Service Planning Areas

Unintentional
drug/alcohol related

SPAG: ®%,SPA 1: 7.9%, SPA 4: 6.8%, SPA 8: 6.5%,

0,

death$LACHS, NIA- 1 65% | NIA | gpp o 6.30%, SPA 5: 5.7%, SPA 7S53%; 4%
2011)
Binge Alcohol use

’ SPA 4: 19%SPA 6: 16.9%, SPA 5: 16.5%, SPA 8: 16

0f* 0, b ’ ]

ggitlon dayRACHS| 15.1%" | 154%  NA | gpa 7. 15,79, SPA 1: 15.1%, SPA 2: 4%/0%, 11%%
Misuse of prescripti SPA 4: 7%,SPA 6: 6.9%, SPA 8: 6.8%, SPA 3: 4.6%,

medications, past N/A 52% | N/A AT A a0 RS 0
year(LACHS, 2011) SPA 2: 4.4%, SPA 7: 4.3%, SPA 5588%2.5%
Smoke cigarettes ok o on | SPA 1. 16%SPA 4: 14.9%, SPA 7: 14.4%, SPA 2: 13
(LACHS, 2011) 11.7%%1 13.1%)  12.0% | gpp 6: 13306, SPA 6: 13.3%, SPA 8:9B0%, 10%

A5 drinks for men; 4 drinks for woABKCHIRed and green font indicate highest and lowest percentage, respectively among SPAs.

Table 4. Primary drug problem among youth and young adults (LACPRS)

2012-2013 2013-2014 2014-2015
Age 12-17 | Age 18-25 Age 12-17 | Age 18-25 | Age 12-17 Age 18-25
Marijuana 73.8% 40.0% 73.2% 35.6% 77.3% 29.3%
Methamphetamine 13.4% 19.6% 14.8% 23.4% 12.6% 26.2%
Alcohol 8.3% 14.5% 7.9% 12.8% 6.1% 11.0%
Heroin 1.7% 19.3% 2.0% 22.1% 1.3% 27.4%
Prescription drug 0.4% 3.1% 0.3% 3.0% 0.8% 3.1%
Cocaine 0.2% 2.4% 0.3% 2.0% 0.5% 1.9%
Other drug 2.2% 1.1% 1.6% 1.1% 1.4% 1.1%
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b. Priority Areas Identified

Prescription Drugs, and Over-the-Counter (OTC) Medication Abuse
Marijuana Availability and Accessibility Among Youth

Alcohol — Underage Drinking and Binge Drinking
Methamphetamine and other illicit drug use among youth

[ i i e i

c. Problem Statements

Priority 1:PrescriptionDrugsand OTCMedication Abuse

Problem StatementThe number of deaths each year from prescription opioids is now greater than the deaths
from heroin, cocaine, and benzodiazepine drugs combined. In LAC from 2000 to 2009, there were 8,265 drug-
related deaths; 61 percent of those deaths involved a commonly abused prescription or over-the-counter drug.
Nearly 75 percent of residents who misuse prescription drugs obtain them from relatives or friends
(Gunzenhauser, 2015).

Priority 2: MarijuanaAvailability and Accessibility among Youth

Problem StatementYouth are using at higher rates because marijuana is easily available.

Currently, marijuana is the most commonly used “illicit” drug in LAC with 8.2% of youth (age 12-17) and 19.2%
of young adults (age 18-25) reporting current use (NSDUH, 2010-2012).

Priority 3: Alcohol-UnderageDrinkingand BingeDrinking

Problem StatementAlcohol availability and accessibility are associated with increased alcohol consumption.
Alcohol outlet density and the proximity of outlets to one’s residence have been associated with negative
consequences such as violence, crime, injury, and high risk sex (Rowland et al., 2015). For example, in LAC SPA 4
had the highest rate of off-premise alcohol outlet density (7.2 in SPA 4 vs 6.2 for LAC overall per 10,000
population) and the highest rate of alcohol-involved traffic collision (6.0 for SPA 4 vs 3.8 for LAC overall per
10,000; see Table 7).

Priority 4: Methamphetamineand other illicit drugamong youth

Problem StatementMethamphetamine Tx admissions are once again on the rise in Los Angeles County.
Methamphetamine is heavily associated with increased risk for psychotic behavior, poor cardiovascular and
dental health, transmission of infectious disease (HIV, hepatitis), crime, unemployment and child abuse (NIDA,
2012). The picture of meth use in LAC is different compared to other geographic regions. According to LACPRS
(2015), Tx admissions have been increasing since 2012. In 2014, meth became the second most commonly
reported drug problem among clients admitted to LAC public Tx programs.

Target Priority Area 1PrescriptionDrugsand OTOMedication Abuse

Prescription Medications: When used as directed, and by the intended recipient, prescription medications can
effectively manage short-term and chronic health conditions. However, opioids (Vicodin, OxyContin, codeine,
morphine etc.), central nervous system depressants (Valium, Xanax, other tranquilizers and sedatives etc.) and
stimulants (Adderall, Ritalin etc.) can also be used to get high and can become addictive. OTCs/Cough Medicine:
Due to the potential for use in manufacturing methamphetamine, restrictions on sales of OTCs containing
pseudoephedrine already exist in California. However, other OTCs, especially cough medicines containing
dextromethorphan (DXM) also have the potential for more immediate misuse. Commonly known as robo-

12



tripping or skittling, consumption of excessive amounts of DXM create mind-altering effects and consequences
can be similar to ketamine and PCP since DXM targets the same part of the brain.*

I There has been a dramatic increase in prescriptions of analgesic opioids in the United States (Jurcik et
al., 2015).

Nationally, deaths involving opioids have more than quadrupled since 1999 (CDC, 2010).

More persons died from drug overdoses in the United States in 2014 than during any previous year on
record; 61% of these deaths involved opioids (MMWR, Dec 2015).

1
1

Table 5. Key indicators of prescription medication misuse and consequences
Key Indicators LAC SPA

Nonmedical use of pain relievers, pastyed? / 4.8% SPA 2: 5.396PA 8: 5.2%, SPAs 6 & 7: 4.6%,
17NSDUR01612 7% SpA 4: 4.49%PA 3: 4.3%

Nonmedical use of pain relievers, pastyeds / 9 0% SPA 2: 10.0%PA 8: 9.6%, SPA 6: 8.6%, SPA 7: 8
25NSDUR01612 V701 SPA 4: 8.296PA 3: 7.7%

Adults who misused Rx drugs in the past yea 5 504 SPA 47.0%SPA 66.8%, SPA 8:3%, SPA 3:9%,
(LACHS, 2015) ~70 SpAL: 5.8%, SPA®2%, SPA 8:7%SPA 23.9%

8 SPA4: 4SPAG: 3 SPA3: 1,SPAS: 0,SPATY: O,

Total | spag- 0SpAL: 0SPA2: O
count

Deaths (testguabsitive for Rx opioids) AgEr12
per raw numbers (LAC ISD, 2014)

Deaths (tested positive for Rx opioids}Zsge 1 SPAL:3.2,SPA4: 3.15PA2: 1.95PA8: 1.9,

1.8

per 100,000 (LAC ISD, 2014) SPA5: 1.5,SPAG: 1.4SPA7: 1.25PA3: 1.1
TxAdmissions Age-12 0.5% SPA 5: 4.898PAs 1 & 2: 1.3%, SPA 4: 0.7%,
(LACPRS, 2015) ~7| SpA 8: 0.29%PAs 3,6,7: 0.0%

TxAdmissions Age-28 3.0% SPA 5: 6.398PA 2: 4.4%, SPA 3: 3.9%, SPA 1: 2.¢
(LACPRS, 2015) 70| SPA 4: 2.6%, SPA 8: 2.0%, SPA 6SPA%Y%; 0.7%
Rx opioid hospitalizations A4€ ,p2r 100,000 11 SPALl: 3.8SPA5: 1.6SPA3: 1.5SPAS: 1.1,
(OSHPD 2014) ) SPA2: 1.0SPAG: 0.8SPA7: 0.7SPA4: 0.4

Rx opioid hospitalizations A@&A&r 100,000 17.3 SPA2: 28.7SPA5: 23.6SPAl: 21.0SPAS: 17.8,
(OSHPD, 2014) ' SPA3: 14.4SPA4: 11.7SPA6G: 10.4SPA7: 8.0

Rx opioitelated ED visits AgelIer 100,000 13 SPALl: 2.7SPA2: 1.7SPA3: 1.5SPA5: 1.4,
(OSHPX014) ) SPA3: 1.2SPA4: 1.1SPA6: 0.7SPA7: 0.5

Rx opioigelated ED visits Age2h&er 100,000 156 SPAL: 26.1SPA2: 26.1SPA8: 15.9SPA4: 14.4,
(OSHPD, 2014) ' SPA5: 13.4SPA3: 12.1SPA6: 8.0SPA7: 7.3

Red and green font indicate highest and lowest percentage/rate, respectively among SPAs; NSDUH data nané&ailable for SPAs 1

4NIDAInfo FactsPrescriptiorand Overthe-CounterMedications National Institute on Drug Abuse. June 2009. Available at:
http://www.nida.nih.gov/Infofacts/Infofaxindex.html.
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Figure 1 indicates all age groups are affected by misuse of prescription pain medication, and particularly
adolescents and young adults. Therefore, a comprehensive approach is needed to address this problem,
including training and education, tracking and monitoring, and disposal (LADPH, 2013).

Figure 1. Misuse of Rx Opioid Pain
Medication in the Past Year by Age

12% 1 The prevalence rate of misuse of prescription
10% 4 — BLAC OCA OUS (Rx) opioid pain medication in the past year in
2010-2012 in LAC is 4.8% (NSDUH), which is

8% 1 higher than the national average (4.5%) and

6% - lower than the state average (4.9%). Misuse is
4% | most common among individuals aged 18-25
years.

2% -

0% -

12-17yrs  18-25yrs 26+ yrs Overall

Figures 2 and 3 show healthcare service utilization (i.e., ED visits and hospitalizations) among Rx opioid
misusers/abusers has greatly increased in recent years, indicating the economic burden of Rx misuse is
substantial and rising.

Figure 2. Rx Opioid-related ED Visits
and Hospitalizations in LAC, 2006-2013

e HOspitalizations = === ED Visits
16,000 -

In LAC, the number of hospitalizations with any Rx opioid-
12,000 E’_/ related diagnosis or external cause of injury increased by
30% from 11,230 in 2006 to 14,594 in 2013. ED visits
8,000 1 increased by 171% from 3,354 in 2006 from to 9,075 in

2013.
4,000 -

2006 2008 2010 2012
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Figure 3. Rx Opioid-related ED Visits

200 - BY Gender and Race/ethnicity in LAC, 2006-2013*

The rate of Rx opioid-related ED visits per
100,000 population increased sharply for
white and African Americans, and increased
most rapidly among African American
women.

150 4

100 -

50 -
Male Female

== \White = \White
== Black = Black

== Latino = Latino
== Other* = Other*

2006 2008 2010 2012

*Rate per 100,000 population

Figure 4 shows average years of potential life lost by underlying cause of death in LAC, 2011.

Figure 4. Potential Years of Life Lost

0 10 20 30 40
Homicide 41 . . R
Motor vehicle crash [T32] Individuals who died from drug overdose died an

Drug overdose [T average of 31 years prematurely.
Suicide 28
Liver disease

17
Breast cancer [ 11

|

6l

Diabetes
Lung cancer

Stroke [
4

Coronary

Target Priority Area 2Marijuana Availability and Accessibility among Youth

The following adverse long-term effects of marijuana use were reported in Volkow, et al. (2014):

I Addiction (in about 9% of users overall, 17% of those who begin use in adolescence, and 25 to 50% of
those who are daily users)*
Altered brain development*
Poor educational outcome with increased likelihood of dropping out of school*
Cognitive impairment with lower 1Q among those who were frequent users during adolescence*
Diminished life achievement and satisfaction *
Increased risk of chronic psychotic disorders (including schizophrenia) in persons with a predisposition
to such disorders

= =4 -4 A -9

* The effect is strongly associated with initial marijuana use early in adolescence.
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In addition, marijuana use, particularly when initiated during adolescence, is highly correlated with use of other
illicit substances, as shown in Figure 5.

Figure 5. Marijuana as a Gateway Drug:
Lifetime lllicit Drug Use by Marijuana Use

45% A = First used marijuana before age 18
First used marijuana after age 18
m Never used marijuana

30% A

15% A

N I |

Heroin Sedatives Meth  Tranquilizers Inhalants Stimulants Rx OpioidsHallucinogens Cocaine

NSDUH 2012-2013 data for California

Marijuana prevalence in LAC from CHKS, 2013:
T Oneinfour 9th graders and 37% of 11th graders reported lifetime marijuana use.
T 13% of 9th graders and 18% of 11th graders currently used marijuana (i.e., past 30 days).
I Marijuana use among 7th graders has remained fairly consistent since 1999, ranging between 7% and
10% for lifetime use (CHKS, 1999-2013).

Table 6. Key indicators of marijuana consumption and consequences

. HP
Key Indicators LAC 2020 SPA
'r\i/'sig;:n&?ercept'on of gre 0395 | 36795 SPA22LT%SPA 4: 22.2%, SPA 7: 22.7%,
. . . 0, . . 0,
(NSDUH 2011 SPA 8: 23.8%, SPA 6: 2790%, 3: 27.6%
Marijuana: perception of gre 0 , o . o
riskage 185 2006 N/A SPA 217.2%SPA 8: 18.3%, SPA 4: 18.4%,

. 0, . . 0,
(NSDUH 20112) SPA 7:22.1%, SPA 3: 22524,6: 27.4%

Current marijuana use, Age

82% | 6.0% SPA 8: 9.5%86PA 6: 9.3%, SPA 4: 8.9%, SPA 7: 7.69

17 (NSDUH 2G610) SPA 2: 7.5%PA 3: 7.3%

Current marijuana use, Age 19.29 N/A SPA 8: 24.3%PA, SPA 4: 22.6%, SPA 6: 18.8%,
25 (NSDUH 2061®) e SPA 2:17.6%, SPA 3: 155998, 7: 14.8%

Any marijuana use in the pg N 0 . 0 0
yearamong adults 11.6% N/A | SPA 515.2%SPA 415.1%, SPA 1: 14.2%, SAR.8%,

0 0 0 0
(LAC Health Survey, 2015) SPA 611.9%, SPA 21.1%, SPAS.8%SPA 37.7%

Deaths (tested positive for 17
marijuana) Age-12, per raw| Total N/A
numbers (LAC ISD, 2014)* | count
Deaths (tested positive for

SPAG: 5SPA4: 5SPAS: 3SPAS: 2,SPAS: 1,
SPAL: 1, SPA7: 0.SPA2: 0

SPA 4:3.GPA 1: 1.9 SPA 8: 2.1 SPA 2: 1.4, SPA 6:

marijuana) Age-28, per 191 N/A _ i _

100,000 (LAC ISD, 2014)* SPA7:1.4SPA3: ERA5:0.6

Tx Admissions Agell2 785%| N/A SPA 3: 87.6%PA 5: 85.7%, SPA 6: 84.4%, SPA 7: §
(LACPRS, 2015) 70 SPA 1: 78.3%, SPA 2: 75.9%, SPA 4:9B5%,72.0%
TxAdmissions Age-2B 2830%| N/A SPA 8: 37.9%PA 7: 37.5%, SPA 4: 35.2%, SPA 6: |
(LACPRS, 2015) 270 SPA 1: 29.3%, SPA 3: 28.0%, SPA 2:9F74%,5.1%
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Key Indicators LAC 2'3';0 SPA

Hospitalizations Agelx2 178 N/A | SPAL: 23.8SPA3: 20.3SPA6: 20.1SPA8: 19.4,
per 100,000 (OSHPD, 2014 ' SPA2: 18.1SPA7: 15.2SPA5: 13.1SPA4: 12.5
Hospitalizations Age2h8 536 N/A | SPAG: 79.9SPA8: 60.3SPAL: 60.0SPA4: 52.8,
per 100,000 (OSHPD, 2014 ' SPA2: 51.0SPA3: 47.55PA7: 43.3SPA5: 39.6
ED visits Age-1Z 17.9 N/A | SPAG: 29.8SPA8: 20.6SPA7: 18.5SPA2: 17.0,
per 100,000 (OSHPD, 2014 ' SPA4: 15.7SPAL: 15.55PA3: 14.4SPA5: 9.6
ED visits Age-28 65.2 N/A | SPAG: 138.25PA4: 83.8SPA8: 79.0SPAY: 53.0,
per 100,000 (OSHPD, 2014 ' SPA5: 52.5,SPAL: 50.3SPA2: 48.8SPA3: 36.5

Young adults in SPA 8 had the highest rate of marijuana use and among the lowest rates oRpdraadtgreern faht indicate highest and lowest
percentage/rate, respectively amond\&PA# data not available for SPAs 1 and 5.

In California, voters will decide on approval of recreational marijuana in 2016. The experience of other states
may inform prevention efforts in California.

I Areport from Colorado showed that hospitalization visits with possible marijuana exposure grew from
810 in 2006 to more than 2,000 from January to June 2014, many of those directly related to edibles
(vs. smoked marijuana; Wardarski, 2015).

I Moreover, major policy shifts in marijuana regulations may be related to trends in health-related
consequences of AOD use, as shown in Figure 6.

Figure 6. Traffic Crash Fatalities
Involving Marijuana, LAC, 1994-2013

—/ehicles Persons

- m Marijuana
Im decrim]inalized
120 | Ufe - In LAC, according to the Fatality Analysis Reporting System
(2014), traffic crash fatalities involving marijuana increased by
0 | } f 510% from 2003-2013. These increases co-occurred with the
3 passage of the Compassionate Use Act, the initiation of the
0 | Medical Marijuana Program, and the decriminalization of
P marijuana (possession of <10z reduced from misdemeanor to
T S B infraction).
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Further analyses of trends over time in LAC show a 459% increase in emergency department (ED) visits involving
marijuana from 2006 to 2013 (Figure 7). Marijuana was involved in 37% of all drug-related ED visits in LAC.

Figure 7. Drug-related ED Visits

Involving Marijuana, LAC, 2006-2013
16,000 -

® Any marijuana-related diagnosis
® Marijuana-related primary diagnosis

In LAC, ED visits involving marijuana increased
459% from 2,861 in 2006 to 15,993 in 2013. ED
visits with a marijuana-related primary diagnosis
increased 204% from 334 cases in 2006 to 1,014
cases in 2013. The most common primary
marijuana-related diagnoses were chest pain,
alcohol or cannabis abuse, psychosis, anxiety and
amphetamine abuse (California Dept. of Public
Health, 2014).

12,000 A

8,000 A

4,000 ~

© A > S
Q Q Q Q
S & &

Understanding populations at risk for marijuana-related harms can inform prevention strategies by targeting
the appropriate developmental life stage among individuals with the greatest need. Figure 8 shows African
Americans and young adults are more likely than other ethnicities and age groups to receive SUD Tx for
marijuana use (LACPRS, 2014). Most clients admitted to publicly funded SUD Tx programs in LAC are under
133% FPL, which tends to have much higher SUD rates than the general population.

Figure 8. Rate of Marijuana Admissions per 100,000
Among Clients with Income <= 133% FPL

By Age and Racelethnicity, 2014

e Latine Black  —o——White  —0— Cther The treatment admission rate for African
1000 1 Americans ages 18-24 years with incomes under
750 | 133% FPL was nearly 3 times that of the same

race-age group in the general population (970 vs.
343 per 100,000 population). The same trend was
250 | found for Latinos ages 18-24 years (433 vs. 137
per 100,000 population).

12-17 yrs 18-24 yrs 25-34 yrs 35+ yrs

Target Priority Area 3: AlcohelUnderage and Binge Drinking

Excessive alcohol use contributes to a host of health problems/alcohol-related illnesses, high risk behaviors,
traffic accidents/DUI, falls, suicides, poisoning, and occupational injuries. Risk taking behavior, especially among
adolescents and young adults, is compounded when combined with alcohol use. Research (NIAAA, 2006) shows
that the younger the age of alcohol initiation, the greater the likelihood of experiencing legal, social, mental
health, and other problems including risky sexual activity, poor school performance, use of other substances
and development of substance use disorders (SUD). Thus, investing in prevention efforts to delay initiation and
reduce consumption may be the best way to avoid the costly consequences of risky use and addiction.
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Table 7. Key indicators of alcohol consumption and consequences

Key Indicators LAC SPA
Alcohol use, past month 12 6% SPAs 2 & 8: 13.58RPA 4: 12.8%, SPA 7: 12.4%,
age 1217 (NSDUH 2010) ©7% | SPA 6: 11.6%PA 3: 11.0%
Alcohol use, past month 54 4% SPA 4: 59.2%PA 8: 57.0%, SPA 2: 55.9%,
age 185 (NSDUH 2010) 70 SPA 7 53.1%PAs 3 & 6: 47.8%
Current binge alcohol use” 7 104 SPA8: 7.7%SPA 7: 7.5%, SPA 2: 7.3%,
agel217 (NSDUH 2010Q) =70 | SPA 4: 7.29%PAs 3 & 6: 6.4%
Current binge alcohol use” a86é 18 SPA 4: 37.7%PA 7: 37.2%, SPA 8: 36.4%,
(NSDUH 2041(2) 34.4% | SPAs 2 & 3: 31.29%A 6: 30.7%

Current binge alcahs¢ among adults 15.9% SPA 518.2%SPA 717.6%SPA 417.6%SPA 816.4%
(LAC Health Survey, 2015) ' SPA 315.5%SPA 214.3%SPA 613.8%SPA 1, 13.6%

Alcohol Outlétoffsite, per 10,000 6.2 SPA4 &7: 73PA8: 6.9, SPA5: 6.2, SPA 2: 5.8,
(CA ABC Agency) ' SPA 3: 5.5, SPA6: 58A 1: 45

Alcohol Outlétonsite per 10,000 SPA 5: 23.8PA 4: 20.9, SPA 8: 12.3, SPA 3: 9.7,

(CA ABC Agency) 11.0 SPA 2:9.1, SPA7:7.4, SPA1%26:2.3
Alcohainvolvedraffic Collision*, per 38 SPA 4: 6.§PA 6: 4.8, SPA 2: 4.4, SPA 7: 3.6,
10,00@SWITRS, 2014) ) SPA 1: 3.6, SPA 8: 3.0, SPA BR.03: 2.7

Deaths (tested positive for alcohol) / 5 Total | SPA 6: SPA2: 1 SPA3: 1,SPA3: 1,SPA 7: 0,
1217, per raw numbers (LAC ISD, 2 count | SPA 1: 0, SPA 4: 0, SPA5: 0

Deaths (tested positive for alcohol) SPA 4: 2.8PA 1: 2.3, SPA 6: 2.0, SPA 2: 1.67,

1825, per 100,000 (LAC ISD, 2014) ® | SPAs3&8:1.3 SPA7:21 5. 09

Violent crinfer10,000 (LASD, LAPD| o, o | SPA 6: 85.BPA 4: 58.3, SPA 8: 32.8, SPA 1 & 7: 28.
State DOJ, 2013) © | SPA 3:19.9, SPA 2: 1955 5: 18.0

TxAdmissions Age-12 (LACPRS, SPA 8: 22.3%PA 6: 9.8%, SPA 7: 9.7%, SPA 4: 9.69
201415) 10.9% | spa 5: 9.506, SPA 2: 8.5%, SPA 358A4%; 3.0%
TxAdmissions Age-28 (LACPRS, o, | SPA 8: 13.4%PA 5: 12.0%, SPA 1: 11.9%, SPA 2: 1|
201415) 10.8% | 5pa 4:11.1%, SPA 6: 9.6%, SPA 7:9014: 7.8%
Hospitalizations AgelZper 100,000 8.5 SPA 3: 11.8PA 8: 9.6, SPA 1: 9.6, SPA 2: 8.5,
(OSHPD, 2014) : SPA 6:8.3, SPA7: 6.7, SPA &FB\5: 6.0
Hospitalizations Age25®er 100,000 378 SPA 3: 44.8PA 8: 41.5, SPA 6: 40.8, SPA 4: 36.8,
(OSHPD, 2014) 8 | SPA 1: 35.0, SPA 2: 34.2, SPA 75828 30.6

ED visits Age-1Z 16, |SPA2226PAB18.9 SPA4:18.4, SPAL 182,
per 100,000 (OSHPD 2014) : SPA 6:17.0, SPA 7: 16.4, SPA 55P3\4: 15.2

ED visits Age-28 o5, | SPA 6129 5PA 4110.85PA 8102.7SPA 1101.7

per 100,000 (OSHPD, 2014) SPA 290.9, SPA 589.8, SPA 789.5, SPA 3: 71.5

* Incldes the number of both injuries and fdf@htést in 3 young adults binge drink; defined as 5 drinks for memchunRexif@r green font indicate highest
& lowest percentage/rate, respectively amomngSERAsdata not available for SPAs 1 and 5.

Understanding AOD-related trends and emerging issues in LAC can assist with identifying specific targets for
prevention strategies. Identifying specific issues such as “alcopops,” emerging trends in alcohol-related health
consequences and specific populations at elevated risk can inform effective prevention strategies.

Alcopops and youth
U Alcopops are popular among youth due to their sweet taste, variety of flavors, low price, and high
alcohol content.
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U A major study found 50% of underage drinker’s ages 13-20 report drinking alcopops; youth drinkers
who consumed alcopops were four times more likely to engage in binge drinking (Albers et al., 2015).

Time trends of health outcomes over the past seven years show a significant increase in alcohol-related
emergency department visits and hospitalizations (see Figure 9).

Figure 9. Number of Alcohol-related ED Visits
and Hospitalizations in LAC, 2006-2013

70,000
60,000 - . .
According to the OSHPD data, in LAC, the number

£0.000 of ED Visits with any alcohol-related diagnosis or

' external cause of injury significantly increased by
40,000 ———ED visits 82%, and the number of alcohol-related

Hospitalizations

30,000 ; ‘ ‘

2006 2007 2008 2009 2010 2011 2012 2013

In addition, gender and race/ethnicity place vulnerable populations at greater risk for developing AOD-related
problems (see Figure 10).

Figure 10. Prevalence of Binge Drinking Among
Adults by Gender and Race/Ethnicity in LAC, 2011

27% = Men
Women
18% 19% Accordin_g to Los Angeles C_:ounty Health Survey _2011
data, Latino men had the highest prevalence of binge
1906 13% drinking (5 or more alcoholic beverages for men, 4 or
9% 10% more alcoholic beverages for women on the same
5% occasion on at least one day in the past 30 days);
Asian/Pacific Islander women had the lowest prevalence
‘ ‘ ‘ of binge drinking.
Latino White Asian/Pacific African
Islander American

Alcohol-related costs translate into billions of U.S. dollars spent on premature death, disability, medical care,
and law enforcement, and other costs. Table 8 shows how these cost are distributed in LAC.

Table 8. Alcohol-related Tangible Costs in LAC, 2014

Cost Category Annual Cost
—- According to Sacks et al (2006; data extrapolated

UCEIHEETE 3976.7 million for LAC and adjusted for inflation to 2014 US

. - dollars), the total tangible direct and indirect costs

a

HEEE e G iay 37.7 billion of excess alcohol consumption in LAC in 2014
Other® $1.6 billion was over $10.3 billion.
Total $10.3 hillion

a8 Reduced productivity at work, work absenteeism, lost productivity due to death
b Criminal justice system costs, motor vehicle crashes, property damage
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Target Priority Area Four: Methamphetaminand other illicit drug usenong youth

The picture of meth use in LAC is different compared to other geographic regions. According to LACPRS (2015),
Tx admissions have been increasing since 2012. In 2014, meth became the second most commonly reported
drug problem among clients admitted to LAC public Tx programs. Although meth use is a significant problem in
LAC overall, it is especially problematic among women and the impact has increased; the number of women
admitted to SUD Tx who were primary meth users increased nearly six-fold from 1996 to 2011 (TEDS, 2014).

In addition, the cost of meth has decreased by half since the late 1990s (Mozingo, 2015) and the potency and
accessibility of meth have increased (Ferranti, 2015).

Table 9. Key indicators of methamphetamine consumption and consequences
Key Indicators LAC SPA

Deaths (tested positive for | - | spag: 3 SPAG: 3SPA3: 1.5PAS: 0 SPA7: 0,

meth) Age 117, per raw _ . :
numbers (LAC ISD, 2014) count | SPA2: 0,SPA3: 0,SPAL: O

Deaths (tested positive for
meth) Age 135, per 100,000 1.1
(LAC ISD, 2014)

Tx Admissions Agell2 7 6% SPA 1: 13.5%PA 4: 11.6, SPA 2: 9.8%, SPA 7: 6.1
(LACPRS, 2015) 070 | SPA: 5.4%, SPA 8: 4.3%A\s 5 & 6: 0.0%

SPA 7: 37.7%PA 6: 37.2%, SPA 1: 34.6%, SPA 4.

Iﬁ‘@%ﬂ?'ggj@gm 30.2% | 33.6%, SPA 3: 32.4%, SPA 8: 27.8%. SPA 2: 23.0f
’ SPA 5: 22.9%

Red and green font indicate highest and lowest percentage/rate, respectively among SPAs.

SPA4: 2.2SPAL: 1.35PA8: 1.25PA2: 1.1,
SPAG: 0.95PA7: 0.7,SPA3: 0.75PA5: 0.6
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RISK AND PROTECTIVE FACTORS FOR PRIORITY AREAS

Health disparities adversely affect groups of people who have systematically experienced greater obstacles to
health based on their racial or ethnic group; religion; socioeconomic status; gender; age; mental health;
cognitive, sensory, or physical disability; sexual orientation or gender identity; geographic location; or other
characteristics historically linked to discrimination or exclusion (U.S. Department of HHS, 2015). Specific to LAC
AOD priority areas, important contributing risk and protective factors are enumerated in the table below.

marijuana use is low (individual)

Priorit . .
¥ Risk Factor Protective Factor
Areas
= 1. Prescription Drugs and OTC 1. Knowledge of dangers of prescription drugs and their availability
& Medication are legal and readily 2a. Parents educate kids about the negative impacts and
§° o available consequences of prescription drug abuse.
o 2 2. Majority of residents who misuse 2b. Adults reduce their availability and properly dispose of surplus.
5 8 prescription drugs obtain them from 3a. Education on best practices for pharmacists and those with
§_ ° relatives or friends prescribing privileges (doctors, physician assistants, nurses, etc.)
§ = 3. Excessive prescribing and incorrect 3b. Prescribers consult a prescription drug monitoring program for
@)
g '5 disposal patients’ drug history before prescribing
1. Marijuana is readily available to all 1. Awareness about the harmful effects of marijuana
o _|ases " .
© E 2| 2. Use is acceptable (community) 2. Positive community norms
S £ 2|3, ionisi [ . . :
2357 3. Production is |nte.grated into the 3. Laws exist to protect communities and the environment that are
& < &) economy (community) negatively affected by marijuana manufacturin
= ‘© 2| 4. Youth perception of harm for J Y Y J &
<

4. Teens possess positive decision making skills

1. Availability and access of alcohol to
teens by adults (community)

1A. Adults understand how alcohol is detrimental to the
developing brain.

°
C
ga 1B. Effective law enforcing policies to restrict availability and
= access to teens
£ o
- C
o) = ) o 2. Parents teach their kids about the negative impacts and
2 = 2. Parents do not believe drinking is that -
S A ) consequences of underage drinking.
g o bad (family)
5 £ 3. Positive social norms reinforced by family
I, o 3. Parents have a substance abuse
. history (family)
)
(&)
< 4. Teens have favorable attitude 4A. Integration of family, school, and community efforts
towards drinking (individual) ) ]
4B. Sense of well-being/self confidence

_Gg’ 3 | 1. Production is elementary and 1. Laws exist to protect communities and the environment that are
% 2 - integrated into the economy negatively affected by methamphetamine manufacturing and
E ;:) *g' (community) other illicit drug use.
Q. = >

o)
% < % 2. Precursor ingredients used to make 2. Positive attitudes towards school. For example, transitional age

o . . . . L .
% = methamphetamine are inexpensive and | youth are deterred from using/manufacturing illicit drugs if they
=3 readily obtainable. are employed or are enrolled in higher education.
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Summary ofRiskand ProtectiveFactors

Availability and Access to AGBIcohol Outlet Density

AOD availability and accessibility are associated with increased AOD consumption. Alcohol outlet density and
the proximity of outlets to one’s residence have been associated with negative consequences such as violence,
crime, injury, and high risk sex (Rowland et al., 2015). A study in California found that adolescent binge drinking
and driving was associated with alcohol retailers within 0.5 miles of home, and through simulation showed that
decreased sales to minors could lead to reductions in driving after binge drinking (Chen et al., 2010). Access
within the home, at school, and from peers also contributes to adolescent AOD use (Hingson & White, 2014).
Therefore, it is important to develop prevention interventions/efforts that not only focus on the individual, but
also the community and environment.

Potential Legalization of Marijuana for Recreational Use

With the potential imminent legalization of marijuana in California, the use of marijuana will be even more
normalized. In spite of common public perception, research strongly suggests that marijuana use during
adolescence and early childhood results in impaired brain development; affecting learning and memory
(Ventura County, 2014). Driving under the influence of marijuana has twice the risk of a crash than driving sober
(Asbridge et al., 2012).

Social Norms and Exposure to AOD Mass Media Messages

Families, peers, media website advertisements, music, movies, advertising, laws, and regulations all play a role in
influencing social norms and individual beliefs and attitudes about AOD use. How families model values,
attitudes, and beliefs about AOD use shapes their children’s values, attitudes, and beliefs about AOD use.
Exposure to music promoting marijuana use has also been associated with early marijuana use by urban
American adolescents (Primack et al., 2010).

Adverse Childhood Experienedsauma, Abuse, Neglect

A NIDA (2015) study suggests that childhood maltreatment is a severe stressor that alters trajectories of brain
development; regions involved in monitoring internal awareness of emotions may more strongly influence a
person’s behavior. At the same time, regions that control impulses become less connected and are reduced to a
less central role in the network. These changes may set the stage for an increased risk for substance use and
other mental health disorders throughout life.addition, Parental alcohol problems also influence whether the
child would later use (Alcohol Marketing and Youth, 2009).

Family Management Practicesid Disapproval of AOD use

Family management practices including parental monitoring and family cohesion have been found to be
associated with reduced AOD use (Murphy et al., 2009). Parental disapproval of drinking amplified the link
between peer disapproval and lower alcohol use; accordingly, interventions should target both parental and
peer disapproval throughout adolescence (Mrug & McCay, 2013). Consistent disapproval throughout
adolescence plays a stronger role than maintained moderate disapproval or declining disapproval with age
(Martino, 2009). Providing adolescents with credible, accurate, and age-appropriate information about the
harm associated with substance use is a key component in prevention programming (SAMHSA, 2013).

Resiliency

Protective factors such as school connectedness/academic competence, family cohesion, self-control, anti-drug
use policies, and strong neighborhood attachment contribute to resiliency in youth (NIDA, 2015). Resiliency
involves a child’s ability to grow up to be a healthy and well-functioning adult despite having to overcome
various forms of adversity in their lives, and the capacity to move back into growth-promoting connections after
an acute disconnection or times of stress.
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Other Important Concerns

Other areas important to target for prevention include heroin, ecstasy, E-cigarettes/vaping, inhalants, and

synthetic marijuana. Although the LAC Prevention Plan does not currently address these issues, we will continue

to track these trends, and will be prepared to address them should the data warrant.

I Some experts consider alternative, non-combustible products that contain nicotine but no tobacco such

as electronic cigarettes to be less harmful than tobacco products. However, their proliferation among
middle and high school students, and emerging evidence that these products are not harmless are
cause for concern (CASA, Oct. 2015).

I Street forms of synthetic cannabinoids - so-called “synthetic marijuana” - were linked to 11,406 of the
4.9 million drug-related emergency department (ED) visits in 2010, according to a report by the
Substance Abuse and Mental Health Services Administration (SAMHSA, 2012)

I Heroinis currently the highest reported primary drug by clients admitted to publicly funded SUD Tx
programs in LAC (LACPRS, 2014).

Table 10 shows important indicators for SUDs overall and for substances other than those noted in priority

areas 1-4.

Table 10. Substance use disorders among youth and youn

adults, other drug use

Key Indicators National| State | LAC SPA
SUD past yeage 1217 o o o SPA 4: 8.298PAs 2,6,7: 8.1%, SPA 8: 8.0%,
NSDUH 20112 6.8% 7.9% 8.1% SPA 3: 7.8%
SUD past yeage 185 0 0 or | SPAT: 21.398PA 2: 20.4%, SPA 4: 19.8%,
NSDUH 20312 19.1% | 21.0%| 20.2% | gpp 3. 1005, SPA 8: 19.5%PA 6: 18.9%
Needed but did not ) 0 o
receivax past yeage 4.1% 5.0% | 5.0% ggﬁ gj 2;0/;3;:%74&7?/ 5.1%, SPAG,
1217NSDUH 2011 - S
Needed but did not oo 2 A0 . q 20 .
receiv@x past yeaage 7.1% 9.1% | 8.4% ggﬁ 3: g'g’ggﬁ 2:87'49@ SPA 3:8.3%, SPA 6: 8
1825NSDUH 20112 - O I
Heroin Tx Admissions SPA 2: 39.3%6PA 3: 14.7%, SPA 8: 10.8%,
young adults (Age2B | N/A N/A | 22.0% | SPA 4: 8.2%, SPA 5: 7.6%, SPA 1: 6.4%,
LACPRS, 2044) SPA 7: 4.9%PA 6: 4.3%

Red and green font indicate highest and lowest percentage/rate, respectively among SPAs.

Sustainability and Cultural Competence
SAPC will work collaboratively with prevention providers on an on-going basis to assess community needs and

resources and identify the most pressing AOD problems and contributing factors in their communities to develop

and improve effective, culturally responsive prevention strategies. Well-coordinated, multi-component
prevention models that impact key risk and protective factors across multiple life domains may reduce negative
long-term outcomes for adolescents at risk for AOD problems.

I Address all addictive substances that impact local communities in a comprehensive manner
I Address the full range of risk factors, e.g., coping skills, trauma, mental health issues, family history of
AOD use, peer AOD use
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9 Address full range of protective factors, e.g., academic performance/achievement, family, school, peer
groups, community support, environment

d. Sustainability

T Identify champions and leaders
T Conduct interviews with community leaders involved in implementing the Strategic Prevention Plan
I Recruit community members with skills in needs assessment

e. Cultural Competence

It is clear that LAC is comprised of many cultures and differing perspectives. However, a uniting principle is
Angelinos’ remarkable capacity to plan ahead, shape the future and adapt to new circumstances. Moving
forward, how we further shape and build our AOD prevention efforts will potentially have a profound impact on
the overall health of LAC residents and our communities. The SAPC Prevention team will continuously strive to
implement the following activities:

Use data to target disparities

Equity concerns will be addressed in our assessment and evaluation activities. We will use data to explore
providers’ efforts to take culture into account when delivering prevention services. For example, to be relevant
in the community and obtain buy-in from stakeholders, providers’ ability to address a range of issues, many of
which stem from equity concerns, will be explored.

Work with the community

Including a diverse range of partners will expand the base of prevention stakeholders. Thus, engaging increasing
numbers of interested community members in assessment activities and effectively disseminating evaluation
findings throughout local communities in LAC will further facilitate sustainability.

Collect and use cultural competence-related information/data

It is important to utilize cultural competency data to improve prevention services, increase mutual respect and
understanding between providers and SAPC. This will promote the inclusion of all provider/community
members. The goal is to incorporate different perspectives, ideas, and strategies that will eventually improve
prevention services and the efficiency of care.

Build cultural competence skills to identify culturally-relevant risk and protective factors and other underlying
conditions

The SAPC Prevention team will establish learning communities designed to provide a forum for
providers/communities to exchange effective approaches and projects to learn from each other in order to
identify culturally relevant risk and protective factors, and other underlying conditions. These learning
communities will help prevention providers develop new knowledge and skills, allowing the field to capitalize on
new strategies to address risks that are targeted to specific communities.

Hire culturally competent staff and evaluators

Culturally competent staff and evaluators who are familiar with the diversity of Angelinos in terms of religion,
traditions, language, race/ethnicity and other factors will be hired and ongoing training will be provided in order
to build rapport and credibility at the local level.

25



AssessmenReferences

1.

10.

11.

12.

13.

Bernstein KT et al. The built environment and alcohol consumption in urban neighborhoods. Drug and
Alcohol Dependence. December 2007:91(2-3);244-252.

Jitnarin, N., Heinrich, K. M., Haddock, C. K., Hughey, J., Berkel, L., & Poston, W. S. (2015). Neighborhood
environment perceptions and the likelihood of smoking and alcohol use. International journal of
environmental researchnd public health12(1), 784-799.

Public Policy Institute of California (2015)
http://www.ppic.org/main/publication show.asp?i=818

Pastor M., Marcelli EA. (2013). What's at Stake for the State: Undocumented Californians, Immigration
Reform, and Our Future Together. Program for Environmental and Regional Equity / Center for the Study of
Immigrant Integration.

Bustamante, V. A,,Fang, H., Garza, J.,Carter-Pokras, O., Wallace, P. S., Rizzo, A. J., Ortega, N. A. (2010).
Variations in Healthcare Access and Utilization Among Mexican Immigrants: The Role of Documentation
Status.

Ku L., Matani S., (2001). Let Out: Immigrants Access to Health Care and Insurance
U.S. Department of Health and Human Services. Office of Disease Prevention and Health Promotion.

Healthy People 2020 (HP 2020). Washington DC. Available at: www.healthypeople.gov
Accessed: December 18, 2015. Additional notes: data for youth binge drinking is for ages 12-17 years.

NIDA (National Institute on Drug Abuse). Childhood Maltreatment Changes Cortical Network Architecture
and May Raise Risk for Substance Use. Retrieved 12/14/15 from http://www.drugabuse.gov/news-
events/nida-notes/2015/11/childhood-maltreatment-changes-cortical-network-architecture-may-raise-risk-
substance-use

Carey, K. B., Durney, S. E., Shepardson, R. L., & Carey, M. P. (2015). Precollege predictors of incapacitated
rape among female students in their first year of college. Journal of studies on alcohol and drugs, 76(6),
829-837.

Compton, W. M., Thomas, Y. F., Stinson, F. S., & Grant, B. F. (2007). Prevalence, correlates, disability, and
comorbidity of DSM-IV drug abuse and dependence in the United States: results from the national

epidemiologic survey on alcohol and related conditions. Archives of general psychiatB4(5), 566-576.

Rowland, B., Toumbourou, J. W., & Livingston, M. (2015). The association of alcohol outlet density with
illegal underage adolescent purchasing of alcohol. Journal of Adolescent Health6(2), 146-152.

Chen MJ, Grube JW, Gruenewald PJ (2010). Community Alcohol Outlet Density and Underage Drinking.
Addiction. 105(2) 270-278.

Hingson, R., & White, A. (2014). New research findings since the 2007 Surgeon General’s call to action to
prevent and reduce underage drinking: A review. Journal of studies on alcohol and drugs(1), 158-169.

26


http://www.ppic.org/main/publication_show.asp?i=818
http://www.healthypeople.gov/
http://www.drugabuse.gov/news-events/nida-notes/2015/11/childhood-maltreatment-changes-cortical-network-architecture-may-raise-risk-substance-use
http://www.drugabuse.gov/news-events/nida-notes/2015/11/childhood-maltreatment-changes-cortical-network-architecture-may-raise-risk-substance-use
http://www.drugabuse.gov/news-events/nida-notes/2015/11/childhood-maltreatment-changes-cortical-network-architecture-may-raise-risk-substance-use

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

VenturaCounty.“a | NA 2dzl y I | YR
2014.

5

Asbridge, J. A. Hayden, J. L. Cartwright. Acute cannabis consumption and motor vehicle collision risk:
systematic review of observational studies and meta-analysis. 2012

Martino SC, Ellickson PL, McCaffrey DF. Multiple trajectories of peer and parental influence and their
association with the development of adolescent heavy drinking. Addictive Behaviors. 2009: 34(693-700).

Alcohol Marketing and Youth. Marin Institute. September 2009. Available at:
http://www.marininstitute.org/site/resources/fact-sheets.html.

Primack BA, Douglas EL, Kraemer KL. Exposure to cannabis in popular music and cannabis use among
adolescents. Addiction. March 2010:105(3); 515-523

Murphy, D. A., Marelich, W. D., Herbeck, D. M., & Payne, D. L. (2009). Family routines and parental
monitoring as protective factors among early and middle adolescents affected by maternal HIV/AIDS. Child
Development80(6), 1676-1691.

Mrug, S., & McCay, R. (2013). Parental and peer disapproval of alcohol use and its relationship to adolescent
drinking: Age, gender, and racial differences. Psychology of addictive behavio23(3), 604.

Preventing Underage Drinking: Using Getting to Outcomes with the SAMHSA Strategic Prevention
Framework to Achieve Results. RAND (2007) Available at www.rand.org/pubs/technical reports/2007/

National Institute on Drug Abuse (NIDA). Preventing Drug Use among Children and Adolescents. Accessed
12/29/15 from https://www.drugabuse.gov/publications/preventing-drug-abuse-among-children-
adolescents/chapter-1-risk-factors-protective-factors/what-are-risk-factors

CASA (National Center for Addiction and Substance Abuse at Colombia University). December, 2015. Guide
for Policymakers: Prevention, Early Intervention and Treatment of Risky Substance Use and Addiction.
Accessed 12/29/15 from http://www.casacolumbia.org/addiction-research/reports/guide-policymakers-
prevention-early-intervention-and-treatment-risky

Gunzenhauser, Jeffrey. (2015). Message from the Interim Health Officer for Los Angeles County. Accessed
12.31/15 from http://publichealth.lacounty.gov/pharma.htm).

Substance Abuse and Mental Health Services Administration, Center for Behavioral Health Statistics and
Quality. (January 3, 2013). The NSDUH Report: Trends in Adolescent Substance Use and Perception of Risk
from Substance Use. Rockville, MD

Rowland, B., Toumbourou, J. W., & Livingston, M. (2015). The association of alcohol outlet density with
illegal underage adolescent purchasing of alcohol. Journal ® Adolescent Healib6(2), 146-152.

National Institute on Drug Abuse Meth (NIDA) 2012) Accessed from:
https://www.drugabuse.gov/publications/research-reports/methamphetamine/letter-director

27

2 dziMIn YeéntRra éounty:MIGatghaEfor BischsRicd dzi Y


http://www.marininstitute.org/site/resources/fact-sheets.html
http://www.rand.org/pubs/technical_reports/2007/
https://www.drugabuse.gov/publications/preventing-drug-abuse-among-children-adolescents/chapter-1-risk-factors-protective-factors/what-are-risk-factors
https://www.drugabuse.gov/publications/preventing-drug-abuse-among-children-adolescents/chapter-1-risk-factors-protective-factors/what-are-risk-factors
http://www.casacolumbia.org/addiction-research/reports/guide-policymakers-prevention-early-intervention-and-treatment-risky
http://www.casacolumbia.org/addiction-research/reports/guide-policymakers-prevention-early-intervention-and-treatment-risky
http://publichealth.lacounty.gov/pharma.htm
https://www.drugabuse.gov/publications/research-reports/methamphetamine/letter-director

28.

20.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Jurcik, D. C., Sundaram, A. H., & Jamison, R. N. (2015). Chronic pain, negative affect, and prescription opioid
abuse. Current Opinion in Psycholody 42-49.

Centers for Disease Control and Prevention (CDC). Web-based Injury Statistics Query and Reporting System,
2010.

Centers for Disease Control and Prevention (CDC). (2016, January 1). Increases in Drug and Opioid
Overdose Deaths — United States, 2000-2014. MMWR. Morbidity and Mortality Weekly Reports. Accessed
from http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6450a3.htm

LADPH (Los Angeles County Department of Public Health), Substance Abuse Prevention and Control. January
2013. Prescription Drug Abuse in Los Angeles County: Background and Recommendations for Action.
Accessed 1/5/16 from http://publichealth.lacounty.gov/docs/HealthNews/PrescriptionDrug-12-13.pdf

Substance Abuse and Mental Health Services Administration, Center for Behavioral Health Statistics and
Quality. (January 3, 2013). The NSDUH Report: Trends in Adolescent Substance Use and Perception of Risk
from Substance Use. Rockville, MD

Volkow, N. D., Compton W. M., & Weiss, S. R. (2014). Adverse health effects of marijuana use. New England
Journal of MedicineAugust 2014; 28;371(9):879

California Healthy Kids Reports: Technical Report Secondary 2006-2008 Los Angeles Count Core Module Ay,
Technical Report 5th Grade 2006- 2008 Los Angeles County, Technical Report Fall 2004-Spring 2006 Los
Angeles County Core Module A, and Technical Report 5th Grade Fall 2004- Spring 2006 Los Angeles County.
Available at: http://www.wested.org/cs/chks/query/q/1298?county=Los Angeles.

Wardarski, J. (2015). Edible Marijuana Is Booming, But These Aren't Your Father's Pot Brownies.
http://www.nbcnews.com/health/health-news/these-are-not-your-fathers-pot-brownies-n411881

Fatality Analysis Reporting System. National Highway Traffic Safety Administration. Query FARS data.
http://www-fars.nhtsa.dot.gov/QueryTool/QuerySection/SelectYear.aspx

Los Angeles County Participants Reporting System (LACPRS) admission data for Fiscal Year 2008-2009
through 2014-2015. Department of Public Health, Substance Abuse Prevention and Control.

Underage Drinking: Why Do Adolescents Drink, What Are the Riskspan@an Underage Drinking Be
PreventedNational Institute on Alcohol Abuse and Alcoholism. Alcohol Alert. Number 67. January 2006.
Available at: http://pubs.niaaa.nih.gov/publications/AA67/AA67.htm

Albers, AB, Siegel M., Ramirez, R.L., Ross, C., Delong, W, Jernigan, D.H. (2015). Flavored alcoholic beverage
use, risky drinking behaviors, and adverse outcomes among underage drinkers: results from the ABRAND
Study. AM J Public Healtl2015; 105 (4): 810-815

Sacks JJ, et al. State costs of excessive alcohol consumption, 2006. Am J Prev Med. 2013 Oct;45(4):474-85.
Data extrapolated for Los Angeles County, adjusted for inflation to 2014 US dollars.

TEDS (Treatment Episode Data Set Admissions Concatenated 1992 to 2012). (2014).U.S. Department of
Health and Human Services Substance Abuse and Mental Health Services Administration. Ann Arbor MI:

28


http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6450a3.htm
http://publichealth.lacounty.gov/docs/HealthNews/PrescriptionDrug-12-13.pdf
http://www.wested.org/cs/chks/query/q/1298?county=Los_Angeles
http://www.nbcnews.com/health/health-news/these-are-not-your-fathers-pot-brownies-n411881
http://www-fars.nhtsa.dot.gov/QueryTool/QuerySection/SelectYear.aspx
http://pubs.niaaa.nih.gov/publications/AA67/AA67.htm

42.

43.

44.

Inter-university Consortium for Political and Social Research 2014—01-27. Accessed 12/9/15 from
http://www.icpsr.umich.edu/icpsrweb/SAMHDA/studies/25221/version/7

Mozingo, J. (June 14, 2015). A gritty life for those on the edge. Los Angeles Times. Accessed 12/31/15 from
http://graphics.latimes.com/san-bernardino-park/

Ferranti, S. (07/14/15). Is Crystal Meth the New Crack Cocaine? Accessed 12/31/15 from
https://www.thefix.com/content/crystal-meth-new-crack-cocaine

Los Angeles County Participants Reporting System (LACPRS) admission data for Fiscal Year 2014-2015.
Department of Public Health, Substance Abuse Prevention and Control.

29


http://www.icpsr.umich.edu/icpsrweb/SAMHDA/studies/25221/version/7
http://graphics.latimes.com/san-bernardino-park/
https://www.thefix.com/content/crystal-meth-new-crack-cocaine

ll. Step2: Capacity

Ensuring appropriate capacity involves mobilizing

target communities to identify and address local AOD Partnel’Shlp ConneCtlon GL"de
problems and strengthen programs ability to respond Communication Social Decisions

effectively to the identifiesi needs: Cultural TﬂJSt COM M U N lTYTeam

competency and community readiness are central to O
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During the Capacity Building assessment phase, SAPC QSOClety Network UthCD

hosted a Prevention Summit, the event provided a 8 Teamwork Collaboratlon

“big-picture” understanding of prevention and = O SUppOI’t ConnectlonGroupo

innovative collaborative efforts to prevent AOD and NGIgthI‘hOOd Interaction Unified 3
improve community health. Participants identified

existing service assets as well as deficits, and most importantly, mapped out options for building capacity within
their targeted communities. In addition to the summit, SAPC administered an AOD prevention survey in order to
better understand the needs and service capacity of its provider network.

SUOI],E?
ZI U

a. County Staff

SAPC is in the process or hiring additional prevention staff to assist with accomplishing its Strategic Prevention
Plan (SPP) goals and objectives. This Fiscal Year 2015-16, the Prevention System of Services Unit (PSSU) lost
two Prevention Liaisons.

During the month of February, one Assistant Staff Analyst and one Community Worker were assigned to the
PSSU. Pending County Executive Office approval, additional staff will be hired: two Prevention Liaisons and one
Health Program Analyst to assist with programmatic responsibilities. In the meantime, the PSSU team has
relied on other division staff to assist with completing prevention related assignments and projects. SAPC’s
Epidemiology (EPI) staff continues to assist with completing the SPP. The EPI team will be responsible for all
CalOMS PV related responsibilities and prevention evaluation. The finance division staff is committed to
preparing CalOMS Pv mid-year and annual budget reports. Contract Program Auditors (CPA) are responsible
for annual prevention contract audits to ensure contract compliance.

Prevention staff are in the process of revising the Substance Abuse Prevention Services Program Manual. The
manual outlines contractor’s roles, responsibilities, and requirements as it was designed to assist CPA’s with
audits. Revisions made to the manual reflect the SPP’s priority areas, new cost reimbursement billing system,
and CalOMS Pv activity reporting guidelines.

b. CountyContractedPrevention Programs

DPH-SAPC currently contracts with 31 community-based agencies: 40 AODPS contracts, 8 EPS SPA-Based
Coalitions, 31 CPS, 1 FNL provider, and 1 MOU with the Los Angeles County Sheriff’'s Department to provide
school-based services.

In 2011, the DPH-SAPC awarded, 40 contracts to 31 organizations to provide AODPS in one of two categories:
EPS and CPS. These AODPS are currently contracted and funded with SAPT BG funds. They have many years
of prevention experience and capacity to address local AOD problems that support LAC goals and strengthen
program capacity to respond effectively to the identified needs. Programs provide cultural competent services
and approaches central to capacity building.
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The EPS SPA-Based Coalitions coordinate monthly meetings with its regional CPS SPA providers. They engage
stakeholders and special project providers to participate in their meetings. Their focus is to address common
AOD related community risk factors within their targeted communities.

The year-end reports submitted by providers at the end of each fiscal year reflect many of EPS and CPS joint
successes, such as passing social host ordinance in some cities, hosting reality parties, using the retail
framework to reduce underage sales to minors, beer run prevention projects, hosting educational marijuana
town halls, using nuisance abatement strategies to improve community conditions. The following provides a
brief description of current EPS and CPS contracts:

Environmental Prevention Services (EPS) SPA Based Coalitions

EPS contracted programs are designed to respond to community conditions by developing and implementing
culturally competent multi-faceted program services, use evidence-based practices that support DPH-SAPC
goals and objectives and lead to measurable, population-level reductions in one or more AOD problems. EPS
programs focus on efforts that change the policies, ordinances, and practices that facilitate AOD use and
develop methods to ensure efforts are enforced and sustained once implemented.

The aim of the EPS Coalitions is to establish and strengthen collaboration among communities and private
nonprofit agencies to support the efforts of community coalitions to prevent and AOD associated problems that
contribute to crime, violence, high school dropout rates, and social determinants of health. Conditions in the
places where people live, learn, work, and play affect a wide range of health risks and outcomes.® These
conditions are known as social determinants of health (SDOH). We know that poverty limits access to healthy
foods and safe neighborhoods and that more education is a predictor of better health.®”:8

Comprehensive Prevention Services (CPS)

CPS contracted programs are designed to reduce community risk factors that contribute to AOD associated
problems especially among youth and young adults. CPS engage multiple sectors of the community to address
their specific local AOD problems.

CPS aim to 1) reduce underage drinking and binge drinking; 2) reduce/prevent substance use that is marijuana,
methamphetamine, and ecstasy, and/or 3) decrease misuse of legal products that is inhalants, OTC medications,
and prescription drugs, among youth and young adults. CPS are achieved through culturally competent
evidence-based prevention programs/services that focus on both community and individual level efforts to
reduce alcohol availability and accessibility and decrease the social norms and community conditions that
contribute to AOD use within targeted communities.

Special Prevention Funded Programisriday Night Live (FNIQlub Live (CL), & FNL Kids
The FNL sub-contractor aims to decrease 1) underage drinking and binge drinking; 2) illicit drug use that is
marijuana, methamphetamine, and ecstasy; and/or 3) misuse of legal products that is inhalants, OTC

medications, and prescription (Rx) drugs, among youth and young adults. This is achieved by ensuring

5 http://www.healthypeople.gov/2010/hp2020/advisory/SocietalDeterminantsHealth.htm

6 Adler NE, Newman K. Socioeconomic disparities in health: pathways and policies. Health Affairs 2002;21(2):60-76.

7 Walker RE, Keane CR, Burke JG. Disparities and access to healthy food in the United States: a review of food deserts literature. Health & Place 2010;
16(5):876-884.
8 Saegert S, Evans GW. Poverty, housing niches, and health in the United States. Journal of Social Issues 2003;59(3):569-89
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opportunities for positive youth development and the ability to identify and direct implementation of school
and community-based efforts to reduce alcohol availability and accessibility and decrease the social norms and
community conditions that contribute to AOD use. These skills are developed through participation in FNL (high
school), Club Live (middle school) and FNL Kids (4%, 5™ and 6™ grade) school-based chapters with the guidance
of adult advisors who facilitate successful implementation of prevention projects, including environmental
efforts and social events. The Contractor is responsible for ensuring that the training, resources, and program
oversight is sufficient to ensure fidelity to the FNL models and that expansion to additional school sites occurs
where appropriate.

LosAngelesCout y Sher i f f-Suwcedd thpugh Awarenedss and Resistance
(STAR)

The STAR program aims to prevent or decrease alcohol, tobacco, and other drugs, and violence in SPA 3 by
targeting youth who live in poverty-stricken areas that have higher rates of crime, substance abuse, and gang
involvement. This is achieved by implementing the three pronged program that includes a school curriculum,
after-school activities, and a summer program. This three pronged approach allows for deputies to establish
positive relationships with school administrators, teachers, parents, and students. It is unique because deputies
in uniform teach classes and serve as positive role models. Deputy visibility in the school setting also prevents
violence and increases protective factors.

Community Centered Emergency Room Project (CCERP)

The CCERP bridges the gap among health services, public health services, mental health services, and
community prevention services. The program collaborates with the Needs Special Assistance Population
interdepartmental team, provides educational strategies that can prevent health disparities and chronic
diseases by promoting healthy living, and uses evidence-based environmental prevention strategies that
prevent/reduce community risk factors. The CCERP educates and empowers local community residents and
stakeholders to address community risk factors which have a fundamental impact on health and safety.

Adolescent Intervention, Treatment, Recovery, and Prevention (AITRP) Services
AITRP contracted prevention services target youth and their families who are at risk of, or who have initiated
SUD behaviors. Services are consistent with the Institute of Medicine prevention universal, selective, and
indicated prevention classifications and the following six CSAP strategies: 1) information dissemination, 2)
education, 3) alternative activities, 4) problem identification and referral, 5) community-based process, and 6)
environmental. AITRP are contracted to provide Tx and prevention services. The Tx contract component is
funded with Schiff-CardenasTx funds and the prevention component is funded with SAPT Block Grant funds.

The following table provides a listing of current contracted AODPS and AITRP providers:
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No.

10
11
12
13
14
15
16
17
18

19

20
21

22

Provider ID | Contracted Alcohol and Other Drug Prevention Services (AODP EPS CPS

197502
196949

197502
197330
191901

190019
197534
191921
191970
191960
190155
199256
191995
190170
190044
190345
196723
197054
199260
197499
190185
190320
190340
196937

190195
190201
190203

PREVENTION PROVIDER NETWORK

ALCOHOL AND OTHER DRUG PREVENTION SERVICES CONTRACTED PROVIDERS

Alcoholism Counail Antelope Valley/NCA
Asian American Drug Abuse Program

Asian American Drug Abuse Program

Avalon Carver Community Center

Behavioral Health Services (Hollywood)

BehavioraHealth Services (NCADDrrance)

Behavioral Health Services, Inc.

Behavioral Health Services, Inc. (Mission)

California Hispanic Commission on Alcohol & Drug Abuse X
Cambodian Association of America

Child and Family CenteiSanta Clarita

Children's Hospital of Los Angeles

City of Pasadena Recovery Center

Clare Foundation Inc.

Community Coalition for Substance Abuse Prevention & Treatn X
Day One, Inc. X
Didi Hirsch Psychiatric Services

Helpline Youth Counseling, Inc.

Institute forPublic Strategies X
Jewish Family Services of Los Angeles

Korean Youth & Community Center X
Los Angeles County Office of Education

Los Angeles County Sheriffgpartment (STAR Unit)

MJB Transitional Recovery, Inc.
NCADD of East San Gabriel and Pomona Valley, Inc.

NCADD of San Fernando, Inc.

x

X X X X X X X X

X X X X X

X X X X X

Special
Project

X FNL

X STAR
MOU

SPA Baset(
Coalitions

X SPA S8

XSPA7

X SPA 6

XSPA3

X SPAS

X SPA4
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AITRP

X

X



No.

23

24

25

26

27

28
29

30

31
32
33
34

35

36
37

38

Special SPA Base(

Provider ID Contracted Alcohol and Other Drug Prevention Services (AODP EPS CPS Project Coalitions AITRP
196726 Pacific Clinics X
199258 Pacific Clinics X X
191931 People Coordinated Services of Southern California X
191945 Phoenix House of Los Angeles X X
196927 Prototypes a Center for Innovation X
197498 Pueblo Y Salud X
196727 Pueblo Y Saluthc. X
196728 San Fernando Valley Partnership, Inc. X X SPA 2
196793 Shields for Families, Inc. X
196732 Social Model Recovery Systems, Inc. X X

CCERP
197500 South Central Prevention Coalition X
199265 Speciabervices for Groups X
190226 SPIRITT Family Services, Inc. X X
196753 SPIRITT Family Services, Inc. X
196780 Tarzana Treatment Center X X
196821 Tarzana Treatment Center X
197254 Tarzana Treatment Center X XSPA1l
197501 The Wall Memorias Project X
196705 Volunteers of America X
190250 Watts Health Foundation, Inc. X

c. County Coalitions/Groups

AODPS contracted programs are required to develop a process (e.g., coalition, community forums, Town Hall
meetings) to consistently engage community members and key stake holders in the identification of local AOD
problems and contributing risk factors and guide the development and implementation of prevention activities
and services.

The overall mission of SAPC’s 8 EPS SPA-Based Coalition is to actively engage communities in addressing the
four priority areas describe in the assessment process. EPS and CPS providers have the capacity to mobilize and
organize community residents including youth, business, and representatives of other community-based
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organizations, (education, law enforcement, and public social services) as appropriate, to address local and
county AOD problems.

EPS Coalition Guidelines

To ensure that the coalition establishes a coherent purpose and committed membership, the following activities
must be included on the Prevention Work Plan and formalized through documents establishing the coalition’s
structure and expectations of members:

1. Vision and Mission: Each of the EPS SPA-Based Coalitions creates a vision and mission designed to drive
and address AOD prevention and coalition work.

2. Data Handouts: How will findings from the county assessment be presented to community
stakeholders?

3. Structure: How will the coalition be structured to ensure an action oriented and community responsive
process? This includes:

a. Who will develop the agenda and facilitate meetings (e.g., elected position, EPS staff)?

b. Who will complete administrative duties such as drafting agendas, meeting notifications, inter-
meeting communication, and meeting minutes (e.g., elected position, EPS staff)?

c. Ifthere are elected positions, what are the respective roles and responsibilities?
d. What is the process for determining actionable items/efforts of the coalition?
e. What is the process for establishing a Steering Committee and/or Subcommittee(s)?

4. Membership: How will recruitment and membership be addressed including defining roles and
responsibilities?
a. What key community sectors® will be recruited for membership?
b. How will active and continued membership of the identified sectors be maintained?
c. How is membership established and the membership list developed/maintained?
d. What is the orientation process for new members?

e. What are the responsibilities of members? How does this vary, for Steering Committee and/or
Subcommittee members (if applicable)?

5. Frequency: What is the frequency of meetings (minimum quarterly)? If applicable, are there any
subcommittee, steering committee, or CPS contractor specific meeting?

6. Deliverables: What materials will be provided at each meeting and in what format (meeting
announcement, agenda, and meeting minutes)?

In addition, AODPS CPS contractors are required to actively participate with the SPA-based coalition led by the
AODPS Environmental Prevention Services (EPS) contractor in the SPA(s) where it provides services. This
coalition focuses on addressing local AOD related problems and contributing factors, in particular reducing
availability and accessibility to underage youth. CPS contractors will further work with their target population(s)

9The Community Abitig Coalitions of America (CADCA) recommends the following community secyostihepacntgdusiness, media, schools,
youtkserving orgaations, law enforcement agencies, religious or fraternal organizations, civic and volunteer groups, heatitatafto pabtabsional
government agencies with expertise in the substance alnds¢hiéeldrganizations involved in redubsignce abugdeor more information visit:
www.cadca.org
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and communities to build capacity and strategically address AOD associated risk factors that contribute to
problems.

CPS LED PREVENTIONIMUNITY OUNCIL(PC()

The overall mission of the CPS is to establish a formal mechanism to obtain community feedback to guide the
development of its prevention services and effectively and efficiently adjust to changing community needs. The
size and structure of the PCC may vary depending on the scope of services provided. For example a school-
based program may involve primarily students, parents, teachers; whereas a policy-focused program may
involve a wide array of individuals and more closely resemble a coalition structure. In addition, the CPS agencies
also participate on the SPA Coalition meetings in the SPA(s) to effectively inform, engage, and mobilize
community support; particularly in its target area(s), around the PCC’s prevention efforts.

Guidelines for Establishing Membership and Participation Expectations

To ensure that the PCC establishes a coherent purpose and committed membership, the following activities must
be included on the Prevention Work Plan and formalized through documents establishing the PCC’s structure and
expectations of members:

1. Purpose: What is the purpose and goals of the PCC and its membership in guiding development and
implementation of CPS services and how will efforts of the SPA-Based Coalition be incorporated to
promote local support?

2. Membership: How will recruitment and membership be addressed including defining roles and
responsibilities?

a. What sectors/type of representatives will be recruited to best support implementation of the
CPS services and why? A minimum of five non-agency participants are required.

b. How will active and continued membership of the identified sectors/representative types be
maintained?

c. What is the orientation process for new members and what are member roles/responsibilities?

3. Frequency: What is the frequency of meetings (minimum quarterly)?

4. Deliverables: What materials will be provided at each meeting and in what format (meeting
announcement, agenda, and meeting minutes

SAPC’s SafeMed Los Angeles Coalition

SafeMed LA is a broad, cross-sector coalition that will take a coordinated and multipronged approach to
comprehensively address the prescription drug abuse epidemic in LAC, guided by its five-year strategic plan.
SAPC developed a five-year strategic plan that will be carried out through the broad, cross-sector SafeMed LA
coalition. The strategic plan utilizes a "9-6-10" approach, with 9 Action Teams focusing on 6 priority areas with
10 key objectives; each tackling a specific component of the prescription drug abuse problem. AODPS
contracted programs are members of the SafeMeds LA Community Education Action Team.

Healthy Retails Stores

The LAC Tobacco Control and Prevention Program (TCPP) is participating in a 10-year campaign led by the
California Tobacco Control Program to explore ways in which the retail environment can be utilized as a force to
build healthier communities/neighborhoods. The Health Stores for a Healthy Community campaign will involve
TCPP, SAPC Prevention Programs, and other CTCP-funded programs throughout the state in a new and
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integrated effort. SAPC AODPS contracted providers focus on increasing merchant knowledge of best practices
and responsibility related to the advertisement and sales of AOD products.

Rethinking Access to Marijuana (RAM)

RAM is a collaboration of public health professionals seeking to prevent marijuana-related harms by limiting
youth access to marijuana. This group was established with the vision of educating communities about the
potential harms of marijuana use; implementing and evaluating environmental strategies formulated to limit
youth accessibility and availability of marijuana; and influencing policy actions that support flourishing youth
and communities free from marijuana-related harms. RAM neither supports nor opposes any specific
legislation. Rather, we take a prevention-oriented public health approach by educating policy-makers and
communities about ways to protect youth from the potential harms of marijuana use and abuse.

d. Workforce Development

SAPC coordinated a lecture on Marijuana on Friday, April 29, 2016- 10:00am-1:15pm. This lecture on thinking
about marijuana from a public health perspective was designed for participants to understand current
perceptions about marijuana and what recent field research is showing. The presenters discussed issues around
commercialization and youth exposure. The lecture featured a panel discussion on the national and local
perspectives on current policies, as well as a discussion around the consequences of recreational marijuana
legalization in Colorado from a public health perspective.

On April 22, 2016, SAPC coordinated a Safe Med LA Coalition training session for contracted providers on
prescription drugs and OTC medication misuse and abuse. Providers will participate in the Coalition Community
Action Team, which focuses on public awareness of risk of prescription drug abuse, safe use/storage/disposal,
and available resources for help.

Additional training and technical assistance will be provided throughout the year by Dr. Cheryl Grills, a CPl and
SAPC prevention consultant. Dr. Grills will lead quarterly Learning Communities with the 8 EPS SPA Coalitions
and CPS providers. This concept was designed to assist providers with meeting county goals and objectives that
aim to strengthen their overall community engagement efforts.

SAPC is also host a CPI Module 2: Prevention Theories and Frameworks training late June or early September
2016. The date, time, and location has not been confirmed but SAPC is committed to hosting this training for its
providers.

Beginning July 1, 2016, SAPC will coordinate quarterly CPI training sessions for AODPS contractors. Training
sessions will be designed to assist contractors implement LAC's SPP. Additionally, a Module 1 training on
Prevention Theories and Frameworks is scheduled for July 28, 2016 for new AODPS contractors and SAPC
staff. SAPC requires prevention contracted providers to participate in CPl webinars and to utilize CPI
technical assistance resources and materials.

Survey Monkey Question 8 (training topics)
AODPS providers recommended training sessions that can develop new knowledge and skills, allowing the
field to capitalize on, and expand promising practices. The top 5 topics included:
1) Environmental Prevention,
2) Community Mobilization and Engagement,
3) Cultural Competence,
4) Policy Development, and
5) Evidence-Based Practices.
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All training and technical assistance will be tailored to assist providers with strengthening their program
efforts to meet County goals and objectives.

Prevention Website

In an effort to prevent substance use among the youth and young adult population, SAPC intends to launch
three (3) separate media campaigns to inform and educate the target population of youth, young adults, and
parents/guardians on marijuana and other substance use. The three (3) separate campaign topics are described
below:

Marijuana Education Campaign

Marijuana is the most commonly used illicit drug in the United States, with 19.8 million current users aged 12 or
older. Additionally, 1.7 million youth (aged 12 to 17) reported having used marijuana in the past month. This
campaign will aim to highlight emerging public health concerns of smoking and/or ingesting marijuana
particularly among adolescents and it’s impacts on brain development, and potential individual and community
impact from increased use and/or availability (e.g., driving under the influence). The campaign would align with
the Cross-County Marijuana Collaborative’s efforts and content would be determined based on current research
and community conditions.

Opioid Misuse and Heroin Use Prevention Campaign

Misuse/abuse of prescription opioids in LAC (9.0%), California (9.9%), and the United States (10.3%) is most
common among individuals ages 18 through 25. According to the Los Angeles County Participant Reporting
System (LACPRS) data, the number of individuals admitted to publicly funded Tx programs for prescription
opioids as their primary drug of choice in LAC significantly (ptrend<0.01) increased by 86 percent from 1,490 in
2006 to 2,766 in 2013. Because it is cheaper and can be easier to access than prescription opioids, heroin is
increasingly being used as a substitute for prescription opioids. In LAC, from 2005 to 2013, the number of
heroin-related emergency room visits among individuals aged 18 through 34 increased by 227 percent. The
numbers increased more rapidly since 2009, and surpassed those of individuals aged 35 through 54 in 2010.

Synthetic Drug Use Prevention Campaign

Due to the unpredictable nature and variety of chemicals used to create synthetic drugs, individuals who use
them experience highly adverse health effects, which are increasingly leading to emergency room visits, and
occasionally death. A lack of quality controls, regulatory oversight, and consumer awareness are contributing to
these health harms. Further compounding this problem is the episodic, binge-like manner in which many of
these drugs are used. These harms have been extensively documented for synthetic drugs such as MDMA, LSD,
GHB, methamphetamine, and ketamine. However, less is known about the dosing levels and effects of newer
synthetic drugs such as synthetic cannabinoids (Spice), Synthetic cathinones/Alpha-pdp (Flakka), Alpha-
methyltryptamine (AMT), and 251NBOMe (N-Bomb).

Prevention Service Gaps

In an effort to expand capacity and address service gaps, this new Fiscal Year 2016-17 AODPS-contracted
providers received a funding augmentation to address goal 1: Prescription Drugs and OTC Medication Abuse.
AODPS were required to join SAPC’s Safe Meds Los Angeles Coalition, Community Education Action Team. This
opportunity expands prevention capacity across the communities in LAC.

e. Cultural Competence
SAPC's prevention principles are consistent with the following CADCA principles:
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1. Each group has unique cultural needs. Coalitions acknowledge that several paths lead to the same goal.

2. Coalitions must recognize that what works well for one cultural group may not work for members of
another cultural group.

3. Culture is ever-present, dynamic, and complex. Acknowledge culture as a predominant force in shaping
behaviors, values, and institutions.

4. Cultural competence is not limited to ethnicity, but includes age, gender, disability, sexual identity and
other variables. SAPC is in the process of finalizing the Culturally and Linguistically Appropriate Services
(CLAS) Cultural Competence Strategic Plan. It will be used to ensure cultural competence across all
systems of services.

The above CADCA guiding principles enable programs and coalitions to have positive interactions in culturally
diverse environments.

f. Sustaining Resources

DPH-SAPC has the resources and readiness to support priority areas identified during the assessment process.
SPA-Based Coalitions engage community residents, law enforcement, educational representatives, elected
officials, faith-based and other community organizations to learn about common community concerns.
Collectively, they learn how to change community conditions and advocate for community improvement
projects. Teaching the community how to organize and mobilize is key for sustaining resources after a contract
ends.
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g. Prevention Training Plan, Fiscal Year 287

\ Alcohol and Other Drug Prevention Services Contracted Provider Training Series |

The Community Prevention Initiative (CPI provides no-cost training and technical assistance to LAC AODPS and
sub-contractors.

Unlimited Capacity Webinar: July 11, 2016, Time: 10:001:30 a.m.Facilitator: Paul Nolfo

Adverse Childhood Experiences (AC&S) Substance Use Disorder (SUD) Prevention

This webinar will discuss the role of ACEs as a contributor to developing problem behaviors during adolescence
and adulthood. ACEs occur as a result of trauma i.e. violence, abuse, neglect, loss, disaster, war, and other
emotionally harmful experiences. More and more communities are adopting a trauma-informed approach to
prevent and treat the impacts of ACEs and the consequential problem behaviors, including substance
use/misuse. SUD prevention interventions are more effective when implementation occurs before risk factors
negatively impact behavior which is why many prevention interventions are targeted at middle school and high
school students. ACEs are a widespread, harmful, and costly public health problem and have no boundaries with
regards to age, gender, socioeconomic status, race, ethnicity, geography, or sexual orientation. Participants will
learn the following:

Defining ACEs and their relationship with the social determinants of health, trauma, and health inequities;
Understanding the impact of ACEs on SUD;

Selecting data sources that identify vulnerable populations at higher risk for ACEs; and

Utilizing prevention strategies to address ACEs

PwwnNpE

Capacity: 4660 Participants Training: July 27, 2016jnie: 8:30 a.m. 4:30 p.nfacilitator: Angela Da Re,
Western Center for the Application of Prevention Certified Trainer

Foundational Competencies, Module 1: Introduction to substance abuse prevention

This training will explore the foundational concepts and define the content and scope of substance abuse
prevention. A historical overview will be provided to understand how past strategies have progressed and
continue to inform current prevention practices. The importance of substance abuse prevention and its impact
on individuals and communities will be highlighted. The session will conclude with a discussion about the future
of substance abuse prevention. The session will: define substance abuse prevention; examine drug
classifications; discuss the importance of substance abuse prevention and its health and legal implications; and
provide a historical prevention overview to understand how prevention has evolved into its current state and
continues to progress for the future.

Capacity: 4660 Participants Training: July 28, 2016. Time: 8:30 a.n#:30 p.m.Facilitator: Angela Da Re,
Western Center for the Application of Prevention Certified Trainer

Substance Use Disorder Prevention Theories and Frameworks

Substance Abuse Prevention is founded on proven theories and frameworks to inform its methodologies,
strategies, and innovations. This training discusses behavioral change theories, explains how behavioral change
theories inform SUD prevention, and reviews those foundational SUD prevention theories and frameworks that
promote effective prevention

Capacity: 4660 Participants Training: September 29, 2016, Time: 8:30 a-M:30 p.m.Facilitator: Angela Da
Re, Western Center for the Application of Prevention Certified Trainer
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Professional Competency 8es: Module 1- Needs Assessment

This training explores the first module of the five-step process of the SPF, Assessment. This step is described by
the SAMHSA as the point at which "communities are expected to assess population needs, including levels of
substance abuse and related problems; available resources to support prevention efforts, and community
readiness to address identified prevention problems or needs." Module 1 covers: the role of a community
needs assessment in prevention planning; Identifying relevant data sources; Analyzing various types of data
sources; Determining when and how to collect data locally; Defining methods for analyzing and interpreting
AQOD data; Identifying service gaps, and prioritizing needs based on assessment of community conditions; and
Learning how to articulate your findings in the form of a problem statement.

Professional Competency Series: Module-Zommunity Organizing and Capacity Building

This training explores the second module of the five-step process of the SPF, Community Organizing and
Capacity Building. SAMHSA notes that for successful implementation of the SPF, "States and communities must
have the capacity--that is, the resources and readiness--to support the prevention programs and practices they
choose to address. This training will help participants learn to identify community assets and challenges, assess
the demographics in your community, and understand the community values that will drive prevention.

Capacity: 4660 Participants Training: Januar 12, 2017, Time: 8:30 a.m4:30 p.m.Facilitator: Angela Da Re,
Western Center for the Application of Prevention Certified Trainer

Professional Competency Series: Module-8lanning

This training explores planning, the third module of the five-step process of the SPF. Planning is an integral step
in ensuring the implementation of a successful prevention strategy. SAMHSA notes, "Planning will increase the
effectiveness of prevention efforts-by focusing energy, ensuring that staff and other stakeholders are working
toward the same goals, and providing the means for assessing and adjusting programmatic direction, as
needed." This training will provide participants with an overview of: The role of logic models in program
planning; Strategic planning to address community needs and desired outcomes; identifying resources to
sustain prevention efforts.

Professional Competency Series: Module-#implementation

This training explores the fourth module of the five-step process of the SPF, Implementation. Careful thought
and consideration is paramount in considering which prevention strategies will match community needs.
According to SAMHSA, implementation is "where the rubber hits the road," and where all of the previous data
assessment and planning efforts transform into action. Building on the first three modules, this training will
provide participants with an overview of: Ideas for selecting an appropriate prevention strategy; Understanding
the difference between evidence, science-based; and research-based strategies; Ensuring fidelity and
adaptation are considered for implementation.

Capacity: 4660 Participants Training: April 20, 2017, Time: 8:30 a.m4:30 p.m.Facilitator: Angela Da Re,
Western Center for the Application of Prevention Certified Trainer

Professional Competency Series: Module-Evaluation

This training explores evaluation- a vital component of the five-step Strategic Prevention Framework (SPF).
Evaluation is essential to ensure prevention efforts meet goals and objectives. It allows you to plan your
program, monitor prevention efforts, and make adjustments and improvements that will enhance your services.
Evaluation results not only keep your prevention efforts on track, they can also be used to further your
sustainability efforts. This training will provide participants with an overview of: The role and purpose of
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evaluation; Types of evaluation designs and strategies; Components of a useful evaluation plan; Strategies to
disseminate your evaluation findings.

Capacity: 4660 Participants - August 89, 2016- Orange County

“Al'l About Data" Regional Prevention Forum
Presenters will discuss data concepts, introduce the new CPI County Indicator Toolkit, and provide guidance on
selecting appropriate data sources and analyzing data effectively to tell your prevention story. Participants will
learn to work with data in a more meaningful way through guided, hands-on activities and group discussions.

\ AODPS invited to attend UCLA/ISAP Lecture

Capacity: 31 AODPS Directoerduly 29, 2016

Time: 10:00 a.m=1:15 p.m. Location: SAPC Auditorium

Adolescent Substance Use: Current Advances in Science & Effective Interventions

Presenters:Rachel Gonzale€astaneda, PhD, MPH\ssociate Professor, Department of Psychology, Azusa
Pacific University

El i zabet h J SeniddBeksavioralSaentist, RAND Drug Policy Research Center

This lecture will review the epidemiology of substance use trends among adolescents, along with current
advances in science on the short and long-term effects of use on the developing adolescent. This lecture will
discuss the current personal, social, and environmental barriers and challenges that prevent adolescents who
are at risk for developing SUDs from getting the care they need. The lecture will also highlight developmentally
appropriate interventions that have been shown to be effective for identifying and addressing AOD problems
among adolescents. The lecture will end with featuring a panel to discuss national and local perspectives on
current drug policies and Tx implications for adolescents.

\ Department of Health Care Service€onferences 2016

Statewide Conference Orange County

Halfway There: Local Control as a Prevention Resource

This workshop is offered to support County AOD prevention programs dedicated to helping cities take full
advantage of the great potential available through local planning and zoning ordinances to reduce and prevent
harm associated with retail alcohol outlets.

Two County AOD prevention programs actively working with cities to strengthen their alcohol outlet CUPs will
report on current projects and advances to date. Kern County will report on its Small Communities Prevention
Program. LAC will report on its Retail Framework Project in San Fernando Valley communities. Presentations are
based on the SPF planning process.

Friedner Wittman , President, CLEW Associates

Albert Melena, Executive Director, San Fernando Valley Partnership

Adrienne Buckle, Prevention Services Supervisor, Kern County Mental Health

Yolanda Cordero, Prevention Services, Los Angeles County Department of Public Health

\ AODPS ProvidersSAPC Finare Division: Prevention Budget Training

Capacity: 43-50 AODPS Finance and Prevention Directors
July 14, 2016-10:00 a.m—12:00 p.m.

Facilitator: Robert Lucero

Location: Auditorium
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\ Prevention Directors Meetings10:00 a.m-12:00 p.m.

Capacity: 4660 AODPS Providers

Thursday, September 22, 2036SAPC Room 8050 by the Auditorium

Strategic Prevention Plan

SafeMeds LA — Action Team Updates

Addiction and the Adolescent Brain — Anne Ortega, San Fernando Valley Partnership

Thursday,December 15, 2016 SAPC Room 8050 by the Auditorium
DMC-ODS 101 Presentation

SafeMeds LA — Action Team Updates

SPA Based Provider Reports

Thursday, January 26, 205/Ground Floor Conference Room 2
SAPC and Prevention Updates

SafeMeds LA — Action Team Updates

SPA Based Provider Reports

Thursday, April 27, 2017 SAPC Ground Floor Conference Room 2
SAPC and Prevention Updates

SafeMeds LA — Action Team Updates

SPA Based Provider Reports

Thursday, July 27, 207SAPC Ground Floor Conéeice Room 2
SAPC and Prevention Updates

SafeMeds LA — Action Team Updates

SPA Based Provider Report
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V. Step3: Plaming

Planning involves applying assessment results to develop a strategic plan that includes policies, programs, and
practices based on evidence-based theories. The planning process produces strategic goals, objectives,
measurements, performance targets, and logic models.

AOQODPS providers Logic Models (LM) to plan program goals and objectives that would correspond to and
address the problems identified in the DHS-SAPC SPP Goals and Objectives. The LM allows AODPS contractors
to create a multi-strategy approach by evaluating combinations of services as well as the likelihood of
achieving and sustaining intended results. Contractors were required to examine best practice research and
agency capacity in consideration of planned goals and objectives.

Consistent with the SPF approach, SAPC relies on information gathered through needs analyses and other
applied research initiatives (e.g., surveys, focus groups, analyses of existing data, key informant interviews,
and evaluations) to establish prevention priorities.

Prevention Logic Models for Los Angeles County Priority Areas for Fiscal Year220086
SAPC developed the 4 logic models, one for each of the following priority areas:

Targeted Priority Areas:

Prescription Drugs and OTC Medication Abuse

Marijuana Availability and Accessibility Among Youth
Alcohol — Underage Drinking and Binge Drinking
Methamphetamine and other illicit drug use among youth

PwwnNpE

a. Sustainability
In order to meet the needs of diverse local communities, LAC’s planning process focuses on selecting
sustainable, culturally competent interventions overall, and specifically in the following areas.

1 Engagestakeholders in strategic planning meetings
A diverse range of champions and leaders from local communities will be engaged to identify and address
the most pressing AOD problems and contributing factors in their communities to develop and improve
effective, culturally responsive prevention strategies.

1 Encourage involvement in the selection of policies, programs, and strategies
Meetings and interviews with community leaders and residents will be conducted in the selection of
policies, programs, and strategies.

1 Consider adaptability of the identified prevention efforts; ensure they reflect the needs of the community
Prevention approaches will incorporate local community members’ diverse perspectives, ideas, and
strategies to improve prevention services. Flexibility and ability to be nimble midcourse will also facilitate
sustainability. Prevention efforts will address community members’ priorities and adapt services to specific
needs as we learn about emerging community issues in need of immediate attention. Work plans will be
responsive to changes and priorities in the community.
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b. Cultural Competence

1

Planning groups should mirror community demographics and target populations

Culturally competent prevention professionals who are familiar with the diversity of Angelinos in terms of
religion, traditions, language, race/ethnicity and other factors will provide prevention services and
participate in the SAPC Prevention team. Ongoing related training will be provided in order to build rapport
and credibility at the local level.

Target disparities when planning strategies

To be relevant in the community and obtain buy-in from stakeholders, providers will address a range of
issues related to AOD prevention, many of which stem from equity concerns. Prevention interventions will
take culture into account when planning services.

Make surecommunity history and existing prevention efforts are considered

Prevention intervention plans will incorporate different perspectives, ideas, and strategies to improve
prevention services. Including a diverse range of partners in the planning process will expand the base of
prevention stakeholders and increase the number of interested community members in prevention
activities, further facilitating cultural competence and sustainability.

Build cultural competence skills ang the people that will participate jprevention activities

Our prevention team will participate in trainings and establish learning communities designed to provide a
forum for providers/communities to exchange ideas on effective approaches and projects and to identify
culturally relevant prevention approaches and risk and protective factors. These learning communities will
assist in developing new knowledge and skills for the prevention field to capitalize on new strategies to
address risks that are targeted to specific communities.
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COUNTY OF LOS ANGEABEPARTENT OF PUBLIC HEALTH
SUBSTANCE ABUSE PREVENTION AND CONTROL

ALCOHOL AND OTHER DRUG PREVENTION SERVICES (AODPS)
C.LOGIC MODEL

ORGANIZATIONAL OBIE

Objective Strategies Short Term Intermediate Long Term Outcomes Indicators
What do we want to accompl What method(s) will we use to he Outcomes Outcomes What is going to happea a How we will know what
accomplistine objectives? (Identif What is going to happen aj result of our methods? (M3 happened?

in Step 4 of this Planning chapt

What is going to happen
a result of our methodg

result of our methods?

the objectives as if it alreal

occurred.)

By 2019, ensure that 1009
prevention programs utilizg
SMART objectives in their
implementation plans.

Create Prevention Program
Evaluation Team including
program directors, evaluators,
SAPC prevention and evaluati
team. Convene prevention
program evaluation team
meetings, which will provide a
forum for evaluating preventio
strategies, including devedppi

SMART objectives.

Prevention Program
Evaluation Team will
meet regularly with at
least 50% of preventig
program
directors/evaluators tg
address prevention
activities and SMART
objectives.

By 2018, at least 75% of
prevention programs will
utilize SMARbjectives in
their implementation plan

By 2019,0% of
prevention prograntiize

SMART objectives in the

implementation plan.

Implementation work plan
Meeting attendance shee
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PRIORITY AREA 1: BRRIPTIOANDOVERTHECOUNTERIEDICATION MISUSND ABUSE

Problem Statemertlisuse of prescription (Rx) and over the counter (OTC) medications accounts for growing numbers of overduspiebthtipE®ansitSUD treatment
admissiong€ontributing Factord)Rx and OTC medicationsemya and readily available. 2) Majority of residents who misuse Rx drugs obtain them from relatives or frien

prescribing and incorrect disposal are common.
Goal:Reduce mmuse of RandOTCMedications

Objective
What do we wanattwomplish?

Strategies
What method(s) will we use to help u
accomplish the objectives? (ldentified in
of this Planning chapter)

Short Term

Outcomes
What is going to happen &
result of our methods?

Intermediate

Outcomes
What is going to happea &
result of our methods?

Long Term Outcomes

What is going to happen as a reg

our methods? (Match the object|
as if it already occurred.)

Indicators
How we will know what
happened?

Education/Perception Objective
By 201%he number sfudents

and community members will

increase their knowledge about
risks of Rx and OTC drug abus
safe disposal B§% as measureq
bypercent changepreposttests.

Information dissemination (e.g.,
brochures, data briefs, newslette
SNSmessages), community
education and environmental
campaigns supporting public
awareness of risks of harms of R
OTC misuse and safe dispesal.
example, integrate Rx informatio
existing strategies (e.g., Guiding
Choiced,ife Skill TrainjriReality
Party) andéntify school personng
champion efforts to introduce
prevention program in schools.

By 2017, the number
students and commur
members who increas
their knowledge abou
risks of Rx and OTC
drug abuse and safe
disposal willdrease by
20%as measured by
percent changepire
posttests.

By 2018, the number
students and commur
members who increas
their knowledge abou
risks of Rx and OTC
drug abuse and safe
dispsal will increase
at least Idas
measured tpercent
change iprepost
tests.

By 2019, the number of
students and community
members who increase the
knowledge about risks of F
and OTC drug abuse and
disposal increased by at le
50%as measured pgrcent
change ipreposttests.

Preand postestson
perception of risk

Memoranda of
understanding between
schools and prevention
programs.

Class attendance recor
Results of4{rlass

activities recorded by
health educators.

Behavioral Objective
By 2019, the number of student
and young adults who misuse H
and OTC medications during th
past 30 days will decrease by 3
compared to baseline as measy
by CHKS, and other available d
sources.

Information dissemination, comm
education andngronmental
campaigns supporting public
awareness of risks of harms of R
OTC misuse and safe dispesal.
exampl e, appeal
health and community.

By 2017, the number
students and young

adults who misuse R
and OTC medicatiamg
the past 30 days will
decrease by 1% as

measured by CHKS

By 2018, the number
students and young

adults who misuse R
and OTC medications
the past 30 days will
decrease by 2% as

measured by CHKS.

By 2019, the number of
students and young adults|
who misuse Rx and OTC
medications in the past 30
days decrease by 3% as
measured by CHKS and o
available data sources.

Rx and OTC Medicatio
misuse (CHKS);
Nonmedical use of pain
relievers (NSDUH);
Rx and OTC misuse
treatment admissions
(LACPRS)

Pre ad post tests

Policy Objective
By 2019, 50%inélividuals and

community groups targeted by
Prevention Providers will partici
inpharma takeack public
education and outreach campa
asmeasuredByr ovi der
data.

Support conveniesgfe, and
environmentally responsible
prescription drug disposal progra|
through environmental campaign
community education. For exam
educate pharmacists regarding
universal and timely use of
prescription drug monitoring prog
(PDMP).

By 201,220% of
individualsommunity
groups targeted by
Prevention Providers
participate pharma
takeback public
education and outrea
campaigns

By 201830% of
individualsommunity
groups targeted by
Prevention Providers
participate pharma
tekeback public
education and outrea
campaigns

By 2019, ofndividuals
community groups targete
Prevention Providers
participated pharma take
back public education and
outreach campai@ss
measured®r ovi de
tracking data.

Prevention Piowd e r g
tracking data
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PRIORITXREA 2: REDUCE UNBEE MARIJUANA USE

Problem Statemerittarijuana is the most frequently used illicit drug, and is perceived to be safe, which contributes to itssoentasdtbungicadaarly use

significant risk.

Contributing Factork) Marijuana is readily available to all ages 2cbsptable (community); potential legalization for recreational use further normalizes

Production is integrated into the economy (community) 4) Youth perception of harm for marijuana use is low (individual)
Goal2:Reduce underage marijuana use

Objective
What do we want to accompli

Strategies
What method(s) will we use to help |
accomplish the objectives? (Identified |
4 of this Planning chapter)

Short Term
Outcomes
What is going to happen a
result of our methods?

Intermediate
Outcomes
What is going to happen
a result of our methods

Long Term Outcomes
What is going to happen as
result of our methods? (Ma
the objectives as if it alrea

occurred.)

Indicators
How we will know
what happened?

Education/Perception Obje(
By 2019, the number of you
who perceive marijuana ust
harmful will increase by 5%
measured by CHKS compa
to baseline.

Conduct educational and informatio
dissemination campaigns (e.g., strg
to increase awareness of harmful e
and ewironmental campaigns (e.g.,
restrict marketing and advertising
practices that appeal to youttedtze
marijuana availability and access by
youth.

By 2017, the number of
youth who perceive
marijuana use as harmf
will increase by at least
as meaured by CHKS
compared to baseline.

By 2018, the number ¢
youth who perceive
marijuana use as harm
will increase by at leas
3% as measured by
CHKS compared to
baseline.

By 2019, the number of y
who perceive marijuana u
as harmful will increbgeat

least 5% as measured by
CHKS compared to basel

CHKSpre and

posttest will also be
examined by provide
who collect these da

Behavior Objective
By 2019, there will be a 3%

decrease in the number of
youth who used marijuana |
the past 3@ays as measure|
by CHKS compared to
baseline.

(As above) Apply educational,
information dissemination and
environmental strategies to address
community needs to reduce marijug
availability to youth, and educate
community/students of marijueaizd
hams. Work with community leader|
reshape norms supporting substang
use.

By 2017, there was at le|
a 1% decrease in the

number of youth who us
marijuana in the past 30
days compared to basel
as measured by CHKS.

By 2018, there was at
least a 2%ecrease in
the number of youth w
used marijuana in the
past 30 days compare
baseline as measured
CHKS.

By 2019, there was a 3%
decrease in the number o
youth who reported using
marijuana in the past 30 d
compared to baseline as
measured by €B.

CHKS; pre and

posttest will also be
examined by provide
who collect these da
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PRIORITY AREAUBNDERAGE ALCOHORINKINGNDBINGERINKING

Problem StatementYouth consume excessive amounts of alcohol, too often, and at too young of an age.

Contributing Factors1) Availability and access to alcohol by youth provided by adults in retail and social settings. 2) Parents do not believe that drinking is

bad. 3) Parental history of substance abuse. 4) Teens have a favorable attitude towards drinking.
Goat Decrease underage drinking, and binge drinking among youth and young adults.

Objective
What do we want to accomplish

Strategies
What method(s) will we use to help
us accomplish the objectives?
(Identified in Step 4 of this Planning
chapter)

Short Term
Outcomes
What is going to happen 4
result of our methods?

Intermediate
Outcomes

What is going to happen
result of our methods?

Long Term Outcomes
What is going to happen a

result of our methog¢datch
objectives as if iealdy occurred,|

Indicators
How we will kno
what happened?

Education/Perception Objective
By 2019, the number of youth v
perceive underage and/or bingt
drinking as harmful will increas
3% as measured by CHKS
compared to baseline.

Information dissemination, commu
education, environmental campaig
and alternative stratetpesddress
community needs to reduce under
and binge drinking, and educate
communities and students of alcol
related harms. Work with commun
leaderso address norms supportin
substance use.

By 2017, the number of
youth who perceive
underage and/or binge
drinking as harmful will
increase by 1% compare
to baseline as measureq
CHKS.

By 2018, the number o
youth who perceive
underage and/or binge
drinking as harmful will
increase by 2% compal
to baseline as measure

by CHKS.

In 2019, the number of yq
who perceive underage
and/or binge drinking as
harmful increased by at l¢
3% compared to baseline
measured by CHKS.

CHKS; other
available data
sources will be
examined, e.g.,
NSDUH

alcohol treatment
admissions
(LACPRS)

Pre and post test

Behavior Objective
By 2019, there will be a 3%

decrease in the number of yout
who ever reported using alcohg
compared to baseline as meas|
by CHKS.

Information dissemination, commu
education, environmental campaig
and alternative stratetpesddress

community needs to reduce under
and binge drinking, and educate

communities and students of alcol
related harms.

By 2017, there will be at|
least a 1% decrease in t
number of youth who ev
reported using alcohol

compared to baseline ag
measured by CHKS.

By 2018, there will be g
least a 2% decrease in
number of youth who e
reported using alcohol

compared to baseline g

measured by CEK

By 2019, there was a 3%
decrease in the number ¢
youth who ever reported
using alcohol compared t
baseline as measured by
CHKS.

CHKS

NSDUH

alcohol treatment
admissions
(LACPRS)

Pre and post test

Retail Policy Objective

By June 2019, there wid 6%
increase in the number of alcol
retailers responsive to
environmental prevention strate
(e.g., who decrease window
advertising, participate in
responsible beverage sendse),
measured by Prevention Provig
data, anédBC and Police reports

Environmental strategies such as
Responsible Alcohol Merchant Aw
programto restrict marketing and
advertising practices that appeal t
youth and limit sales of products tl
are particularly attractive to young
people, such as alcoptpzease
retdli outlet managers/employees v
are informed of alcohol retail laws
through traditional media (e.g., po

and social media.

By 2017, there will be a
increase in the number ¢
merchants who receive
Responsible Alcohol

Merchant awards compg
to baskne.

By 2018, there will be g

5% increase in the

number of alcohol retai

responsive to

environmental preventi

strategies

By 2019, there was a 109
increase in the number of
alcohol retailers responsi
to environmental preventi
strategiesis masured by

Prevention Provider data,
andABC and Police repor

ABC and Police
reports, Preventi
provider reports
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Priority area 3 (alcohol) continued

Objective

Strategies

Short Term
Outcomes

Intermediate
Outcomes

Long Term Outcomes

Indicators

Social Policy Objective

By 2019, there will be a 15%
increase in the number of
community members aware of
social host ordinances (SHO) g
harms of social access, as
measured by Pr

data, e.g., pfEost tests.

Educational campaigns and
ernvironmental strategiesatse
awareness of SHO and social acc
alcohol; information dissemination
alternative strategies; and stiased
youth programs such as Teen/Fan

counseling and mentoring.

By 2017, there will be a
increase from 20hahe
number of community
members aware of
SHO/harms of social
access, as measured by
Preventi on

By 2018, there will be g
10% increase in the
number of community
members aware of
SHO/harms of social
access.

By 2019, there was a 159
increase in the number of
community members awg
of SHO/harms of social

access, as measured by
Prevention |
e.g., preost tests.

Prepost tests;
Prevention

Providers data ar
reports.
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PRIORITY AREAMETHAMPHETAMINED OTHER ILLICRUG USE

Problem Statemer@ocial norms such as favorable attitudes promoting drug use, and indifference to illegal drug activity areptwidotive isarinthas

Angeles County. Methamphetamine use appears to be increasing as indicated by SUD treatmenésilecisdippsollediiatic among women, Hispanic re
and the LGBT community.
Contributing Factord:. Methamphetamine is available and accessible, and 2. Availability and accessibility of illegal drugs hawa beersushptionto impa
hetamine and other illicit drug use

Goal Decease metham

Obijective

What do we want to accomp

Strategies

What method(s) will we use to help
accomplish the objectives? (Identifig
Step 4 of this Planning chapter)

Short Term Outcomes

What is goinghiappen as a
result of our methods?

Intermediate Outcome

What is going to happen
result of our methods?

Long Term Outcomes

What is going to happen a

result of our methods? (Ma|

the objectives as if it alrea
occurred.)

Indicators

How we will kmavhat
happened?

By 201%here will be a 2%
decrease in the number of
youth who use
methamphetaminehe pas
30 days as measured by
CHKS compared to baseli
prepost tests and other
available data sources.

Conduct environmental strategies
targetedt reducing availability and
access to meth by youth and youn
adults

By 2017, increase by 5%
number of youths who
perceive meth as harmfu
measured by pre and pog
tests.

By 2018, youth will rep
a 1% decrease in
methamphetamine and
other illitdrug use in thq
past 30 days.

By 2019, youth reported §
decrease in past 30 days
methamphetamine use b
2% as measured by CHK
and other available data

sources.

Prepost tests

CHKS (assesses dry
use other than
marijuana);

NSDUH

police reports and
prevat i on p
reports

By 201%here will be a 2%
decrease in the number of
youth who reptfetime use
of methamphetamine as
measured by CHKS;post
tests and other available @
sources.

Conduct community/schaséd
educational strategtest can
increase awareness of the harmful
effects of methamphetamine and ¢
drug use among youth.

By 2017, increase by 5%
number of youths who
perceive meth as harmfu
measured by pre and pos
tests.

By 2018, there will be g
1% decrease in the
number of youth who
reportifetime use of
methamphetamine.

By 2019 there was a 2%
decrease in the number @
youth who reportddtime
use of methamphetamine
measured by CHKS and
other available data sour

Prepost tests

CHKS (assesses
Cocaine,
Metlamphetamine, o
any amphetamines
(meth, speed, crysta
crank, ice)

NSDUH

police reports and
preventio
reports
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V.STEP 4: IMPLEMENTAMNO

In Step 4 of the Strategic Prevention Framework (SPF), AODPS-contracted providers develop work plans to implement
their chosen prevention interventions.

WORKPLANS

With clear goals and objectives outlined in the work plans, contractors will be ready to delineate specific strategies and
activities necessary to achieve them. This was accomplished in the third step of the planning process: developing a
Work Plan (WP; see format below). A Work Plan is a cohesive set of evidence-based strategies and activities specifically
designed to achieve the goals and objectives. Itis an explicit plan to accomplish a projected outcome, with measurable
process and outcome indicators aiding in the development of a program evaluation framework.

PREVENTION WORK PLAN FY 2016-2017

Substance Abuse Prevention and Control - Alcohol and Other Drug Prevention Services

CONTRACTOR NAME:

CITY/AREA SERVED:

COUNTY GOAL (UNDERAGE RELATED) PROVIDER GOAL
PROVIDER LONG-TERM
COUNTY LONG-TERM OBJECTIVE CRTEEVE
PROVIDER SHORT-TERM
COUNTY SHORT-TERM OBJECTIVE CRTEETVE
[INSERT SUBSTANCE]
> § o | = Proposed
o = = x q Avfl Short - Term Outcome
T = g [= 2 Tasks to Accomplish Activity Process Measure M
=2 | a= | < Start Date End Date easure
]
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The table below and the subsequent Work Plan must include the same EBPs asthoseinc | uded i n vy
FY 2016-2017 Work Plan. Additions and deletions are acceptable as long as it aligns with the S P P §aosls and
objectives. All EBPs must be implemented with fidelity.

Brief Title/
EBP SAPC EBP Description of EBH Brief Description of Research Findings Supporting Selecti
Code EBP # | Status | Curriculum/Strateg the EBP

Selected

SAPC EBP #: Insert the number that corresponds with the EBP used - 1) evidence-based programs or curricula categorized under
substance abuse prevention on the National Registry of Evidence-based Programs and Practices or Communities That Care
Prevention Strategies Guide; 2) substantiated AOD environmental strategies such as those described in the RAND Preventing
Underage Drinking Technical Report or the Centers for Disease Control and Prevention Community Guide; or 3) where the program
or curricula is not arecognized best practice/model program (as described in one and two above), substantiated results of an
evaluation/research conducted by an evaluator independent of the proposer that documents the ability of the program/curricula to
achieve the intended outcomes. If using option three (3), the County must ensure that a comprehensive service approach can be
implemented based on the selection(s), and validate the research and approve the selection(s) prior to implementation. EBPs must
be implemented with fidelity and Work Plan Tasks must reflect major steps to fully implement the effort.
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Work Plan: The Work Plan shall outline the specific major activities and associated tasks needed to achieve the Short-
term outcomes (STOs) that will ultimately impact the long-term outcomes (LTOs) and Goals, as outlined in the Planning
Logic Model. Only the most relevant efforts that directly contribute to achieving the identified County Goals, LTOs and
STOs may be included in the Work Plan and claimed for reimbursement. The Work Plan must be completed using the
required template and by following the provided instructions, which include but are not limited to the following

criteria:

i

The Work Plan(s) must include all major activities and associated tasks needed to achieve the County STOs and
selected evidence-based practices as further outlined;

The Work Plan(s) must be submitted to the County at least sixty (60) calendar days prior to the start of each
fiscal year for approval. The document(s) must fully detail the necessary major activities and associated tasks to
achieve the County STOs and include a sufficient volume of services commensurate to the funding amount;

The Work Plan(s) will be an attachment to the contract and may be revised with SAPC approval; and

Overall, the Work Plan(s) submitted over the entire statement of work sub-contract term must include a logical
and appropriate progression in services and activities needed to favorably impact the selected Goals, LTOs and
STOs. Furthermore, the identified strategies and prevention services should collectively impact STOs and LTOs
or indicate if program modifications are necessary if STOs are not being met.

All Work Plan Major Activities and associated Tasks must be directly related to successful implementation of allowable
environmental related EBP(s). Allowable EBP options include:

1.

Evidence-based programs categorized under substance abuse prevention on the National Registry of Evidence-
based Programs and Practices or Communities That Care Prevention Strategies Guide;

Substantiated AOD environmental strategies such as those described in the RAND Preventing Underage Drinking
Technical Report or the Centers for Disease Control and Prevention Community Guide; or

Where the program or curricula is not a recognized best practice/model program (as described in one and two
above), substantiated results of an evaluation/research conducted by an evaluator independent of the proposer
that documents the ability of the program/curricula to achieve the intended outcomes. If using option three (3),
the County must ensure that a comprehensive service approach can be implemented based on the selection(s),
and validate the research and approve the selection(s) prior to implementation.

The following Institute of Medicine (IOM) prevention classification categories are allowable:

i

Universal PreventionTargets the entire population (national, local community, school, and neighborhood) with
messages and programs aimed at preventing or delaying the (ab)use of alcohol or other drugs. All members of
the population share the same general risk for substance (ab)use, although the risk may vary among individuals.

Selective Preventiortargets subsets of the total population at risk for substance abuse by virtue of their
membership in a particular population segment. Selective prevention targets the entire subgroup regardless of
the degree of risk of any individual within the group. The selection prevention program is presented to the
entire subgroup because the subgroup as a whole is at higher risk for substance abuse than the general
population. An individual’s personal risk is not specifically assessed or identified, and is based solely on a
presumption given his or her membership in the at-risk subgroup.

Indicated PreventionTargets individuals who do not meet Diagnostic and Statistical Manual of Mental

Disorders Fourth Edition, Text Revision (DSM-IV-TR) criteria for abuse or dependence, but who are showing

early danger signs, such as failing grades and consumption of alcohol and other gateway drugs. The mission of
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indicated prevention is to identify individuals who are exhibiting potential early signs of substance abuse and
other problem behaviors associated with substance abuse and to target them with special programs.

In all cases, these prevention services shall be directed at individuals who do not require Tx services and do not meet
criteria for a SUD according to the Fifth Edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5).
Prevention screenings are allowable services.

California Outcome Measurement Service for Prevention (CalOMS Pv): AODPS contracted providers are required to
report prevention services in the CalOMS Pv web-based data collection system as required by the California Department
of Health Care Services (DHCS)

The SAMHSA Center for Substance Abuse Prevention (CSAP) has classified common prevention activities into six major
categories termed “strategies.” These CSAP strategies, and the associated activities, are basic definitions that broadly
describe the most frequent types of efforts for each term. An effective prevention program should be knowledgeable
of these strategies and activities, but base the program design on how to comprehensively address the actual needs
of the target community(ies) through evidence-based interventions and services with the proven ability to achieve
the desired results.

Activities selected should be used to assist providers with accomplishing work plan goals and objectives. AODPS
contractors may utilize all the following six Center for Substance Abuse Prevention (CSAP) strategies and report selected
activities in CalOMS Pv:

1. EnvironmentalStrategy- focuses on establishing or changing community standards, codes, and attitudes
thereby influencing incidence and prevalence of alcohol and other drug use within the community. The strategy
depends on engaging a broad base of community partners, focuses on places and specific problems, and
emphasizes public policy.

2. CommunityBased ProcesStrategy- focuses on enhancing the capacity of the community to address AOD
issues through organizing, planning, collaboration, coalition building, and networking.

3. Information Dissemination Strategyfocuses on improving awareness and knowledge of the effects of AOD
issues on communities and families through “one-way” communication with the audience such as speaking
engagements, health fairs, and distribution of print materials.

4. Problemldentification andReferralStrategy— focuses on identifying individuals who have infrequently used or
experimented with AOD who could change their behavior through education. The intention of the screening
must be to determine the need for indicated prevention services and not Tx need.

5. Education Strategy focuses on “two-way” communication between the facilitator and participants, and aims to
improve life/social skills such as decision making, refusal skills, and critical analysis.

6. Alternative Strategy- focuses on redirecting individuals from potentially problematic situations and AOD use by
providing constructive and healthy events/activities.

County Monitoring: Monitoring visits will occur at least once each fiscal year to determine completion of activities,
outcomes, and STOs outlined in the Work Plarand this SOW. Unsubstantiated and/or incomplete activities will be
discussed and included as an area of deficiency in the monitoring site visit report as applicable. All areas of deficiency and/or
technical assistance needs will require a written Corrective Action Plan (CAP) where the Contractor must identify the steps
to be taken to ensure the deficiencies do not reoccur. A CAP follow-up visit will occur in the next fiscal year.

b. Cultural Competencyand Sustainability— Cultural Competencynust be integrated within and throughout the SPF
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and activities. Cultural competency are behaviors, attitudes, and policies that come together in a system, agency, or
among professionals to enable effective work in cross-cultural situations. Such programming respects and is
responsive to the health beliefs, practices, and cultural and linguistic needs of diverse individuals and is more likely to
bring about positive change. Sustainabilityis the multiple factors that contribute to program success over the long-
term including continued community support and engagement, stable infrastructure, and available resources and
training.

ALCOHOL AND OTHER DRUG PREVENTION SERVICES
GOALS AND OBIJECTIVES

FISCAL YEAR 2a1B
Goall: Reduce prescription drugs, and over-the-counter medication misuse and abuse.

Long-Term Objective 1.1: Reduce availability of and access to prescription drugs and legal products that can be
misused.

Shot-Term Objecives:

1.1.1 Provide community education to increase public awareness of the risks of prescription drug abuse,
safe use/storage/disposal, and available resources for help.

1.1.2 Support convenient, safe, and environmentally responsible prescription drug disposal programs in Los
Angeles County that are free to the public to help decrease the supply and navigate the interface
between public health and law enforcement

1.1.3 Provide training and education to help the community (e.g., parents, educators, law enforcement,
residents, merchants, etc.) better understand prescription drug abuse and navigate the interface
between public health and law enforcement.

Goal2: Reduce marijuana use by youth.
Long-Term Objective 2.1: Reduce availability of and access to marijuana by youth.

Shot-Term Objecives:

2.1.1 Decrease community conditions conducive to marijuana use.

2.1.2 Restrict marketing and advertising practices that appeal to youth.

2.1.3 Change social norms that contribute to substance use by decreasing favorable attitudes toward
marijuana use.

Goal3: Decrease underage drinking and binge drinking among youth and young adults.
Long-Term Objective 3.1 Reduce availability of and access to alcohol by underage youth.
Shott-Term Objedives:
3.1.1 Change social norms that contribute to alcohol use by decreasing favorable attitudes toward underage
and binge drinking.
3.1.2 Increase merchant compliance with existing ABC regulations.

3.1.3 Decrease rates of retail access to alcohol by underage youth.

Goal4: Reduce availability of and access to methamphetamine and other illicit drugs by youth and young adults.
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Long-Term Objective 4.1: Change social norms that contribute to substance use by decreasing favorable
attitudes toward methamphetamine and other illicit drug use.

Shot-Term Objectives:

4.1.1 Decrease social influences associated with meth and other illicit drugs use among youth and young
adults.

4.1.2 Increase community education and public awareness of contributing risks, settings and circumstances,
as well as the available resources for help.

4.1.3 Increase parent/guardian capacity (i.e. enhanced communication, training, etc.) to discourage meth
and other illicit drug use among youth and young adults
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VI. Step5: Evaluation
Applying data to enhance prevention approaches and sustain desired results

a. Evaluation Plan Overview

The LAC Evaluation plan to conduct AOD prevention process and outcome evaluation will begin by engaging
stakeholders (e.g., prevention program directors, program contracted evaluators, SAPC prevention program
director/coordinator) as members of the prevention evaluation team. SAPC’s prevention evaluation team
within the Research & Evaluation (R & E) Section will continue working collaboratively with members of
prevention evaluation team throughout the evaluation process to develop shared program goals, objectives,
and activities. The evaluation plan will include the following steps: evaluation design, gathering and analyzing
data/evidence, justifying conclusions, and reporting evaluation results (dissemination plan). Indicators
corresponding to each priority area reported in the Assessment chapter (e.g., prevalence, Tx admissions,
emergency department visits/hospitalizations, deaths) will be used when appropriate to identify trends to
gauge efforts toward reducing AOD use and related harms. The overall purpose of this evaluation is to
monitor progress toward the program’s goals, to determine whether program strategies are producing the
desired progress on outcomes, and to ensure that effective strategies/programs are maintained, and
resources are not spent on ineffective strategies and/or programs.

b. Stakeholder Engagement in Evaluation Activities

SAPC will host on-going prevention program evaluation meetings to provide a forum for reciprocal
exchange of ideas about prevention program evaluation activities such as refining logic models and SMART
objectives (specific, measurable, attainable, results-focused, and timely), survey development, data
collection, identifying data sources, analyzing data, disseminating outcome findings. R & E prevention
evaluation team will convene these meetings and ensure a clear explanation of the goals and objectives of
LAC Evaluation Plan. Meetings will discuss prevention program strategies, address concerns and challenges
regarding program evaluation activities, and provide technical assistance if necessary. R & E prevention
evaluation team will take minutes, summarize discussion points, and share findings/deliverables with
stakeholders when appropriate.

c. Methodology

This section describes our plan to collect and analyze evaluation data that is responsive to the regional and
cultural diversity of LAC.

Gather Credible Data/Evidence (Data Collection)
R & E prevention evaluation team will gather data and evidence either qualitative (e.g., meeting notes) or
guantitative data for process and outcome evaluation.

Process Evaluation

R & E prevention evaluation team will perform process monitoring and evaluation based on Providers’
input and data obtained from regular meetings (e.g., meeting notes), work plans, CalOMS, Providers’ year-
end reports, and program specific data collected by providers (e.g., outreach and surveys) when
appropriate. In order to support programs in delivering prevention activities as intended, R & E prevention
evaluation team will evaluate whether process strategies are aligned with programs’ intended goals and
objectives. Data will be used to monitor how prevention strategies are being implemented and where
modifications are needed to improve implementation of these strategies.
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Outcome Evaluation

Programs’ goals and objectives for their targeted priority areas will be examined with reference to data
presented in the Assessment chapter when appropriate. Specific data will be determined by Providers’
strategies, and may include pre and post-tests, population, community, public, and SAPC datasets, crime
rates, data generated by Prevention Providers, and data specific to adolescent (12-17) and young adults
(18-25). Prevention program evaluations will include information about assessing outcomes related to one
or more of the four priority areas noted in the Assessment chapter. AOD-related outcomes will be examined
periodically as data become available throughout the reporting period (2016-2019). Community coalition
activities associated with variations in local and county-level outcomes will be examined. According to
timelines described in each program’s evaluation plan, providers will periodically report on progress
towards short, intermediate and long-term outcomes.

Data Analyses

Qualitative (e.g., content analysis) and quantitative data analyses (e.g., descriptive statistics, pre-post-test,
logic models) will be conducted to evaluate program activities, implementation of strategies, effectiveness,
and outcomes. Data will be used to identify and justify successes and challenges of prevention strategies,
activities, and outcomes.

d. Roles and Resmsibilities

SAPC’s R & E prevention evaluation team will be responsible for conducting county-level process and outcome
evaluation and reporting evaluation results. Contracted prevention program directors, program evaluators,
and SAPC prevention program team will be involved in the evaluation process from the beginning. The
prevention evaluation team will be responsible for convening the prevention program evaluation meetings
and will identify and share successes and challenges throughout the process.

e. Sustainability

Sustainability will be facilitated by demonstrating that county and local prevention efforts have made a
positive impact on well-being of LAC residents by reducing AOD use and related harms as measured by
outcome evaluation data. Effective dissemination of evaluation findings (addressed below) will further
facilitate sustainability. Flexibility and ability to be nimble midcourse will also facilitate sustainability.
Prevention efforts will address community members’ priorities and adapt services to specific needs as we
learn about emerging community issues in need of immediate attention. Work plans need to be responsive to
changes and priorities in the community.

f. Cultural Competence

Evaluation activities will explore providers’ ability to take culture into account when delivering prevention
services. For example, to be relevant in the community and obtain buy-in from stakeholders, providers need
to address a range of issues, many of which stem from equity concerns. This expands the base by including a
wide range of partners. In addition, prevention efforts that are appealing, fun, and engaging to youth and
promote healthy environments/ messages/activities, and oppose norms that encourage or accept AOD use
will be explored.
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The SAPC prevention evaluation team will work collaboratively with prevention providers on an on-going basis
to assess community needs and resources and identify the most pressing AOD problems and contributing
factors in their communities to develop and improve effective, culturally responsive prevention strategies. As
noted in the Assessment chapter, evaluation activities will continuously involve:

1 Use data to target disparities: Equity concerns will be addressed in our evaluation activities. We will
use data to explore providers’ efforts to take culture into account when delivering prevention services.

T Work with the community: Including a diverse range of partners will expand the base of prevention
stakeholders. Engaging community members in assessment activities and effectively disseminating
evaluation findings throughout local communities in LAC will further facilitate sustainability.

9 Collect and use cultural competence-related information/data: Cultural competent data will be used to
improve prevention services and increase mutual respect and understanding between providers and
SAPC. This will promote the inclusion of all provider/community members. The goal is to incorporate
different perspectives, ideas, and strategies that will eventually improve prevention services.

I Development of learning communities to identify culturally-relevant risk and protective factors and
other underlying conditions: The SAPC Prevention team will establish learning communities designed
to provide a forum for providers/communities to exchange effective approaches and projects to learn
from each other in order to identify culturally relevant risk and protective factors, and other underlying
conditions. These learning communities will help prevention providers develop new knowledge and
skills, allowing the field to capitalize on new strategies to address risks that are targeted to specific
communities.

9 Hiring of culturally competent staff and evaluators: Culturally competent staff and evaluators who are
familiar with the diversity of Angelinos in terms of religion, traditions, language, race/ethnicity and
other factors will be hired, and ongoing related training will be provided in order to build rapport and
credibility at the local level.

0. Reporting Evaluation Results (Dissemination Plan)

Evaluation findings will be disseminated to enhance prevention efforts and share lessons learned. This step is
needed to turn the data collected into meaningful, useful, and accessible information. Program evaluation
meetings will address topics related to dissemination including:

- Sharing of preliminary and final evaluation results

- Eliciting feedback on interpretation of results

- Recommendations on how to modify strategies based on results

- Integrating traditional prevention practices with new/innovative approaches

- Dissemination of evidenced-based and innovative practices and curricula

Program evaluation meetings will be utilized to present preliminary findings on topics such as fidelity of
prevention service implementation and progress updates on AOD priority areas. Meetings will also be utilized
to clarify and interpret findings, justify conclusions, determine formats and media for distribution of findings,
and to determine target audiences (e.g., current and potential funders, administrators, board members, and
community-based groups and organizations). Evaluation findings will be disseminated in annual progress
reports to state, county, local funders, stakeholders, Coalitions, and LAC residents in oral and written formats

as results become available.
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