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CRITERION 1 
COUNTY MENTAL HEALTH SYSTEM 

COMMITMENT TO CULTURAL COMPETENCE 
 
Rationale: An organizational and service provider assessment is necessary to 
determine the readiness of the service delivery system to meet the cultural and linguistic 
needs of the target population. Individuals from racial, ethnic, cultural, and linguistically 
diverse backgrounds frequently require different and individual Mental Health Service 
System responses. 
 

I. County Mental Health System commitment to cultural competence  
 
The county shall include the following in the CCPR:  
 
A. Policies, procedures, or practices that reflect steps taken to fully incorporate 

the recognition and value of racial, ethnic, and cultural diversity within the 
County Mental Health System.  

 
Sacramento County recognizes that commitment to cultural and linguistic competence 
in a mental health system requires systematic, consistent practices, procedures and 
policies at multiple levels.  To institutionalize this commitment,  and recognize the value 
of racial, ethnic and cultural diversity, the Division adopted the use of the Sacramento 
County Agency Self Assessment of Cultural Competence, which was adapted by 
permission from the Cultural Competency Assessment Scale, June 2004 (Carole 
Siegel, Gary Haugland and Ethel Davis Chambers)  (See Appendix 01) 
  
The Division of Mental Health had been using a first generation organizational cultural 
competence scale since 1997 and in 2005 decided, through recommendation of the 
Cultural Competence Committee, to research and adopt a scale that was informed by 
work that was done in the late 1990s-2001 including the National Standards for 
Culturally and Linguistically Appropriate Services in Health Care (CLAS), U.S. 
Department of Health and Human Services, Office of Minority Health. During this same 
time-period, work was underway at the University of South Florida (USF) that assisted 
the committee in comparing various instruments. The USF work was documented in 
Organizational Cultural Competence: A Review of Assessment Protocols, University of 
South Florida, 2006.  The committee ultimately chose the Siegel Scale and adapted it 
for use in Sacramento County. It was chosen because it was comprehensive, set the 
tone for embedding cultural competence at every level throughout the organization, and 
incorporated the recognition of cultural, racial and ethnic diversity throughout the 
system.   
 
The Siegel scale measures organizational cultural competence in eleven domains.   
 
They are: 

1. Agency Commitment to Cultural Competence 
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2. Assessment of Service Needs 
3. Cultural Input into Agency Activities 
4. Integration of CC Committee of Other Group with Responsibility for CC within 

Agency  
5. CC Staff Training Activities 
6. CC Staff: Recruitment, Hiring and Retention Strategies 
7. Language Capacity: Interpreters 
8. Language Capacity: Bilingual Staff 
9. Language Capacity: Key Forms 
10. Language Capacity: Service Descriptions and Educational Materials 
11. Assessment and Adaptation of Services. 

 
System-wide and agency specific policies and procedures then were aligned with this 
effort.   
 
All county and contract provider agencies were required to complete the assessment 
and benchmarks were set.  It was originally conceived that the assessment would be 
administered annually.  Upon analysis, it was determined that a biennial completion 
schedule was most appropriate.  A lesson learned was that a large system required 
more than a one year’s turnaround time to complete the instrument, analyze the data, 
set goals, develop strategies, and allow time for improvement.    
 
The Sacramento County Department of Health and Human Services, Mental Health 
Division underwent reorganization in 2008 and became the Division of Behavioral 
Health Services (DBHS).  DBHS now includes mental health, alcohol and drug services, 
and the public guardian’s office.   Prior to this reorganization, the Mental Health Division 
adopted the following mission statement:  
 
The Division of Mental Health will: 

• Assist adults with mental illnesses and children/youth with emotional 
disturbance by providing services and supports to maximize their quality 
of life. 

 
• Sustain and enhance a public mental health system that supports recovery 

for adults with mental illness and children/youth with emotional 
disturbance. 

 
• Eliminate mental health disparities for all cultural, ethnic and racial groups. 

 
 
In March 2010 the newly formed division embarked on a community-wide process to 
develop a mission, vision and values statement.  Several community meetings were 
convened that culminated in a draft statement reflecting the sentiments of the Division 
and the community.  The product of this year-long effort is currently being vetted and 
will be available for review during the next compliance review.   
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The draft statement includes, but is not limited to the following language: 
 

• Valuing diversity 
• Equal access 
• Culturally competent, responsive services 
• Community-based services 
• Community defined evidence 

 
The institution of the biennial Agency Self Assessment and the community process of 
refining the mission, vision and value statement are two examples of large scale efforts 
that the Division has adopted.  Throughout the following sections of the CCPR are 
additional policies, procedures or practices that reflect steps taken to fully incorporate 
the recognition and value of racial, ethnic and cultural diversity with the Division. 
 
The county shall have the following available on site during the compliance 
review:  
 
B. Copies of the following documents to ensure the commitment to cultural and 

linguistic competence services are reflected throughout the entire system:  
1. Mission Statement;  
2. Statements of Philosophy;  
3. Strategic Plans;  
4. Policy and Procedure Manuals;  
5. Human Resource Training and Recruitment Policies;  
6. Contract Requirements; and  
7. Other Key Documents (Counties may choose to include additional documents to 

show system-wide commitment to cultural and linguistic competence).  
 
Copies of all of the documents listed above will be available for review during the 
compliance review.   
 
 

II. County recognition, value, and inclusion of racial, ethnic, cultural, and linguistic 
diversity within the system  
 
The CCPR shall be completed by the County Mental Health Department. The 
county will hold contractors accountable for reporting the information to be 
inserted into the CCPR.  
 
The Division of Behavioral Health Services completed the CCPR with the input by 
stakeholders and accepts full responsibility for holding contractors accountable for 
reporting requirements as well as implementation of the approved plan.  The following 
statement is inserted in all contracts executed by the county:   
 

“Laws, Statutes, and Regulations 
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B.   CONTRACTOR shall comply with the requirements mandated for culturally 
competent services to diverse populations as outlined in the Sacramento 
County Phase II Consolidation of Medi-Cal Specialty Mental Health Services 
– Cultural Competence Plan 1998, 2002, 2003.  CONTRACTOR agrees to 
abide by the Assurance of Cultural Competence Compliance document, as 
provided by COUNTY, and shall comply with its provisions.”   

 
Once the 2010 CCP is approved, appropriate language will be inserted into contracts.    
 
The county shall include the following in the CCPR:  
 
A. A description, not to exceed two pages, of practices and activities that 

demonstrate community outreach, engagement, and involvement efforts with 
identified racial, ethnic, cultural, and linguistic communities with mental health 
disparities; including, recognition and value of racial, ethnic, cultural, and 
linguistic diversity within the system. That may include the solicitation of 
diverse input to local mental health planning processes and services 
development.  

 
Sacramento County DBHS is committed to eliminating mental health disparities for all 
cultural, ethnic and racial groups.  This commitment was reflected in activities started in 
1997 and deepened and continued over the years in a variety of ways: 
 
In 1997, seven workgroups, including a Cultural Competence Workgroup, were formed 
to draft the details of the implementation plan for Phase II Consolidation of Medi-Cal 
Specialty Mental Health Services (Phase II Consolidation Plan) in Sacramento County.  
The formation and active participation of the Cultural Competence Workgroup 
demonstrated commitment to the inclusion of cultural competence and recognition of 
the value of sustained involvement of individuals from cultural, racial, ethnic and 
linguistic communities.  After the successful completion of the Phase II Consolidation 
Plan, the Cultural Competence Workgroup met weekly over a period of ten months to 
develop the Sacramento County Cultural Competence Plan (CCP) in response to the 
state Mental Health Plan (MHP) Cultural Competence guidelines.   The CCP was and 
continues to be the basis for ensuring that cultural competence is integrated into the 
mental health system at all levels including consumer, provider/practitioner, 
administrative/senior management, policy and training. 
 
The Cultural Competence Workgroup included a continuing role for itself in the original 
CCP.  In doing so, it became a permanent sub-committee of the Quality Improvement 
Committee and the name was changed to the Cultural Competence Committee (CCC).   
Currently, the CCC takes an active role in the continued development and monitoring of 
subsequent Cultural Competence Plans in Sacramento County.  The CCC also acts as 
advisors to the Division on cultural competence issues including but not limited to the 
following:  outreach, accessibility, linguistic requirements, human resources, and 
strategies to improve penetration rates.  
Beginning with the 1998 CCP, analysis of county-wide utilization of mental health 
services supported a growing awareness of disparities among many racial, cultural, and 
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ethnic communities in Sacramento County.  This awareness coincided with recognition 
statewide of the disparities experienced by a number of racial and ethnic communities, 
including the Latino community.  The state responded by proclaiming a week in 
September as Latino Behavioral Health Week (LBHW) and DMH asked counties to join 
them in planning activities that would promote awareness through community 
education.  Sacramento County responded by forming the LBHW Planning Committee.   

 
Later, the LBHW Planning Committee broadened the scope of its goal to provide 
community outreach to all ethnic, racial and cultural communities that experienced 
disparities in mental health services.  Community based organizations and community 
partners reflective of these diverse cultural, racial and ethnic communities have been 
active participants on this committee.  The name was changed to reflect this broader 
scope and the committee is now known as the System-wide Community Outreach and 
Engagement Committee (System-wide Committee). 

 
Selection of the System-wide Committee’s participation in events is based on data that 
demonstrates low utilization/penetration rates and/or evidence of historical disparities 
and is linked to the penetration rate goals in the Annual CCP.  The System-wide 
Committee, in conjunction with the CCC, participates in the annual review of these data 
and develops culturally appropriate strategies for outreach to identified communities 
using targeted and tailored interventions.  Committee members including community 
members and/or colleagues who possess bilingual/bicultural skills take active roles in 
planning and implementing the outreach efforts.   The purpose of the outreach is to 
provide culturally appropriate mental health education and information in a non-
threatening manner to underserved or poorly served ethnic, racial and cultural 
populations.   The MHP follows a systematic data collection process to track outreach to 
cultural, racial and ethnic communities.  Please refer to Appendix 02 for a tracking tool 
and a log of community outreach activities in cultural, racial and ethnic communities.   
 
The Division highly values consumer and family member advocacy and participation 
inclusive of all racial, cultural and ethnic communities. The Sacramento County Mental 
Health Services Act (MHSA) Steering Committee, a thirty-one member committee, is 
the highest recommending body to the Division regarding MHSA funding.  The 
members and alternates are appointed by stakeholder groups.  One of the seats on the 
Steering Committee is reserved for a Cultural Competence subject matter expert.  The 
Steering Committee adopted the following into their Charter:  Fifty percent of the 
members of the MHSA Steering Committee shall be consumers and/or family members, 
and fifty percent of these positions shall be filled with individuals from culturally diverse 
backgrounds.  A 6-member Consumer and Family Member Selection committee was 
established to recommend individuals that reflect the diversity of Sacramento County on 
the Steering Committee.  To assist in the work of the committee, a recent revision of the 
MHSA Steering Committee Charter stipulated an additional selection committee 
representative from the Cultural Competence Committee would be added.  Stipends 
and bus passes are offered to consumers and family members that participate on the 
Steering Committee.   
 
The Division promotes the inclusion of diverse consumer and family member voice in all 
committees and planning processes.  Consumers and family members from racial, 
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cultural and ethnic communities are actively recruited to serve on program development 
teams when the Division designs a new mental health program.  Formal youth and 
family advisory subcommittees have been established and are integrated in the Mental 
Health Board’s participatory planning processes. The Division monitors the diversity of 
committees, boards, youth and family advocates and all other staff through the 
administration of the Human Resource Survey (See Appendix 03).  Through a contract 
with a local consumer and family member advocacy organization, a Consumer and a 
Family Advocate are active participants in the Division of Behavioral Health’s Executive 
Management Team. 
 
B. A narrative description, not to exceed two pages, addressing the county’s 

current relationship with, engagement with, and involvement of, racial, ethnic, 
cultural, and linguistically diverse clients, family members, advisory 
committees, local mental health boards and commissions, and community 
organizations in the mental health system’s planning process for services.  

 
Sacramento County continues to be known for its multi-cultural diversity.  Low 
penetration rates, however, indicate disparities in access for cultural, racial, and ethnic 
communities throughout Sacramento County.  Due to the degree of marginalization and 
distrust of government institutions experienced by many of these communities, the 
Division has continued to utilize an Asset-based community development approach in 
order to establish trusting partnerships with the diverse communities in Sacramento 
County and thereby improve the wellness of community members.  In keeping with the 
community development strategy of engaging individual and community resources, 
Division staff have been cultivating meaningful relationships with key community leaders 
and cultural brokers from racial, cultural and ethnic communities.  In addition, the 
Division has developed relationships with leaders and community based organizations 
serving both newly arriving refugee groups and refugees who have relocated to 
Sacramento after their arrival to the United States.  Division staff have also developed 
relationships with cultural and ethnic-specific faith-based and community based 
organizations that work with groups who have immigrated to Sacramento County.   
 
The Sacramento County community planning processes for the MHSA built upon these 
relationships and provided additional opportunities to ensure that viewpoints of 
individuals from cultural, racial and ethnic groups were incorporated.  Starting with the 
Community Services and Supports (CSS) component, key community leaders from 
racial, cultural and ethnic populations were personally contacted by Division staff to 
enlist their support in helping to inform members of their community about the 
community planning process and to facilitate their meaningful participation in the 
process.  Flyers were translated into multiple languages and were distributed widely, 
including self-help centers, cultural and ethnic-specific and refugee resettlement 
programs.  Interpreters in all five of the threshold languages for Sacramento County in 
addition to American Sign Language were provided to ensure the active participation of 
all attendees at the kickoff planning meeting.  Culturally, racially, ethnically, and 
linguistically diverse staff conducted county-wide outreach to the community and utilized 
multiple media outlets that are used by diverse populations.  In addition, flyers were 
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posted at laundromats, ethnic-specific markets, and other natural settings in the 
community.    
 
To maximize community participation and to ensure broad representation from diverse 
communities, interested parties formed stakeholder groups.  Stakeholder groups 
operated as focus groups whereby members reviewed the data collected from the 
community needs assessment and used their expertise to develop recommendations 
that were forwarded to the respective Task Force and then to the Steering Committee.  
This model of community engagement has been replicated and improved upon during 
subsequent MHSA component planning processes.   For example, during the CSS 
planning process, community leaders mobilized members of the Asian and Pacific 
Islander (API) communities to attend the public hearing and speak about the need for 
culturally competent services to the API communities.  This extensive demonstration of 
community support at the public hearing strongly influenced the Steering Committee’s 
decision to recommend funding for this proposal.  As a result, an ethnic-specific Full 
Service Partnership (FSP) program began providing culturally and linguistically 
competent services to the API communities in 2007.   
 
During the PEI community planning process, the UC Davis School of Medicine Center 
for Reducing Health Disparities (CRHD) provided technical assistance to key Division 
staff regarding culturally competent community engagement with marginalized 
communities in Sacramento County.  CRHD staff also invited Division staff to join them 
at community dialogues with African American, Hmong, and LGBTQ communities in 
Sacramento County.  CRHD staff, by inviting the Division to these community dialogues, 
facilitated introductions with the community members present and helped to model 
participatory community engagement with cultural, racial and ethnic communities.  The 
CRHD provided technical assistance to the Division specifically in the area of 
community engagement with the Latino communities.  The CRHD co-hosted a meeting 
with the Division and invited Latino/a leaders to have a dialogue with the Division about 
community-defined strategies for improving services to the diverse Latino/a population 
in Sacramento County.  This initial meeting provided the foundation for the development 
of a plan for tailored outreach to the Latino community.  Elements of this dialogue 
aligned with the Latino Access Study.  The issues that were raised led to the 
development of a position in the Cultural Competence unit that included focus on 
tailored outreach to the community.   
 
The Division partners with diverse community stakeholders in several local 
collaborations.   Building Healthy Communities is a collaboration of service providers, 
schools and other interested community members that is focused on enhancing the 
wellness of residents living in a southeast section of the county where a large proportion 
of the residents are from low income, racially and ethnically diverse families.  BiNational 
Health Week is an annual event that takes place during early October and is sponsored 
by the Mexican Consulate.  Providers serving the Mexican community meet over a 
period of several months in order to plan for events that promote health and mental 
health wellness within the Mexican community. DBHS also has a representative on 
Senator Steinberg’s Hispanic Advisory Committee.  As Sacramento is home to many 
refugees, the Division, along with refugee resettlement programs and other providers 
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that work with refugees has been participating in the Refugee Forum.  The Division is 
also a member of the Sacramento Rescue and Restore Coalition against Human 
Trafficking and is working alongside other social service and faith based agencies to 
provide mental health services to survivors of Human Trafficking.   
 
The Division is committed to seeking Mental Health Board and committee members 
who are reflective of the cultural, racial and ethnic diversity in Sacramento County since 
these bodies are charged with making decisions for all of the consumers residing in this 
county.  The Division has actively enlisted the assistance from community organizations 
serving cultural, racial and ethnic communities, such as the Language Academy of 
Sacramento, a bilingual Spanish immersion elementary charter school, in recruiting for 
consumers, family members or community members who may be interested in serving 
on the Mental Health Board or the Steering Committee.  
 
C. A narrative, not to exceed two pages, discussing how the county is working 

on skills development and strengthening of community organizations involved 
in providing essential services.  

 
The Division offers technical assistance and capacity development to providers through 
various means, including contract monitoring.  All of the providers in the MHP on a 
biennial basis complete an Agency Self Assessment of Cultural Competence, (See 
Appendix 01) and a Human Resource Survey (See Appendix 03) on an annual basis.  
This schedule had been in effect until 2007 when it was interrupted by Mental Health 
Services Act data collection requirements.   
 
In 2007 a tool based on the Agency Self Assessment of Cultural Competence was 
developed for use by agency administrators of the newly awarded MHSA CSS 
programs.  This tool is entitled Sacramento County Division of Mental Health Cultural 
Competence Report Format (See Appendix 04).  The tool was constructed in such a 
manner that would assist the provider in ensuring they were effectively operationalizing 
the value of cultural competence within their programs.  Based on their responses to the 
questions in the tool, providers would receive feedback and consultation from the 
Division that would help them be more sensitive and responsive to the needs of the 
diverse clientele with whom they were working. This tool is now used beyond MHSA 
CSS programs. 
 
The Sacramento County Mental Health Plan Quality Improvement Program Annual 
Work Plan includes the CCP goals and monitors progress (See attachment in Appendix  
05 FY 2007-2008 – FY 2008 – 2009 Final).  In addition, as part of their annual work 
plan, each agency selects a goal from the list of cultural competence goals listed in the 
2003 Cultural Competence Plan Update.  All of these tools help to inform each agency 
regarding ways to improve in their provision of culturally and linguistically competent 
services to diverse consumers and their families.  Contract monitors provide technical 
assistance to individual agencies so that they may enhance or adopt their services to be 
more congruent with the diverse cultural, racial and ethnic communities they serve.   
 
Through the system transformation opportunity made possible with MHSA funds, the 
Division has taken steps to enhance the culturally competent services offered through 
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the MHP by contracting with providers that have well established trust and credibility 
within the racial, cultural and ethnic communities they serve and to grow their capacity.  
Two of the CSS programs were awarded to cultural and ethnic specific community 
based organizations in Sacramento County.  One is an ethnic specific FSP that serves 
the diverse API communities in Sacramento County and one is a general system 
development program that provides peer partner recovery services as part of a multi-
disciplinary team at two County-operated outpatient mental health clinics.   
 
The contract monitoring relationship has been beneficial for both the Division and the 
provider agencies.  Through contract negotiation and the monitoring of services, the 
contract monitors have gleaned valuable information about cultural norms and values 
that have shaped the design of the program and the variety of support services offered.  
For example, the use of traditional healing practices is common in some of the 
communities served by the FSP.  In keeping with the spirit of the “whatever it takes” 
philosophy of an FSP, consumers who prefer to seek the services of a shaman but who 
might lack the means to do so have been assisted in the FSP programs.   
 
Division staff provided mentoring of diverse consumers and family members who 
participated throughout the WET, PEI, and Innovation community planning processes.   
Division staff also provided mentoring to a bilingual TAY consumer from a racial, cultural 
and ethnic community who expressed interest in serving on the MHSOAC Services 
Subcommittee.   Every effort is made to utilize the most culturally appropriate format 
when communicating with consumers, family members and community leaders from 
racial, cultural or ethnic communities.   
 
The Prevention and Early Intervention (PEI) component of the MHSA enabled DBHS to 
more formally expand the outreach and engagement beyond agencies that were 
currently providing mental health services within the MHP.  DBHS developed additional 
relationships with cultural and ethnic specific community based and faith based 
organizations that have been providing services to the diverse communities, however 
had not been receiving funding from the County.  DBHS staff encouraged their 
attendance and participation in important community planning meetings and helped 
them navigate the planning processes.  These strategies were intentionally 
implemented to assist agencies in expanding their community capacity. Their active 
involvement in all phases of the process helped familiarize them with the County 
expectations, thus making them more competitive to apply for new funding 
opportunities.  Through these relationships, DBHS enlisted the support from cultural and 
ethnic specific community based and faith based organizations to host focus groups 
with the community members they serve as part of the local planning for Innovation.  
These included Native American, African American, Latino, Cantonese, Vietnamese, 
Hmong, LGBTQ, TAY, Mien, and Muslim communities.   Each agency received an 
honorarium for hosting a culturally and linguistically specific focus group.   
 
To assist staff in more effectively working with cultural, racial and ethnic communities, 
DBHS offers cultural competence trainings at no cost to agencies in the MHP.  
Sacramento County was selected as a pilot for the evidence-based California Brief 
Multicultural Competence Scale (CBMCS) Training in 2007, and the Division has 
continued to offer this training to MHP staff since that time.  This interactive training 
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hones the skills of provider staff who work within a multicultural society.  DBHS has also 
welcomed community members from cultural, racial and ethnic communities to take part 
in the CBMCS training.   In addition, Sacramento County was selected as a pilot for the 
Mental Health Interpreter Training, a forty hour intensive skills building curriculum for 
mental health interpreters.  MHP direct service staff who function as interpreters as well 
as staff working in an Assisted Access program participated in this training.      
 
In order to strengthen the skills of community organizations involved in providing 
essential services and enhance their capacity, the Division has been an active member 
of the Community Advisory Committee for the Health Professions High School (HPHS), 
a public high school in Sacramento with a multi-culturally diverse student body who are 
primarily from low-income neighborhoods.  The HPHS curriculum promotes health 
careers that are inclusive of mental health.  DBHS has provided technical assistance to 
instructors about cultural competence as it relates to strategies for eliminating health 
and mental health disparities for racial, cultural and ethnic communities.  In addition, 
DBHS has been on rating panels for student presentations about cultural competence 
and the elimination of disparities for racial, cultural and ethnic communities.  DBHS also 
began participating at the newly established Ventanilla de Salud inside of the Mexican 
Consulate by providing literature in Spanish about mental health awareness and 
information about how to access mental health services.    
 
D. Share lessons learned on efforts made on the items A, B, and C above.  
 
In reviewing the efforts described in A, B, and C above, there were many lessons 
learned by DBHS.  The first lesson involves communication and engagement styles.  
Sacramento County DBHS is responsible for communicating on a large scale.  The 
usual method of communicating with the community on a broad scale involves 
electronic mail, letters and flyers.  While these methods of communication are efficient 
and serve some valuable purposes, DBHS learned that these methods were not as 
effective with cultural, racial and ethnic communities, many of which are considered 
high context cultures.   
 
High context cultures often tend to be focused on interpersonal relationships when 
communicating.   DBHS learned that personal phone calls or in person visits were more 
effective, especially when establishing and maintaining relationships with community 
leaders.   The personal phone calls and in person visits may not be the first choice 
given the fast paced society in which we operate, however it was evident that without 
these, the DBHS would be hindered in building trust and deepening relationships with 
community members.   
 
In a similar vein DBHS has learned that using online surveys that have been translated 
or large public input meetings to gather community input are not sufficient for gathering 
input from cultural, racial and ethnic communities.   Recognizing that data collection 
methods need to be culturally and linguistically appropriate, the Division has additionally 
used a variety of methods to gather input from the community:  hard copy surveys 
developed in consultation with community members that are translated into the 
threshold languages and shared in person with individuals, focus groups with cultural 
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leaders and other cultural brokers, and focus groups within existing meetings held in the 
community.   
 
Another lesson learned involved the saying, “lessons learned versus lessons heard.”  
DBHS has been surveying the community throughout the years and has encouraged 
participation from diverse communities.  Cultural, racial and ethnic communities 
experienced a sense of fatigue in the sense that they would provide feedback to the 
County at the County’s request, however they were becoming discouraged since it 
appeared as if the County was not being responsive to their feedback.  The other 
message that we were hearing from the community was that when we wanted 
something from the community, we came to them, but after obtaining it, we left without 
nurturing or sustaining the relationships.   
 
When DBHS staff were able to hear the feedback from the communities and conduct 
business in ways that were sensitive and responsive to the diverse communities, then 
there was some success in terms of increased participation from cultural, racial and 
ethnic communities.   
 
DBHS also learned that a variety of factors leads to low participation in public planning 
processes for many consumers and family members, especially from cultural, racial and 
ethnic communities.   
 
The first is that of stigma, in which some persons with lived experience of mental illness 
feel uncomfortable presenting themselves as advocates at public forums.  Consumer 
self-advocacy is a largely Western concept and is not shared equally across the 
cultures represented in Sacramento County.  Some communities have differing 
concepts of mental illness and the causes and courses of treatment.   Many of the 
diverse consumers and family members are from communities that have historically 
been unserved, underserved, or inappropriately served, as evidenced by the 
penetration rate, utilization rate and retention rate.  Therefore statistically speaking there 
are fewer consumers from diverse communities that have accessed culturally and 
linguistically competent mental health services over a long period of time.  Identifying 
oneself as a consumer in a public setting may bring a deep sense of shame to that 
individual and their family in some communities.  Finally, in some cultures, sharing of 
one’s story in public is considered a betrayal and goes against traditional values.   
 
The Division saw evidence of increased consumer and family member participation from 
cultural, racial and ethnic communities during the Innovation small focus group process.  
During this process, DBHS sought assistance from cultural, racial and ethnic community 
leaders to host small focus groups for their respective communities.   Each focus group 
was held in the community at a site that was well-known by the respective community 
members.  Hosting the group at a trusted community site alleviated transportation 
issues and many of the agencies provided on-site child care.  Finally, outreach for the 
groups was done by staff from the cultural or ethnic specific community based or faith 
based organizations.  The personal invitations made by staff helped to engage 
consumers and family members and the fact that these same staff were facilitating the 
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focus group in the native language and in accordance with cultural traditions made 
attendance at the group more appealing than coming to a large public meeting open to 
the entire community.  An honorarium was paid to each lead agency to facilitate 
community participation in the focus group.   
 
Efforts have taken place to educate our system about working with racially, culturally, 
ethnically and linguistically diverse community members.  Communication styles, world 
view and biases have been explored through CBMCS training as well as technical 
assistance with program design teams and internal workgroups charged with designing 
the community planning processes.  The Innovation planning process provided 
opportunities to partner and share power with cultural specific community agencies, to 
learn from one another, and to empower the consumers and family members served by 
these agencies to take part in planning for improved mental health services.  Due to the 
success of this model, future community planning efforts will continue to include 
partnerships with cultural specific community based agencies and faith based agencies.   
 
E. Identify county technical assistance needs.  
 
No needs at this time. 
 

III. Each county has a designated Cultural Competence/Ethnic Services Manager 
(CC/ESM) person responsible for cultural competence  

 
The CC/ESM will report to, and/or have direct access to, the Mental Health 
Director regarding issues impacting mental health issues related to the racial, 
ethnic, cultural, and linguistic populations within the county.  
 
The county shall include the following in the CCPR:  
 
A. Evidence that the County Mental Health System has a designated CC/ESM who 

is responsible for cultural competence and who promotes the development of 
appropriate mental health services that will meet the diverse needs of the 
county’s racial, ethnic, cultural, and linguistic populations.  

 
Sacramento Behavioral Health Division has had a full time management level Cultural 
Competence/Ethnic Services Manager (CC/ESM) since 2005. Prior to this time, the 
current CC/ESM was in a management level position that was split between ESM duties 
and other management level activities related to program operation.   Several factors 
contributed to the increase from .5 FTE to 1.0 CC/ESM Program Manager position 
including recognition of the great diversity of Sacramento County and the complexities 
associated with service design and delivery, increasing emphasis on cultural 
competence and recognition of mental health disparities, and the passage of 
Proposition 63 which emphasized increased services for unserved, underserved and 
inappropriately served cultural, racial and ethnic communities. 
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Lastly, as engagement with cultural, ethnic and racial communities improved and they 
became more active at multiple levels in our system, some community bases 
organizations started expressing frustration with our RFP progress. We are currently 
working on mechanisms that will assist first time bidders in successfully navigating the 
county contracting process. 
 
The CC/ESM Program Manager is responsible for ensuring that cultural competence is 
integral to all functions of the Mental Health System and is the lead system-wide on 
issues that impact racial, ethnic, cultural and linguistic populations including the 
elimination of disparities in mental health care in Sacramento County.  The Sacramento 
County Mental Health system includes 260 programs/agencies involving county and 
contract operated mental health services for approximately 26,700 children and adults 
annually. The CC/ESM is responsible for the development and implementation of the 
annual Sacramento County Cultural Competence Plan (CCP) to ensure that county 
mental health services are in compliance with current federal and state statues, 
regulations and California Department of Mental Health policy letters related to the 
planning and delivery of specialty mental health services for a highly diverse cultural, 
ethnic and linguistic community.   
 
The CC/ESM reports to the Mental Health Director and sits on the Management 
Team/MHP Quality Policy Council as well as the Behavioral Health Services Project 
Management Team. In addition to the creation of a full time CC/ESM position, 
Sacramento County  also funded a Cultural Competence unit headed by the CC/ESM 
that includes the following:  1 FTE Health Program Manager, 2 FTE Health Program 
Coordinators, 1 FTE Senior Office Assistant (See Appendix 06 for Organizational 
Chart.)  
 
B. Written description of the cultural competence responsibilities of the 

designated CC/ESM.  
  
The California Mental Health Directors Association Framework for Eliminating Cultural, 
Linguistic, Racial and Ethnic Behavioral Health Disparities adopted in March 2005 was 
used to develop the Position Description Questionnaire that supported the creation of 
the 1.0 FTE Health Program Manager that the current CC/ESM Program Manager 
occupies.   
 
The position was developed to provide leadership for the overall development of 
activities devoted to the reduction of disparities experienced by cultural, racial and 
ethnic communities.  Duties include the following:    
 

Takes lead responsibility for the development and implementation of cultural 
competence planning within the organization.  
 
Participates in the monitoring of county and service contractors to verify that the 
delivery of services is in accordance with local and State mandates as they affect 
underserved populations.  
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Identifies local and regional cultural mental health needs of ethnically and culturally 
diverse populations as they impact county systems of care and make 
recommendations to local mental health directors, CMHDA, and the State 
Department of Mental Health.  
 
Participates and advises on planning, policy, compliance and evaluation 
components of the county system of care and make recommendations to county 
directors that assure access to services for ethnically and culturally diverse groups.  
 
Promotes the development of appropriate mental health services that will meet the 
diverse needs of the county’s racial and ethnic populations. This includes, but is not 
limited to, reviewing local proposals to augment or decrease services to the local 
community, participating in various mental health advisory groups/task forces, 
facilitating educational training to organizational units within and outside the local 
mental health department.  
 
Participates in the development of planning documents, contracts, proposals, and 
grant applications which would form the foundation of the county’s delivery of mental 
health services to ethnic minorities, i.e., annual county mental health plan and 
advisory council proposals. Participates in the development and implementation of 
local policies and procedures that would potentially impact services to racially and 
ethnically diverse consumers.  
 
Participates as an official member of the local mental health management/leadership 
team that makes program and procedure policy recommendations to the mental 
health director.  
 
Reviews and critiques materials generated at the State and local levels, including, 
but not limited to, proposed legislation, State plans, policies, and other documents.  
 
Tracks penetration and retention rates of racially and ethnically diverse populations, 
and develops strategies to eliminate disparities.  
 
Participates in the cultivation of network organizations to promote an array of mental 
health programs and activities that are specific to underserved populations.  
 
Maintains an active advocacy, consultative, and supportive relationship with 
consumer and family organizations, local planning boards, advisory groups and task 
forces, the State, and other mental health advocates.  
 
Works with the county’s Human Resources office to help ensure that the workforce 
is ethnically, culturally and linguistically diverse. Assists the Equal Employment 
Opportunity Office to ensure the recruitment, retention, and upward mobility of staff.  
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Assists in the development of system-wide training that addresses enhancement of 
workforce development and addresses the training necessary to improve quality of 
care for all communities and reduce mental health disparities.  
 
Attends trainings that inform, educate, and develop the unique skills necessary to 
enhance the understanding and promotion of cultural competence in the mental 
health system.  
 
Attends meetings as required by the position including, but not limited to CMHDA 
Ethnic Services, Full Association, and other committee meetings, regional ESM 
regular meeting, various State meetings, meetings convened by various advisory 
bodies, and other meetings as appropriate.  
 

The Sacramento County CC/ESM is involved with numerous local and state meetings, 
advisory boards and workgroups.  For example, in February, 2008 The California 
Endowment funded a local agency to support a collaborative effort to improve the 
cultural competency of the mental health system for lesbian, gay, bisexual, transgender, 
and questioning (LGBTQ) youth. Called the Collaborative for Improving Lesbian, Gay, 
Bisexual and Transgender Mental Health Care, the collaborative was funded for a 
period of two years.  The expected outcomes were focused as follows: 
 

1. Changing hiring practices for direct service positions to include staff who are 
skilled and/or knowledgeable of LGBTQ issues 

2. LGBTQ youth participation in efforts to improve mental health systems 
3. Improve data collection to quantify service needs to the LGBTQ community 
4. Increase local knowledge of existing mental health provider training and 

promising practices for improving culturally competence care for LGBTQ clients.   
 
The CC/ESM participated in the Collaborative for the duration of the project and a 
number of products were developed that improved the delivery of culturally competent 
services to the community.  The work of the Collaborative roughly paralleled the MHSA 
Planning process and through the efforts of a number of Collaborative members and 
community stakeholders, the issues of the LGBTQ community emerged and they were 
indentified as an underserved community.  The Collaborative also prepared a document 
entitled, Sacramento County Intake and Assessment Forms Recommendations that 
was sent to DBHS and has helped inform thinking as we design the new County 
electronic health system and related form modifications. The CC/ESM and other system 
partners involved in the Collaborative were able to assist in promoting the goals of the 
Collaborative including involvement in DBHS activities, the Cultural Competence 
Committee, various planning efforts and promoting the focused LGBTQ training that the 
Collaborative provided.   
 
 

IV. Identify budget resources targeted for culturally competent activities  
 
The county shall include the following in the CCPR:  
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A. Evidence of a budget dedicated to cultural competence activities.  
 
The format for budgeting cultural competence activities has evolved over time. 
Sacramento County Behavioral Health is a blend of county operated and contract 
provider services and programs.   Over 25 years ago the Division of Mental Health 
contracted with two community based organizations to provide specialized access 
services for immigrant and refugee populations that included tailored access 
strategies for the communities including outreach, interpreter services, translation 
services and cultural brokerage.  These Assisted Access Programs were originally 
focused primarily on API communities, however over the years in response to 
growing need their services expanded to new populations including Russian/Former 
Soviet Union/Eastern European communities and Latinos. Assisted Access program 
services are available for residents throughout the county and county operated and 
contract programs funded by the Division. One of the two programs elected several 
years ago to focus their efforts on a newly funded ethnic specific API full service 
partnership while the second agency continues to operate as an Assisted Access 
Program system-wide and is funded by the Division.  
 
During the 80s and 90s, direct service agencies were funded in both the adult and 
children’s system that had strong ties to the Latino community.  These programs 
continue to be funded by the Division.  During this period there was growing 
emphasis on all funded programs throughout the system developing cultural and 
linguistic competence and a diverse workforce.  Specific funding, however, for items 
related to these activities were not itemized in budgets. For many years, the 
Assisted Access budget and the budget for county-wide interpreter contracts were 
the only specific budgets or line-items devoted specifically to cultural competence. 
While cultural and linguistic competence certainly were elements of programs, they 
were included in other areas of the budget.   
 
With MHSA there has been a change in practice as cultural and linguistic 
competence is showing up as a line-item and programs are being funded that are 
devoted to these areas.    
 
 
The following chart depicts the budget for ethnic-specific programs, services, and 
trainings where specific line-items are delineated. It only reflects programs that are 
operational.  There are a number of programs that have been approved and are in 
the implementation phase and are not included in the chart. The programs in the 
chart do not reflect a true picture of the extent of expenditures for cultural 
competence including interpreters as many program budgets include these items in 
other categories. We realize with the development of this CCP, that we need a better 
tracking system for recording budgeting for cultural competence and will look at 
developing mechanisms that more accurately reflect expenditures in this next year. 
As noted throughout this CCP, all contract and county operated programs are aware 
that they are responsible for providing interpreter services free of costs to 
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consumers.   Additionally this chart does not capture the staffing costs of bi-lingual 
providers that work throughout the system.  
 
 
 
 
 

Budget Dedicated to Cultural Competence Activities 
 

Program/Description  Amount Comments 
Interpreter (I) 
Translation (T) 

Transcultural Wellness 
Center  $2,500,241.00

MHSA, FSP, API Community 
including $5,000 interpreter  I & T 

Sierra Elder Wellness  $5,000.00 Senior FSP  interpreting only  I & T 
Pathways  $500.00 Homeless FSP   interpreting only  I & T 

Peer Partner Program  $300,000.00
Hmong, Vietnamese, Cambodian 
Peers    

   $300,000.00 Spanish, African American Peers    

Juvenile Justice 
Diversion and 
Treatment (JJDTP)  $1,675.00

Due to disproportionality, program 
participants include focus on 
cultural, racial & ethnic 
communities  I & T 

Suicide Prevention 
School Bullying 

Prevention  $266,700.00
30% for cultural, racial, ethnic 
component    

Integrated Health  $1,025,000.00
FQHCs focussing on cultural, racial 
and ethnic groups    

Health Promotion  $200,000.00
% for translation/printing includes 
$35,000 for translation  I & T 

Senior Link  $20,700.00 Translation costs  I & T 

Training (CBMCS & 
MHIT)  $17,000.00 On‐going training costs      

Supporting Community 
Connections   $135,000.00

Older adults targeting cultural 
communities    

   $135,000.00
Youth/TAY (focused on LGBTQ, 
foster, and homeless)    

   $135,000.00 Native American    
   $135,000.00 African American    
   $135,000.00 Spanish‐Speaking    
   $135,000.00 Cantonese/Vietnamese/Hmong    
   $135,000.00 Russian‐Speaking/Slavic    
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Assessment and 
Treatment of On‐set of 
Psychosis  $53,890.00

Collaboration to provide cultural 
Psychiatrist and bilingual staff 

  

CSU Sacramento  $95,000.00

WET program focused on 
supporting students from diverse 
backgrounds   

$500.00 Native American    

$500.00 Latino    

$500.00 African American    

$500.00 Cantonese/Vietnamese/Hmong    

$500.00 Mien    

$500.00 Muslim    

$500.00 LGBTQ    

Innovation Planning‐
Targeted community 
meetings 

$500.00 TAY    

$239,142.00 Salary & Benefits (staff in CC unit)    
Staff Costs 2.0 FTE 
Mental Health Prog. 
Coord (CC/MHSA) 

$63,034.00
Allocated Costs (allocated 
accounts)    

WET Multidisciplinary 
Seminar  $1,500.00 CBMCS Trainer Curriculum    
CBMCS portion  $1,375.00 Curriculum (on‐going)    

Assisted Access 
Program  $514,658.00

Interpreter/Translation System‐
Wide  I & T 

Interpreter Services  $20,799.00 Co‐operated, outside contractors  I & T 

Interpreter Services  $183,097.00
Interpreter/Translation outside 
contractors  I & T 

Personal Services ASL 
Provision  $10,000.00 Deaf provider    

Cultural Competence 
Unit  $315,153.00 Non MHSA staff & operating cost    
TOTAL  $7,083,464.00      
 
 
B. A discussion of funding allocations included in the identified budget above in 

Section A., also including, but not limited to, the following:  
1. Interpreter and translation services;  
 
The total line –item costs for interpreters/translators is $786,429.  This includes the 
total budget for the Assisted Access Program that provides services system-wide; 
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the amount allocated in county program budgets for “out-side interpreters” contract 
(county-wide contracted interpreters that are used when the Assisted Access 
program is unable to meet the needs of the program because they do not have staff 
who speak the required language or there are scheduling conflicts); and specific 
interpreter costs captured in program budget line-items.  Currently the Division does 
not require that providers break out cultural competence costs including interpreter 
costs, but to better track expenditures we are moving to have interpreter costs 
broken out and included as a line-item.  
 
2. Reduction of racial, ethnic, cultural, and linguistic mental health 

disparities;  
 
Two programs, Transcultural Wellness Center for the API communities and Assisted 
Access that provides interpreters are specifically designed to reduce racial, ethnic, 
cultural and linguistic mental health disparities.   These two programs are included in 
this section because their dedicated funding is clear in their program budget.  All 
Division programs, however, are expected to work towards reduction of disparities 
through CCP 2003 goals that include 1) increase by 5% annually the percentage of 
staff that speak threshold languages 2) increase penetration by 1.5% as measured 
for ethnicity, language and age.   
 
3. Outreach to racial and ethnic county-identified target populations;  
 
The Assisted Access program provides outreach to targeted communities.  
Additionally the chart lists a series of newly funded PEI programs called Supporting 
Community Connections.  These programs are focused on the following racial, 
cultural and ethnic communities: youth/TAY (focusing on LGBT, foster and homeless 
youth); Native Americans; African Americans; Latinos; Cantonese/Vietnamese/ 
Hmong; and Russian/Slavic.  These ethnic/cultural specific programs are part of the 
Suicide Prevention effort and have strong outreach components. 
 
4. Culturally appropriate mental health services; and  
 
In addition to the aforementioned TWC, the Peer Partner Program provides culturally 
appropriate peer services as members of a multi-disciplinary team providing mental 
health services in a county-operated program.  These bilingual bicultural staff 
provide cultural and language specific services to a diverse group that includes but 
is not limited to, Latinos, Hmong, Vietnamese, Cambodian and African Americans.       
 
5. If applicable, financial incentives for culturally and linguistically competent 

providers, non-traditional providers, and/or natural healers.  
 
Bilingual county staff who pass a test are paid a differential for their language skills.  
Contractors are encouraged to provide appropriate compensation for their bi-lingual 
staff.  Full Service Partnership programs have budgets for providing or assisting 
consumers in accessing non-traditional providers and natural healers.   
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In closing this section, this issue of emerging needs should be addressed. Sacramento 
County has a 30+ year history of welcoming refugees to the community. Over the years, 
Sacramento County has ranked in the top three counties in California for newly arriving 
refugees.  Mental Health has developed a number of programs that include focus on the 
needs of refugees.  Historically, refugees from Southeast Asia, Russia/Former Soviet 
Union/Eastern Europeans first arrived in Sacramento.  From FY 2006-2010, 
Sacramento received 3,484 refugees with the largest number coming from the Former 
USSR.  During this same period, however, the total number of arrivals from 
Afghanistan, Iran and Iraq was 663. (All data was taken from OMS website that contains 
federal reports on refugees.) Arrivals from these three countries are new and we must 
continue our efforts to develop appropriate services for these new groups.   
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CRITERION 2 
COUNTY MENTAL HEALTH SYSTEM 

UPDATED ASSESSMENT OF SERVICE NEEDS 
 
Rationale: A population assessment is necessary to identify the cultural and linguistic 
needs of the target population and is critical in designing, and planning for, the provision 
of appropriate and effective mental health services. 
 
Note: All counties may access 2007 200% of poverty data at the DMH website on the 
following page: http://www.dmh.ca.gov/News/Reports_and_Data/default.asp within the 
link titled “Severe Mental Illness (SMI) Prevalence Rates”. 
 
Counties shall utilize the most current data offered by DMH. 
 

I. General Population  
 
The county shall include the following in the CCPR:  
 
A. Summarize the county’s general population by race, ethnicity, age, and 

gender. The summary may be a narrative or as a display of data (other 
social/cultural groups may be addressed as data is available and collected 
locally).  

 
Data from the 2009 US Census, American Community Survey (ACS) were obtained 
for the County for purposes of describing the general population in Sacramento 
County.  From those data, the following descriptions of race, ethnicity, age, gender, 
and language spoken are drawn.  In 2009, 1,400,949 individuals were estimated to 
be residents of Sacramento County. 
 
Race/Ethnicity - The Census Bureau (ACS) collects Hispanic/Latino origin 
separately from race as does Sacramento County.  Additionally, the Census Bureau 
reports on 7 racial categories: White, Black/African American, American 
Indian/Alaskan Native (AIAN), Asian, Native Hawaiian/Other Pacific Islander, Some 
other race, Two or more races.  Data comparison using race and ethnicity is often 
challenging due to the difference in data collection across data sources.  For 
example, data sources, such as the California Department of Social Services, Medi-
cal Statistics Division and the California External Quality Review Organization 
(CAEQRO) do not report Race and Hispanic/Latino origin separately.   
 
In order to allow for comparisons across data sources, it was necessary to combine 
racial categories and include Hispanic/Latino origin by race.  When Hispanic origin is 
reported by race, all other race categories are reported as Non-Hispanic (NH).  For 
example, “White-NH” refers to individuals who report as White only, Non-Hispanic.  
When race categories are reported as Non-Hispanic numbers in these race 
categories may be underrepresented.  For example, if a person reports that they are 
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of Hispanic origin and report a race also, their response is reported as Hispanic and 
the race is not captured.  
 
Figure 1 illustrates Sacramento County’s general population broken down by racial 
categories and Hispanic/Latino origin by race that can be compared across data 
sources. 
 
Please note the “API” category includes all Asian/ Pacific Islander races (Asian 
Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, Cambodian, Hmong, 
Laotian, Thai, Other Asian, Native Hawaiian, Guamanian, Samoan, Other Pacific 
Islander) and the “Other” category represents all other races not included in the 
listed categories as well as those reporting two or more races (multi-racial). 
 
As Figure 1 indicates 51.1 percent of the population is White-NH. This illustrates the 
diversity in the general population of Sacramento County.   

51.1

9.7

0.6

14.4

3.8

20.5

0.0

20.0

40.0

60.0

White‐NH African 
American‐NH

AIAN‐NH API‐NH Other ‐NH Hispanic

%
 o
f S
ac
 C
o 
G
en

er
al
 P
op
ul
at
io
n

Race

Figure 1:  Race,  Sacramento County General Population
N=1,400,949

 
Source: 2009 U.S. Census, American Communities Survey (ACS) 

 
 
 
Age - As with race/ethnicity, age is reported differently across data sources.  For 
most data sources we have to limit ourselves to 2 age categories, 0 to 17 and 18 +, 
as seen in Figure 2.  However, we feel that when data allow, it is more valuable to 
look at age broken down by 4 categories as seen in Figure 3.  Approximately 26% of 
the population was under 17 years old, 58% was between the ages of 18 and 59, 
and 16% was over the age of 59 in 2009. 



California Department of Mental Health Cultural Competence Plan Requirements 

23 

0 to 17, 25.8%

18+, 74.2%

Figure  2: Age Categories, Sacramento County General Population
N=1,400,949

0 to 4, 7.6%

5 to 17, 18.2%

18 to 59, 58.2%

60+, 16.0%

Figure  3: Age Categories, Sacramento County General Population
N=1,400,949

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: 2009 U.S. Census, American Communities Survey (ACS) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Source: 2009 U.S. Census, American Communities Survey (ACS) 
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Female, 50.8%

Male, 49.2%

Figure 4 : Gender, Sacramento County General Population
N=1,400,949

Gender – Figure 4 shows that the gender breakdown of the general population in 
the County is equally distributed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: 2009 U.S. Census, American Communities Survey (ACS) 
 
 
Language Spoken - The language categories depicted in Figures 5 and 6 represent 
Sacramento County’s threshold languages, English, and all other languages.  The 
data speak to the language that is spoken in the home for individuals over the age of 
5.  Most of the general population over the age of 5 speaks English (70%).  Figure 5 
illustrates those individuals that speak a language other than English and that speak 
English less than “very well” while figure 6 illustrates those individuals that speak a 
language other than English but that speak English “very well”.  For comparison 
purposes Figure 5, those that speak English less than “very well” is equal to the 
“primary” language data presented for Sacramento County.  
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Figure 5:  Language Spoken  in the Home, Speak English  less than "very 
well", Sacramento  County General Population

N=1,294,700

 
Source: 2009 U.S. Census, American Communities Survey (ACS) 
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Figure 6:  Language Spoken  in the Home , Speak English  "very well", 
Sacramento County General Population

N=1,294,700

 
Source: 2009 U.S. Census, American Communities Survey (ACS) 
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Sacramento County Clients Served Calendar Year 2009 
 
In addition to looking at the general population of Sacramento County, demographic 
data on all of those served in Sacramento County’s Mental Health Plan (MHP) is 
also presented.  The following data represents all clients that received at least one 
service in calendar year 2009.  The data was obtained from Avatar, Sacramento 
County’s data tracking system. 
 
Race/Ethnicity - 40% of the clients served in CY2009 in Sacramento County’s MHP 
were White Non-Hispanic.  This figure is less than the general county population 
figure of 51% and reflects the diversity of the clients served in the County’s MHP. 
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Figure 7:  Race,  Sacramento Clients Served CY2009
N=25,590

 
Source: Avatar - Sacramento County MHP’s Claiming and Data Tracking System 

 
 

Age - The majority of clients served in CY2009 in the Sacramento County MHP 
were 18 years and older (60.2%).  In the children’s system of care, children under 
the age of 5 represent just 3.1% of those served. In the adult system of care, older 
adults represent 6.8% of those served. 
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0 to 17, 39.7%
18 plus, 60.2%

Figure 8:  Age Categories, Sacramento Clients Served CY2009
N=25,590

 
Source: Avatar - Sacramento County MHP’s Claiming and Data Tracking System 

 
 

0 to 4, 3.1%
5 to 17, 36.6%

18 to 59, 53.4%

60 plus, 6.8%

Figure 9:  Age Categories, Sacramento Clients Served CY2009
N=25,590

 
 

Source: Avatar - Sacramento County MHP’s Claiming and Data Tracking System 
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Gender – In the overall system, slightly more females were served than males in 
CY2009. 

 

Female, 52.3%

Male, 47.4%

Figure 10:  Gender, Sacramento Clients Served CY2009
N=25,590

 
 

Language Spoken - Figure 11 illustrates that approximately 13% of our client 
population report a primary language other than English. 
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Figure 11:  Primary Language
N=25,590

 
 

Source: Avatar - Sacramento County MHP’s Claiming and Data Tracking System 
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II. Medi-Cal population service needs (Use current CAEQRO data if available.)  

 
The county shall include the following in the CCPR:  
 
A. Summarize Medi-Cal population and client utilization data by race, ethnicity, 

language, age, and gender (other social/cultural groups may be addressed as 
data is available and collected locally).  

 
Data provided by the CAEQRO for FY 2009 was used to summarize Medi-Cal 
population and client utilization data for this section.  From those data, the following 
descriptions of ethnicity/race, age, gender and language are drawn.  There were a total 
of 314,765 Medi-Cal eligible beneficiaries and 20,229 Medi-Cal clients receiving 
specialty mental health services in the CAEQRO data. 
 
Medi-Cal Eligible Population 
 
Race/Ethnicity - The ethnic breakdown of Medi-Cal eligible beneficiaries is presented 
in Figure 7.  As the graph indicates, ethnicity of the Medi-Cal eligible population is very 
diverse.  Less than 28% of the population is Caucasian.  Other ethnic groups 
comprising notable proportions of the population include African American (19%), Latino 
(25%) and Asian/Pacific Islander (17%). 
 
Age - Almost half the population (46%) is less than 18 years old, while approximately 
13% of the population is aged 60 or more.  
 
Gender - More than half the population (56.1%) is female, while males account for 
43.9% of the population.  
 
Language Spoken  - Data provided by the EQRO did not contain information related to 
language spoken.  We feel the inclusion of language data is important and will continue 
to explore ways to include language data in future plans. 
 
 
Medi-Cal Beneficiaries Receiving Specialty Mental Health Services 
 
Race/Ethnicity - As Figure 7 indicates, ethnicity of the Medi-Cal eligible clients 
receiving mental health specialty services is not as diverse as the overall Medi-Cal 
eligible population.  Caucasians and African Americans are over-represented in the 
mental health system as compared to the general Medi-Cal eligible population (41.1% 
versus 27.8% for Caucasians and 24.3% versus 18.9% for African Americans), while 
Asian/Pacific Islanders (8.8% vs. 16.5%) and Hispanic (15.5% vs. 25.3%) are 
underrepresented.  
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Age – As Figure 8 indicates, the majority of the specialty mental health clients are 
adults, between the ages of 18 and 59 (48.3%). Children represent 45.2% and older 
adults represent just over 6%. 

 
 

Gender – While the majority of the mental health population served is female, as with 
the general Medi-Cal eligible population, the percentages are slightly lower. Female 
represents just over 52% of the Medi-Cal clients receiving specialty mental health 
services as compared to just over 56% in the general Medi-Cal population, whereas 
males are slightly higher in the specialty mental health population (47.3% versus 43.9% 
for the general Medi-Cal population). 
 
Language Spoken  - Data on language spoken was not provided nor available for the 
Medi-Cal population.  However, we feel the inclusion of language data is important and 
will continue to explore ways to include language data in future plans. 
 
The graphs below indicate the percent of Medi-Cal eligibles compared to the number of 
beneficiaries receiving specialty mental health services. 
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Figure 12 :  Race of Medi‐Cal  Eligibles  and Beneficiaries  Served

Medi‐Cal Eligibles

Beneficiaries Served

Source: 2009 External Quality Review Organization (EQRO) Report 
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Source: 2009 External Quality Review Organization (EQRO) Report 
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Penetration Rates 
 
The table below summarizes the populations and demonstrates the penetration rates 
based on Medi-Cal eligibles. 

 
Data Source  EQRO  EQRO    

   C  E  E/C 

Penetration Calendar Yr 2009 
Average Number of Eligibles 

per Month (4) 
Number of Beneficiaries 

Served per Year 
CY09 Penetration 

Rates 
      N  %  N  %    

0 to 5  56876  18.1  1219  6.0  2.1 
6 to 17  86897  27.6  7924  39.2  9.1 
18 to 59  131650  41.8  9766  48.3  7.4 
60+  39343  12.5  1320  6.5  3.4 

A
ge
 G
ro
up

1 

Total  314765  100.0  20229  100.0  6.4 

      N  %  N  %    
Female  176621  56.1  10666  52.7  6.0 
Male  138144  43.9  9563  47.3  6.9 
Unknown   ‐‐‐  ‐‐‐  ‐‐‐   0.0  ‐‐‐  G

en
de

r 

Total  314765  100.0  20229  100.0  6.4 
             
             
      N  %  N  %    

White  87527  27.8  8313  41.1  9.5 
African American  59548  18.9  4916  24.3  8.3 
AI/AN  2616  0.8  250  1.2  9.6 
API  51796  16.5  1789  8.8  3.5 
Other   33494  10.6  1819  9.0  5.4 
Hispanic  79787  25.3  3142  15.5  3.9 

Ra
ce
 

Total  314765  100.0  20229  100.0  6.4 
 
The table below illustrates Sacramento County’s Medi-Cal penetration rate compared to 
the overall Large County and Statewide penetration rates for calendar years 2008 and 
2009.  Overall Sacramento County has a slightly higher penetration rate than both the 
large county’s and the State of California rate.  Sacramento County has a larger 
child/youth penetration rate and a lower adult/older adult penetration rate than the large 
county and statewide penetration rates.  Sacramento County’s penetration rate in race 
categories is lower than large county and statewide rates across all race categories with 
the exception of Hispanic, in which Sacramento County has a slightly higher penetration 
rate. 
 
Medi-Cal Penetration:  Sacramento County Penetration Rates Compared to Large 
County and State Penetration Rates 



California Department of Mental Health Cultural Competence Plan Requirements 

33 

  

  

Sac 
County 
CY09 

Large 
County 
CY09 

Statewide 
CY09 

Sac 
County 
CY08 

Large 
County 
CY08 

Statewide 
CY08 

Total     6.43  6.04  5.98  7.12  6.63  6.38 
0 to 5  2.14  1.47  1.46  2.28  1.53  1.46 
6 to 17  9.12  7.44  7.71  9.86  8.00  8.01 
18 to 59  7.42  8.47  8.03  8.48  9.58  8.85 

A
ge
 G
ro
up

 

60+  3.36  3.46  3.41  3.4  3.64  3.51 

                    

Female  6.04  5.57  5.46  6.67  6.12  5.82 

G
en

de
r 

Male  6.92  6.66  6.67  7.7  7.3  7.11 
                    

White  9.50  11.17  11.09  10.51  12.3  12.04 
African American  8.26  10.1  10.22  8.86  10.62  10.52 
AI/AN  9.56  10.1  10.22  10.74  13.05  11 
API  3.45  4.27  4.25  3.54  4.61  4.53 
Other   5.43  7.46  7.71  6.93  9.07  9.25 

Ra
ce
 

Hispanic  3.94  3.43  3.46  4.34  3.64  3.51 
 

Source: 2009 External Quality Review Organization (EQRO) Report 
 
Sacramento County Retention Rates – Fiscal Year 08/09 

 
Retention rates are calculated annually as a part of Sacramento County’s Annual 
Workplan. The table below depicts the retention rates for Medi-Cal, <200% FPL and the 
system as a whole. This is being provided as it is another important measure of client 
activity. 
 
For the purposes of this document, retention rate is defined as: 
 
Retention of individuals (Medi-Cal and non-Medi-Cal) in the system of care, as 
evidenced by the number of new (first admit ever, or last discharge >1095 days) and 
returning (no service in past 120 days) clients who received their 3rd outpatient, face to 
face visit within 60 days of their 1st face to face visit, non-crisis, outpatient visit in FY 08-
09. 
 
 
Race/Ethnicity - As demonstrated below, Sacramento County’s retention rates for 
children (0-17) of any race/ethnicity are relatively high for the total system (range, 71%-
87%). Retention for this same age group stays relatively consistent with the Medi-Cal 
population, but tends to be lower in the <200% FPL population.  As for the adult 
population, retention is much lower, ranging from 40% to 62%. Of note is the low 
retention rate for African American adults. 
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Gender – Males and females are retained in the total system at almost the same rate 
(68% and 62%), with males slightly higher at 68%. The rates are even higher for the 
Medi-Cal population at 78% and 73%, but are lower for the <200% FPL population (53% 
and 47%) 
 
Age – As mentioned above, children 0-17 are retained in the system at a higher rate 
than adults. Children’s retention rate for the total system is 79%, whereas the adult rate 
is 48%. The Medi-Cal population has a relatively similar distribution (86% and 54%) to 
the total system, whereas the <200% FPL indicates lower retention rates (60% and 
44%) in both age groups.  
 
Language – Retention rates seem to vary based on language. For the total system, 
Cantonese (83%), Hmong (73%) and Vietnamese (88%) have high retention rates, 
where as English (69%) and Spanish (58%) are lower. This is most likely due to the low 
number of clients that speak other languages actually being served in the system.  
English and Spanish languages are higher in the Medi-Cal population (76% and 65%). 
Retention rates for all languages were lower for the <200% FPL population as 
compared to the Medi-Cal population and the total system.
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Retention A B C D D/C (B-D)/(A-C) B/A 
All New & 
Returning 

Clients 
Admitted FY 08-

09 

All New & 
Returning 

Admitted w/ 3rd 
F2F w/ 60 Days 

New and 
Returning Medi-
Cal Admitted FY 

08-09 

New & 
Returning Medi-
Cal Admitted w/ 

3rd F2F w/60 
Days 

New & 
Returning 
Medi-Cal 
Retention 

Rate 

200% FPL 
Retention 

Rate 

Total 
System 

Retention 
Rate 

08-09 
 

N % N % N % N % % % % 
API 222 5.4 194 5.9 181 5.9 166 6.3 91.7 68.3 87.4 
Black 908 21.9 717 21.9 769 25.1 631 24.0 82.1 61.9 79.0 
Hispanic 580 14.0 486 14.9 433 14.1 381 14.5 88.0 71.4 83.8 
Nat-Amer 35 0.8 28 0.9 32 1.0 26 1.0 81.3 66.7 80.0 
White 1,105 26.7 932 28.5 895 29.2 789 30.1 88.2 68.1 84.3 Et

hn
ic

ity
 (0

-
17

.9
) 

Other/Unk* 1,288 31.1 915 28.0 754 24.6 632 24.1 83.8 53.0 71.0 
API 285 7.9 176 10.1 148 9.7 99 12.2 66.9 56.2 61.8 
Black 702 19.4 305 17.5 308 20.2 150 18.4 48.7 39.3 43.4 
Hispanic 243 6.7 124 7.1 84 5.5 49 6.0 58.3 47.2 51.0 
Nat-Amer 37 1.0 22 1.3 11 0.7 10 1.2 90.9 46.2 59.5 
White 1,752 48.3 865 49.7 743 48.8 393 48.3 52.9 46.8 49.4 Et

hn
ic

ity
 (≥

18
) 

Other/Unk* 605 16.7 247 14.2 228 15.0 113 13.9 49.6 35.5 40.8 

Male 3,511 45.3 2,404 48.0 2,204 48.1 1,710 49.7 77.6 53.1 68.5 

Se
x 

Female 4,235 54.7 2,604 52.0 2,381 51.9 1,728 50.3 72.6 47.2 61.5 
0-17.9 4,138 53.3 3,272 65.3 3,064 66.8 2,625 76.3 85.7 60.2 79.1 

A
ge

 

≥ 18 3,624 46.7 1,739 34.7 1,522 33.2 814 23.7 53.5 44.0 48.0 
English 6253 83.7 4,296 87.7 3,950 86.5 2,995 87.4 75.8 56.5 68.7 
Spanish 620 8.3 360 7.4 408 8.9 266 7.8 65.2 44.3 58.1 
Russian 27 0.4 18 0.4 16 0.4 11 0.3 68.8 63.6 66.7 
Hmong 110 1.5 80 1.6 72 1.6 60 1.8 83.3 52.6 72.7 
Vietnamese 40 0.5 35 0.7 27 0.6 24 0.7 88.9 84.6 87.5 
Cantonese 18 0.2 15 0.3 9 0.2 8 0.2 88.9 77.8 83.3 

La
ng

ua
ge

 

Other 132 1.8 92 1.9 86 1.9 61 1.8 70.9 67.4 69.7 
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B. Provide an analysis of disparities as identified in the above summary.  
 
The overall penetration rate in Sacramento County in 2009, based on Medi-Cal eligibles 
is 6.4%, compared to 5.98% statewide. Differences are found when comparing different 
demographic categories.  
 
Race/Ethnicity – Sacramento County penetration rates for race/ethnicity range from 
3.5% to 9.5%. Asian/Pacific Islander and Hispanic account for the lowest penetration 
rates at 3.5% (API) and 3.9% (Hispanic). On the other hand, Native Americans, 
Caucasians and African Americans account for the highest penetration rates (9.6% 
Native American, 9.5% Caucasian and 8.3% African American).  Sacramento County 
has lower penetration rates in all ethnic groups, with the exception of Hispanic, 
compared to statewide penetration rates.  
 
Age - The penetration rates for age range from 2.1% to 9.1%. Children under the age of 
5 represent the lowest penetration rate at 2.1%, while children between the ages of 5 
and 17 represent the highest penetration rate at 9.1%. Adults between the ages of 18 
and 59 had a penetration rate of 7.4% and older adults were 3.4%. Sacramento County 
penetration rates indicate we are under serving children under the age of 5 and older 
adults over the age of 60. Although Sacramento County is slightly under the statewide 
penetration rate for older adults (3.36% vs. 3.41%), the county has a higher penetration 
rate in children 0 to 5. It is possible that penetration rates for some age, race, cultural 
and ethnic groups are underreported due to services being delivered in the community 
by community partners that are not part of the MHP. 
 
Gender - The penetration rates for females were slightly lower than that of males. 
Although there was not a significant difference, the female penetration rate was 6%, 
whereas male was 6.9%. Sacramento County penetration rates for both males and 
females are higher than statewide rates, which indicates that the county is serving both 
females and males at a higher rate than the California overall.  
 
Language Spoken  - Penetration rates were unable to be calculated due to the lack of 
available Medi-Cal data.  However, we feel the inclusion of language data is important 
and will continue to explore ways to include language data in future plans. 
 
 

III. 200% of Poverty (minus Medi-Cal) population and service needs  
 
The county shall include the following in the CCPR:  
 
A. Summarize the 200% of poverty (minus Medi-Cal population) and client 

utilization data by race, ethnicity, language, age, and gender (other social 
/cultural groups may be addressed as data is available and collected locally).  
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Data for the <200% FPL population were taken from the California Department of 
Mental Health “CPES Estimates of Need for Mental Health Services For California, 
Sacramento County for 2007” and  data for Medi-Cal beneficiaries and Medi-Cal 
beneficiaries served were taken from the CAEQRO “Medi-Cal Approved Claims for 
Sacramento County MHP Calendar Year 07”.  The State DMH data was last updated in 
October 2009 and reflects 200% poverty estimates for 2007. Use of more recent client 
utilization data was not possible because numbers of Medi-Cal beneficiaries have 
increased since 2007 and poverty estimates do not reflect that increase, thereby 
causing unstable/invalid demographic data as well as penetration rates.   

 
In prior plans, Sacramento County has reported on <200% FPL and utilized data from 
its own billing system to reflect all clients on submitted Medi-Cal claims (rather than 
approved claims). Since the reporting method for <200 FPL has changed we are unable 
to compare data with prior years data.  For the purposes of this section all data is 
presented on <200%FPL is minus the Medi-Cal population and will simply referred to as 
the <200% FPL population.  Additionally, all client data presented in this section is 
based on client data minus the Medi-Cal population and is referred to as “client” data. 
 
There were a total of 152,317 people that fell into the <200% FPL population category 
(minus Medi-Cal) and 6,425 clients (minus Medi-Cal clients that received specialty 
mental health services).  From those data, the following descriptions of ethnicity/race, 
age, gender and language are drawn.   
 
 
Sacramento County <200% Federal Poverty Level (FPL) Population 
 
Race/Ethnicity: <200% FPL Population - The majority of the Sacramento County 
population that meets <200% FPL population are Caucasian/White (55.6%) and 
Hispanic (32.5%), followed by Asian/Pacific Islanders (17.8%).  While Caucasian/White 
(39.7%) and Hispanic (33%) represent over half of the client population, there is more 
diversity overall in the client population compared to the <200% FPL population. It must 
be noted that Medi-Cal clients are assumed to be included in the <200% FPL population 
and negative numbers in the figure raise concern with accuracy of the <200% FPL 
estimates and ability to accurately analyze differences among the racial categories. 
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Figure 15:  Race, <200% FPL Population (Minus Medi‐Cal)
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Medi‐Cal)
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Source: CA DMH Prevalence Data – 2007; Avatar 
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Age: <200% FPL Population - The majority of the <200% FPL population and Client 
population are adults and older adults at approximately 87%. Children under the age of 
18 represent approximately 13% of both the <200% FPL population and Client 
populations.
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Figure 16:  Age, <200% FPL Population (Minus Medi‐Cal)

200% Poverty (Minus Medi‐Cal)

Clients (Minus Medi‐Cal)

 
Source: CA DMH Prevalence Data – 2007; Avatar 

 
Gender: <200% FPL Population – The distribution of gender is opposite in the <200% 
FPL population and Client populations.  Males account for a larger percent of the 
<200% FPL population (52.9%) whereas females account for a larger percent of the 
Client population (57%). 
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Figure 17:  Gender, <200% FPL Population  (Minus Medi‐Cal)

200% Poverty (Minus Medi‐Cal)

Clients (Minus Medi‐Cal)

 
Source: CA DMH Prevalence Data – 2007; Avatar 

 
 

 
Language Spoken: <200% FPL Population - Data on language spoken was not 
provided or available for the <200% FPL population.  However, we feel the inclusion of 
language data is important and will continue to explore ways to include language data in 
future plans. 
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Penetration Rates 
 
Due to incompatibility of 2009 data with <200% FPL population estimates provided by 
State DMH, data from 2007 was used to look at <200% FPL population penetration 
rates. As stated previously in this section interpretation of the data must be done with 
some caution as <200% FPL population estimates as well as client utilization data 
provided by the EQRO are inconsistent with each other as well as Sacramento County’s 
data system.  For example, EQRO data indicates that there were nearly 30,000 Medi-
Cal beneficiaries whose race was reported as “other”; however there are only 18,000 
individuals in the <200% FPL population for this same category, thereby  resulting in a 
negative penetration rate.  Additionally, Sacramento County reports serving 198 “AI/AN” 
clients, but EQRO data shows there were 232 “AI/AN” Medi-Cal clients. 
 
Race/Ethnicity - Penetration rates for race/ethnicity range from -3.8% to 18.9%.  
Despite inconsistencies in data reporting, AI/AN and Asian/Pacific Islander account for 
the lowest penetration rates at -2.4% and 1.9% respectively. African Americans account 
for the largest penetration rates at 18.9%.  The penetration rate for Whites is much 
lower in the <200% FPL population than White in the total system penetration rate 
whereas the African American <200% FPL population penetration rate is double that of 
the general population rate for the same category. 
 
Age - The penetration rates for age is similar for both age categories (0 to 17- 3.1% and 
18+ - 3.3%).  
 
Gender - The penetration rates for males were lower than that of females. The male 
penetration rate was 2.6%, whereas female was 4.0%. 
 
Language Spoken  - Penetration rates were unable to be calculated due to the lack of 
available <200% Poverty Population and Medi-Cal data.  However, we feel the inclusion 
of language data is important and will continue to explore ways to include language data 
in future plans. 
 
The table below summarizes the populations and demonstrates the penetration rates for 
200% poverty minus the Medi-Cal population.  
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Data Source 

DMH Prevalence 
Data: Updated 

for 2007 
 

EQRO (CY2007)
 

CATS 07‐08 
 

EQRO 
(CY2007) 

 

Penetration Rates 
07‐08 

 

B  C  D  E  (D‐E)/(B‐C)  D/B 

  Sac County Pop 
<200% FPL 

 

Medi‐Cal 
Eligible 

Beneficiaries 
 

Total Clients 
(undup) 

 

Medi‐Cal 
Clients 
(undup) 

 

200% FPL 
Total 
System 

      N  %  N  %  N  %  N  %     
0 to 17  151865  35.2  132701  46.5  9918  38.9  9323  45.0  3.1  6.5 

Age 
18+  279625  64.8  152673  53.5  15573  61.1  11392  55.0  3.3  5.6 

  
Female  230340  53.4  161578  56.6  13613  53.4  10889  52.6  4.0  5.9 

Gender 
Male  201150  46.6  123795  43.4  11875  46.6  9826  47.4  2.6  5.9 

  
White  161101  37.3  79922  28.0  10570  41.5  8674  41.9  2.3  6.6 
African American  56769  13.2  54730  19.2  5270  20.7  4885  23.6  18.9  9.3 
AI/AN  3558  0.8  2124  0.7  198  0.8  232  1.1  ‐2.4  5.6 
API  74142  17.2  48184  16.9  1958  7.7  1460  7.0  1.9  2.6 
Other   18372  4.3  30366  10.6  2761  10.8  2308  11.1  ‐3.8  15.0 

Race 

Hispanic  117547  27.2  70050  24.5  4734  18.6  3156  15.2  3.3  4.0 
   Total  431490  100.0  285374  100.0 25491  100.0 20715  100.0  3.3  5.9 

 
 
B. Provide an analysis of disparities as identified in the above summary.  
 
The overall penetration rate in Sacramento County in 2007, based on <200% Poverty 
Minus Medi-Cal is 3.3%, compared to 5.9% for the Sacramento County’s total system. 
Since <200% poverty population minus Medi-Cal is indicative of the County’s “indigent”/ 
“uninsured” population it is not surprising to see penetration rates lower for this group of 
individuals than the total system.  Differences are noted for each domain below. 
 
Race/Ethnicity – Penetration rates for Whites (2.3%) and API (1.9%) in the <200% 
Poverty Population are approximately half of the total system population (6.6% and 
2.6% respectively). On the other hand, African American penetration rates for <200% 
poverty (18.9) are twice as much as the total system (9.3%). 
 
Age - The penetration rates for age are nearly half (3.1-3.3) that in the <200% poverty 
population than in the total system population (5.6-6.5). 
 
Gender - The penetration rates for females (4.0%) were higher than that of males 
(2.6%) in the <200% poverty population and equal in the total system population.  
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Language Spoken  - Penetration rates were unable to be calculated due to the lack of 
available <200% Poverty Population and Medi-Cal data.  However, we feel the inclusion 
of language data is important and will continue to explore ways to include language data 
in future plans. 

 
 
IV. MHSA Community Services and Supports (CSS) population assessment and 

service needs  
 
The county shall include the following in the CCPR: 
 
A. From the county’s approved CSS plan, extract a copy of the population 

assessment. If updates have been made to this assessment, please include 
the updates. Summarize population and client utilization data by race, 
ethnicity, language, age, and gender (other social/cultural groups may be 
addressed as data is available and collected locally).  

 
The following section includes excerpts and tables from the Sacramento County CSS 
plan. For ease of reading, the excerpts are in blue and continue to page 59. The 
information presented herein details the County’s population assessment and 
demonstrates unmet need as well as the unserved and underserved communities. A 
copy of the complete CSS plan is in Appendix 07. 
 
 
Section II: Analyzing Mental Health Needs in the Community 
 
This section summarizes information available regarding the unserved populations in 
Sacramento County. First, we briefly discuss the situational characteristics of some 
populations who are unserved in our community. Data are then presented that 
describe the “identifiable” unserved population in Sacramento County (i.e., those 
who have only utilized psychiatric services in the jail or juvenile hall, or crisis and/or 
inpatient services). Finally, we present population data in the context of prevalence 
rates that addresses unmet need by age group, and by age/ethnicity groups. 
 
Data were obtained from a variety of sources including California Department 
of Mental Health, Sacramento County Information System Utilization Data, 
2000 Census Information, California Department of Finance, Homeless and 
Outreach program data, and others agency utilization data. 
 
Situational Characteristics of Unserved Populations 
As in many other communities, Sacramento has several populations of individuals 
who are likely unserved or underserved by our mental health system. Examples 
include: 
 
• Older adults with avoidable emergency room admissions – older adults with co-
occurring mental health, physical health, and substance abuse problems are frequent 
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users of crisis and first responder services, often ending up in hospital emergency 
rooms. They are likely to have limited family or other support, are isolated, and are at 
high risk for suicide. Sacramento treats less than 1% of the older adult population in the 
County. 
 
• Adults who are homeless or at risk of homelessness – homeless outreach teams in 
Sacramento see almost 250 people per month. Nearly 80% have indicators suggesting 
mental health issues. Of those, 86% appear to also have substance abuse issues. 
 
• Transition Aged Youth exiting the juvenile justice or child welfare system – these 
youth are at increased risk of homelessness. Agencies expert in dealing with homeless 
transition age youth estimate there are 800-900 homeless youth at any given point in 
time in Sacramento. Rates of MH service utilization after the age of 18 decrease by 
nearly 50 percent compared to youth still in the foster care system and under age 18. 
 
• Children Aged 0-17. In youth aged 0-17, the Hispanic/Latino, Alaskan Indian/Native 

American, Asian, and Native Hawaiian/Pacific Islander groups have high rates of 
unmet need, with the most apparent need being in the Asian population. For children 
and youth, the Latino population is underrepresented in our client population, and 
when they are being served, they are less likely to be fully served. For children and 
youth, the Asian/Pacific Islander population is underrepresented in our client 
population. 

 
• Members of ethnic populations – Many ethnic communities, including Latinos and 

Asian Pacific Islanders, demonstrate significant cultural stigma, shame, and denial 
regarding mental illness. This, combined with other cultural and language barriers, 
results in populations whose mental health utilization rates per capita are among the 
lowest in Sacramento County. Low utilization puts these groups at great risk for 
undiagnosed and untreated mental illness, greater severity of illness when treated, 
isolation, decompensation, and family/community disruption. If and when they are 
diagnosed, their communities may deny their illnesses. They may be incorrectly 
treated or the treatment may be incomprehensible due to language and cultural 
barriers. 

 
• Members of Native American People Groups - “The prevalence of suicide for 

AI/Ans is 1.5 times the national rate. Since 1979, suicide and homicide have been 
leading causes of death among young AI/Ans.” (Wallace et al, 1996) This quote was 
taken from the Native American Community Stakeholder group recommendation and 
highlights the need for mental health services in the Native American community. Like 
other ethnic communities, relatively low utilization rates puts Native Americans at 
greater risk for undiagnosed and untreated mental illness, greater severity of illness 
when treated, isolation, decompensation, and family/community disruption. 

 
• Members of refugee populations – Sacramento County has the highest number of 

newly arriving refugees in the State. These groups present unique challenges for the 
mental health system. Stigma, culture and language barriers contribute to very low 
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mental health utilization rates. Existing data collection methods, however, do not 
always adequately record the need of these communities. For instance, Sacramento 
County has very large Russian/Eastern European communities. Many data collection 
methods do not distinguish between these communities and the more traditional 
Caucasian population. The refugee community, quite rightfully, has indicated that their 
mental health needs are very different from traditional groups. Further, refinement of 
data collection methods will be required to more accurately quantify the unmet needs 
of some refugee groups. 

 
Although there are likely many other unserved or underserved populations in our 
community, those discussed are most relevant to the focus of this three year plan. 
 
“Identifiable” Unserved Populations by Age Groups 
In defining clients “served” by Sacramento County Mental Health for this 3 year plan, we 
eliminated from the data all those who had ONLY utilized the crisis unit and/or were 
hospitalized and/or received psychiatric services in the jail or juvenile hall. In other 
words, clients who had only utilized these services were considered “unserved.” 
 
The data presented in the tables below describe these “unserved” clients. Again, 
children and youth were either seen in the crisis unit/inpatient unit or in juvenile hall, 
while adults were seen in the crisis unit/inpatient unit or in jail. Across all age groups, 
6421 individuals fell into this category, which represents just over 20% of all clients seen 
in Sacramento County. It is clear that our system lacks the appropriate resources to 
bridge the gap between crisis stabilization points in our service continuum to the 
outpatient services available in our community. 
 
 

 Children & Youth 
(0-17) 

TAY (18-24) Adults (25-59) Older Adults 
(60+) 

 N=1863 % N=1040 % N=3358 % N=160 % 
Gender         

 Male 1275 68.4 653 62.8 2167 64.5 99 61.9 
 Female 586 31.5 387 37.2 1186 35.3 61 38.1 

Unknown 2 0.1 --- --- 5 0.1 -- -- 
Ethnicity         

African American 546 29.3 272 26.2 865 25.8 22 13.8 
Asian/Pacific 

Islander 
107 5.6 42 4.0 118 3.5 12 7.5 

 Latino 307 16.5 157 15.1 420 12.5 14 8.8 
Native American 15 0.8 4 0.4 9 0.3 --- --- 

 White 569 30.5 509 48.9 1852 55.2 108 67.5 
 Multi-Ethnic 104 5.6 18 1.7 22 0.7 1 0.6 

 Other 215 11.5 38 3.7 72 2.1 3 1.9 
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Taking a closer look at the data, this unserved population is more likely to consist of males 
than females, regardless of age group. The ethnic breakdown of this unserved population, 
however, is very similar to the ethnic breakdown of the population we do consider to be 
served (see #2 and #3 below). This suggests that disparities that exist between ethnic groups 
with respect to mental health services utilization also exist at the crisis stabilization points in 
our service continuum. Specifically, African Americans are more likely to present at these 
service points and Latinos and Asian/Pacific Islanders are less likely to present. 
 
The next table presents the proportion of unserved in each age category that was seen in the 
criminal justice system (i.e., juvenile hall or jail) or in the mental health system (i.e., crisis or 
inpatient unit).    

 
 Children & Youth 

(0-17) 
TAY (18-24) Adults (25-59) Older Adults 

(60+) 
 % Juvenile 

Hall 
% Crisis/ 
Inpatient 

% Jail % Crisis/ 
Inpatient 

% Jail % Crisis/ 
Inpatient 

% Jail % Crisis/ 
Inpatient 

Gender         
 Male 87.3 12.7 48.5 51.5 52.1 47.9 25.7 74.3 

 Female 63.1 36.9 29.8 70.2 35.1 64.9 1.6 98.4 
Ethnicity         

African 
American 

86.4 13.6 55.9 44.1 61.5 38.5 36.4 63.6 

Asian/Pacific 
Islander 

83.2 16.8 26.1 73.9 28.0 59.8 8.3 91.7 

 Latino 80.4 19.6 46.3 53.7 54.7 45.3 21.4 78.6 
Native American 80.0 20.0 40.0 60.0 30.0 70.0 -- -- 

 White 64.3 35.7 33.1 66.9 38.7 61.3 13.6 86.4 
Multi-Ethnic 91.6 8.4 63.2 36.8 19.2 80.8 0 100.0 

 Other 94.0 6.0 36.8 63.2 42.9 74.6 0 100.0 
 
Of the 6421 individuals, 2928 (45.6%) were seen in the mental health system.  One 
reason for the very large proportion of clients being seen in the criminal justice system 
is the propensity for young males to be almost exclusively seen through that route.  
 
The data show several interesting age, gender, and ethnicity patterns.  In general, (1) 
the youngest people are seen by the criminal justice system while the oldest people are 
seen by the mental health system, (2) females are most likely to be seen in the mental 
health system, and (3) African Americans of all ages are most likely to be seen in the 
criminal justice system.  Specific findings are detailed below. 

(1) Children/Youth 
 Children and youth are more likely than any other age group to be identified 

through the criminal justice system 
 Boys are more likely than girls to be identified through the criminal justice 

system 
 White children and youth are less likely to be identified through the criminal 

justice system than any other ethnic group 
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(2) TAY 

 Males are just as likely to be identified through crisis/inpatient visits as 
through the criminal justice system 

 Females are much more likely to be identified through crisis/inpatient visits 
 The majority of African American TAY are identified through the criminal 

justice system, while the majority of other TAY ethnic populations are 
identified through crisis/inpatient visits 

 
(3) Adults 

 Males are just as likely to be identified through crisis/inpatient visits as 
through the criminal justice system 

 Females are more likely to be identified through crisis/inpatient visits 
 The majority of African American and Latino Adults are identified through the 

criminal justice system, while the majority of other Adult ethnic populations 
are identified through crisis/inpatient visits 

 
 

(4) Older Adults 
 Older adults are more likely than any other age group to be identified through 

crisis/inpatient visits, with females almost exclusively identified in that manner 
 Although identification through the criminal justice system is rare, the ethnic 

group most likely to be identified this way is African American 
 
Unserved Populations by Age Group 
 
Data presented in the tables below estimate the unmet need in different age groups 
assuming: (1) general population estimates, and (2) 200% of Federal Poverty Level 
population estimates.  In either case, the columns represent the same things: 
 

 Column 1 – the number of clients served during Calendar Year 2004.  
Because these estimates were used during the planning process (February 
through July 2005), fiscal year data were not yet available.  Clients are 
considered “served” if they received services other than psychiatric services 
in the jail or juvenile hall, crisis or inpatient hospitalization.  Thus, if clients 
ONLY utilized the crisis unit and/or were hospitalized and/or received 
psychiatric services in the jail or juvenile hall, they are eliminated from the 
data presented.   

 Column 2 – the number of people who would be expected to have severe 
mental illness, based on prevalence rates.  The prevalence rates were 
supplied by the State Department of Mental Health, and differed depending 
on whether the estimates applied to the general population or the poverty 
population.  General population and poverty population estimates were based 
on the 2000 Census and were also supplied by the State Department of 
Mental Health.  Population growth rates between 2000 and 2004 were 
estimated to be 9.1% for Sacramento County. 
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 Column 3 – the number of people who would be expected to have severe 
mental illness that were not served (Column 2 -- Column 1) 

 Column 4 – the percentage of people within each age group who would be 
expected to have severe mental illness that were unserved 

 Column 5 – the proportion of unserved people who fall within each age group.  
This column answers the question, “If there were 100 unserved people, how 
many would be youth, TAY, adults and older adults?” 

 
 
 

 
The data suggest that we served approximately 25,000 clients in 2004. Regardless of 
whether one focuses on the general population or the poverty population, significant 
unmet need is demonstrated in all age groups.  However, in both tables, the greatest 
unmet need is in the Transition Age and Older Adult populations (see grayed cells). 
 

 
 
 
 
 
 

 
(1) Unmet Need in General Population by Age Group   
  Column 1 Column 2 Column 3 Column 4 Column 5 

Age Group MH Clients 

Estimated 
General Pop 

with Severe MI 

Unmet Need 
(Column 2 - 
Column 1) 

% of Unmet 
Need w/in 
age group 

(Col. 3/Col 2) 

% of Unmet 
Need (Col. 

3/Tot 3) 
Youth 0-17 9,906 27,487 17,581 63.96 29.16 
TAY 18-24 1,963 10,809 8,846 81.84 14.67 

Adults 25-64 12,470 41,361 28,891 69.85 47.92 
Older Adults 65+ 764 5,734 4,970 86.68 8.24 

TOTALS 25,103 85,391 60,288     

(2) Unmet Need in Poverty Population by Age Group   
 Column 1 Column 2 Column 3 Column 4 Column 5 

Age Group MH Clients 

Estimated 
Poverty Pop 

with Severe MI 

Unmet Need 
(Column 2 - 
Column 1) 

% of Unmet 
Need w/in 
age group 

(Col. 3/Col 2) 

% of Unmet 
Need (Col. 

3/Tot 3) 
Youth 0-17 9,906 14,180 4,274 30.14 32.01 
TAY 18-24 1,963 6,059 4,096 67.60 30.68 

Adults 25-64 12,470 15,929 3,459 21.72 25.91 
Older Adults 

65+ 764 2,287 1,523 66.59 11.41 
TOTALS 25,103 38,455 13,352     
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Unserved Populations by Age/Ethnicity Groups 
 
Unmet Need in General Population (0-17) by Ethnic Group 
 Column 1 Column 2 Column 3 Column 4 Column 5 

  MH Clients 

Estimated 
General Pop 

with Severe MI 

Unmet Need 
(Column 2 - 
Column 1) 

% of Unmet 
Need w/in 
cultural 

group (Col. 
3/Col 2) 

% of Unmet 
Need (Col. 

3/Tot 3) 
White 3,902 12,045 8,143 67.60 46.30 

African 
American 2,634 3,429 795 23.18 4.52 

Hispanic/Latino 1,646 6,225 4,579 73.56 26.03 
AINA 61 199 138 69.35 0.78 
Asian 255 3,467 3,212 92.64 18.26 
NHPI 39 186 147 79.03 0.84 
Other 402 100 -302 -302.00 -1.72 

2 or more 967 1,844 877 47.56 4.99 
Totals 9,906 27,495 17,589 63.97   

 
 
 
 
 
Unmet Need in Poverty Population (0-17) by Ethnic Group  
 Column 1 Column 2 Column 3 Column 4 Column 5 

  MH Clients 

Estimated 
Poverty Pop 

with Severe MI 

Unmet Need 
(Column 2 - 
Column 1) 

% of Unmet 
Need w/in 
cultural 

group (Col. 
3/Col 2) 

% of Unmet 
Need (Col. 

3/Tot 3) 
White 3,902 4,721 819 17.35 19.16 

African 
American 2,634 2,140 -494 -23.08 -11.56 

Hispanic/Latino 1,646 3,680 2,034 55.27 47.59 
AINA 61 124 63 50.81 1.47 
Asian 255 2,426 2,171 89.49 50.80 
NHPI 39 120 81 67.50 1.90 
Other 402 42 -360 -857.14 -8.42 

2 or more 967 927 -40 -4.31 -0.94 
Totals 9,906 14,180 4,274 30.14   

 
 
 
Data in the preceding two tables, tells a very similar story regarding the unmet need in 
youth across different ethnic groups.  First, African American youth have significantly 
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less unmet need than the County average (e.g., 23.18% vs. 63.97%).  Second, the 
Hispanic/Latino, Alaskan Indian/Native American, Asian, and Native Hawaiian/Pacific 
Islander groups have higher rates of unmet need than the County average, with Asian 
youth demonstrating the highest rate of unmet need. 
 
 
 
Unmet Need in General Population (18+) by Ethnic Group 
 Column 1 Column 2 Column 3 Column 4 Column 5 

  MH Clients 

Estimated 
General Pop 

with Severe MI 

Unmet Need 
(Column 2 - 
Column 1) 

% of Unmet 
Need w/in 
cultural 

group (Col. 
3/Col 2) 

% of Unmet 
Need (Col. 

3/Tot 3) 
White 7,934 35,045 27,111 77.36 63.49 

African 
American 2,799 4,850 2,051 42.29 4.80 

Hispanic/Latino 1,574 8,362 6,788 81.18 15.90 
AINA 131 350 219 62.57 0.51 
Asian 1,218 6,398 5,180 80.96 12.13 
NHPI 186 381 195 51.18 0.46 
Other 1,023 166 -857 -516.27 -2.01 

2 or more 328 2,339 2,011 85.98 4.71 
Totals 15,193 57,891 42,698 73.76   

Unmet Need in Poverty Population (18+) by Ethnic Group  
 Column 1 Column 2 Column 3 Column 4 Column 5 

  MH Clients 

Estimated 
Poverty Pop 

with Severe MI 

Unmet Need 
(Column 2 - 
Column 1) 

% of Unmet 
Need w/in 
cultural 

group (Col. 
3/Col 2) 

% of 
Unmet 

Need (Col. 
3/Tot 3) 

White 7,934 11,691 3,757 32.14 41.33 
African 

American 2,799 2,666 -133 -4.99 -1.46 
Hispanic/Latino 1,574 4,668 3,094 66.28 34.03 

AINA 131 223 92 41.26 1.01 
Asian 1,218 3,486 2,268 65.06 24.95 
NHPI 186 255 69 27.06 0.76 
Other 1,023 93 -930 -1000.0 -10.23 

2 or more 328 1,202 874 72.71 9.61 
Totals 15,193 24,284 9,091 37.44   

 
 
Again, data in the preceding two tables, tells a very similar story regarding the unmet 
need in adults across different ethnic groups.  First, African American adults have 
significantly less unmet need than the County average (e.g., 42.29% vs. 73.76%).  
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Second, the Hispanic/Latino, and Asian groups have higher rates of unmet need than 
the County average. 
 
Conclusions Regarding the “Unserved in Sacramento” 
A large amount of data were presented that speak to a great deal of unmet need, yet it 
is difficult to know exactly how many people we could be serving as well as who those 
people are.  For example, the data suggest that in terms of who we might anticipate 
would be considered to be severely mentally ill, we are not serving large proportions of 
TAY and Older Adults.  If the data are correct, we can only guess at who those people 
might be.   We mentioned earlier that the Older Adults we might not be serving could be 
those who are frequent users of crisis and first responder services, and who often end 
up in hospital emergency rooms.  They are likely to have limited family or other support, 
are isolated, and are at high risk for suicide.  
 
We also mentioned that for transition aged youth who exit the child welfare system, 
mental health service utilization decreases by nearly 50 percent.   Perhaps this is why 
we appear to be serving such a small proportion of TAY who might be expected to have 
severe mental illness. 
 
Other data we presented shows a very high number of people who received mental 
health services in acute psychiatric care (crisis and inpatient) or criminal justice (juvenile 
hall, jail) settings.  These data suggest we have a gap in services as these people are 
not successfully transitioned to outpatient services.  High rates in utilization of these 
kinds of services are also highly correlated to homelessness and substance abuse.  We 
mentioned earlier that homeless outreach teams in Sacramento see almost 250 people 
per month.  Nearly 80% have indicators suggesting mental health issues, and of those, 
86% appear to also have substance abuse issues.  In addition, agencies expert in 
dealing with homeless transition age youth estimate there are 800-900 homeless youth 
at any given point in time in Sacramento. 
 
With respect to racial ethnic populations, three disparities hold regardless of age group 
examined:  there is significant unmet need in the Latino population; there is significant 
unmet need in the Asian population; and there appears to be much less unmet need in 
the African American population.   In addition, the Alaskan Indian/Native American and 
Native Hawaiian/Pacific Islander populations in children and youth also have significant 
unmet need.  Many of the racial ethnic communities with unmet need demonstrate 
significant cultural stigma, shame, and denial regarding mental illness.  This, combined 
with other cultural and language barriers, results in populations whose mental health 
utilization rates per capita are extremely low.  This puts them at great risk for 
undiagnosed and untreated mental illness, greater severity of illness when treated, 
isolation, decompensation, and family/community disruption.  If and when they are 
diagnosed, they may be incorrectly treated or the treatment may be incomprehensible 
due to language and cultural barriers 
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The following information was extracted from the CSS plan and addresses the unserved 
and inappropriately served: 
 

 
Unserved/Inappropriately 
 
The charts are presented at the end of this section.  Utilization data were taken from the 
County information system based on clients receiving services in Fiscal Year 
2004/2005.  Again, clients are considered “served” if they received services other than 
psychiatric services in the jail or juvenile hall, crisis or inpatient hospitalization.  Thus, if 
clients ONLY utilized the crisis unit and/or were hospitalized and/or received psychiatric 
services in the jail or juvenile hall, they are eliminated from the data presented.   
 
The County has 3 programs for children and youth (FOCUS, WRAP, and Building 
Blocks Intensive) and 3 programs for TAY, adults, and older adults (AB2034, ISA, and 
TISA) that it considers to provide a full range of services.  Clients who received services 
from one of these 6 programs were categorized as “fully served.”  The remaining clients 
are considered to be “underserved” or “inappropriately served.”  TAY data have been 
shown in a separate category. 
 
County population data for ethnicity and age were derived from the Department of 
Finance, while data for language were derived from the 2000 Census adjusted for 2004 
population growth.  Poverty population data for ethnicity and gender were derived from 
information supplied by the State Department of Mental Health.  Poverty population data 
for language were not available. 

1. Provide a narrative discussion/analysis of the ethnic disparities in the fully 
served, underserved and inappropriately served populations in your county 
by age group as identified in Chart A.  Include any available information 
about their age and situational characteristics as well as race ethnicity, 
gender, primary language, sexual orientation, and special needs. 

 
As before, examination of these data suggests some common themes.  First, for 
children and youth, transition aged youth and adults, the Latino population is 
underrepresented in our client population, and even when they are being served, they 
are less likely to be fully served.  Older adult Latinos are also less likely to be fully 
served.  Second, for children and youth, transition aged youth, adults and older adults, 
the Asian and Pacific Islander population is underrepresented in our client population.  
Only for adults and older adults, however, is there a striking absence of this population 
in those fully served.  In fact, for transition aged youth, the Asian Pacific Islander 
population is somewhat overrepresented in the fully served population. 
 
More specific findings for each age group are presented below. 
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Children and Youth (Age 0-17) 
 

Comparing the Total Served percentages with the Poverty and General Populations 
of the County: 

 Ethnicity – we over-serve the African American population and underserve 
the Asian/Pacific Islander and Latino populations 

 Language – we over-serve English speaking clients and underserve 
Spanish, Cantonese, Hmong, Vietnamese, and Russian speaking clients 

 Gender – we slightly over-serve males 
 
Of those we DO serve, comparing the fully served population with the underserved/ 
inappropriately served population: 

 Only 10.8% of children and youth are fully served 
 Ethnicity – Latino children and youth are less likely to be fully served and 

White children and youth are more likely to be fully served 
 Language – non-English speaking children and youth are less likely to be 

fully served  
 Gender – Males are somewhat more likely than females to be fully served 

 
**Latino children and youth are underrepresented in our client population, and even 
when they are being served, they are less likely to receive the full range of services 
 
**Asian/Pacific Islander children and youth are underrepresented in our client 
population, but are proportionately represented in the full service programs 

 
Transition Aged Youth (Age 18-24) 
Comparing the Total Served percentages with the Poverty and General Populations of 
the County: 

 Ethnicity – we over-serve the African American population and underserve 
the Asian/Pacific Islander and Latino populations 

 Language – we over-serve English speaking clients and underserve 
Spanish speaking clients 

 Gender – we slightly underserve males 
 
Of those we DO serve, comparing the fully served population with the underserved/ 
inappropriately served population 

 Less than 4% of TAY are fully served 
 Ethnicity – Latino TAY are less likely to be fully served and African 

American and Asian/Pacific Islander TAY are more likely to be fully served 
 Language – non-English speaking TAY are less likely to be fully served 
 Gender – Males are more likely than females to be fully served 

 
**Latino TAY are underrepresented in our client population, and even when they are 
being served, they are less likely to receive the full range of services 
 



California Department of Mental Health Cultural Competence Plan Requirements 

54 

**Asian/Pacific Islander TAY are underrepresented in our client population, and are 
slightly more likely to receive full service programs when they are served 
 
** African American TAY are over-represented in our system, and are also more 
likely to receive full service programs when they are served 

 
Adults (Age 25-59) 
 

Comparing the Total Served percentages with the Poverty and General Populations 
of the County: 

 Ethnicity – we over-serve the African American population and 
underserved the Latino population 

 Language – we over-serve English speaking clients and underserved 
Spanish speaking clients 

 Gender – we underserved males 
Of those we DO serve, comparing the fully served population with the underserved/ 
inappropriately served population 

 Less than 5% of Adults are fully served 
 Ethnicity – Asian/Pacific Islander and Latino Adults are less likely to be 

fully served and White Adults are more likely to be fully served 
 Language – non-English speaking Adults are less likely to be fully served 
 Gender – Males are more likely than females to be fully served 

 
**Latino Adults are underrepresented in our client population, and even when they 
are being served, they are less likely to receive the full range of services 
 
**Asian/Pacific Islander Adults are proportionately represented in our client 
population, but are less likely to receive full service programs when they are served 

 
Older Adults (Age 60+) 
 

Comparing the Total Served percentages with the Poverty and General Populations 
of the County: 

 Ethnicity – older adults are generally served in proportion to their 
representation in the population 

 Language – we underserved Spanish speaking clients 
 Gender – we underserved males 

 
Of those we DO serve, comparing the fully served population with the underserved/ 
inappropriately served population 

 Just 3.2% of Older Adults are fully served 
 Ethnicity – Asian/Pacific Islander and Latino Older Adults are less likely to 

be fully served and African American Adults are more likely to be fully 
served 

 Language – non-English speaking Older Adults are less likely to be fully 
served 
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 Gender – Males are just as likely as females to be fully served 
 

**Latino and Asian/Pacific Islander Older Adults are less likely to receive the full 
range of services 
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Children and Youth (Age 0-17)         

Race/Ethnicity 
Fully 

Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

African American 345 28.3 2815 28.1 3160 28.1 23386 14.7 50701 14.1
Asian/Pacific Islander 24 2.0 289 2.9 313 2.8 28209 17.8 51661 14.3

Latino 133 10.9 1662 16.6 1795 16.0 41391 26.1 95629 26.6
Native American 8 0.7 60 0.6 68 0.6 1388 0.9 6471 1.8

White 557 45.7 3925 39.1 4482 39.8 53586 33.7 134278 37.3
Multi-Ethnic 133 10.9 968 9.6 1101 9.8 10384 6.5 21292 5.9

Other 20 1.6 313 3.1 333 3.0 444 0.3     
Total 1220   10032   11252   158788   360032   

           

Primary Language 
Fully 

Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population 
County Population   

5-17yrs 
  N % N % N % N % N % 

English 1185 97.1 9335 93.1 10520 93.5 not available 193674 73.4
Spanish 31 2.5 561 5.6 592 5.3     28412 10.8

Cantonese     8 0.1 8 0.1     4073 1.5
Mien 2 0.2 8 0.1 10 0.1       0.0

Hmong 1 0.1 28 0.3 29 0.3     8750 3.3
Vietnamese     12 0.1 12 0.1     3863 1.5

Russian     11 0.1 11 0.1     5419 2.1
Other 1 0.1 69 0.7 70 0.6     19583 7.4
Total 1220   10032   11252       263774   

           

Gender 
Fully 

Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

Male 734 60.2 5750 57.3 6484 57.6 79572 50.1 184332 51.2
Female 486 39.5 4282 42.7 4768 42.4 79216 49.9 175700 48.8

Total 1220   100032   11252   158788   360032   
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Transition Age Youth (18-24) 

Race/Ethnicity 
Fully 

Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

African American 18 25.7 335 19.8 353 20.0 6497 11.8 16033 11.6
Asian/Pacific Islander 6 8.6 92 5.4 98 5.6 8379 15.2 23881 17.2

Latino 7 10.0 246 14.5 253 14.4 11144 20.2 35678 25.8
Native American 1 1.4 12 0.7 13 0.7 645 1.2 2436 1.8

White 35 50.0 831 49.1 866 49.2 26113 47.2 54897 39.6
Multi-Ethnic 1 1.4 73 4.3 74 4.2 2284 4.1 5563 4.0

Other 2 2.9 102 6.0 104 5.9 220 0.4     
Total 70   1691   1761   55282   138488   

           

Primary Language 
Fully 

Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

English 68 97.1 1548 91.5 1616 91.8 not available 105612 76.3
Spanish     60 3.5 60 3.4     13556 9.8

Cantonese     1 0.1 1 0.1     2849 2.1
Mien     4 0.2 4 0.2       0.0

Hmong     18 1.1 18 1.0     1292 0.9
Vietnamese 1 1.4 8 0.5 9 0.5     1784 1.3

Russian     12 0.7 12 0.7     1359 1.0
Other 1 1.4 40 2.4 41 2.3     12035 8.7
Total 70   70   1761       138488   

           

Gender 
Fully 

Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

Male 46 65.7 675 39.9 721 40.9 24314 44.0 70421 50.8
Female 24 34.3 1016 60.1 1040 59.1 30968 56.0 68067 49.2

Total 70   1691   1761   55282   138488   
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Adults (25-59)           

 
Race/Ethnicity Fully Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
 N % N % N % N % N % 

African American 125 21.7 2031 17.8 2156 18.0 18969 11.8 66796 10.0
Asian/Pacific Islander 31 5.4 1579 13.9 1610 13.5 24461 15.2 96157 14.4

Latino 44 7.6 1160 10.2 1204 10.1 32535 20.2 123756 18.6
Native American 3 0.5 98 0.9 101 0.8 1882 1.2 11132 1.7

White 348 60.3 5971 52.4 6319 52.8 76237 47.2 353402 53.0
Multi-Ethnic 13 2.3 207 1.8 220 1.8 6670 4.1 15321 2.3

Other 13 2.3 773 6.8 786 6.6 642 0.4     
Total 577   11387   11964   161396   666564   

           

Primary Language Fully Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

English 555 96.2 9539 83.8 10094 84.4 not available 508327 76.3
Spanish 8 1.4 396 3.5 404 3.4     65248 9.8

Cantonese     51 0.4 51 0.4     13713 2.1
Mien 1 0.2 134 1.2 135 1.1       0.0

Hmong 2 0.3 283 2.5 285 2.4     6220 0.9
Vietnamese 3 0.5 181 1.6 184 1.5     8588 1.3

Russian 1 0.2 163 1.4 164 1.4     6543 1.0
Other 7 1.2 640 5.6 647 5.4     57925 8.7
Total 577   11387   11964       666564   

           

Gender Fully Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

Male 317 54.9 4438 39.0 4755 39.7 70984 44.0 328218 49.2
Female 260 45.1 6947 61.0 7207 60.2 90412 56.0 338346 50.8

Unknown     2 0.0 2 0.0         
Total 577   11387   11964   161396   666564   
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Older Adults (60+)          

Race/Ethnicity Fully Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

African American 11 27.5 119 9.9 130 10.5 5746 11.8 14310 7.2
Asian/Pacific Islander 2 5.0 144 12.0 146 11.7 7410 15.2 25784 13.0

Latino 1 2.5 100 8.3 101 8.1 9856 20.2 15445 7.8
Native American     6 0.5 6 0.5 570 1.2 2014 1.0

White 25 62.5 729 60.5 754 60.6 23094 47.2 137678 69.5
Multi-Ethnic     5 0.4 5 0.4 2020 4.1 2933 1.5

Other 1 2.5 101 8.4 102 8.2 194 0.4     
Total 40   1204   1244   48890   198164   

           

Primary Language Fully Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

English 38 95.0 945 78.5 983 79.0 not available 151122 76.3
Spanish 1 2.5 61 5.1 62 5.0     19398 9.8

Cantonese 1 2.5 7 0.6 8 0.6     4077 2.1
Mien     27 2.2 27 2.2       0.0

Hmong     14 1.2 14 1.1     1849 0.9
Vietnamese     30 2.5 30 2.4     2553 1.3

Russian     35 2.9 35 2.8     1945 1.0
Other     85 7.1 85 6.8     17221 8.7
Total 40   1204   1244       198165   

           

Gender Fully Served 

Underserved/ 
Inappropriately 

Served Total Served 
County Poverty 

Population County Population 
  N % N % N % N % N % 

Male 14 35.0 369 30.6 383 30.8 21502 44.0 84359 42.6
Female 26 65.0 834 69.3 860 69.1 27388 56.0 113805 57.4

Unknown     1 0.1 1 0.0         
Total 40   1204   1244   48890   198164   
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B. Provide an analysis of disparities as identified in the above summary.  
 
The graphs below depict data gathered in the Sacramento County MHSA Community 
Services and Supports plan. The general population data is based the number of people 
who would be expected to have severe mental illness, based on prevalence rates.  The 
prevalence rates were supplied by the State Department of Mental Health, and differed 
depending on whether the estimates applied to the general population or the poverty 
population.  General population and poverty population estimates were based on the 
2000 Census and were also supplied by the State Department of Mental Health. The 
“MH clients served” data is based on actual clients served in the Sacramento County 
mental health system. The data were used to calculate unmet need and are presented 
in Section IV-A above. 
 
Estimated General Population with Severe Mental Illness vs. Mental Health Clients 
Served 
 
Age – The data in Figure 18 indicate that Sacramento County mental health serves a 
greater percentage of youth 0-17 and adults 25-64 compared to the estimated general 
population with severe mental illness. On the other hand, transition aged youth (TAY) 
and older adults indicate lower percentages than the estimated general population with 
severe mental illness. Based on the estimates provided, TAY and older adults are 
underserved in the Sacramento County mental health system, while youth and adults 
appear to be appropriately served.   
Source: CA DMH Prevalence Rates; 2000 Census; Avatar 
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Figure 18: Estimated General Population with Severe Mental Illness vs. 
Clients Served in the MH System ‐ Age

MH Clients N=25,103

Estimated General Pop with 
Severe MI N=85,391

 
Source: CA DMH Prevalence Rates; 2000 Census; Avatar 
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Race/Ethnicity – The data in Figure 19 indicate that Sacramento County mental health 
serves a greater percentage of African Americans, Multi-Ethnic, Native Americans, 
Pacific Islanders and Other races. On the other hand, the County mental health system 
is underserving Whites, Hispanic/Latinos and Asians.  
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Figure 19: Estimated General Population with Severe Mental Illness 
vs. Clients Served in the MH System ‐ Race/Ethnicity

MH Clients N=25,103

Estimated General Pop with 
Severe MI N=85,391

 
Source: CA DMH Prevalence Rates; 2000 Census; Avatar 

 
 
Estimated Poverty Population with Severe Mental Illness vs. Mental Health Clients 
Served 

 
Age – The data in Figure 20 indicate that Sacramento County mental health serves a 
greater percentage of youth 0-17 and adults 25-64 compared to the estimated poverty 
population with severe mental illness. On the other hand, transition aged youth (TAY) 
and older adults indicate lower percentages than the estimated general population with 
severe mental illness. Similar to the estimated general population, the data indicate that 
TAY and older adults are underserved in the Sacramento County mental health system, 
while youth and adults appear to be appropriately served.   
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Figure 20: Estimated Poverty Population with Severe Mental Illness vs. 
Client Served in the MH System ‐ Age

MH Clients N=25,103

Estimated Poverty Pop with 
Severe MI N=38,455

Source: CA DMH Prevalence Rates; 2000 Census; Avatar 
 
 
 
 
Race/Ethnicity – The data in Figure 21 indicate that Sacramento County mental health 
serves a greater percentage of African Americans, Whites and Other races. On the 
other hand, the County mental health system is under serving Hispanic/Latinos, Asians, 
Native Americans, Pacific Islanders and Multi-Ethnic. 
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Figure 21: Estimated Poverty Population with Severe Mental Illness vs. Clients 
Served in the MH System ‐ Race/Ethnicity

MH Clients N=25,103

Estimated Poverty Pop with 
Severe MI N=38,455

Source: CA DMH Prevalence Rates; 2000 Census; Avatar 
 
 
In summary, based on estimates of the general population and poverty population with 
severe mental illness and numbers served in the Sacramento County mental health 
system, the Sacramento County mental health system is serving lower percentages of 
transition aged youth and older adults. Although the estimated populations differed, 
race/ethnicity percentages, both estimated populations indicated a lower percentage of 
African Americans as compared to the percent served in the mental health system. In 
contrast, the data indicates that there is a higher percent of Asians in the general and 
poverty populations as compared to the Sacramento County mental health system.  
According to the data, based strictly on percentages, African Americans are 
appropriately served, whereas Asians underserved.  
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V. Prevention and Early Intervention (PEI) Plan: The process used to identify the PEI 
priority populations 
 
The county shall include the following in the CCPR:  
 
A. Which PEI priority population(s) did the county identify in their PEI plan? The county 

could choose from the following six PEI priority populations:  
1. Underserved cultural populations  
2. Individuals experiencing onset of serious psychiatric illness  
3. Children/youth in stressed families  
4. Trauma-exposed  
5. Children/youth at risk of school failure  
6. Children/youth at risk or experiencing juvenile justice involvement  
 

Sacramento County went through an extensive community planning process to identify 
Key Community Mental Health Needs (KCMHN) and Priority Populations.  
 
The three Key Community Mental Health Needs and Priority Populations ranked highest 
by the community were as follows: 
 
KCMHN Priority Populations 
1.  At Risk Children, Youth and Young Adults 1. Children/Youth in Stressed Families 
2.  Psycho-Social Impact of Trauma 2.  Trauma-Exposed (all ages) 
3.  Suicide Prevention 3.  Onset of Serious Psychiatric Illness 
 
 
The KCMHN and priority populations were used as a basis for program planning. The 
following section discusses the in-depth community planning process. 
 

 
B. Describe the process and rationale used by the county in selecting their PEI priority 

population(s) (e.g., assessment tools or method utilized).  
 

In order to identify Sacramento’s priority populations, several techniques were used. 
The following information was pulled from the Sacramento County PEI Plan and 
describes the different avenues and processes that were used in the planning 
process in order to receive community-wide feedback. The complete PEI plan is 
located in Appendix 08. For ease of reading, the excerpts are in blue and continue to 
page 88. A summary of the process is located on page 88 of this plan. 

 
 
Introduction 
 
Description 
Sacramento County is the eighth most populous county in the state, with 1,449 persons 
per square mile.  With both urban and rural communities, the County spans 994 square 
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miles. Geographically, the varied terrain includes both low delta lands and the foothills 
of the Sierra Nevada Mountain Range.   
 
Demographics 
About 1.4 million people reside in growing Sacramento County, and by the year 2050, 
the California Department of Finance estimates the population will reach nearly 2.2 
million people (2009 CA Dept of Finance data).  Sacramento has more people than the 
surrounding counties of El Dorado, Placer, Sutter, Yolo, and Yuba combined.  Of the 2.3 
million people who live in the six-County region, 61.9 percent live in Sacramento 
County.  The City of Sacramento, with a population of 467,343, is the seventh largest 
city in California.  The county is one of the most diverse areas in the state. It is home to 
large numbers of refugee communities, including individuals from Southeast Asia, the 
former Soviet, and Eastern Europe. The five most prevalent languages spoken by 
Sacramento’s Medi-Cal population, other than English, are Spanish, Russian, 
Cantonese, Vietnamese and Hmong.   
 
 
 
Age of Population: 2004 
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Ethnic Makeup of Population:  2000 Census – 2008 Adjustment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Quality of Life Issues 
 
The county's median household income was $56,823 (2007). More than 85,000 
children, youth, and young adults under the age of 25 are living in poverty in 
Sacramento County (2007). An estimated 115,215 children qualify for free/reduced-
priced school lunches, reflecting an increase of 17% between 2000 and 2007. 27.7% of 
Sacramento residents over the age of 25 years have at least a Bachelor's degree and 
the unemployment rate in December of 2009 (12.2%) was within 0.1% of the state 
average of 12.1%. (EDD Data, January 2010).   
 
The median home price in 2008 was $265,624. Although this is significantly lower than 
the state average, safe affordable housing is a primary concern in the community. 
According to the 2009 Point-in-Time Homeless Street Count, there are about 2,800 
homeless individuals living in Sacramento County. One in five homeless individuals are 
part of a household with dependent children.  75% of all homeless individuals have at 
least one disability, such as mental illness (27%), alcohol and drug dependence (48%) 
or physical disabilities.  15% of all homeless individuals are veterans of the U.S. Armed 
Forces. 
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1. The county shall ensure that the Community Program Planning Process is 
adequately staffed.  Describe which positions and/or units assumed the following 
responsibilities: 
 

a. The overall Community Program Planning Process 
 

Leland Tom, Mental Health Deputy Director, had ultimate responsibility for the 
oversight of the PEI Planning process through March 31, 2009.  In April of 
2009 Mary Ann Bennett, Mental Health Deputy Director, assumed this 
oversight role.  Michelle Callejas, MHSA Program Manager, was responsible 
for Community Program Planning oversight and project development.  
Working under the direction of the MHSA Program Manager, Kathryn Skrabo, 
MSW, was the PEI Coordinator and led the PEI Planning Team.   
 
In addition to the above, the Division’s Management Team, which includes 
consumer, adult family member, and child/youth family member 
representation, reviewed and approved the PEI Planning Process, stayed 
current on planning developments, and provided input as planning activities 
were conducted.   
 

b. Coordination and Management of the Community Program Planning Process 
 

An MHSA PEI Planning Team was formed to assist in planning.  The team 
included the following individuals: 
 
▪ Michelle Callejas, Program Manager, MHSA 
▪ Kathryn Skrabo, Program Planner, MHSA 
▪ Myel Jenkins, Program Planner, MHSA 
▪ Julie Leung, Program Planner, MHSA 
▪ Frances Freitas, Program Planner, MHSA 
▪ Jane Ann LeBlanc, Program Planner, MHSA 
▪ Anne-Marie Rucker, Program Planner, MHSA 
▪ Nancy Marshall, Program Planner, MHSA 
▪ Robert Nelson, Program Planner, MHSA 
▪ Dawn Williams, Program Planner, Research, Evaluation and Performance 

Outcomes (REPO) 
▪ Niku Mohanty, Program Planner, REPO 
▪ Mary Nakamura, Program Coordinator, Ethnic Services Unit 
▪ Marilyn Hillerman, Adult Family Advocate 
▪ Dave Schroeder, Family and Youth Advocate Coordinator 
▪ Edwina Browning-Hayes, Family and Youth Advocate Coordinator 
▪ Andrea Hillerman-Crook, Consumer Advocate 
▪ Alex Rechs, Program Coordinator, Quality Management 
▪ Jan Houle, MHSA Administrative Services Officer 
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In addition, Jo Ann Johnson, Ethnic Services Manager, coordinated the 
development of the PEI Cultural Competency Advisory Committee (CCAC) 
which has provided, and will continue to provide, input throughout the 
planning process and program development.    
 
Tracy Herbert, Manager of Mental Health’s Research, Evaluation and 
Performance Outcomes Unit, developed the PEI Community Survey, 
coordinated the data collection from the survey, the System Partner Input 
Papers, the Community Educational Forums, the PEI Cultural Competency 
Advisory Committee feedback, and the Phase II Community Planning 
Meetings. Dr. Herbert also directed her staff in developing the outcomes for 
the various programs within Sacramento County’s PEI Projects. 
 
Finally, community volunteers and Mental Health Division staff were utilized to 
assist with the Community Orientation Meeting, the Community Educational 
Forums, and the Phase II Community Planning Meetings.  Support was also 
provided by other stakeholders, including consumers and family members 
reflecting the diversity of the community, and community members that 
served on panels and assisted in promoting events to their communities and 
networks. 
 

c. Ensuring that stakeholders have the opportunity to participate in the 
Community Program Planning Process 

 
The MHSA Steering Committee, the highest recommending body on MHSA 
matters, has representation from all of the required partner sectors.  The 
committee approved the initial PEI Planning Process structure and received 
updates on PEI community engagement activities.  Some members 
representing partner sectors attended the PEI Regional Roundtable meeting 
on July 31 and August 1, 2008, which was sponsored by the California 
Institute of Mental Health (CiMH), the Mental Health Services Oversight and 
Accountability Commission and the State Department of Mental Health.  In 
addition to Steering Committee members, other individuals reflecting the 
diversity of the community were invited to participate and a total of thirty-
seven (37) participants attended with representation from all of our system 
partners.  During a breakout session, Sacramento’s MHSA team utilized the 
time to gather input regarding our local planning process.  After the 
Roundtable, a follow-up meeting was held to further define planning and 
receive feedback from partners.   
 
 
The MHSA Program Manager attended various meetings to present 
information on the PEI component and to inform stakeholders about how they 
could become involved in the planning process.  Presentations were made to 
the following stakeholders:  Child Protective Services Executive Management 
Committee; Sacramento’s Family Advocate Committee (FAC); the Child and 
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Family Policy Board; the Division of Alcohol and Drug Services; Ryan White 
Provider’s Caucus; Mental Health Children’s Stakeholder Meeting; the Mental 
Health Board Older Adult Committee, and the Sacramento Health Care 
Improvement Project. 
 
PEI Cultural Competency Advisory Committee 
In September 2008, the PEI Planning Team began meeting weekly to plan for 
broad-based engagement activities with our diverse community stakeholders.  
The first activity planned was the PEI Cultural Competence Advisory 
Committee Meeting held on October 7, 2008.  This meeting was convened 
with a large group of people representing the rich diversity of our community.  
The purpose of the committee was to help inform the Division regarding the 
diverse needs of racial, cultural and ethnic communities in Sacramento 
County.  This committee met (and continues to meet) on a monthly basis in 
various locations within the county.  It was recognized that the Division 
needed special attention to ensure that communication exchange with diverse 
community stakeholders occurred.   

 
The Mental Health Plan Cultural Competence Committee has been informing 
the Division regarding cultural competence since the committee was formed 
in 1997.  The PEI CCAC has been focused on the Prevention and Early 
Intervention component of the MHSA.  The two committees will merge in 
February of 2010 in order to streamline participation and provide input in all 
mental health system efforts to reduce mental health disparities.    
 
The PEI CCAC members also reviewed the document entitled, “Working with 
Diverse Racial, Cultural, Ethnic and Linguistic Communities” which was 
created during the Workforce Education and Training planning phase.  This 
document summarizes the collective wisdom of thirteen key informants from 
diverse communities who provided feedback to supplement the information 
gathered from the WET Focus Groups.   
 
In addition, the PEI CCAC members reviewed the Building Partnerships 
reports developed by the UC Davis Center for Reducing Health Disparities 
staff and provided additional feedback in order to tailor the information to our 
local communities.   
 
Finally, Mental Health staff were invited to participate in the community report-
back dialogues sponsored by the Center for Reducing Health Disparities that 
focused on Hmong, African American, and Lesbian, Gay, Bisexual, 
Transgender and Questioning (LGBTQ) youth communities.   
  
PEI Phase I Kick-Off:  Community Orientation Meeting 
On October 22, 2008, the Community Orientation Meeting kicked off our 
community PEI activities. Extensive outreach was done for the PEI 
Orientation Meeting beginning with an e-mail announcement and followed by 
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a personalized letter of invitation from the Mental Health Director. This 
invitation went to numerous stakeholders, system partners, community 
agencies, principals and superintendents of school districts in Sacramento 
County, the Los Rios Community College District, CSU Sacramento, the First 
Five Commission, and others. The intent was to ensure that at least one 
representative from each agency/organization would attend and share their 
information with others in their organization. Along with these targeted 
invitations, the community was also invited to attend.  Approximately 162 
individuals from diverse stakeholder groups attended this event. The program 
included an explanation of the community planning process, an open 
invitation to participate in all activities at any level, distribution of the PEI 
community survey, an overview of the PEI component, a presentation on risk 
and resiliency and an overview of the Statewide Suicide Prevention Initiative.  
Information presented at the meeting was also recorded by a graphic artist.  
 
System Partner Input Paper 
A System Partner Input Paper was designed to elicit input from system 
partners regarding the Key Community Mental Health Needs (KCMHN) and 
Priority Populations they see as most relevant to the populations they serve 
and what programs they currently have in place address mental health 
concerns.  Sixteen partner organizations representing the following 10 service 
sectors and/or organizations submitted papers: School Districts (4); Criminal 
Justice (3); Alcohol and Drug Services (1); Public Health (1); Woman 
Escaping A Violent Environment (WEAVE (1); Child Protective Services (2); 
Department of Human Assistance (1); Sacramento Employment and Training 
Agency (1); First 5 (1); and Area 4 Agency on Aging (1).  In contrast to the 
information gathering strategy used by the previous groups, responders to the 
SPIP were asked to indicate (i) “the KCMHN reflected in the population you 
serve” and (ii) “the Priority Population that would most benefit from PEI 
supports and strategies.”  Respondents then indicated all that applied rather 
than ranking in order of priority.  Substantial qualitative information was also 
gathered in the SPIP.  
 
PEI Community Survey 
A PEI Community Survey was developed and translated into Sacramento 
County’s five (5) threshold languages: Spanish, Cantonese, Russian, 
Vietnamese and Hmong.  Community members were asked to rank, in order 
of importance, the five KCMHN and six Priority Populations defined by DMH.  
Surveys were made available on-line and distributed in hard copy to 
community-based organizations and at various community events. Translated 
copies were given to members of the PEI CCAC to distribute to the cultural 
and ethnic communities they serve. A total of 1,795 surveys were returned, 
with over 1,500 individuals prioritizing either KCMHN and/or Priority 
Populations.   Respondents represented an extremely diverse group in terms 
of age, ethnicity, sexual orientation, preferred language, and stakeholder 
group.   
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Community Educational Forums 
From November of 2008 to March of 2009, numerous community members 
partnered with mental health staff to provide eight (8) Community Educational 
Forums to inform stakeholders about the PEI KCMHN and Priority 
Populations.  The goal of each forum was to educate the community about 
the forum topic and engage in a dialog regarding their perspective of services 
needed and “natural settings” in which those services could be provided.   
 
Approximately 473 individuals attended these forums and they represented 
an extremely diverse group in terms of age, ethnicity and stakeholder group.  
Substantial qualitative information was gathered during the forums.  The 
Community Educational Forums were as follows: 
 

1.  Suicide Risk 
2.  Underserved Cultural Populations 
3.  Individuals Experiencing Onset of Serious Psychiatric Illness  
4.  Children and Youth in Stressed Families 
5.  Psycho-Social Impact of Trauma 
6.  Children and Youth at Risk of Juvenile Justice Involvement 
7.  Stigma and Discrimination 
8.  For Youth, By Youth 

 
Significant outreach was made to recruit individuals with expertise in the 
various forum topics, and they provided valuable information through panel 
presentations.  Some of the stakeholders and system partners that 
participated and/or provided consultation include, but are not limited to the 
following:  The Effort (administers our local Nationally Accredited Suicide 
Crisis Line); Friends for Survival; The Jason Foundation; University of 
California, Davis (UCD) Center for Reducing Health Disparities; UCD Early 
Diagnosis, Assessment and Preventative Treatment Program (EDAPT); UCD 
Department of Psychiatry; UCD CAARE Center; Children’s Receiving Home; 
Wind Youth Center; Women Escaping a Violent Environment (WEAVE); 
Veteran’s Administration Center; Veteran’s Administration Hospital; Hmong 
Women’s Heritage Association; Opening Doors (provides services and 
supports to refugee populations); Sacramento Police Department; 
Sacramento City Mayor’s Office of Youth Development; Roberts Family 
Development Center; Sacramento County Probation; California Network of 
Clients; Inter-Tribal Council of California; Asian Pacific Community 
Counseling; La Familia Counseling Center; Youth in Focus; Muslim American 
Society, Social Services Foundation; Consumers and Family Members; and 
many others.  Due to strong community participation, the Community 
Educational Forums were very successful.   Each forum, with the exception of 
For Youth, By Youth, was videotaped and is available to the public.  A graphic 
artist was utilized to capture information from the panelists and the community 
dialog.   



California Department of Mental Health Cultural Competence Plan Requirements 

72 

 
Student Mental Health and Wellness Collaborative 
During the planning process, the Division of Mental Health and the 
Sacramento County Office of Education (SCOE) began discussions about 
forming a collaborative between Mental Health, SCOE, local school districts, 
system partners and community stakeholders.  A kick-off meeting was held in 
February of 2009 and roughly 55 individuals attended from various 
stakeholder groups, including SCOE, Mental Health, all thirteen school 
districts, California Department of Education, Sacramento County Probation 
Department, Sacramento County Division of Alcohol and Drug Services, 
Family and Youth Advocates from Mental Health America of Northern 
California, and Sacramento First 5. The purpose of the meeting was to bring 
together education, stakeholders, mental health professionals, and other 
system partners to explore how schools can play a role in implementing PEI 
services for students between the ages of 0 and 18.  The meeting was very 
successful and led to the establishment of the Sacramento County Student 
Mental Health and Wellness Collaborative.  From June to December of 2009, 
the Collaborative held six (6) all-day planning sessions to develop local 
actions for the strategic directions delineated in the Student Mental Health 
Initiative (SMHI) paper released by the MHSOAC in September of 2007. 
Although access to the funding was in question at the time, the group decided 
to adopt the motto of “Moving Forward No Matter What” to develop a 
comprehensive plan that would promote emotional wellness and academic 
success for K-12 students and families in Sacramento County. The result was 
a comprehensive strategic plan entitled “The Student Mental Health and 
Wellness Plan:  A Framework for Change.” Since the mechanism for 
accessing the funds for the SMHI is still in question, some of the strategies 
developed by the collaborative are reflected in the PEI Strengthening Families 
and Mental Health Promotion Projects.  The Suicide Prevention Project will 
also target schools and students through the Training and Education 
strategies.  Sacramento County will pursue SMHI funding when the guidelines 
are released and the mechanism for accessing funding is in place. 
 
Suicide Prevention Project 
As indicated by the PEI Survey, the community ranked Suicide Prevention as 
a high priority to address with PEI funding.  Based on this, Sacramento 
moved forward with community members and developed a Suicide  
Prevention Project to submit to DMH, understanding there was still more 
community planning to do for the rest of the PEI Plan. Suicide Prevention 
efforts and help in a crisis also were also identified as significant needs in 
both the CSS and WET planning processes.  
 
On February 19, 2009, a Suicide Prevention Community Orientation Meeting 
was convened.  System partners, MHSA Steering Committee members, PEI 
Cultural Competency Advisory Committee members, Teen Suicide Prevention 
Taskforce members, school partners, community members, individuals that 
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attended the Community Educational Forum on Suicide Risk, and the 
community at large were invited to attend.  This meeting provided an 
opportunity to inform attendees about local and state data related to suicide.  
Sandra Black from the DMH Office of Suicide Prevention introduced The 
California Strategic Plan on Suicide Prevention.  Our local Suicide Prevention 
Crisis Line / National Suicide Prevention Lifeline Provider, The Effort, 
reviewed local Sacramento data and informed the audience about their Crisis 
Line operations and services.  Meeting attendees participated in assets and 
gaps mapping related to local suicide prevention, intervention, and post-
vention services and they were invited to participate in the Suicide Prevention 
Project Workgroup. In addition, members of other committees, including the 
PEI Cultural Competence Advisory Committee and the SCOE/Mental Health 
participants were encouraged to participate in the Workgroup. 
 
Using the California Strategic Plan on Suicide Prevention’s strategic 
directions as a framework, Workgroup participants assembled on March 4, 
11, 18, 2009, to develop local suicide prevention strategies.  Workgroup 
participants linked assets and gaps, which were reframed as strategies, to 
one or more of the four strategic directions outlined in the Plan.  Workgroup 
participants reviewed and clarified the strategies identified, developed 
additional strategies, and prioritized strategies within each strategic direction.  
All of these strategies combined to form Sacramento’s three-year proposed 
Suicide Prevention Project.  
 
The Suicide Prevention Project was strongly supported by Sacramento 
County’s MHSA Steering Committee, Mental Health Board, community 
members and stakeholders.  After completing the 30-day public comment 
period, the proposal was submitted to DMH.  DMH and the MHSOAC 
approved the Suicide Prevention Project on October 22, 2009. 
 
Phase II PEI Planning 
After completing all of the activities mentioned above, data collected from the 
community was collated and analyzed and the data formed the framework for 
the second phase of PEI Planning.  From October through November of 
2009, a PEI Kick-Off and five (5) PEI Community Planning Meetings were 
held to develop actions or strategies to address the top Key Community 
Mental Health Needs and Priority Populations as determined by the PEI 
Community Survey: 
 
 
KCMHN       
1.  At Risk Children, Youth and Young Adults   
2.  Psycho-Social Impact of Trauma 
3.  Suicide Prevention      
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Priority Populations 
1. Children and Youth in Stressed Families 
2. Trauma-Exposed (all ages) 
3. Onset of Serious Psychiatric Illness 
 
Information derived from the first phase of planning was brought forward into 
the second phase.  Below is a brief summary of what took place during each 
Community Planning meeting. 
 
Phase II Kick-Off:  The MHSA Manager provided an orientation to PEI and 
reviewed the first phase of planning.  107 community members and 
stakeholders attended the Kick-Off meeting.  The REPO Manager presented 
and discussed data that determined the KCMHN and Priority Populations that 
would be the focus of the next several meetings.  
 
Meeting 1:  The MHSA Manager briefly reviewed the planning process and 
focus of next several Community Planning meetings.  It was emphasized that 
the planning was not about funding a particular agency, entity or project, but 
rather, to focus on strategies related to the KCMHN and Priority Populations 
that would best serve our community as a whole.  The PEI Planning 
Principles and the Consensus Workshop Method that would be used in the 
planning process were also discussed. Despite a severe storm taking place at 
the time of the meetings, 67 community members attended and participated 
in a visioning exercise about what our community would look like if prevention 
and early intervention services were implemented successfully.   
 
Meeting 2:  The focus of the second meeting was the Priority Population of 
Children and Youth in Stressed Families. Stressors identified by the 
community during different phases of the planning were presented to those in 
attendance  Additional stressors were identified by stakeholders after which 
the meeting facilitators utilized an Electronic Meeting Method to have the 
participants rate the importance of each stressor.  The top rated stressors 
with regard to Children and Youth in Stressed Families were:  Onset of 
Psychiatric Illness; Child Abuse and Neglect; Domestic Violence; 
Homelessness; Substance Abuse; Family Abandonment; Family members 
with mental illness; and School Bullying.  (Because Onset of Psychiatric 
Illness was the third community ranked Priority Population, participants were 
instructed to rate it the highest score possible.)  
 
The large group of 84 participants was broken out into six (6) small 
workgroups and staff members utilized the Consensus Workshop Method to 
assist participants in identifying actions that would best address the top rated 
stressors.  Each group further categorized their actions into broader 
strategies.  At the larger group level, all the strategies from each small group 
were put into similar categories to develop overall Strategic Directions to 
address Children and Youth in Stressed Families.   
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Meeting 3:  Meeting 3 focused on the second-ranked Priority Population, 
Trauma-Exposed. There was a brief presentation on types of trauma that 
were identified by the community during prior planning processes and at the 
Community Educational Forum on Trauma.  The 94 community members in 
attendance agreed to move forward with the understanding that trauma 
affects individuals differently.  Therefore, instead of focusing on what types of 
trauma to address, the community focused on strategies that would address 
the impact of trauma regardless of the specific trauma experienced.  The 
Consensus Workshop method was utilized again to help participants reach 
consensus on strategies that could help address the impact of trauma on 
individuals in our community.  As in the previous meeting, individual group 
strategies were placed into similar categories to develop overall Strategic 
Directions.   
 
Meeting 4:  The Strategic Directions developed by community members in 
Meetings 2 and 3 were presented to the 96 individuals who attended Meeting 
4.  There were too many strategic directions to address with the limited 
amount of PEI funding available, so participants were asked to utilize the 
Electronic Meeting method to rate the effectiveness of each Strategic 
Direction.  The results were projected for participants to see and there was 
very little statistical difference between the various strategies.  A community 
member suggested all participants rank, rather than rate, the top three 
Strategic Directions they believed to be most effective in order to further 
narrow the options.  Participants completed ranking, and in analyzing the 
rating versus the ranking, there was strong consistency in the top priorities for 
the community.  
 
Between Meetings 4 and 5:  Mental Health staff placed every strategy and 
action developed by participants in the Community Meetings onto sticky walls 
in a conference room.  Staff worked over 20 hours to try to consolidate the 
strategies and activities as there were many overlaps, duplications and ideas 
that could be combined. Staff members were diligent in honoring the spirit 
and intent of each strategy.  The combined strategies were put into a draft 
proposal to be presented back to participants at the last Community Planning 
meeting.   
 
Meeting 5:  The proposed draft plan was presented to 61 community 
members at the last Community Planning meeting.  The large group was 
broken out into six (6) smaller groups to obtain feedback on both the draft 
plan and the overall PEI Planning Process.  Some of the feedback provided 
was used in the draft PEI Project Proposals that was developed for the MHSA 
Steering Committee. Other feedback will be used for the Request for 
Proposal (RFP) process and for future MHSA and other Mental Health 
planning processes. 
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MHSA Steering Committee 
The PEI Proposed Projects were presented to the MHSA Steering Committee 
on December 17, 2009.  There was robust discussion by the members and 
public comments were also made.  The Steering Committee voted 
unanimously in support of Mental Health staff developing the proposed 
project further with the understanding that time would be allowed for further 
feedback during the 30-day public comment period. 
 

2. Explain how the county ensured that the stakeholder participation process 
accomplished the following objectives (please provide examples): 
 
a. Included representatives of unserved and/or underserved populations and 

family members of unserved/underserved populations 
 

The County engaged with various cultural groups during the Community 
Services and Supports (CSS) and the Workforce, Education and Training 
(WET) planning processes. To continue building relationships, community 
leaders and other members from underserved ethnic communities were 
invited to a lunch meeting in October of 2008 to discuss how the work 
accomplished in WET could “bridge” or carry over to PEI. 
 
The PEI Cultural Competence Advisory Committee (CCAC) was formed as a 
direct result of the Bridge meeting.  The PEI CCAC provides input into the PEI 
Planning Process and on programs developed out of the planning process.  
Members were asked to participate in the Community Educational Forums 
and/or recommend potential presenters or panelists in order to address 
cultural issues related to the various forum topics.  Along with taking the PEI 
surveys into their communities, they also assisted in promoting the 
Community Educational Forums by distributing flyers.   
One of the PEI CCAC meetings was dedicated to the issue of suicide.  
Responses to questions about suicide were collected and input was sent to 
the Suicide Prevention Workgroup.  In addition, several members of the PEI 
CCAC participated on the workgroup.  
 
As mentioned previously, eight (8) Community Educational Forums were held 
throughout the County.  There were two goals for each forum: 1) to briefly 
educate the community about PEI, the Key Community Mental Health Needs 
and Priority Populations, and 2) to engage the community in a dialogue about 
specific needs related to each topic and natural settings in which PEI services 
and activities could be provided in order to reach more members of the 
community.  In planning each Forum, a minimum of at least one cultural 
perspective was showcased. Forum Two: “Underserved Cultural Populations: 
Disparities in Accessing Services” had specific information on cultural and 
refugee issues. Other cultural perspectives were covered in different forums 
and included the following: LBGTQ issues; Russian and other refugee 
acculturation issues; depression and the elderly; foster youth; Native 
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American historical trauma; and client and family member perspectives and 
concerns. 
 
Working with the Center for Reducing Health Disparities (CRHD), Division 
staff members were invited to attend community report-back meetings from 
focus groups conducted by CRHD in the prior year.  The meetings focused on 
issues identified as important by the Hmong, African American and Lesbian, 
Gay, Bisexual, Transgender and Questioning (LGBTQ) youth communities.  
Suicide, anxiety, depression, and isolation were some of the major concerns 
voiced from participants in each of these meetings.   
 
The first Community Educational Forum focused on Suicide Risk.  The 
agenda included local data from The Effort, a nationally accredited Suicide 
Crisis Line located in Sacramento.   Dr. Tanya Fancher, a University of 
California, Davis Researcher who studies depression in the Southeast Asian 
Population, spoke on suicide risk in the Asian elderly population.  Judith 
LaDeaux, Student Affairs Coordinator of Native American Studies at the 
University of California, spoke about suicide in the Native American 
community.  This forum generated great interest in the topic of suicide 
prevention and the importance of developing culturally and linguistically 
appropriate services and outreach activities.   
 
In the Phase II Community Planning meetings, outreach was conducted 
through e-mail blasts but more importantly, through our CCAC members.  
Interpreters were available for several of the meetings in order to translate for 
Spanish and Hmong speaking community members.  There were about 
fifteen (15) Hmong speaking and five (5) Spanish speaking individuals. With 
the use of the interpreters, they were able to participate in both the Electronic 
Meeting and Consensus Workshop processes. 

 
b. Provided opportunities to participate for individuals reflecting the diversity of 

the demographics of the County, including but not limited to, geographic 
location, age, gender, race/ethnicity and language.  

 
The PEI Survey was translated into Sacramento County’s five (5) threshold 
languages and distributed at specific agencies that serve our diverse 
communities.  Agency partners helped to outreach the surveys and members 
of the PEI CCAC assisted in outreach to their communities. Panelists and 
presenters were recruited at the PEI CCAC committee to do presentations at 
the eight Community Educational Forums.   
 
The PEI survey was distributed at the 28th Annual Mental Health and Aging 
Conference on October 23, 2008, where there were over 200 individuals in 
attendance.  An MHSA staff member attended the monthly Older Adult 
Committee meeting to solicit input and report on MHSA and PEI events and 
activities. 
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The Community Educational Forums were held at different geographic 
locations that had access to public transportation.  Flyers promoting the 
Community Educational Forums indicated that interpretation services would 
be provided upon request. Forums were rotated from evening to afternoon to 
accommodate a variety of schedules.  Promotion of the Community 
Educational Forums was extensive and included sending out flyers to the 
MHSA email distribution list of over 1300.  Flyers were also sent to system 
partners and providers to distribute and post.   Finally, flyers were available at 
various events and meetings. 
   
In addition to engaging diverse cultural and ethnic groups, adults, older 
adults, consumers and family members, Sacramento County continued its 
engagement efforts and partnerships with transition age youth.  MHSA 
supported eight (8) individuals to attend the “Serving Youth with Emotional 
Disturbance and Transition-Aged Youth Being Served in or At-risk for the 
Juvenile Justice System” conference held January 15th and 16th, 2009.  
Transition age youth from Mental Health America conducted a panel 
presentation as did staff from the Mental Health’s Child and Family Services 
Unit. 
 
The For Youth by Youth Community Educational Forum was planned by a 
team of young people.  An active outreach campaign to form a committee 
was conducted from November 2008 to January 2009.  Outreach began with 
phone calls to local community-based organizations working with youth, 
including agencies serving those from unserved and underserved 
communities.  All phone calls were followed up with informational emails.  
MHSA staff also presented information directly to youth by making 
presentations at various agency sites.  
 
At our Phase II Community Planning meetings, there was strong 
representation by TAY who actively participated in the process.  One of the 
young adults also volunteered to operate one of the computers and facilitated 
the discussion during of the Electronic Meeting processes.  
 
In order to reach more culturally and ethnically diverse community members, 
the PEI CCAC meetings have been held in various locations and hosted by 
partnering organizations.  Some of the venues and hosts include: 
 

• Oak Park Community Center 
• The Gardens Family Care Community Center 
• Roberts Family Development Center 
• Asian Pacific Community Counseling 
• Hmong Women’s Heritage Association 
• Romanian Business Center 
• Bethany Presbyterian Church 
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• Slavic Assistance Center – Cottage Way Christian Church 
 

c. Included outreach to clients with serious mental illness and/or serious 
emotional disturbance and their family members, to ensure the opportunity to 
participate. 

 
The MHSA Program Manager was invited to do a half-day presentation at the 
Consumer Speaks Conference on October 27, 2008.  The first part included 
an overview of PEI, including a discussion about the Key Community Mental 
Health Needs and Priority Populations.  The second part of the afternoon was 
used to have a general discussion and elicit feedback about PEI from the 
consumer’s perspective.  
 
The MHSA Steering Committee is comprised of 50% consumers and family 
members, with two of them being Transition Age Youth.  Committee members 
are invited and included in all PEI activities, as well as being apprised of 
developments through the regular bi-monthly Steering Committee meetings. 
 
The PEI Planning Committee included a Consumer Advocate, an Adult 
Family Advocate and a Family and Youth Advocate Coordinator.  A PEI 
presentation was also made to the Family Advocate Committee (FAC) 
meeting.  
 
Community Educational Forum Eight was For Youth by Youth.  This Forum 
was planned and presented by a large group of transition age youth. 
Committee members included young people who self-identified as consumers 
and family members.   
 
The Division’s long-standing collaborative relationship with Mental Health 
America of Northern California has been instrumental in promoting PEI 
planning activities.  Staff members from MHA of Northern California have 
been involved in Community Educational Forums, served on the PEI Planning 
Committee, and helped arrange for volunteers to assist with the logistics of 
various events. Panel members for the Community Educational Forums 
included family advocates, representatives from the California Network of 
Mental Health Clients, the United Advocates for Children and Families, and 
other adult consumers as panelists.  
 
Family and youth advocates were also invited to participate in the Student 
Mental Health and Wellness Collaborative and provided input specifically 
related to school-based services and how the schools could effectively 
engage more parents/caregivers and families. 

 
3. Explain how the county ensured that the Community Program Planning 

Process included the following required stakeholders and training: 
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a. Participation of stakeholders as defined in Title 9, California Code of 
Regulations (CCR), Chapter 14, Article 2, Section 3200.270, including, but 
not limited to:  

 
i) Individuals with serious mental illness and/or serious emotional 

disturbance and/or their families 
 
Consumers and family member involvement is a core value in the 
implementation and oversight of Sacramento County’s Mental Health 
Plan.  Consumers and family members comprise 50% of the MHSA 
Steering committee and also participate in Task Forces and Ad Hoc 
Committees. They participated in all PEI community engagement and 
planning activities and will also participate in implementation. 
 
PEI was part of the Consumer Speaks Conference held October 27, 
2008.  After a PEI overview/training, a dialogue was facilitated with the 
audience to provide feedback on Key Community Mental Health Needs 
and Priority Populations. Surveys were distributed at the Consumer 
Self-Help Center and other consumer-focused organizations. 
 
MHSA developed a contract with MHA of Northern California to video-
tape each of the Community Educational Forums.  A crew of consumers 
and family members, trained by the local public access cable network, 
film and produce a program called “Mental Health Matters” that has 
been nationally recognized and airs on public access television.  Four to 
six consumers from the Mental Health Matters film crew videotaped 
seven (7) of the Community Educational Forums.  Several of the forums 
have been aired on public access television and they are available to 
the public at no cost. 
 
Youth consumers were active in planning the For Youth by Youth 
Community Educational Forum.  This forum was designed and 
facilitated by 28 diverse transition aged youth in the community who 
have some level of involvement in the mental health system and/or who 
had a special interest in mental health issues.  

 
ii) Providers of mental health and/or related services such as physical 

health care and/or social services 
 
A Program Manager from Public Health’s Promotion and Education Unit 
attended the PEI Roundtable as part of the Planning Team and 
provided input on the planning process. 
 
The Primary Health Interim Director, Deputy Director of Child Protective 
Services, Division Manager of Alcohol and Drugs Services, Deputy 
Director of Adult Protective Services, and Deputy Director of the 
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Department of Human Assistance are members of the MHSA Steering 
Committee.  In addition, representatives from three (3) community 
agencies that provide services to children, youth, adults and older adults 
are on the Steering Committee. 
 
All of the mental health contract agencies in the County, as well as 
hospitals, primary care clinics, and Public Health were invited to the PEI 
Community Orientation meeting on October 22, 2008. 
    
To address veterans’ issues, Janet Lial, Suicide Prevention Coordinator 
at the Veterans’ Administration Hospital, presented at the Community 
Educational Forum on Suicide Risk and Mike Miracle, Director, 
Veteran’s Center presented on Trauma in the Military at the Community 
Educational Forum entitled The Psycho-social Impact of Trauma. 
 
Alondra Thompson, a licensed therapist in private practice, presented 
on post-partum depression at the Community Education Forum about 
Individuals Experiencing Onset of Serious Psychiatric Illness. 
 
At the Community Educational Forums, the following doctors from the 
UC Davis Health Care system, served as panel members: 
▪ Dr. Tanya Fancher – Suicide in the Elderly Population 
▪ Dr. Cameron Carter – Youth and Early Adulthood Onset of Mental 

Illness 
▪ Dr. Ladson Hinton – Elderly Depression  

 
 

                iii)     Educators and/or representatives of education 
 

The Superintendent of the Sacramento County Office of Education 
(SCOE) is a member of the MHSA Steering Committee.  SCOE and two 
(2) representatives from the Los Rios Community College District 
attended the CiMH PEI Roundtable as part of the Sacramento Team.  
 
Local schools were major participants in the Teen Suicide Task Report 
developed in 2006 and provided input into the Suicide Prevention 
Project Workgroup. 
 
SCOE has a state contract with the California Department of Education 
to develop tools for counties across the state to use to support local PEI 
education efforts.  The SCOE and Division of Mental Health partnership 
summary document was developed by SCOE to be distributed 
statewide as an example of how education and mental health can work 
together collaboratively to better serve children, youth and families in 
our community.  
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As described in Section 1c of this Form, there has been an ongoing 
collaborative between Mental Health, SCOE, local school districts, 
family advocates, youth and many other stakeholders.  This 
collaborative will continue to implement the strategies delineated in the 
Student Mental Health and Wellness Plan. 

 
 iv)       Representatives of law enforcement 
 

Representatives from Probation, Sacramento County Sheriffs 
Department and the Juvenile Court are on the MHSA Steering 
Committee, the highest recommending body for MHSA activities in 
Sacramento County. 
 
One of the Community Educational Forums focused on Youth at Risk of 
Juvenile Justice. The Chief of Probation and the Sacramento City Youth 
Gang and Violence Prevention Coordinator were two of the panelists, in 
addition to several gang prevention specialists, one with the 
Sacramento Police Department and another with the Mayor’s Office of 
Youth Development.  
 
The Probation Department and the Criminal Justice Cabinet also 
submitted System Partner Input Papers as part of the PEI Planning 
Process. The Probation Department sent a representative to participate 
in the Mental Health and SCOE Collaborative meeting in February of 
2009. 
 

v) Other organizations that represent the interests of individuals with 
         serious mental illness and/or serious emotional disturbance and/or their 
         families 
 

At the Community Educational Forum entitled Stigma and 
Discrimination, Delphine Brody, representing the California Network of 
Mental Health Clients, presented the client perspective and Vickie 
Mendoza from the United Advocates for Children, Youth and Families 
presented the youth family perspective.  Marilyn Hillerman, representing 
NAMI, presented the adult family perspective and Laurel Mildred, the 
former Executive Director for the California Network of Mental Health 
Clients and current Principal of Mildred Consulting and Advocacy 
represented an overall perspective on mental illness, prevention, stigma 
and discrimination. 
 
Jesus Sanchez from Youth in Focus, spoke on the stigma associated 
with being lesbian, bisexual, gay, transgender or questioning. Kenn 
Logan, a youth advocate with Mental Health America, and Lou 
Williamson, MA, an adult consumer, provided their perspectives as 
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panelists on the Individuals Experiencing the Onset of Serious 
Psychiatric Illnesses Community Education Forum. 
 
MHSA works very collaboratively with consumers and family members 
employed by Mental Health America (MHA) to promote PEI planning 
activities.  Staff members from MHA have been involved in community 
Educational Forums and serve on the PEI Planning Committee and 
MHSA Steering Committee. 
 
During Phase II, Sacramento County’s Mental Health Director spoke 
with mental health staff, mental health providers, Mental Health America 
of Northern California, and the MHSA Steering Committee requesting 
that they strongly encourage consumers and family members to 
participate in the planning process.  Several consumers, family 
members, and Youth Advocates that have not participated in prior 
MHSA activities attended and participated in the Community Planning 
meetings.   
 

b. Training for county staff and stakeholders participating in the Community 
Program Planning Process. 

 
Experiences from the CSS and WET planning process provided the 
community with a familiarity with the MHSA participatory process.  
  
Mental Health recruited thirty-seven individuals (including staff and 
community stakeholders) to attend the PEI Regional Roundtable meeting on 
July 31 and August 1, 2008, which was sponsored by the California Institute 
of Mental Health (CiMH), the Mental Health Services Oversight and 
Accountability Commission and the State Department of Mental Health.  
During a breakout session, Sacramento’s MHSA team utilized the time to 
explain our local planning process and gather input about how it could be 
strengthened.  After the Roundtable, a follow-up meeting was held to further 
define planning and receive feedback from stakeholders and partners.  
  
MHSA sponsored representatives from Education, Probation, Alcohol and 
Drug Services, Child Protective Services, Family Advocates and Youth 
Advocates to attend the 2009 California Mental Health Advocates for Children 
and Youth Conference (CMHACY) which focused on Prevention and Early 
Intervention.  Those who attended were able to bring back information to help 
inform our PEI Planning Process. 
 
The Community Orientation Meeting and each of the eight Community 
Educational Forums included an overview of PEI and opportunities for 
community members to get involved in the planning process.  The PEI 
planning process was also presented to the PEI Cultural Competence 
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Advisory Committee and they were encouraged to outreach to their 
respective communities to recruit individuals to participate. 
 
At the MHSA Steering Committee, training on the PEI component was 
provided to members.  Additionally, the PEI Planning Process was reviewed 
and discussed with the Steering Committee and the Division’s Management 
Team.  At each MHSA event, laminated posters listing the MHSA five (5) 
essential elements are posted and we continually train to these elements. 
 
For the Suicide Prevention Project Workgroup, the first overview meeting 
provided an orientation to PEI and at each subsequent workgroup meeting, 
PEI principles and values and the five essential elements were part of each 
discussion. 
 
During Phase II PEI Planning, the community received an overview of the PEI 
Component and the planning process up to that point.  Data collection and 
results were discussed and explanations were provided about how 
Sacramento’s KCMHN and Priority Populations were selected.  

 
4. Provide a summary of the effectiveness of the process by addressing the 

following aspects: 
 
a. The lessons learned from the CSS process and how these were applied in 

the PEI process. 
 

During the CSS process, there was a sense that the County engaged in, but 
did not sustain, meaningful relationships with diverse communities.  Specific 
feedback was that Mental Health solicited their input only to meet Mental 
Health’s needs but a lot of the feedback was disregarded.  Because of this 
feedback, strong efforts were made, and continue to be made, to outreach 
and engage with our unserved and underserved communities with an 
emphasis on building and maintaining relationships. Careful thought went into 
the PEI CCAC meeting held on Oct 7, 2008, to make sure feelings of 
inclusion and respect were experienced by participants. 
 
We continue to work on improving communication and inclusion.  There is an 
MHSA distribution list of over 1300 and all activities, meetings and issues of 
importance are sent to those on the list.  For certain events and planning 
meetings, personal phone calls were also made to ensure participation and 
clarify information.  Periodic updates are also sent via email. 
 
When planning various community events, we take into account the times and 
locations to meet the needs of community members.  We also make an effort 
to seek specific input from our system partners and stakeholders in order to 
nurture relationships. 
 



California Department of Mental Health Cultural Competence Plan Requirements 

85 

During the CSS process, 143 program proposals were submitted for 
consideration but only five (5) were approved due to the limited amount of 
funding available.  This resulted in a high level of frustration in the community 
and many stakeholders chose not to continue participating.  In moving 
forward with PEI, we have been clearer about the limited resources available 
and made a concerted effort to manage expectations.  During the Phase II 
Community Planning meetings, we emphasized that the planning was not 
about funding specific organizations or programs but tried to keep the focus 
on overall strategies to address community needs regarding the PEI Priority 
Populations.  We also utilized a Consensus Workshop Method to reach 
decisions rather than having individual voting. 
 
In learning from CSS, we strengthened our communication efforts with the 
community.  We made sure that all information generated during Phase II 
Community Planning meetings were posted to our website in a timely 
manner.  We also brought back information from previous meetings so the 
participants could provide input to make sure we captured their feedback 
accurately. 
 

b. Measures of success that outreach efforts produced an inclusive and effective 
community program planning process with participation by individuals who 
are part of the PEI priority populations, including Transition Age Youth. 

 
In addition to sending out flyers, posting events on the MHSA web page and 
sending out e-mail announcements to our distribution list, we engaged our 
other system partners to assist us in promoting PEI events through their 
networks.  Outreach efforts were measured to be successful based on the 
number of individuals that attended our PEI activities.  We asked everyone 
that attended to sign in and were able to identify what kind of demographic 
breakdown we had. Evaluations were completed at each of the Community 
Educational Forums and the input was very favorable.  
 
At the end of the Suicide Prevention Project Workgroup, the committee 
evaluated the planning process.  The feedback was positive and included the 
following: 
 
• Appreciated having data to respond to rather than having to create 

something from scratch; 
• Liked the brief format of having longer meetings for a fixed amount of time; 
• Members felt their opinions were heard; 
• One member from the PEI CCAC appreciated that the feedback from the 

PEI CCAC was actually incorporated into the Suicide Prevention Project – 
good example of follow-through and inclusion. 

 
The initial outreach for the For Youth, By Youth Community Educational 
Forum began in November 2008 and continued up to date of the Forum, 
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March 6, 2009.  Electronic methods were a primary source of outreach – the 
flyer was emailed out to many distribution lists and posted through electronic 
newsletters.  The For Youth, By Youth committee also took responsibility for 
promoting the Forum by taking flyers to their high schools and local 
community based agencies, such as Asian Pacific Community Counseling, La 
Familia and Hmong Women’s Heritage Association. 
 
The For Youth, By Youth planning committee completed a survey on the 
planning process.  The committee members were surveyed to assess how 
they felt about the experience of leadership and planning and it was very 
favorable.  
 
Evaluation surveys were collected at each of the Phase II Community 
Planning Committee Meetings and during the last Community Meeting verbal 
input about the participation process was solicited. Overall, the feedback was 
favorable. Some examples include: 
 
Question:  What did you like about the PEI Planning Process? 
• Well organized, a lot of work went into process behind the scenes 
• Like having longer meetings rather than more meetings 
• The continuation of the information (from Phase I) 
• Gave the chance for individual voices to be heard/opportunity for everyone 

to be heard 
• Clear effort to get a broad group of stakeholders 
• Consensus building process 
• Electronic data, instant results 
• Inclusive – including non-English speaking 
• Ability for equal participation by all 
• User-friendly handouts 
• Well-facilitated by staff 
• Respect for diversity 

 
Question:  How could we have improved the PEI Planning Process? 
• Make sure stakeholders get to the meeting or have other focus groups in 

the LGBTQ community and other stakeholder communities (elders, 
consumers, different languages, specific age groups, etc.)  

• Allow opportunity to give/provide input on the plan if you missed a specific 
meeting or were late to a meeting  

• Outreach to schools and churches to get participants  
• Present existing prevention and early intervention resources at the 

beginning of the process  
• Outreach more to consumers, family members, seniors, TAY, cultural 

groups and professional organizations  
• Offer play care  
• Provide MHSA phone number and names on handouts  
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• Have multiple meetings at different times  
• Provide information on website and inform people that the information is 

posted.  
• Have important outcomes translated  
 
Outreach during the PEI Planning Process, particularly during Phase II, led to 
the involvement of individuals and stakeholders that had not participated in 
prior MHSA planning activities.  There were many consumers, family 
members and youth, including those from diverse communities, that 
participated in the Community Planning Meetings who stated they had not 
previously been involved.  Service providers assisted significantly in 
spreading the word about how to participate, as did the PEI CCAC, MHSA 
Steering Committee members, and Mental Health staff members.   
 
The feedback received from the community to strengthen and ensure 
inclusion will be considered in future planning processes. 

 
5. Provide the following information about the required county public hearing:  
 

a. The date of the public hearing: 
 
January 28, 2010 
6:00 p.m. – 9:00 p.m. 
DHHS-DBHS Administrative Services Center 
7001-A East Parkway 
Conference Room 1 
Sacramento, CA 95823 
 

 
b. A description of how the PEI Component of the Three-Year Program and 

Expenditure Plan was circulated to representatives of stakeholder 
interests and any other interested parties who requested it. 
 
The Division of Mental Health posted the Plan Amendment to the PEI 
Component Three-Year Program and Expenditure Plan from December 28, 
2009 to January 28, 2010.  

 
An announcement was placed in the Sacramento Bee newspaper indicating 
the link to the posting and the date of the Public Hearing.  An e-mail indicating 
the link to the posting and date of the Public Hearing was sent to all of our 
Child and Adult contract providers, our local libraries, and over 1300 
individuals on our MHSA e-mail distribution list.  The Executive Summary was 
translated into Sacramento County’s five (5) threshold languages and also 
posted for review.  Mental Health staff worked with agencies that serve 
various cultural and ethnic groups in circulating the translated versions and 
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obtaining feedback from the communities they serve.  Efforts were also made 
to advertise the posting using ethnic media including the following: 
 
• Crossings TV (KBTV): targets Hmong, Vietnamese and Cantonese 

speaking community members via television and on Crossings’ website 
• KFSG 1690 Radio: radio announcements regarding PEI in Russian 
• El Hispano: a free weekly newspaper ran Spanish versions of the public 

notice 
 
The MHSA Program Manager presented this proposed Plan Amendment to 
the following stakeholder groups: 
 
• Mental Health Board, January 6, 2010 
• MHSA Steering Committee, January 21, 2010 
• PEI Cultural Competency Advisory Committee, January 26, 2010 
•  Public Hearing, January 28, 2010 

 
c. A summary and analysis of any substantive recommendations for 

revisions. 
 

Throughout the 30-day posting period, including the Public Hearing, 
community members and stakeholders provided both written and verbal 
feedback on the proposed Plan Amendment.  There were many comments 
received that spoke to the overall Plan Amendment or to the Planning 
Process, while some comments were about specific projects and programs. 
Comments were submitted by community members and stakeholders, the 
MHSA Steering Committee, the PEI CCAC, and Education. 

 
 
Summary of the PEI Planning Process 
 
The above referenced document (highlighted in blue) illustrates the intensive community 
planning process Sacramento County embarked on to obtain feedback on the specific 
priority populations to serve in our PEI programs.   
 
Many different techniques were used to collect comprehensive data and community 
feedback. The following is a summary of the specific techniques that were used: 
 
Community Survey 
 
A community survey was distributed using electronic format (Survey Monkey) as well as 
distributed in hard copy to community based agencies, system partner agencies, 
culturally specific agencies and other community based forums. The survey was 
translated into Sacramento County’s five (5) threshold languages: Spanish, Cantonese, 
Russian, Vietnamese and Hmong (See Appendix 09 for the community survey.)  
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Community members were asked to rank, in order of importance, the five KCMHN and 
six Priority Populations defined by DMH.  Surveys were made available on-line and 
distributed in hard copy to community-based organizations and at various community 
events. Translated copies were given to members of the PEI Cultural Competency 
Adivisory Committee to distribute to the cultural and ethnic communities they serve. A 
total of 1,795 surveys were returned, with over 1,500 individuals prioritizing either 
KCMHN and/or Priority Populations.   Respondents represented an extremely diverse 
group in terms of age, ethnicity, sexual orientation, preferred language, and stakeholder 
group.  
 
System Partner Input Paper 

 
A System Partner Input Paper was designed to elicit input from system partners 
regarding the Key Community Mental Health Needs (KCMHN) and Priority Populations 
they see as most relevant to the populations they serve and what programs they 
currently have in place to address mental health concerns.  Sixteen partner 
organizations representing the following 10 service sectors and/or organizations 
submitted papers: School Districts (4); Criminal Justice (3); Alcohol and Drug Services 
(1); Public Health (1); Woman Escaping A Violent Environment (WEAVE (1); Child 
Protective Services (2); Department of Human Assistance (1); Sacramento Employment 
and Training Agency (1); First 5 (1); and Area 4 Agency on Aging (1).  In contrast to the 
information gathering strategy used by the previous groups, responders to the SPIP 
were asked to indicate (i) “the KCMHN reflected in the population you serve” and (ii) 
“the Priority Population that would most benefit from PEI supports and strategies.”  
Respondents then indicated all that applied rather than ranking in order of priority.  
Substantial qualitative information was also gathered in the SPIP.  
 
 
 
 
Community Forums 
 
From November of 2008 to March of 2009, numerous community members partnered 
with mental health staff to provide eight (8) Community Educational Forums to inform 
stakeholders about the PEI KCMHN and Priority Populations.  The goal of each forum 
was to educate the community about the forum topic and engage in a dialog regarding 
their perspective of services needed and “natural settings” in which those services could 
be provided.   
 
Approximately 473 individuals attended these forums and they represented an 
extremely diverse group in terms of age, ethnicity and stakeholder group.  Substantial 
qualitative information was gathered during the forums.  The Community Educational 
Forums were as follows: 

 
1.  Suicide Risk 
2.  Underserved Cultural Populations 
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3.  Individuals Experiencing Onset of Serious Psychiatric Illness  
4.  Children and Youth in Stressed Families 
5.  Psycho-Social Impact of Trauma 
6.  Children and Youth at Risk of Juvenile Justice Involvement 
7.  Stigma and Discrimination 
8.  For Youth, By Youth 

 
The data were analyzed from all three above referenced methods to determine the 
priority populations Sacramento County would serve.  The rationale for the 
comprehensive planning process was based on lessons learned and community 
feedback from prior planning activities. It was decided to look at different avenues in 
order to touch the most people in the community, including those that are historically 
underserved or inappropriately served. 
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CRITERION 3 
COUNTY MENTAL HEALTH SYSTEM 

STRATEGIES AND EFFORTS FOR REDUCING RACIAL, ETHNIC, CULTURAL, AND 
LINGUISTIC MENTAL HEALTH DISPARITIES 

 
Rationale: “Striking disparities in mental health care are found for racial and ethnic 
populations. Racial and ethnic populations have less access to and availability of mental 
health services, these communities are less likely to receive needed mental health 
services, and when they get treatment they often receive poorer quality of mental health 
care. Although they have similar mental health needs as other populations they 
continue to experience significant disparities, if these disparities go unchecked they will 
continue to grow and their needs continue to be unmet...” (U.S. Department of Health 
and Human Services, Surgeon General Report, 2001). 
 
Note: As counties continue to use this CCPR as a logic model, counties will use their 
analyses from Criterion 2, to respond to the following: 
 

I. Identified unserved/underserved target populations (with disparities):  
 
The county shall include the following in the CCPR:  
• Medi-Cal population  
• Community Services Support (CSS) population: Full Service Partnership 

population  
• Workforce, Education, and Training (WET) population: Targets to grow a 

multicultural workforce  
• Prevention and Early Intervention (PEI) priority populations: These 

populations are county identified from the six PEI priority populations  
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A. List identified target populations, with disparities, within each of the above 
selected populations (Medi-Cal, CSS, WET, and PEI priority populations).  

Chart of Identified Target Populations with Disparities 
 

 
 

 
A

si
an

/P
ac

ifi
c 

Is
la

nd
er

 

H
is

pa
ni

c/
La

tin
os

 

N
at

iv
e 

A
m

er
ic

an
 

M
ul

ti-
ra

ci
al

 

Le
sb

ia
n,

 G
ay

, B
i-s

ex
ua

l, 
Tr

an
sg

en
de

r, 
Q

ue
st

io
ni

ng
  

(L
G

B
TQ

) 

N
on

-E
ng

lis
h 

sp
ea

ki
ng

 

0-
5 

ye
ar

s o
ld

 

Tr
an

si
tio

n 
A

ge
 Y

ou
th

 (T
A

Y
) 

O
ld

er
 A

du
lts

 

Li
ce

ns
ed

 d
ire

ct
 se

rv
ic

e 
st

af
f 

LC
SW

, M
FT

s 

Ps
yc

hi
at

ris
ts

 

La
ng

ua
ge

 d
iv

er
si

ty
 

C
ar

ee
r p

at
hw

ay
s f

or
 d

iv
er

se
 st

af
f 

C
ar

ee
r p

at
hw

ay
s f

or
 c

on
su

m
er

s a
nd

 fa
m

ily
 m

em
be

rs
 

C
ar

ee
r p

at
hw

ay
s t

ha
t l

ea
d 

bi
lin

gu
al

 st
af

f t
o 

hi
gh

er
 d

ire
ct

 
se

rv
ic

e 
ca

re
er

s, 
an

d 
su

pe
rv

is
or

y 
po

si
tio

ns
  

Identified 
disparities 

for the 
Medi-Cal 
population 

X X     X  X        

Identified 
disparities 

for the CSS 
population 

X X X X    X X        

Identified 
WET 

disparities 

         X X X X X X X 

Identified 
disparities 
for the PEI 

Priority 
Populations 

X X X X X X  X X        



California Department of Mental Health Cultural Competence Plan Requirements 

93 

1. From the above identified PEI priority population(s) with disparities, describe the 
process and rationale the county used to identify and target the population(s) 
(with disparities). 

 
 
Criterion 2 V B on pages 64-88 of this CCP fully outlines the process and rationale used 
to identify and target the populations with disparities.  In summary, Sacramento County 
conducted an extensive planning process that included the following: 
 

• Formation and active involvement of the PEI Cultural Competence Advisory 
Committee (CCAC) that provided on-going input from a cultural, racial, linguistic 
and ethnic perspective on the planning process and program development. 

• PEI Community Orientation Meeting that provided an overview of the MHSA PEI 
Component, the planning process and provided information on how the 
community could get involved. 

• System Input Paper where seventeen (17) system partners articulated the Key 
Community Mental Health Needs and Priority Population most critical to the 
population they serve.   

• Community Survey which was translated into the five (5) threshold languages 
provided input from 1700 individuals regarding the Key Community Needs and 
Priority Populations.  Community-based providers and partners were 
instrumental in the distribution of the survey in ethnic and cultural communities.    

• Community Educational Forums, Fall 2008-Spring 2009 that focused on eight (8) 
topics including 1) Suicide Risk 2) Underserved Cultural Populations 3) 
Individuals Experiencing Onset of Serious Psychiatric Illness 4) Children and 
Youth in Stressed Families, 5) Psycho-social Impact of Trauma 6) Children and 
Youth at Risk of Juvenile Justice Involvement 7) Stigma and Discrimination  8) 
For Youth by Youth.  The Community Educational Forums were designed to 
educate the community on PEI and the Key Community Needs and Priority 
Populations and to engage the community in a dialogue about specific needs 
related to each topic and natural settings in which PEI services and activities 
could be provided.  To ensure that cultural and linguistic competence issues 
were embedded in all of the forums, regardless of topic, cultural perspectives 
including acculturation issues in the refugee and immigrant communities, Native 
Americans and historical trauma, LGBTQ, depression in elderly communities, 
foster youth from ethnic and cultural backgrounds, and  multicultural consumer 
and family member issues  were included.  One forum, Underserved Cultural 
Populations:  Disparities in Accessing Services   focused solely on cultural, racial 
and ethnic communities including the four historic communities and more recent 
immigrant and refugee groups. 

• Student Mental Heath and Wellness Collaborative   including parents and 
students from diverse backgrounds, Sacramento County Office of Education 
(SCOE), DBHS, all thirteen local school districts, California Department of 
Education, Sacramento County Probation, Sacramento County Division of 
Alcohol and Drug Services, and Sacramento First 5 came together to explore 
how schools could play a role in implementing PEI services for students age 0-
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18.  The Collaborative developed a strategic comprehensive plan entitled, The 
Student Mental Health and Wellness Plan:  A Framework for Change.   

 
Data was collected from all of these planning activities as well as the CSS penetration 
data to identify the targeted populations with disparities in the above chart.    

II. Identified disparities (within the target populations)  
 
The county shall include the following in the CCPR:  
 
A. List disparities from the above identified populations with disparities (within 

Medi-Cal, CSS, WET, and PEI’s priority/targeted populations).  
 

The following information details the disparities found in each of the identified 
populations. 
 
Medi-Cal Population 
 
Race/Ethnicity – The penetration rates for Asian/Pacific Islander and Hispanic/Latino 
populations are low compared to the other races/ethnicities. 
 
Age – Penetration rates for the age groups indicate Sacramento County is underserving 
children under the age of 5 and older adults over the age of 60. 
 
Gender - The penetration rates for females were slightly lower than that of males. The 
female penetration rate was 6%, whereas male was 6.9%. Sacramento County 
penetration rates for both males and females are higher than statewide rates, which 
indicates that the county is serving both females and males at a higher rate than the 
California overall. 

 
Language Spoken  - Based on Sacramento County data, clients that are receiving 
services are mostly English speaking. Unfortunately, due to a lack of available Medi-Cal 
data for language, we are unable to compare the actual Medi-Cal population to clients 
served. 

 
Community Services and Supports 

 
Race/Ethnicity –The CSS plan data suggests that Hispanics/Latinos, Asians, Native 
Americans, Pacific Islanders and those that are Multi-Racial are underrepresented and 
underserved in our mental health system.  The data suggests that a greater percentage 
of African Americans are utilizing mental health services and represent a higher 
percentage of the fully served in our system. However, low retention rates may be 
partially attributed to dissatisfaction with services leading to a cycle of repeated early 
termination and disrupted engagement of services.  See retention rate chart in Criterion 
2 IIA pages 33-35. 
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Age – Data gathered in the CSS plan indicate that both TAY and Older Adults 
demonstrate the highest unmet need in Sacramento County.  If we compare those that 
we consider fully served with those that are underserved/inappropriately served in our 
system, we see that only 3-5% of the TAY, Adult and Older Adult populations are fully 
served compared to nearly 11% of the children we serve. 
 
Gender - CSS data suggest that regardless of age group, the unserved population is 
more likely to consist of males than females. 
 
Language Spoken  - Across the board, non-English speaking persons are less likely to 
be fully served on our mental health system than their English speaking counterparts. 

 
Prevention and Early Intervention  
 
Race/Ethnicity – Similar to the CSS, during the PEI community planning process it was 
found that Hispanics/Latinos, Asians, Native Americans, Pacific Islanders and those that 
are Multi-Racial are underrepresented and underserved in our mental health system. 
The LGBTQI community also emerged as a highly underserved group during the PEI 
planning process.  

 
Age – Similar to the CSS, during the PEI community planning process it was found that 
both TAY and Older Adults demonstrate the highest unmet need in Sacramento County.   

 
Gender – Although data indicates that males are underserved in the mental health 
system, gender was not prioritized in the PEI planning process. 
 
Language Spoken  - Across the board, non-English speaking persons are less likely to 
be fully served on our mental health system than their English speaking counterparts. 
 
Workforce, Education and Training (WET) 
 
The WET planning process focused on assessing Sacramento County’s current 
workforce and determining where the needs were in order to serve the community more 
appropriately. Below is an excerpt describing the findings from the Workforce Needs 
Assessment that was completed in Fall 2007. 
  
 
Shortages by occupational category: 

 Need for additional licensed direct service staff 
 Need for LCSW and MFT staff, rather than relying on waivered staff 
 Need for psychiatrists 

 
Comparability of workforce, by race/ethnicity, to target population receiving 
public mental health services: 

 Need for additional staff representing the racial/ethnic diversity of our client 
population 
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 Need to develop career pathways that lead diverse staff into higher direct care 
and supervisory positions  

 
 
 
Positions designated for individuals with consumer and/or family member 
experience: 

 Need career pathways that allow consumers and family members to pursue a 
variety of undergraduate and graduate educational opportunities so that they can 
be educated to a level necessary to provide direct services, especially in licensed 
positions. 

 
Language proficiency: 

 Need for additional staff representing the language diversity of our client 
population 

Need to develop career pathways that lead bilingual staff into higher direct care and 
supervisory positions 
 
 
Race/Ethnicity – During the WET planning process it was determined that the Latino 
population demonstrated the greatest disparity in terms of workforce race/ethnicity and 
client population race/ethnicity, with 16.4% of clients reporting Latino ethnicity and 
11.1% of direct service staff.  Race/ethnicity, however, is not evenly distributed across 
all types of direct service staff or staff in general.  
 
Age – Age disparities were not analyzed in the WET Workforce Needs Assessment. 
 
Gender - Gender disparities were not analyzed in the WET Workforce Needs 
Assessment. 
 
Language - During the WET planning process it was determined that the County is 
insufficiently staffed to provide direct services in the non-English threshold languages, 
with the majority of need being for Spanish.   
 
The findings indicated that language proficiency is not evenly distributed across all 
types of direct service staff or staff in general.  It was found that the diversity of 
proficiency increases as one moves from licensed staff, to unlicensed direct service 
staff to administrative support staff.  For the mental health system to adequately 
represent the population it serves, we need to hire additional staff representing our 
client population, and to develop career pathways that lead them into higher direct care 
and supervisory positions. 
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III. Identified strategies/objectives/actions/timelines 
 
The county shall include the following in the CCPR: 
 
A. List the strategies identified in CSS, WET, and PEI plans, for reducing the 

disparities identified. 
 
The CSS, WET and PEI components went through extensive planning processes to 
determine the unserved and underserved communities that would be targeted for 
services. WET addressed staffing needs in the mental health system that would 
address the unserved, underserved and inappropriately served. Based on the analysis 
of the data regarding unserved and underserved communities, a few groups were 
identified in CSS and PEI. The groups specified in both planning processes included 
Asian/Pacific Islanders (API), Latinos, Native American, LGBTQ, transition aged youth 
(TAY) and older adults. This section identifies the programs and/or actions/strategies 
that were selected as a result of the community-wide planning processes. 
 
Community Services and Supports 
 
The specific objectives of the CSS plan were to identify disparities within the unserved 
and underserved populations and address those disparities with programs. 
Development of these programs are the strategies that are being utilized to address 
disparities. The API community, TAY and older adults were identified throughout the 
planning process as unserved or underserved. Based on community feedback, specific 
programs were implemented to address these populations.  
 
All CSS programs (FSP’s and General System Development) are all fully implemented 
and operational. 
 
The following is a list of programs/strategies that were selected, based on community-
wide feedback, to address the disparities listed in the previous section. 
 
Full Service Partnership Programs: 
 

• Pathways – Based on the old AB2034 model, the target population includes 
homeless adults, older adults, TAY and children and families from a variety of 
backgrounds including Latinos and Eastern Europeans. 

• Sierra Elder Wellness Program – Target population includes Latinos, Native 
Americans, African Americans, LGBTQ and the disabled  including the Deaf. 

• Transcultural Wellness Center (TWC) – Target population includes Chinese, 
Filipino, Japanese, Korean, Hmong, Vietnamese, Mien, Laotian, Cambodian, 
Tongan, Samoan, Hawaiian and Fijian. TWC has also seen an increase in the 
number of Eastern Europeans being served. 

• New Directions – Target population includes homeless adults and older adults 
from a variety of backgrounds including Latinos and Eastern Europeans. 
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• Youth Juvenile Justice Diversion Treatment Program (YJJDTP) – Target 
population includes at-risk children, youth and TAY of any ethnicity and/or 
cultural background. 

 
General System Development Programs: 
 

• TCORE – Target population includes Latinos, Native Americans, African 
Americans LGBTQ and disabled including the Deaf. 

• Guest House – Target population includes homeless adults and older adults of 
any ethnicity and/or cultural background. 

• Wellness and Recovery Centers – Target population includes adults and older 
adults of any ethnicity and/or cultural background, specifically Native Americans 
and Latinos. 

• Adult Psychiatric Services and Supports Clinic (APSS) – Target population 
includes adults and older adults of any ethnicity and/or cultural background. 

• Aftercare Clinic - Target population includes adults and older adults of any 
ethnicity and/or cultural background discharging from an inpatient setting. 

• Peer Partners – Target population includes adults and older adults of any 
ethnicity and/or cultural background that are receiving mental health services in 
one of the two APSS clinics. 

• Consumer and Family Member Voice - Target population includes adults and 
older adults of any ethnicity and/or cultural background. 
 

Prevention and Early Intervention 
 

The objective of the PEI plan is to address the unserved and underserved community 
that have not experienced mental health challenges and have not been in the mental 
health system.  
 
The PEI community-wide planning process addressed many of the same issues as the 
CSS process. The unserved and underserved communities were very similar with the 
exception of one. During the PEI process the LGBTQI community emerged as a highly 
underserved population that needed to be addressed, particularly in the areas of suicide 
and bullying prevention.  Particular priority populations were also identified and selected 
based on community-wide feedback. The following is a list of priority populations. 
 

• Children and Youth in Stressed Families 
• Trauma-Exposed (all ages) 
• Onset of Serious Psychiatric Illness 

 
Through the planning process several projects were selected. Within the project, 
several programs were selected that addressed the priority populations as well as the 
key community mental health needs. Due to State guidelines, 51% of PEI funding is 
required to services children, youth and TAY ages 0-25. So, many of the programs 
address that particular age group. The following a list of programs that were selected 
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based on the community-wide planning process. The information is categorized based 
on where the programs are in the implementation process. 
 
Project 1: Suicide Prevention 
 
Implemented 

• Suicide Prevention Crisis Line – Target population includes the general 
population, including individuals from all ethnic groups and/or cultural 
backgrounds, in need of crisis services. 

• Post-vention Services – Target population includes individuals and/or family 
members dealing with grief from a loss or suicide attempt. 

Proposed Implementation Date – Summer 2011 
• Consumer Operated Warm Line – Target population includes all consumers of 

mental health services of any ethnicity and/or cultural background. 
Currently in the RFP Process 

• Supporting Community Connections – Target population includes unserved 
and underserved communities identified in the planning process. 

Still in Planning Stages 
• Community/System Partner Training – Target population includes the general 

community and system partners. 
• Community Support Team – Target population includes the general population 

in need of support services. 
 
Project 2: Strengthening Families 
 
Implemented 

• Quality Childcare Collaborative – Target population includes children 0-5 and 
families of any ethnicity and/or cultural background in a childcare setting. 

• Hearts for Kids – Target population includes children 0-5 of any ethnicity and/or 
cultural background residing in a foster care setting. 

Still in Planning Stages 
• School Based Social Skills, Violence Prevention (inc. Bullying Prevention) 

and Family Conflict Management – Target population includes children, youth, 
TAY and families of any ethnicity and/or cultural group, including, but not limited 
to LGBTQI, in school and community settings. 

• Independent Living Skills for Teens and TAY – Target population includes 
teens and TAY of any ethnicity and/or cultural background. 
 

Project 3: Integrated Health and Wellness 
 
Implemented 

• Senior Navigator – Target population includes older adults 60+ of any ethnicity 
and/or cultural background with an emphasis on targeting those at risk of 
isolation and depression. 
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Currently in RFP Process 
• Assessment and Treatment of Onset of Psychosis – Target population 

includes youth and TAY ages 12-25 of any ethnicity and/or cultural background 
at risk of developing a psychotic disorder. 

Still in Planning Stages 
• Screening and Assessment – Target population includes children, youth, adults 

and older adults of any ethnicity and/or cultural background, with special 
emphasis on unserved and underserved communities, receiving health services 
from a primary care clinic.  

• Peer Support and Treatment – Target population includes children, youth, 
adults and older adults of any ethnicity and/or cultural background, with special 
emphasis on LGBTQI, veterans, refugees and victims of crime that have 
experienced trauma. Referrals come directly from the Screening and 
Assessment program at the primary care clinics.  
 

Project 4: Mental Health Promotion Campaign 
 
Still in Planning Stages 

• Multi-media Campaign – Target population includes the general community and 
system partners with the purpose to educate and reduce stigma to those with 
mental health challenges. 

• Speakers Bureau – Target population includes the general community to 
provide information and dispel misconceptions and myths regarding mental 
illness.  Speakers will include, but not be limited to consumers, family members, 
community leaders, and TAY.  All speakers will be reflective of Sacramento 
County’s diverse communities. 

• Community Education – Target population includes the general community. 
 Culturally and linguistically appropriate education and outreach will be provided 
in multiple geographic venues including, but not limited to community centers, 
faith-based settings, and schools.  The goal is to educate, inform and increase 
understanding about mental health issues. 

• Outreach and Engagement – Target population includes unserved and 
underserved racial, cultural and ethnic communities in Sacramento County, 
especially communities speaking a threshold language, African American, and 
Native American communities.  The goal is to educate and increase access to 
mental health services for members of these communities by providing targeted 
and tailored outreach that is culturally and linguistically competent.   

 
Workforce, Education and Training 
 
The objective of the WET plan is to decrease disparities within the public mental health 
workforce, in turn, helping to decrease disparities with the population that the county 
serves. It is the intent of the WET workplan to help identify needs in order to educate 
and/or employ diverse staff as well as educate the community the area of mental health 
in order to reduce stigma. 
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The WET assessment entailed collecting information on all staff providing mental health 
services in the community. It was used to identify the diversity of the staff as well as 
positions that are considered “hard to fill”. The assessment was used as a starting place 
for the community planning process. Specific activities were selected based on the data 
and community-wide feedback. The activities are listed below. 
 
Implemented 

• System Training Continuum 
Still in Planning Stages 

• The Office of Consumer and Family Member Empowerment – Target 
population includes consumers and family members of any ethnicity and/or 
cultural background interested. 

• High School Training – Target population includes youth and TAY of any 
ethnicity and/or cultural background in a high school setting. 

• Psychiatric Residents and Fellowships – Target population includes 
psychiatric residents from diverse communities interested in training and working 
in the public mental health system. 

• Stipends for People Who Pursue Consumer Leadership Opportunities – 
Target population includes consumers of any ethnicity and/or cultural 
background. 

• Stipends for Individuals, Especially Consumers and Family Members, for 
Education Programs to Enter the Mental Health Field – Target population 
includes consumers and family members of any ethnicity and/or cultural 
background interested in pursuing education and/or employment in the mental 
health field. 

 
The CSS, WET and PEI programs and activities address many of the unserved and 
underserved communities. While CSS has FSP programs that address many of the 
unserved and underserved populations, the penetration rate is still relatively low. This is 
due to the size of Sacramento County’s mental health system and the FSP’s having 
limited availability to address all of the needs. Prevention and Early Intervention 
programs, once implemented, will have an impact on unserved and underserved 
communities in that the programs will serve a greater number of people.  The WET plan 
will address the unserved and underserved by encouraging and/or providing incentives 
for people from diverse communities to get educated and or employed in the public 
mental health system.  
 
B. List the strategies identified for each targeted area as noted in Criterion 2 in 

the following sections: 
 
II. Medi-Cal population 
III. 200% of poverty population 
  
The following is a response to B II and III: 
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The targeted areas for the Medi-Cal and 200% of Poverty populations and the 
strategies that apply to the following targeted populations with disparities: Asian 
Pacific Islander (API), Hispanic/Latinos, Native American, Multi-racial, Non English 
speaking/Threshold Languages, 0-5 years old, Transitional Age youth (TAY) and 
older adults.  These goals/strategies apply system-wide for all programs funded by 
the Division of Behavioral Health Services.   
 
 

1. Increase the penetration rate for unserved/under served groups by 1.5% 
annually by ethnicity, language and age.   

 
2. Increase the percentage of direct service staff by 5% annually to reflect 

the racial and ethnic makeup of the communities speaking threshold 
languages until the proportion of direct service staff equals the proportion 
of Medi-Cal beneficiaries and 200% of poverty. 

 
3. Increase the retention rate in unserved populations 

 
• Retention rate in all ethnic groups will be at least 53% over a two year 

period 
• Retention rate by primary language for adult consumers will be 

retained by at least 50% over a year period 
• Retention rates by primary language for all children and youth will be 

retained by at least 77% over a two year period. 
 

4. Determine whether client outcomes are equivalent regardless of ethnic 
group, culture, age or primary language.  

 
5. Ensure mental health system progress in the delivery of culturally 

competent services through the biennial completion and analysis of a 
system-wide Cultural Competence Agency Self Assessment.    

 
Additional strategies are individuals from the following specific groups who are Medi-
Cal beneficiaries or represent the 200% of poverty population and meet eligibility 
requirements are eligible for inclusion in the following CSS programs:   
 

• Pathways:  older adults, TAY, children and adults with Latino and Eastern 
European backgrounds  

• Sierra Elder Wellness Program:  Latinos, Native Americans, African 
American, LGBTQ and the disabled including the Deaf 

• Transcultural Wellness Center (TWC):  Chinese, Filipino, Japanese, Korean, 
Hmong, Vietnamese, Mien, Laotian, Cambodian, Tongan, Samoan, Hawaiian 
and Fijian 

• New Directions:  Older adults, Latinos and Eastern European 
• Youth Juvenile Diversion Treatment Program (YJJDTP):  at-risk children and 

youth and TAY from diverse backgrounds 
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• TCORE:  Latinos, Native American, African Americans, LGBTQ and disabled 
including the Deaf 

• Guest House:  Homeless adults including older adults from diverse 
backgrounds 

• Wellness and Recovery Center:  Adults including older adults from diverse 
backgrounds specifically Native Americans and Latinos 

• Adult Psychiatric Services and Supports (APPS):  Adults including older 
adults from diverse communities 

• Aftercare Clinic:  Adults including older adults from diverse communities 
• Peer Partners:  adults and older adults from diverse communities 
• Consumer and Family Member Voice:  Adults and older adults from diverse 

backgrounds. 
 
Additionally, individuals in the targeted communities can access the PEI projects.   
 
IV. MHSA/CSS population 
 
Several programs have been implemented to meet the needs of the unserved and 
underserved populations identified in the CSS planning process. Below is a list of 
the programs that specifically target the unserved and underserved populations 
identified. 
 

• Transcultural Wellness Center – FSP serving the Asian and Pacific Islander 
population, although the program is serving other underserved populations 
including, but not limited to, Eastern Europeans. 

• Sierra Elder Wellness Center – FSP serving the older adult population. 
• Pathways – FSP serving the homeless population. 
• Juvenile Justice Diversion and Treatment Program – FSP serving Transition 

Age Youth. 
 
 
V. PEI priority population(s) selected by the county, from the six PEI priority 

populations 
 
Several programs were established to address the needs of the six PEI priority 
populations. Many of the programs are still in the planning stages. Below is a list of 
programs that address the priority populations. 
 
• Project: Strengthening Families 

o School Based Social Skills, Violence Prevention and Family Conflict 
Management – Addresses children and youth in stressed families. 

o Hearts for Kids – Addresses children that have been exposed to trauma. 
 

• Project: Integrated Health and Wellness 
o Assessment and Treatment of Onset of Psychosis – Addresses onset of 

serious psychiatric illness. 
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IV. Additional strategies/objectives/actions/timelines and lessons learned 
 
The county shall include the following in the CCPR: 
 
A. List any new strategies not included in Medi-Cal, CSS, WET, and PEI. Note: 

New strategies must be related to the analysis completed in Criterion 2.  
No new strategies identified. 
 

1. Share what has been working well and lessons learned through the 
process of the county’s development of strategies, objectives, actions, and 
timelines that work to reduce disparities in the county’s identified 
populations within the target populations of Medi-Cal, CSS, WET, and PEI. 

 
At this time, all of the CSS programs have been implemented and a number of PEI 
programs are operational.  Our biggest challenge across the board is in the 
development of specific strategies to address disparities.  We were successful in 
developing programs that included the needs of unserved communities with disparities 
and in one case developed an ethnic specific program that focused solely on the API 
community but generally with the exception of TWC, specific strategies were less 
apparent.   
 
There are a number of reasons that this situation developed.  Criterion 1 II D of this 
CCP outlined some of the lessons learned in engaging diverse communities in the 
MHSA planning process.  The lessons outlined in that section impacted the 
development of clear strategies, objectives and actions. Criterion 4 II A 5-8 also outlined 
some of the lessons learned during the WET planning process and described some of 
the strategies used during the PEI community planning process in order to ensure 
meaningful community participation and input from racial, cultural and ethnic 
communities. Where communities were actively involved throughout the process, their 
contributions enhanced the development of clear strategies that work in their 
communities.  
 
The nature of the community input process itself also had impact on the development of 
strategies.  Each MHSA component had a separate planning process that built on the 
previous process.  When the process was more flexible and allowed for meaningful 
participation at multiple levels, information that would lead to the development of 
appropriate strategies for diverse communities contributed to clearer strategies.   
 
One of the biggest lessons learned was the time that it takes for a meaningful planning 
process and the time that it takes to implement a program post plan approval.  We have 
documented elsewhere in this CCP the frustration that communities have experienced 
with the extensive contracting process that is required by the County.  It has led to 
situations where it has taken much longer to implement programs than expected.     
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Relationships had been made prior to the CSS process and were again tapped into for 
the WET planning process.  However, communities began voicing that they were 
providing feedback to the Division without seeing anything change as a result of their 
feedback.  During the PEI process, DBHS made a conscious effort to sustain 
relationships with community partners from cultural, racial and ethnic communities.  The 
PEI CCAC which later combined with the Cultural Competence Committee was actively 
involved in helping to inform DBHS on making strategies more sensitive and responsive 
to the unique needs of the diverse communities.  The group met monthly and each 
member took turns hosting the meeting at their agency.  Doing so allowed the group to 
learn about the rich services provided to the community by the host agency.  The 
Division has continued to outreach and make personal phone calls in order to maintain 
these relationships.  During the Innovation planning process, DBHS partnered with eight 
lead cultural specific agencies to hold small community focus groups within the 
communities they serve.  DBHS provided an honorarium to each of the lead agencies 
for hosting the small focus group.  Some agencies partnered with other community 
agencies that served the same communities and new community-based partnerships 
emerged from this process.  Each agency conducted culturally and linguistically 
appropriate outreach and facilitation.   Groups were also conducted in the preferred 
language of the community members.  The Division recognized the success of this 
partnership and will continue to partner with cultural specific community agencies.   
 
The PEI Supporting Community Connections Request for Proposal (RFP) is another 
example of how the Division learned from its first attempt at issuing a RFP for a 
Consumer operated warm line and support services.  In the first release of this RFP, the 
Division received very little response from the cultural, racial and ethnic communities 
whose communities were identified as target populations for the RFP.  MHSA, in 
consultation with the CC/ESM, revised the program design and separated the Warm 
Line from the support services.   In the Supporting Community Connections RFP, the 
target populations/communities were asked to conduct a community needs assessment 
in their first year to further refine the community-defined support services aimed at 
reducing risk for suicide as well as to determine the feasibility of operating a warm line 
for their community.  When the Division allowed for more flexibility and asked 
communities to inform us on what strategies or interventions are culturally and 
linguistically competent for their communities, there was greater response from the 
cultural, racial and ethnic communities.   
 

 
V. Planning and monitoring of identified strategies/objectives/actions/timelines to 

reduce mental health disparities  
(Criterion 3, Section I through IV requires counties to identify strategies, 
objectives, actions, and timelines to reduce disparities. This section asks 
counties to report processes, or plan to put in place, for monitoring progress.) 
 
The county shall include the following in the CCPR: 
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A. List the strategies/objectives/actions/timelines provided in Section III and IV 
above and provide the status of the county’s implementation efforts (i.e. 
timelines, milestones, etc.). 

 
The below referenced programs/objectives/actions demonstrate the efforts Sacramento 
County has made to reach the unserved and underserved populations in the county. 
The following table displays all of the MHSA programs and the status of the 
implementation. 
 

MHSA  Component Program Implementation Status 
Community Services and 
Supports 

Pathways Fully Implemented 

 Sierra Elder Wellness Fully Implemented 
 Transcultural Wellness Fully Implemented 
 Telecare - SOAR Fully Implemented 
 Turning Point - ISA Fully Implemented 
 New Directions Fully Implemented 
General System Development TCORE Fully Implemented 
 Guest House Fully Implemented 
 Wellness and Recovery Centers Fully Implemented 
 APSS Fully Implemented 
 Aftercare Clinic Fully Implemented 
 Peer Partners Fully Implemented 
 Consumer and Family Voice Fully Implemented 
PEI – Suicide Prevention Crisis Line Fully Implemented 
 Post-vention Services Fully Implemented 
 Consumer Operated Warmline Proposed Implementation 

Date – Summer 2011 
 Supporting Community 

Connection 
Currently in RFP Process 

 Community/System Partner 
Training 

Still in Planning Stages 

 Community Support Team Still in Planning Stages 
PEI – Strengthening Families Quality Childcare Collaborative Fully Implemented 
 Hearts for Kids Fully Implemented 
 School Based Social Skills and 

Violence Prevention and Family 
Conflict Management 

Still in Planning Stages 

 Independent Living Skills for 
Teens and TAY 

Still in Planning Stages 

PEI – Integrated Health and 
Wellness 

Senior Navigator Fully Implemented 

 Assessment and Treatment of 
Onset of Psychosis 

Currently in RFP Process 

 Screening and Assessment Still in Planning Stages 
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 Peer Support and Treatment Still in Planning Stages 
PEI – Mental Health 
Promotion Campaign 

Multi-Media Campaign Still in Planning Stages 

 Speakers Bureau Still in Planning Stages 
 Community Education Still in Planning Stages 
 Outreach and Engagement Still in Planning Stages 
WET System Training Continuum Partially Implemented 
 The Office of Consumer and 

Family Member Empowerment 
Still in Planning Stages 

 High School Training Still in Planning Stages 
 Psychiatric Residents and 

Fellowships 
Still in Planning Stages 

 Multidisciplinary Seminar Still in Planning Stages 
 Stipends for Consumer 

Leadership 
Still in Planning Stages 

 Stipends for Individuals, 
Especially Consumers and Family 
Members, for Education to Enter 
the Mental Health Field 

Still in Planning Stages 

 
 
 
B. Discuss the mechanism(s) the county will have or has in place to measure and 

monitor the effect of the identified strategies, objectives, actions, and 
timelines on reducing disparities identified in Section II of Criterion 3. Discuss 
what measures and activities the county uses to monitor the reduction or 
elimination of disparities. 

 
Sacramento County’s Research, Evaluation and Performance Outcomes (REPO) unit 
collects, maintains, analyzes and reports on all MHSA funded programs to ensure the 
outcomes set forth in the workplans are met. This includes reporting on the unserved 
and underserved populations that were to be addressed. The following information 
gives a brief description as to how the different programs under CSS, PEI and WET are 
evaluated and monitored. 
 
Community Services and Supports 
 
Full Service Partnerships (FSPs) 
 
The FSPs are evaluated using the evaluation tools developed by the State. Those tools 
include the Partnership Assessment Form (PAF), Key Event Tracking (KET) and the 
Quarterly Assessment (3M). All of the FSPs are required to complete a PAF on every 
individual that enrolls into the program. This form is used to establish a one year 
baseline for the client. Information collected on this form includes living arrangement 
history, criminal justice history, physical and psychiatric hospitalization history, 
education and employment history, entitlement and income information as well as 
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substance abuse issues. The programs are then required to complete a KET for any 
change the client has during their tenure with the program. The KETs include all of the 
same information as the PAFs. The KETs establish the current information for the client 
in order to analyze changes over time. Finally, the 3M is collected on every individual 
every 3 months to update any changes in entitlements, education, health status, and 
substance use issues.  
 
All of the data, along with data from Sacramento County’s Avatar database, are 
analyzed and reported on a quarterly basis to all of the providers. The report is utilized 
by the providers as a tool to determine where programmatic issues may be and where 
they can make changes if necessary. The report is also used by the County contract 
monitors as a tool to monitor the programs and assist in any issues that may need to be 
resolved. Demographics are reported on a continuous basis to ensure that the 
programs are serving the population they were intended to serve. The quarterly report is 
intended strictly for quality assurance purposes and was designed in collaboration with 
the County contract monitors and provider agencies to assist them in monitoring their 
programs.  
 
An FSP annual report is also completed on an annual basis. This report is based on the 
year prior to the enrollment of a client and compares it to one year(s) after enrollment. 
This report includes demographics, an analysis of the services provided, as well as all 
of the outcomes to determine whether there were decreases in homelessness, 
incarcerations, hospitalizations and emergency room visits. The report also analyzes 
education and employment data to determine whether individuals are making strides in 
those areas.  
 
Beyond the reports, data are continually analyzed for discrepancies and reported back 
to the programs and contract monitors when necessary. 
General System Development (GSD) 
 
Because the State does not require GSD program data to be electronically transmitted 
to them, these programs are monitored, maintained and reported at the County level. 
The reports are similar to the FSP reports in that we report demographics, service 
utilization and hospitalization.  Unfortunately, because the GSD programs do not report 
on specified State forms, some of the outcomes are not available for reporting. Those 
include incarceration and homelessness data.  Reports are done on a quarterly and 
annual basis. Contract monitors are also assigned to all GSD programs to ensure the 
programs are meeting the requirements set out in the workplan. 
 
Prevention and Early Intervention (PEI) 
 
PEI programs are all monitored based on the intended outcomes submitted in the 
workplan.  Because PEI programs are not required to follow the same program 
evaluation design as the FSP’s, many of the programs are evaluated differently. They 
all contain different reporting tools that are specific to the program. However, the 
reporting structure is the same. All programs are, and will be, reported on a quarterly 
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basis for quality assurance and on an annual basis to show outcomes over time. 
Contract monitors are assigned to all PEI programs to ensure the programs are meeting 
the requirements set out in the workplan. 
 
Workforce, Education and Training (WET) 
 
WET is still in the planning stages, which includes setting up evaluation plans for all 
programs. Contract monitors will also be assigned to all programs to ensure the 
programs are meeting the requirements set out in the workplan. 
 
 
Note: Counties shall be ready in 2011 to capture and establish current baseline data to 
be used for ongoing quality improvement and qualitative analysis of the county’s efforts 
to reduce identified disparities. Baseline data information and updates of the county’s 
ongoing progression in the reduction of mental health disparities will be required in 2011 
and in subsequent CCPR Annual Updates. 
 
Additionally, in subsequent CCPR Annual Updates, counties will share what has been 
working well and lessons learned through the process of the county’s planning and 
monitoring of identified strategies, objectives, actions, and timelines to reduce mental 
health disparities. 
 
C. Identify county technical assistance needs. 
 
The County has not identified any areas necessary for technical assistance at the 
present time. Because there is still a great amount of planning occurring, the need for 
technical assistance may be necessary in the future. 
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CRITERION 4 
COUNTY MENTAL HEALTH SYSTEM 

CLIENT/FAMILY MEMBER/COMMUNITY COMMITTEE: INTEGRATION OF THE 
COMMITTEE WITHIN THE COUNTY MENTAL HEALTH SYSTEM 

 
Rationale: A culturally competent organization views responsive service delivery to a 
community as a collaborative process that is informed and influenced by community 
interests, expertise, and needs. Services that are designed and improved with attention 
to community needs and desires are more likely to be used by patients/consumers, thus 
leading to more acceptable, responsive, efficient, and effective care (CLAS, Final 
Report). 
 

I. The county has a Cultural Competence Committee, or other group that addresses 
cultural issues and has participation from cultural groups, that is reflective of the 
community. 

 
The county shall include the following in the CCPR: 
 

A.  Brief description of the Cultural Competence Committee or other similar group   
   (organizational structure, frequency of meetings, functions, and role).  
 

B. Policies, procedures, and practices that assure members of the Cultural 
Competence Committee will be reflective of the community, including county 
management level and line staff, clients and family members from ethnic, racial, 
and cultural groups, providers, community partners, contractors, and other 
members as necessary; 

 
The following is a response to questions A and B. 
 
The Cultural Competence Committee grew from the Sacramento County Cultural 
Competence Workgroup (CCW) that advised and assisted in the development of the 
first Cultural Competence Plan 1998.  The Workgroup wrote a role for an on-going 
committee charged with the over-sight of the CCP. With the vetting of that first CCP at 
all levels including community, county mental health administration, contract providers 
and approval by DMH, the CCW became known as the Cultural Competence 
Committee (CCC) and has maintained its advisory function and oversight role over the 
years.  The CCC is included in the Sacramento County Phase II Consolidation of Medi-
Cal Specially Mental Health Services Plan and is described as a sub-committee of the 
Quality Improvement Committee.  From the beginning, membership was an open 
process in which a balance of consumers and family members, community members, 
community-based CBOs, and county and contract provider staff, representing line staff 
and management all of whom represent the diverse cultural, linguistic, racial and ethnic 
communities of Sacramento County was maintained.  Meetings are open with everyone 
welcome.  Agenda design allows for inclusion of off agenda items.  Periodically 
membership is assessed for changing demographic and/or gaps and new membership 
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is solicited.  This process was formalized in 2010 when the CCC membership, along 
with the Mental Health Board and the MHSA Steering Committee were disaggregated to 
assess diversity in the annual Human Resource Survey.   
 
Maintaining its advisory/oversight role, in 2000 the CCC sanctioned an ad hoc 
committee devoted to planning for the first Latino Behavioral Health Week during the 
third week of September of that year. The success of that planning effort led to the 
establishment of the System-wide (System-wide Committee) Community Outreach and 
Engagement Committee in 2002.  This committee functions as a working committee to 
plan and execute tailored outreach activities based on data highlighting disparities in 
cultural, racial and ethnic communities. This includes penetration rates reviewed by the 
CCC.  Members of the committee generally represented individuals who have skill and 
interest in developing and staffing outreach activities and have ties in the community. 
Both the CCC and System-wide Committee meet on a monthly basis with some 
members serving on both committees.  
 
 
C. Organizational chart; and 
 
 
See Appendix 10 for Organizational chart that reflects where the Cultural Competence 
and System-wide Committee falls within the BHS organizational structure.  
 
 
D. Committee membership roster listing member affiliation if any. 
 
See Appendix 11 for roster of Cultural Competence Committee Members. 
 

II. The Cultural Competence Committee, or other group with responsibility for 
cultural competence, is integrated within the County Mental Health System. 
 
The county shall include the following in the CCPR: 
 
A. Evidence of policies, procedures, and practices that demonstrate the Cultural 

Competence Committee’s activities including the following: 
1. Reviews of all services/programs/cultural competence plans with respect 

to cultural competence issues at the county; 
2. Provides reports to Quality Assurance/Quality Improvement Program in the 

county; 
3. Participates in overall planning and implementation of services at the 

county; 
4. Reporting requirements include directly transmitting recommendations to 

executive level and transmitting concerns to the Mental Health Director; 
 
The following is a response to questions 1-4. 
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Over the years the system outline as above worked quite well to ensure that the CCC 
participated in the overall planning and implementation of services provided by the 
Sacramento County Mental Health system and is integrated at multiple levels.  The 
CCC actively reviews the implementation of the CCP and cultural competence issues as 
it relates to the overall planning and implementation of services and programs through 
proceedings at the monthly meetings; periodic review of written and verbal reports of 
program goals and objectives; periodic review of data, and trends that were identified in 
the QI Annual Work Plan report and analysis of annual agency work plans.  
 
Reports on the proceedings and recommendation from the CCC are provided on a 
monthly basis to the Quality Improvement Committee (QIC) by the CC/ESM or 
designee. Conversely information or requests for input by the QIC on specific issues are 
routinely agendized for the CCC meeting (See Appendix 12 for QIC meeting structure 
including standing agenda items.)   
 
Reports on cultural competence issues including issues from the Cultural Competence 
Committee are routinely brought by the CC/ESM Program Manager to the attention of 
the Behavioral Health Director and senior management at weekly BHS Planning/Project 
Management (PPM) and Management Team/MHP Quality Policy Council (MT) meeting 
weekly.   Additionally, the CC/ESM Program Manager, who reports to the Behavioral 
Health Director, includes information from the CCC as well as issues related to cultural 
and linguistic competence in regularly scheduled meetings with the Director (See 
Appendix 13 for the agenda structure of PPM and MT meetings.) 

 
5. Participates in and reviews county MHSA planning process; 
6. Participates in and reviews county MHSA stakeholder process; 
7. Participates in and reviews county MHSA plans for all MHSA components; 
8. Participates in and reviews client developed programs (wellness, recovery, 

and peer support programs); and 
 
The following is a response to questions 5-8. 
 

With passage of Proposition 63, the need for input from diverse communities intensified.  
During the Community Services and Support (CSS) planning phase, the CCC 
sanctioned development of the MHSA CSS Cultural Competence Taskforce.  To 
acquire more in-depth input, and foster increased partnership and collaboration with 
cultural, racial and ethnic communities, 13 cultural community stakeholder groups were 
formed.  Many of these groups met on a weekly basis to develop strategies to more 
appropriately serve their respective communities. Members of the CCC assisted in the 
formation and actively participated in these community meetings. This process allowed 
for specific, focused CSS planning in the diverse communities in Sacramento, at the 
same time allowing the CCC to continue its on-going overall system oversight/advisory 
capacity and review of the new MHSA planning process. Some CCC members also 
participated on the Taskforce and acted as a bridge to the CCC.  
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The CCC also requested and was granted a Cultural Competence representative on the 
now 31 member MHSA Steering Committee.  These processes were put in place to 
ensure that the CCC was integrated into the county system including a prominent role in 
MHSA planning during this early phase.    
 
A somewhat different process was implemented for the WET planning process. During 
the WET planning process a series of eleven focus groups were held with consumers, 
family members, TAY, older adults and bicultural/bilingual staff working in the MHP.  
While several diverse community members from racial, cultural and ethnic communities 
attended the focus group for bicultural/bilingual staff, there was a need to conduct 
additional supplemental outreach to engage community members from communities not 
widely represented at one of the focus groups.   
 
In consultation with the CC/ESM and the CCC, Division staff made personal phone calls 
to thirteen community leaders and met with these key informants to conduct in person 
interviews.  The strategies for increasing diversity in the workforce shared by these key 
informants were summarized into a document entitled, “Conversations with Community 
Leaders:  Strategies for Working with Diverse Racial, Cultural, and Ethnic Communities 
(See Appendix 14).”   
 
Personal calls and invitations were made to diverse community members interested in 
workforce, education or training to join the WET Task Force.  Some of the individuals 
were unable to attend one of the Task Force orientations and therefore were not 
assured a voting seat on the Task Force.  Interested community members were 
encouraged to attend the Task Force meetings and share insights during public 
comment.  Interested community members from cultural, racial and ethnic communities 
were also invited to participate in one of the smaller workgroups to help shape the 
action items for the WET component.   
 
Lessons learned from the WET process led to a modification of the plan for CCC 
participation in the planning phase of this component.  The CCC had been very involved 
participants in review of the MHSA Planning and stakeholder process as outlined 
above.  CCC members and members of the community reported feeling somewhat left 
out of the process for WET and wanted opportunity for more focused involvement.  At 
the same time, after almost 10 years of service natural attrition was taking place on the 
CCC.  The CCC was looking at undergoing a process of restructuring—taking time to 
look at the committee and positioning itself for productive work for the next decade.  
This plan included using data to identify gaps in representation on the committee, 
examination of the roles and responsibilities of the CCC and developing strategies for 
recruitment and retention of committee members.  This discussion was taking place 
within the context of the anticipated eminent release of the new cultural competence 
plan requirements and MHSA planning process needs.  The CCC was concerned with 
ensuring sustained stakeholder process from community members from diverse 
cultural, racial and ethnic communities and during the critical PEI planning phase and 
hence opted to work with communities to form an ad hoc committee called the PEI 
Cultural Competence Advisory Committee (CCAC) with the thought that the two 
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committees would naturally merge at some point.  This plan allowed for a broadened, 
sustained PEI planning process as well as providing sufficient resources for the on-
going system-wide work with which the CCC was originally charged and some attention 
to the restructuring work as outlined. The CCC and PEI CCAC successfully merged in 
February 2010.  Appendix 15 contains minutes of the meeting memorializing this event.   
 
As a result of feedback regarding the WET Task Force structure guidelines and the 
perceived lack of flexibility, the Division modified the planning process for the PEI 
Suicide Prevention Project (SPP).  Participation on the SPP workgroup was open and a 
consensus approach was used in lieu of a formal voting process.  This design allowed 
for greater participation from community members from cultural, racial and ethnic 
communities.  PEI CCAC members were encouraged to attend the SPP planning 
meetings and several participated in the weekly SPP planning meetings.  The Division 
also kept the PEI CCAC informed by providing updates at the CCAC meeting and 
solicited their feedback given the diverse cultural, racial and ethnic community 
perspectives they shared.   
 
The PEI CCAC was very involved in the planning and review of the PEI component 
including the development of client developed programs.  One example is a wellness, 
recovery and peer supported program focused on diverse communities is the MHSA 
funded Peer Partner project which is comprised of  6 peers representing multiple 
cultural, racial and ethnic communities working on a multi-disciplinary team to bring a 
culturally based wellness/recovery  focus to the work that is being done.   
 
Additional examples of CCC involvement in MHSA planning is that a draft of MHSA 
component Workplans go to the CCC for input prior to finalization and submission to 
DMH. There is also at least one cultural competence representative on all Request for 
Proposals (RFP) Panels to support service design and delivery that is responsive to the 
needs of cultural, racial and ethnic groups. 

 
9. Participates in revised CCPR (2010) development. 
 

Development of the CCP is a standing item on the CCC agenda, with committee 
members providing input on section development.  The CCC will have additional time to 
review the CCP and participate in the development of a work plan to support 
implementation and set goals to support the on-going role of the CCC. Any substantive 
additions that develop as an outcome of this extended vetting process will either be 
added as a addendum to the Plan and submitted to DMH for approval or included in the 
next annual update at the direction of DMH.   

 
B. Provide evidence that the Cultural Competence Committee participates in the 

above review process.   
 
The response to this question is embedded in 1-9 above. 
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C. Annual Report of the Cultural Competence Committee’s activities 
including: 
1. Detailed discussion of the goals and objectives of the committee; 

a. Were the goals and objectives met? 
• If yes, explain why the county considers them successful. 
• If no, what are the next steps? 

 
The CCC takes seriously its charge to ensure that the mental health system follows a 
systemic, systematic and strategic approach to eliminating disparities for cultural, racial 
and ethnic communities in a system that practices and promotes a stance of cultural 
humility and is culturally and linguistically competent at all levels.   The CCC believes 
that the system should be sensitive and appreciative of diversity and cultural issues 
throughout the system at the policy, administrative/executive and service level and is 
committed in its role to advise on issues that support these beliefs.     
 
The CCC is a task oriented committee that assists and advises the mental health 
system to implement culturally and linguistically competent practices and services 
through oversight of the CCP.  The following domains outline the charge of the 
committee and set the parameters for goals and objectives: 
 

• Governance and organizational infrastructure (CCP plan development, policy 
development and review of accountability structures) 

• Impacting service and supports 
• Meaningful involvement in planning activities and continuous quality 

improvement  
• Community collaboration  
• Communication 
• Workforce development. 

 
Governance and organizational infrastructure—The CCC has been quite successful in 
guiding CCP development in the past.  The process outlined in IIA9 for the development 
and vetting of the current CCP is considered appropriate for this stage of development 
of the CCC and is acceptable from the standpoint of the committee and county.   
 
Review of policy development and accountability structures has been adequate given 
the workload of the CCC.  While this goal has been met with general success, it is 
accepted that the CCC will, during this next year, participate in the development of 
specific accountability structures and reporting mechanisms.   
 
Impacting service and supports—The CCC has been very involved in the planning and 
implementation of services and supports particularly in the 5 MHSA components.  As 
MHSA planning and implementation continues, integration of MHSA principles and 
practices are impacting the entire system.   This goal has been successfully met and the 
CCC can build on the work that has been done.  
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Meaningful involvement in planning activities and continuous quality improvement—The 
CCC’s involvement in planning activities is documented throughout this section and in 
various portions of this plan.   The CCC’s ongoing participation in the QIC demonstrates 
the successful achievement of this goal. 
 
Community collaboration—This section and other portions of this CCP report the steps 
taken to facilitate progress in this area.  Community members and leaders report 
growing improvement. Collaboration is an area that is developmental and involves 
sustained effort over time.  This area will continue to be an ongoing focus of attention 
and more refined goals will be developed over the next year. 
 
Communication—Fostering communication within communities, between communities 
and the Division of Behavioral Health and amongst the various advisory bodies, 
committees and workgroups involved in improving the mental health system is 
paramount to the successful implementation of the CCP and the goal of eliminating 
mental health disparities for cultural, racial and ethnic communities.  While some 
success in this area has been achieved, it like the goal of collaboration, is 
developmental and the CCC will continue to refine its methods and approaches to 
support continued improvement in this area.   
 
Workforce development—The CCC’s involvement in workforce development includes 
monitoring Human Resource data to assist in developing strategies that support  
movement towards a more representative workforce. This goal has been achieved.  In 
this era of fiscal contraction, the CCC will become more involved in assisting in 
developing strategies to retain the diversity of workforce that we currently have and look 
forward to refining strategies to expand the diversity of the workforce when the 
economic picture improves and hiring picks up.    
 

2. Reviews and recommendations to county programs and services; 
 

The CCC participated in the review and recommendations to system programs and 
services as outlined throughout this section and other places in the CCP. The 
recommendations are shared at the QIC and PPM and MT meetings.   

 
3. Goals of cultural competence plans; 
 

The CCC reviews achievement toward the goals of the CCP at least annually or sooner 
as needed.  

 
4. Human resources report; 
 

The CCC was involved in the development and refinement of the Human Resource 
Survey and is provided a report of the results at least annually or as needed.   

 
5. County organizational assessment; 
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The CCC worked with the Research and Planning Unit in choosing and modifying the 
Cultural Competence Self Assessment.  The CCC reviewed Organizational Cultural 
Competence: A Review of Assessment Protocols, University of South Florida, 2006, 
document that the Division provided that reviewed 32 organizational self assessments, 
chose the appropriate tool and worked with the Research, Evaluation and Performance 
Outcomes Unit (REPO) to modify the assessment for our county.  The CCC reviews the 
summary report developed by REPO. 

 
6. Training plans; and 
 

The CCC is involved in the development of training plans and is regularly informed of 
trainings taking place throughout the system.  The CCC, as a committee function or 
through the participation of some individual committee members, is routinely involved in 
the planning and implementation of some major cultural competence training efforts 
including but not limited to the Latino Behavioral Health Week/Bi-national Health 
trainings offered annually in September and October, on-going CBMCS training, and 
periodic Interpreter training.   

 
7. Other county activities, as necessary. 

 
None at this time. 
 
Sources of Information: 
Organizational bylaws, meeting minutes, interviews of committee members, and 
annual reports of Quality Assurance/Quality Improvement Department 
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CRITERION 5 
COUNTY MENTAL HEALTH SYSTEM 

CULTURALLY COMPETENT TRAINING ACTIVITIES 
 
Rationale: Staff education and training are crucial to ensuring culturally and 
linguistically appropriate services. All staff will interact with clients representing different 
countries or origins, acculturation levels, and social and economic standing. Staff refers 
not only to personnel employed by the organization but also its subcontracted and 
affiliated personnel (CLAS, Final Report). 
 

I. The county system shall require all staff and stakeholders to receive annual 
cultural competence training. 
 
The county shall include the following in the CCPR: 
 
A. The county shall develop a three year training plan for required cultural 

competence training that includes the following: 
1. The projected number of staff who need the required cultural competence 

training. This number shall be unduplicated. 
 
The 2010 Human Resource Survey indicates that 983 unduplicated staff need the 
required cultural competence training.   
 
2. Steps the county will take to provide required cultural competence 
      training to 100% of their staff over a three year period. 
 
Sacramento County has adopted the California Brief Multicultural Competence Scale 
(CBMCS) training modules and is committed to having all service provider and 
supervisor staff complete the training within the next three years.  Sacramento 
County started CBMCS training in 2007.  To date, 332 staff have been trained (See 
Appendix 16 for training log.)  We have developed a team of CBMCS trainers that 
provide training across the system on a quarterly basis.  We will add to this cadre of 
trainers so that we can offer training bimonthly.  This will allow us to complete 
training for 100% of staff by the end of three years, including administrative staff and 
community partners/stakeholders as space is available.    We will then continue 
quarterly CBMCS training for new staff and stakeholders as needed.   
 
3. How cultural competence has been embedded into all trainings. 
 
Since the 2003 CCP, Sacramento County has required that any training that we 
sponsor have cultural competence embedded in the material regardless of the topic.  
We regularly review training materials and discuss this requirement with trainers.  
This has worked quite well for us.  More recently, with the increase of trainings 
through various sources beyond our sponsorship, we have taken an active role in 
advocating that cultural competence content be included in all trainings.  We will 
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continue this advocacy to ensure to the best of our ability that cultural and linguistic 
competence is included in all trainings that staff throughout our system attend.  In 
instances where the Division pays the cost of attendance, the inclusion of cultural 
competence content is factored into the decision to approve the training request.      
 

II. Annual cultural competence trainings 
 
The county shall include the following in the CCPR: 
 
A. Please report on the cultural competence trainings for staff. Please list 

training, staff, and stakeholder attendance by function (If available, include if 
they are clients and/or family members): 
1. Administration/Management; 
2. Direct Services, Counties; 
3. Direct Services, Contractors; 
4. Support Services; 
5. Community Members/General Public; 
6. Community Event; 
7. Interpreters; and 
8. Mental Health Board and Commissions; and 
9. Community-based Organizations/Agency Board of Directors 
 

The Division maintains a log of all cultural competence trainings conducted each year.  
The Training Log (See Appendix 16) consists of two sections.  One section contains a 
listing of all Division sponsored cultural competence trainings and one section contains 
a listing of cultural competence trainings sponsored by contract and/or community 
providers.  The format of the Training Log is based on formatting guidelines from the 
CCPR of 2003.  The Division will modify the format of the Training Log from this point 
forward to be in compliance with the CCPR from 2010.   

 
B. Annual cultural competence trainings topics shall include, but not be limited 

to the following: 
1. Cultural Formulation; 
2. Multicultural Knowledge; 
3. Cultural Sensitivity; 
4. Cultural Awareness; and 
5. Social/Cultural Diversity (Diverse groups, LGBTQ, SES, Elderly, 

Disabilities, etc.). 
6. Mental Health Interpreter Training 
7. Training staff in the use of mental health interpreters 
8. Training in the Use of Interpreters in the Mental Health Setting 

 
Use the following format to report the above requirements: 
Training 
Event 

Description 
of Training 

How 
long 
and 

Attendance 
by Function 

No. of 
Attendees 
and Total 

Date of 
Training 

Name of 
Presenter
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often 
Example: 
 
Cultural 
Competence 
Introduction 

Overview of 
cultural 
competence 
issues in 
mental 
health 
treatment 
settings 

Four 
hours 
annually

*Direct 
Services 
*Direct 
Services 
Contractors 
*Administration
*Interpreters 

 
15 
 
 
20 
4 
2 
 
Total: 41 

1/24/10  

 
 
 
The Division has conducted the California Brief Multicultural Competence Scale 
(CBMCS) Training and Mental Health Interpreter Training (MHIT) to fulfill the 
requirements contained in this section.  We have conducted eight sessions of CBMCS 
since the initial pilot in 2007.  Attached in Appendix 17 is a report of the CBMCS and 
MHIT training programs using the format provided in the current CCPR.  Due to the low 
turnover in interpreters throughout the system, there has not been a need to conduct an 
additional MHIT training.  In the next year, the Division will be offering the MHIT for 
interpreters who have been hired since the pilot in 2007.   
 
 
 

III. Relevance and effectiveness of all cultural competence trainings 
 
The county shall include the following in the CCPR: 
 
A. Training Report on the relevance and effectiveness of all cultural competence 

trainings, including the following: 
1. Rationale and need for the trainings: Describe how the training is relevant 

in addressing identified disparities; 
 

While the Division of Behavioral Health Services sponsors various cultural competence 
trainings throughout the entire system during the year, this section will focus on two 
specific cultural competence training programs.  We are doing this because we initiated 
a major effort in 2007 to ensure that our workforce was trained using the California Brief 
Multicultural Competence Scale (CBMCS) Training.  We also adopted the Mental Health 
Interpreter Training (MHIT) program in 2007.  Significant resources have been 
expended over the last several years to ensure that these trainings are relevant and 
effective throughout the system.  Given this emphasis, our response in this area will 
focus primarily on these two training programs and our efforts to expand the learning 
that has been gained through these efforts to all training throughout our entire system.  
In 2007, Sacramento County participated in these two pilot training programs in order to 
enhance the skill development of MHP staff and eliminate mental health disparities for 
racial, cultural and ethnic communities.   
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The California Brief Multicultural Competence Scale (CBMCS) Training program is an 
empirically derived training model that was developed in conjunction with the twenty-
one (21) item California Brief Multicultural Competence Scale.  The scale assesses four 
self-reported areas of multicultural competence.  These four areas are multicultural 
knowledge, awareness of cultural barriers, sensitivity and responsiveness to 
consumers, and sociocultural diversities.  The Training program consists of four eight-
hour modules that coincide with these four subscale areas. 
 
Participants of the 2007 CBMCS pilot in Sacramento included many of the agency 
directors, clinical directors and direct service staff of the Division and contract provider 
agencies serving children, families and adults.  The CBMCS Training program 
integrates experiential, didactic, and personalized training modalities.  Part of the 
curriculum in Module 1 includes a segment on using the Cultural Formulation.  The 
class participates in an activity where they apply the Cultural Formulation to understand 
a character in a vignette.  Given the diversity of Sacramento County, the use of the 
Cultural Formulation described in the DSM-IV TR enhances the service provider’s 
sensitivity and responsiveness to strengths and other protective factors associated with 
the consumer’s culture and belief system when formulating a clinical assessment.  
Since the CBMCS Training program frames cultural competence from the perspectives 
of consumers, practitioners, management, and administration, the course helps to 
increase skills and knowledge in all aspects of service delivery to ensure that services 
are culturally and linguistically congruent with the consumer’s culture, values, beliefs, 
identity and experiences.   
 
The Mental Health Interpreter Training (MHIT) is a forty hour training program that is 
designed for interpreters who are working with mental health service delivery staff to 
provide culturally and linguistically competent interpreting services.  Through this 
training program, mental health interpreter staff receive training in the following topics: 
cross-cultural communication and cultural self-awareness; understanding the role of 
culture in mental health; understanding the role of the interpreter and the stages of 
interpreting; models of interpreting; understanding of mental health terms, diagnosis, 
services and systems.   
 
The MHIT includes a four-hour companion training intended for provider staff who enlist 
the support of mental health interpreters to effectively communicate with Limited English 
Proficient consumers.  In this training, providers receive information in the following 
topics:  understanding the role of culture and language; federal and state regulations 
and threshold languages; translation versus interpretation; interpretation styles; roles of 
the interpreter and the importance of being a cultural broker; the therapeutic triad; 
stages of interpreting; and ideas, concerns and rationales beyond the translation of 
words.     
 
Our data reflects ongoing disparities in access and appropriateness of services and the 
comprehensive training provided in the CBMCS and MHIT trainings is being used as a 
strategy to assist service delivery staff in the efforts to eliminate these disparities.   
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2. Results of pre/post tests (Counties are encouraged to have a pre/post test 

for all trainings); 
3. Summary report of evaluations; and 
 

The following is in response to questions 2 and 3. 
 

In both the CBMCS and MHIT, a pre-test is administered at the start of the training and 
an evaluation and post-test at the conclusion of the training.  The Division of Behavioral 
Health is working on adopting the practice of utilizing pre- and post-tests modeled after 
the ones used in CBMCS for future trainings.  Over the course of this next year we plan 
to pilot this model in our system.  
 
Analysis of pre- and post-test responses from the CBMCS pilot test that was conducted 
in Sacramento in 2007 indicates the following:  
 

“CBMCS scores significantly increased for all four modules.  This finding 
suggests that provider self-perceived cultural competence increases as a result 
of the CBMCS Training Program (from CBMCS Multicultural Training Program, 
Sacramento County Department of Mental Health Pilot Test Summary Report, 
University of La Verne).”  (See Appendix 18) 

 
In addition to the summary report of pre- and post-testing described above, the 
Summary Report also included information on the evaluation tool.  In addressing the 
evaluations, the CBMCS Summary Report for Sacramento County indicated the 
following: 
 

“Overall, participants [of the pilot CBMCS session] found the content of all four 
modules to be quite appropriate with the percentage of respondents either 
agreeing or strongly agreeing with the content adequacy ranged from 72% to 
100%...Respondents who agreed or strongly agreed that the content helped 
increase their multicultural confidence and awareness ranged from 84% to 
100%.” 
 

The Division has continued to offer the CBMCS training as part of the commitment to 
train all direct service staff and their supervisors.  The Division’s Research and 
Evaluation and Performance Outcomes (REPO) unit analyzed the responses from 
subsequent pre- and post-tests as well as the evaluations for each of the modules in 
CBMCS and prepared a report for each of the eight completed cohorts. REPO will 
continue to perform this function for future training. 
 
We use this same approach on other cultural competence trainings with our REPO unit 
routinely analyzing evaluations from trainings (See Appendix 19) which contains an 
example of the standard Training Evaluation). 
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Although Sacramento County participants of the MHIT completed a pre- and post-test, 
the results were not included in the final report.  The Sacramento training was the first in 
the five-county rollout of the pilot.  Based on experiences here, modifications were 
made in subsequent pilot county trainings.  The following is an excerpt from the MHIT 
Final Report: 
 

“Sacramento County’s results were not included since an earlier version of the 
module tests was used.  The first draft of the modules questions was pilot-tested 
with Sacramento County.  Questions were later revised and condensed following 
this training (from Mental Health Interpreter Training [MHIT] Final Program and 
Evaluation Report, Davis Y. Ja & Associates, Inc, National Alliance of Multi-
Ethnic Behavioral Health Associations, National Asian American Pacific Islander 
Mental Health Association, and National Latino Behavioral Health Association).”   
(See Appendix 20) 

 
4. Provide a narrative of current efforts that the county is taking to monitor 

advancing staff skills/post skills learned in trainings. 
 

Sacramento County recognizes the need for monitoring staff skills learned in trainings.  
The Division will be working with the California Institute of Mental Health and other 
partners to involve supervisors in training that will assist them in monitoring the skills of 
individuals who have participated in the thirty-two hour CBMCS training and will use this 
model to develop a system to monitor advancing staff skills/post skills learned in 
subsequent trainings.    
 

 
5. County methodology/protocol for following up and ensuring staff, over time 

and well after they complete the training, are utilizing the skills learned. 
 
Sacramento County has conducted nine sessions of the CBMCS to date.  It became 
apparent after the first few cohorts that staff were interested in continuing their learning.  
By design, Sacramento County provided the CBMCS training to many of the agency 
directors or clinical directors during the initial rollout of the training program.  In doing 
so, they would have a clear understanding of the curriculum, support the plan for rollout 
throughout the system, and could incorporate some of the strategies within their 
agency’s staff development and supervision efforts.  The Sacramento MHP CBMCS 
trainers have also sent ongoing emails to participants in an effort to maintain a learning 
community.  We will use information gathered through these processes to develop a 
more formalized protocol for follow-up to be applied to trainings system-wide.   

 
IV. Counties must have a process for the incorporation of Client Culture Training 

throughout the mental health system. 
 
The county shall include the following in the CCPR: 
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A. Evidence of an annual training on Client Culture that includes a client’s 
personal experience inclusive of racial, ethnic, cultural, and linguistic 
communities. Topics for Client Culture training may include the following: 
• Culture-specific expressions of distress (e.g., nervios); 
• Explanatory models and treatment pathways (e.g., indigenous healers); 
• Relationship between client and mental health provider from a cultural 

perspective ; 
• Trauma; 
• Economic impact; 
• Housing; 
• Diagnosis/labeling; 
• Medication; 
• Hospitalization; 
• Societal/familial/personal; 
• Discrimination/stigma; 
• Effects of culturally and linguistically incompetent services; 
• Involuntary treatment; 
• Wellness; 
• Recovery; and 
• Culture of being a mental health client, including the experience of having a 

mental illness and of the mental health system. 
 
Note: The following explanation is offered to assist counties in understanding the 
issue to be addressed here. Cultural competence incorporates a set of values, 
experiences, and skills that direct service providers are expected to attain to 
provide appropriate and effective specialty mental health services to clients in a 
culturally competent manner. Training efforts should be concentrated in 
providing direct service providers with cultural competence skills and an 
understanding of how the consumer, their mental illness, their experience with 
the mental health system, and the stigma of mental illness, has impacted the 
consumer. Clients bring a set of values, beliefs, and lifestyles that are molded as 
a result of their personal experiences with a mental illness, the mental health 
system, and their own ethnic culture. These personal experiences and beliefs can 
be used to empower clients to become involved in self-help programs, peer 
advocacy and support, education, collaboration and partnership in system 
change, alternative mental health services, and in seeking employment in the 
mental health system. 
 
For many years, Sacramento County mental health consumers have planned and 
sponsored Consumer Speaks.  This annual conference is devoted specifically to 
educating stakeholders including consumers, family members, community members 
and providers on consumer culture and the personal experiences and perspectives of 
consumers inclusive of racial, ethnic, cultural and linguistic communities.  The event is 
held in a community center located in a very diverse neighborhood where community 
members are routinely welcomed for educational, recreational and community/family 
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focused events.  The center is easily accessed by public transportation and the 
conference program includes presentations, food, and entertainment. Specific attention 
is focused on being inclusive with keynote speakers, panelist, workshops and 
entertainment representing the diverse communities in Sacramento. Interpreters, 
cultural brokers and bi-lingual, bi-cultural staff are available to assist with linguistic and 
cultural needs.  This last year, Consumer Speaks had over 150 participants. Over the 
past two years presenters have included but not limited to the following: a multi-cultural 
panel of consumers and family members receiving services in a innovative Integrated 
Behavioral Health/Primary Care setting entitled, Beating the Odds: Improving Health 
and Wellness for Consumers;  a workshop by members of the California Network of 
Mental Health Clients, Evolving History of Client Movement with a Focus on 
Sacramento County; a community dialogue, Changing the Experience of Being LGBTQ 
in the Sacramento Region: Promoting Mental Health Wellness & Reducing Inequities; a 
workshop, Mental Health Recovery 101, presented by multicultural staff of the Peer 
Partners program, a partnership with Hmong Women’s Heritage Association and Mental 
Health America of Northern California and a keynote address by representatives from 
the Transcultural Wellness Center, a local MHSA funded, ethnic specific Full Service 
Partnership.   
 
A few examples of topics over the last several years include the following: 
 

• Wellness and Recovery 
• Economic impact 
• Trauma 
• Culture-specific expressions  
• Relationship between client and provider from a cultural perspective 
• Effects of culturally and linguistically incompetent services 
• Medication 
• Societal/familial/personal  
• Culture of being a mental health client 
• Discrimination and stigma 

 
Appendix 21 contains the full program for Consumer Speaks for the last several years. 
 
In addition to this annual event, many of the trainings listed in the attached training Log 
Appendix 16 include consumer and family member presenters designed to include 
client culture within the context of the specific training being offered.  An example of an 
ethnic focused training that includes a consumer, family member and community based 
focus is the Latino Behavioral Health Week trainings-- an annual training focusing on 
mental health issues in the Latino community.  First held in 2000, this program is 
sponsored by the Division of Behavioral Health Cultural Competence Unit and 
members of the CCC and System-wide Committee, mental health provider agencies 
and other community groups and members.  This training is a highly anticipated event 
that includes a resource fair, cultural artifacts, ethnic food and presentations by 
bilingual/bicultural participants who present in English and Spanish.  It is the highlight 
of a series of community events outreaching to the Latino community that is held in 
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September and October commemorating Latino Behavioral Health Week and Bi-
national Health Month. 
 
 For programs/flyers highlighting Latino Behavioral Health Week training, see Appendix 
22.  
 

B. The training plan must also include, for children, adolescents, and transition 
age youth, the parent’s and/or caretaker’s, personal experiences with the 
following: 
1. Family focused treatment; 
2. Navigating multiple agency services; and 
3. Resiliency. 

 
Use the following format to report the above requirements: 
Training 
Event 

Description 
of Training 

How 
long 
and 
often 

Attendance 
by Function 

No. of 
Attendees 
and Total 

Date of 
Training 

Name of 
Presenter

Example: 
 
Cultural 
Competence 
Introduction 

Overview of 
cultural 
competence 
issues in 
mental 
health 
treatment 
settings 

Four 
hours 
annually

*Direct 
Services 
*Direct 
Services 
Contractors 
*Administration
*Interpreters 

 
15 
 
 
20 
4 
2 
 
Total: 41 

1/24/10  

 
 
While some of the elements described in Criterion 5 IV. A applies to children, 
adolescents, and transitional age youth and their parents and caretakers, the children’s 
system of care providers conduct on-going trainings in the following areas:   
 

• Family focused treatment 
• Navigating multiple agency services 
• Resiliency. 

 
A review of the training log in Appendix 16 highlights the trainings containing these 
elements in the new hire trainings conducted at the programs delivering outpatient and 
WRAP services as well as on-going trainings in programs focused on the 0-5 
population.  The training log tracks data using the format in the 2003 CCPR.  This next 
year, we will focus efforts on insuring that trainings in the above three areas will be 
consistently incorporated and documented in trainings offered through the resources of 
the children’s system.    
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CRITERION 6 
COUNTY MENTAL HEALTH SYSTEM 

COUNTY’S COMMITMENT TO GROWING A MULTICULTURAL WORKFORCE: 
HIRING AND RETAINING CULTURALLY AND LINGUISTICALLY COMPETENT 

STAFF 
Rationale: The diversity of an organization’s staff is necessary, but not a sufficient 
condition for providing culturally and linguistically appropriate health care services. 
Although hiring diverse and bilingual individuals from different cultures does not in itself 
ensure that the staff is culturally competent and sensitive, this practice is a critical 
component to the delivery of relevant and effective services for all clients. Staff diversity 
at all levels of an organization can play an important role in considering the needs of 
clients from various cultural and linguistic backgrounds in the decisions and structures 
of the organization. (CLAS, Final Report). 

 
I. Recruitment, hiring, and retention of a multicultural workforce from, or 

experienced with, the identified unserved and underserved populations 
 
 

A. Extract a copy of the Mental Health Services Act (MHSA) workforce 
assessment submitted to DMH for the Workforce Education and Training 
(WET) component. Rationale: Will ensure continuity across the County 
Mental Health System. 

 
Due to the outdated information provided on the WET plan and the dramatic change in 
workforce over the last four years, Sacramento County decided to administer an 
updated Human Resources (HR) Survey to the provider community as well as 
department staff. The updated survey results were compiled, analyzed and reported. 
Graphs of the findings are provided in this section. A copy of the complete HR Survey is 
provided in Appendix 03. 
 
 
All Staff – The table below indicates the number of staff that completed the survey and 
where they categorized themselves. 86% of the Agencies responded to the survey. 
Those that did not respond consist of out-of-county providers, which serve a very small 
subset of Sacramento County clients. The graph below indicates that most of staff are 
unlicensed mental health direct service staff (32.6%), followed by licensed mental health 
direct service staff at 24.6%. This indicates that over half (57.2%) of all staff are directly 
impacting the clients that we serve by the direct services they are providing.  
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The Sacramento County HR survey reports ethnicity and race separately. Ethnicity 
relates to whether a person identifies themselves as Hispanic or Non-Hispanic 
background and race is the actual race a person identifies themselves as.  
 
Ethnicity – The majority of staff in the system identify themselves as Not Hispanic 
(81%), while 14.2% identify as Hispanic. 
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Race – The majority of staff identified themselves as Caucasian (47.7%), followed by 
Other (15.9%) and African American (13%). The Asian population was reported 
separately based on populations served in the community. When combined, staff 
identifying as Asian/Pacific Islander was 12%.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Language – Staff were asked to identify the languages they spoke proficiently. Some 
staff indicate proficiency in multiple languages. The majority of staff identified 
proficiency in “Other” (13.3%) languages, followed by Spanish (10.1%).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



California Department of Mental Health Cultural Competence Plan Requirements 

130 

Gender – As indicated in the graph, almost 75% of the staff are female. Males 
represent almost 25% of the staff. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Consumers – Although most staff identify as non-consumers 75.1%, Sacramento 
County does employ over 12% of staff that do identify themselves as consumers. 12% 
of staff declined to state, so the numbers could be higher.  
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Family Members – The graph below indicates the number of staff that identified as 
being a family member to somebody with mental health challenges. Although most staff 
identified as not being a family member (61.9%), over 25% indicated being a family 
member. 12% of staff declined to state, so the numbers could be higher.  

 
 
 
 
 
 
Self Identified Sexual Orientation – Most of the staff reported being straight, while 
almost 12% chose not to answer. 
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Disabled– Most of the staff reported not being disabled, while over 9% declined to 
answer. 
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B.  Compare the WET Plan assessment data with the general population, Medi-Cal 
population, and 200% of poverty data. 
 
Rationale: Will give ability to improve penetration rates and eliminate disparities. 
 
Sacramento County Human Resources Survey Results compared to the General 
Population 
 
General Population vs. MH Direct Service Staff 
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Figure 22:  Gender of General Population vs. MH Direct Service Staff

Sac County
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Figure 23:  Race of General Population  vs. MH Direct Service Staff
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General Population vs. Management/Supervisory Staff 
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Figure 24:  Gender of General Population vs. Management/Supervisory  Staff
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General Population vs. Admin/Advisory Boards/Steering Committee 
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Figure 26:  Gender of General Population vs. Admin/Advisory Board/Steering Committee
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Figure 27:  Race of General Population  vs. Admin/Advisory Board/Steering Committee
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Sacramento County Human Resources Survey Results compared to the Medi-Cal 
Population 
 
Medi-Cal Population vs. MH Direct Services Staff 
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Figure 28:  Gender of Medi‐Cal Population vs. MH Direct Service Staff
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Medi-Cal Population vs. Management/Supervisory Staff 
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Medi-Cal vs. Admin/Advisory Boards/Steering Committee 
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Figure 32:  Gender of Medi‐Cal  Population vs. Admin/Advisory Board/Steering Committee
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Sacramento County Human Resources Survey Results compared to the <200% 
FPL Population 
 
<200% FPL vs. MH Direct ServicesStaff 
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Figure 34:  Gender of <200% FPL Population  vs. MH Direct Service Staff
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<200% FPL vs. Management/Supervisory Staff 
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Figure 36:  Gender of <200% FPL vs. Management/Supervisory  Staff
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<200% FPL vs. Admin/Advisory Boards/Steering Committee 
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Figure 38:  Gender of <200% FPL Population  vs. Admin/Advisory Board/Steering Committee
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C. If applicable, the county shall report in the CCPR, the specific actions taken in 
response to the cultural consultant technical assistance recommendations as 
reported to the county during the review of their WET Plan submission to the 
State. 

 
Sacramento County did not receive an assessment with recommendations from DMH of 
the WET Plan. Instead we will comment here on the general OMS WET Findings 
document.  Sacramento County WET Plan shares the following issues with the OMS 
document: 
 

• Workforce assessment needs and the strategies to meet those needs (i.e. need 
to hire individuals from unserved/under represented groups, and strategies on 
how to recruit, select, and train them) were not included or clearly defined.  The 
Sacramento County WET Plan had some strategies for recruitment, selection 
and training but did not possess the degree of specificity necessary to address 
these issues at every level.   

• Clear details on how cultural competence would be integrated into program 
activities were minimal.  The Sacramento WET Plan did not provide clear outline 
on how cultural competence would be integrated into program activities.  
However, the integration of cultural competence into all aspects of mental health 
planning and program implementation is considered critical, and has been 
addressed in various areas of this CCP.   

• Clear and measurable outcomes that are quantifiable, attainable/achievable were 
minimal or not included.  There were some clear and measurable outcomes   in 
the Sacramento WET Plan but others need more clarity and development of 
measurable objectives.   

• Details on how to “grow”, hire, recruit, bilingual staff to meet linguistic needs of 
the county demographics was limited or not included.  Some Actions were 
designed to grow, hire, recruit, bilingual staff but they were limited and not 
comprehensive enough to address the issue adequately.   

 
 
D. Provide a summary of targets reached to grow a multicultural workforce in 

rolling out county WET planning and implementation efforts. 
 
E. Share lessons learned on efforts in rolling out county WET planning and 

implementation efforts. 
 
The following is in response to D and E: 
 
The WET planning and implementation efforts reflected diversity in terms of 
participation from a large number of consumers, family members and system partners 
who were members of the Task Force.  However the Task Force lacked participation 
from consumers, family members and community leaders reflective of the cultural, 
racial, ethnic and linguistic diversity of the entire community.   
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The DBHS WET Plan contained a Workforce Needs Assessment (WNA) (See Appendix 
23) that identified the following needs when comparing the workforce, by race/ethnicity, 
to target population receiving public mental health services: 
 

• Need for additional staff representing the racial/ethnic diversity of our client 
population. 

• Need to develop career pathways that lead diverse staff into higher direct 
care and supervisory positions.   

 
Regarding language diversity, the following needs were identified: 
 

• Need for additional staff representing the language diversity of our client 
population 

• Need to develop careers pathways that lead bilingual staff into higher direct 
care and supervisory positions.  

 
The Task Force and small workgroups worked diligently to develop strategies to ensure 
increased skill building and greater employment opportunities for consumers and family 
members.   However these Actions lacked specificity regarding strategies for creating 
additional employment opportunities for community members inclusive of consumers 
and family members who are reflective of the cultural, racial, ethnic and linguistic 
diversity of the community.    
 
Clear and measurable outcomes that are quantifiable, attainable or achievable were 
minimal or not included in the WET plan.  For example, although the WNA identified an 
estimate of additional FTE needed in direct service and non-direct service (by 
language), the WET Actions developed did not provide specific strategies for reaching 
these projected staffing needs.   
 
At the time that the WET plan was approved, employers statewide were experiencing 
the effects of the recession.  In response to public comment, the Division provided the 
following response in the WET Plan: 
 

Finally, the Division is acutely aware of the fiscal crisis currently facing the 
division and the State and understands there will likely be continued fiscal 
challenges for the next several years. With this in mind, the Division will carefully 
consider how the WET Work Plan is implemented and determine the feasibility of 
executing some Actions prior to others.  The division will also seek consultation 
from the MHSA Steering Committee prior to and during implementation.   

 
The Division will work with the Cultural Competence Committee and other community 
partners to refine the strategies in order to recruit and retain bilingual and/or bicultural 
staff who are more reflective of the cultural, racial, ethnic and linguistic communities that 
reside in Sacramento County.   The increased capacity to serve individuals and families 
in their preferred language without the use of an interpreter will lead to better outcomes 
for consumers.   
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F. Identify county technical assistance needs. 
 
None at this time. 
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CRITERION 7 
COUNTY MENTAL HEALTH SYSTEM 

LANGUAGE CAPACITY 
 
Rationale: Accurate and effective communication between clients, providers, staff, and 
administration is the most essential component of the mental health encounter. Bilingual 
providers and other staff who communicate directly with clients must demonstrate a 
command of both English and the language of the client that includes knowledge and 
facility with the terms and concepts relevant to the type of encounter (CLAS, Final 
Report). The DMH will provide threshold language data to each county. 
 

I. Increase bilingual workforce capacity 
 
The county shall include the following in the CCPR: 
 
A. Evidence of dedicated resources and strategies counties are undertaking to 

grow bilingual staff capacity, including the following: 
1. Evidence in the Workforce Education and Training (WET) Plan on building 

bilingual staff capacity to address language needs. 
 
There are several areas in the Sacramento County WET Plan that address building 
staff language capacity.   The Workforce Needs Assessment identified the following 
in the Language Proficiency section; 
 

• Need for additional staff representing the language diversity of our client 
population  

• Need to develop career pathways that lead bilingual staff into higher direct 
care and supervisory positions. 

 
The following is in the Comparability of Workforce, by Race/Ethnicity, to Target 
Populations Receiving Public Mental Health Services section of the WET Plan: 
 

• Need for additional staff representing the racial/ethnic diversity of our client 
population 

• Need to develop career pathways that lead diverse staff into higher direct 
care and supervisory positions. 
 

Lastly, the Positions Designated for Individuals with Consumer and/or Family 
Member Experience section of the WET Plan states: 
 

• Need career pathways that allow consumers and family members to pursue a 
variety of undergraduate and graduate educational opportunities so that they 
can be educated to a level necessary to provide direct services, especially in 
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licensed positions.  While this does not specifically state multicultural 
consumers and family members, they are included in this statement.   

 
A number of lessons were learned from the WET Planning process.  This includes 
the lack of specificity and detail in the Needs Assessment as it addresses building a 
diverse workforce, especially since it was not required to compare the existing 
workforce with the general population.  Another lesson learned was the elements 
outlined in the Needs Assessment were not necessarily directly correlated to the 
Actions/ Strategies/Programs that were developed.   However, in reviewing the 
seven (7) Actions there are portions that will support building bilingual capacity to 
address language needs.    
 
The relevant Actions are as follows; 
 

• System Training Continuum—identifies a need for consumer/family member-
led trainings, cultural competence and other specialized trainings.  
Consumers, family members and representatives from Sacramento’s 
culturally and linguistically diverse communities will be active members at all 
points of this System Training Continuum, will be involved in the Training 
Partnership Team (TPT), Train the trainers and will participate in developing 
the trainings.  Encouraging mentoring relationships may provide support for 
people with particular skills (i.e.: language, culture, lived experience) to 
become qualified to fill positions identified by the Workforce Needs 
Assessment. 

 
The budget for this Action included $11,500 for consultants, stipends for TPT 
members who are consumers, family members and representatives of culturally and 
linguistically diverse communities and conference registration fees.  (See Appendix 
24 for draft of Selection Process for Consumers, Family Members, And/Or 
Caregivers To Attend Conference/Training Guidelines.) 
 

• Office of Consumer and Family Employment—the goal of this action is to 
develop entry and supportive employment for consumers, family members 
and individuals from Sacramento’s culturally and linguistically diverse 
communities to address occupational shortages identified in the Needs 
Assessment.  Hiring practices will emphasize consumers, family members, 
and individuals from culturally and linguistically diverse communities as both 
staff and recipients of services for employment in the mental health 
workforce.   

 
The objectives include: 
 

1. Provide resources in the community dedicated to supporting consumers 
and family members and culturally and linguistically diverse communities 
entering the mental health workforce. 
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2. Create a program dedicated to identifying, preparing, developing and 
training consumers, family members and culturally and linguistically 
diverse individuals for paid and volunteer work in the mental health 
system.   

3. Provide individualized support to assist mental health consumers, family 
members and individuals from culturally and linguistically diverse 
communities in securing employment and transitioning into the mental 
health workforce.  

 
• High School Training—addresses the need to increase high school student’s 

exposure to community mental health as a career option and educate high 
school faculty on mental health career pathway options for high school 
students. 

 
This action is aligned with activities of the Cultural Competence Unit that has been 
involved in working with students and faculty at the Arthur A. Benjamin Health 
Professions High School.  Many of the students in this program are from cultural, 
racial and ethnic communities. Sacramento County is currently working with the 
school to include them in this action.   
 

• Psychiatric Residents and Fellowships—there will be exposure to public 
mental health in the early years of residency with accessible and dedicated 
supervision and support to ensure a positive community mental health 
experience.  Residents will be placed at community mental health sites that 
serve culturally, ethnically and linguistically diverse communities.  Residents 
would receive cultural competence training and additional training on the 
consumer movement and client culture.   

 
• Multidisciplinary Seminar—to address the high vacancy rate for psychiatrists 

and other licensed positions.  It includes psychiatric resident, fellow, and 
graduate students in social work, psychology and other related fields. 
Training will include but not be limed to: cultural competence, the consumer 
movement and client culture.  Ministers-in-training, traditional healers and 
others may present at various seminars.   

 
The budget for this Action includes $11,500 for one time cost of curriculum 
(CBMCS). 
 

• Stipends for People Who Pursue Consumer Leadership Opportunities—
addresses the identified need for living expenses, school expenses and 
financial incentives that lead to work and/or leadership opportunities in the 
mental health field.  This Action provides individuals with the opportunity to 
receive stipends for leadership or education that increase knowledge, build 
skills and further advocacy for consumers on mental health issues. Efforts 
will be made to outreach to individuals with lived experience and those from 
culturally and linguistically diverse communities. 
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Objectives include: 

1. Create a Stipend Application Review Committee with diverse 
representation of consumers, family members and culturally and 
linguistically diverse communities who serve in partnership with 
representatives from the Division.  

2. Develop stipend criteria and outreach strategies to diverse racial, 
ethnic and cultural groups as well as individuals with lived experience 

3. Expand leadership opportunities in the mental health field with 
emphasis on those with lived experience and those from diverse 
racial, ethnic and cultural communities. 

4. Provide stipends to individuals, with an emphasis on those with lived 
experience and those from diverse racial, ethnic and cultural 
communities, for leadership opportunities within the mental health 
field 

5. Provide stipends to individuals, with an emphasis on those with lived 
experience and those from diverse racial, ethnic and cultural 
communities, for educational opportunities within the mental health 
field.   

 
The budget for this Action includes $6194.00 annually to provide leadership and 
educational stipends for registration and other fees associated with training and 
other mental health leadership opportunities.   
 

• Stipends for Individuals, Especially Consumers and Family Members, for 
Education Programs to Enter the Mental Health Field—the stakeholder 
process identified the need for living expenses, school expenses and, 
financial incentives that lead to work and/or leadership opportunities in 
mental health.  This program was developed in response to this need.  The 
goal is to support efforts to develop a diverse, culturally sensitive and 
competent public mental health system.  A stipend fund is established to 
allow individuals, with emphasis on individuals with lived experience and 
individuals from culturally and linguistically diverse communities to apply for 
stipends to participate in educational opportunities that will lead towards 
employment in the Sacramento County mental health system.   The focus 
shall be on unlicensed positions identified in the WET Needs Assessment 
such as consumer support staff, case manager, benefits counseling, or 
family member support.    

 
Objectives are to: 

1. Create a stipend application review committee with diverse 
representation of consumers, family members and culturally and 
linguistically diverse communities who serve in partnership with the 
Division of Behavioral Health and other stakeholders. 
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2. Develop criteria for the stipends and outreach strategies to diverse 
ethnic, racial and cultural groups as well as individuals with lived 
experience. 

3. Expand educational opportunities in the mental health field with an 
emphasis on those with lived experience and those from diverse 
cultural, racial and ethnic backgrounds.  

4. Increase employment opportunities for individuals with an emphasis 
on those with lived experience and those from diverse cultural, racial 
and ethnic backgrounds.  

5. Increase the opportunity for individuals, with emphasis on those with 
lived experience and those from diverse cultural, racial and ethnic 
backgrounds to obtain employment in community mental health. 

6. Increase the opportunity for individuals, with emphasis on those with 
lived experience and those from diverse cultural, racial and ethnic 
backgrounds to pursue licensed and unlicensed positions in 
community mental health.   

 
The budget for this Action includes $45,082 to provide stipends that will cover tuition 
at a Los Rios Community College campus and other college expenses; provide 
stipends to cover undergraduate or graduate fees of six (6) or more units and/or 
other expenses at California State University, Sacramento. 
 
Sacramento County is currently in the process of implementing these Actions.  By 
the time an update of the CCP is due, we will have more to report on the impact they 
have on the system.   
 
2. Updates from Mental Health Services Act (MHSA), Community Service and 

Supports (CSS), or WET Plans on bilingual staff members who speak the 
languages of the target populations. 

 
Despite downsizing of staff throughout our system, the combined total of new 
bilingual staff FTEs from CSS, and/or WET is 50 slots. 
 
3. Total annual dedicated resources for interpreter services. 
 
The total dedicated cost for interpreters is $786,429.  Please refer to Criterion 4 B.1 
for further explanation of this figure.   

 
II. Provide services to persons who have Limited English Proficiency (LEP) by using 

interpreter services. 
 
The county shall include the following in the CCPR: 
 
A. Evidence of policies, procedures, and practices in place for meeting clients’ 

language needs, including the following: 
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1. A 24-hour phone line with statewide toll-free access that has linguistic 
capability, including TDD or California Relay Service, shall be available for 
all individuals. Note: The use of the language line is viewed as acceptable 
in the provision of services only when other options are unavailable. 

2. Least preferable are language lines. Consider use of new technologies 
such as video language conferencing. Use new technology capacity to 
grow language access. 

3. Description of protocol used for implementing language access through 
the county’s 24-hour phone line with statewide toll-free access. 

 
Sacramento County Division of Behavioral Health Services is committed to ensuring 
language access for all callers.  The Division operates a 24-hour statewide toll-free 
access line with linguistic capabilities for all individuals including TTY/TDD or California 
Relay Services.  The toll-free telephone number is (888) 881-4881.   During the day it is 
answered by staff from the Division’s Access Teams and after hours it is answered by 
staff from the Mental Health Treatment Center.   
 
Every effort has been made to staff the Access Teams with bilingual/bicultural 
individuals especially those speaking threshold languages.  In the past year the Division 
made the decision to co-locate both the Adult Access and the Child and Family Access 
Teams within the same office suite.  Co-location of the two Access Teams has allowed 
for more efficient sharing of resources, including bilingual/bicultural staff who are 
available to assist callers regardless of which Access Team they were calling.   
 
While it is the Division’s practice to utilize bilingual staff to respond to callers whose 
preferred language is other than English, in the instance that such a staff is unavailable, 
staff can contact the Assisted Access program in order to request an interpreter.  The 
Assisted Access program employs bilingual/bicultural staff who function as cultural 
brokers and mental health interpreters to assist consumers and potential clients to 
access treatment from Adult or Child & Family mental health service providers.  Their 
goal is to assist in cross-cultural communication to facilitate a mutual understanding of 
both the consumer’s and the provider’s beliefs and practices.   Languages spoken by 
Assisted Access interpreters are as follows: 
 

• Bosnian 
• Cambodian 
• Cantonese 
• Hmong 
• Mien/Lao 
• Russian/Ukrainian 
• Spanish 
• Vietnamese 
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If the caller speaks a language that is not covered by interpreters from the Assisted 
Access program, or if Assisted Access staff are not available, staff will request an 
interpreter from a vendor that has a county-wide contract to provide face to face 
interpreters.  If the caller requires immediate assistance and a bilingual staff or 
interpreter is unavailable (either from the Assisted Access program or through a county-
wide contract with an interpreting vendor), an over the phone interpreter service is used 
as a last resort.  (See Appendix 25 for the Procedure for making Over the Phone 
Interpreter calls for the Adult Access team.) The Division is bound by the use of a 
particular carrier due to the nature of the County-wide contracts.  The Cultural 
Competence / Ethnic Services Manager provides input with special provisions involving 
mental health interpreting into the contract requirements and other aspects of the 
contracting process for the County-wide interpreting and translation contracts.  These 
contracts with various interpreting agencies are for a multi-year period.  In the next cycle 
of competitive bid for County-wide interpreting contracts, every effort will be made to 
include the use of new technologies such as video language conferencing and thereby 
expand language access.   

 
4. Training for staff who may need to access the 24-hour phone line with 

statewide toll-free access so as to meet the client’s linguistic capability. 
 
Employees working for the Division or one of the contract provider agencies all receive 
training and ongoing supervision about how to meet the client’s linguistic capability 
whether through the use of bilingual staff or the use of an interpreter.  In order to test 
the accessibility to services and responsiveness of the system, Division staff provide 
training (See Appendix 26 for the training provided to staff who answer the 24 hour 
phone line) to staff who answer the 24-hour phone line and later conduct test calls to all 
established Access entry points to the system.   The test calls have been made to the 
Mental Health Treatment Center Crisis Unit, the Adult Access Team and the Child and 
Family Access Team.  These test calls were made in all of the threshold languages for 
Sacramento County: Spanish, Hmong, Cantonese, Russian and Vietnamese.  The 
following chart lists the number of test calls that have been made per fiscal year.   
 

Fiscal Year  Number of Test Calls Made 
2010 – 2011 18 (as of December 31, 2010)
2009 - 2010 24 
2008 – 2009 29 
2007 - 2008 35 

 
Following the test calls, training and feedback was given to all providers in order to 
improve cultural competency in fielding business hour and after-hour calls.  The Division 
has found an increasing comfort level on the part of staff to respond to Limited English 
Proficiency speakers with bilingual staff or the use of the AT & T Language Line, or 
more recently with Pacific Interpreters.  The Division continues its efforts to recruit 
bilingual staff at the entry points to the system.   
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In addition to training related to use of interpreters, training was provided to staff 
regarding making and answering TTY/TDD calls.  Training was conducted by the State 
of California Telephone Access Program on four occasions to staff of the Mental Health 
Treatment Center and the Access Teams.  Participants at these trainings received 
hands-on practice communicating with a TTY/TDD machine to another caller.  
Participants also received handouts on TTY/TDD etiquette.  The trainings for the Use of 
the TTY/TDD machine were held on 4-4-07, 4-5-07, 10-3-07, and 1-29-09.   
 
In addition to the test calls conducted in one of the threshold languages, calls were 
made to the respective TTY/TDD machines of the Adult and Child and Family Access 
Teams so that staff could maintain their skills on responding to callers on the TTY/TDD 
machine.   
 
 

Fiscal Year Number of TTY/TDD Test Calls Made 
2010 – 2011 24 (as of December 31, 2010) 
2009 – 2010 69 
2008 – 2009 93 
2007 – 2008 98 

 
During fiscal year 2007-2008, the high volume of test calls made were due to the fact 
that staff requested practice in answering the TTY/TDD machines at the respective 
sites.   As staff became more comfortable using the TTY/TDD machine, the number of 
test calls decreased.   The decline in the number of calls made during FY 2009-2010 
was due to the fact that the TTY/TDD machine from each of the Access Teams was 
sent away for service at different parts of the year.   During those periods of time, 
TTY/TDD access was maintained at all times by the respective Access Team.  The 
need to make test calls was subsequently reduced during these times.  At the start of 
this current Fiscal Year, both the Adult Access and Child and Family Access Teams 
were co-located.  Callers who dialed one of the TTY/TDD numbers were seamlessly 
routed to a central TTY/TDD machine located within the co-located Access Teams.   
 
In addition to the trainings held for staff on the Use of TTY/TDD machines, a clinical 
training in Deaf culture was offered on 6-11-08 by NorCal Services for Deaf and Hard of 
Hearing.  This was a special training that was developed in collaboration with the 
Division in response to a situation that occurred in the inpatient hospital.  The training 
was attended by staff from the Mental Health Treatment Center Inpatient and Crisis 
Units, and the Adult Access and Child and Family Access Teams.   
 
 
B. Evidence that clients are informed in writing in their primary language, of their 

rights to language assistance services. Including posting of this right. 
  
During the initial session, staff provide a variety of documents to the consumer and 
explain them in detail with the consumer (See Appendix 27 for Acknowledgement of 
Receipt.)  One of the documents is the “Guide to Mental Health Services (hereafter 
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referred to as “Member Handbook” See Appendix 28).”  The Member Handbook 
contains the following information: 
 

• how a member is eligible for mental health services;  
• how to access mental health services;  
• who the service providers are; 
• what services are available; 
• what a member’s rights and responsibilities are; 
• the Division’s Grievance and State Fair Hearing process; 
• important phone numbers regarding the Division’s mental health service system 

 
Member Handbooks are produced by the State DMH and are available in all of the 
threshold languages for Sacramento County.  Staff clarify the contents of the Member 
Handbook to the client and explain that interpreter services are available at no charge to 
the member.  In the event that a client speaks a language for which there is no version 
of the Member Handbook and there are no staff on site who can communicate with the 
individual in their preferred language, the staff will utilize an interpreter to explain the 
contents of the Member Handbook.  The following is an excerpt from the Member 
Handbook:   
 

Interpreters for non-English speaking clients and telephone devices for the 
hearing impaired or deaf are available free of charge to the member. (Page 4 of 
Member Handbook) 

 
Although this information is in the Member Handbook it is not currently posted.  
However the Division will ensure that this provision is posted within this current 
reporting period.   
 
 
C. Evidence that the county/agency accommodate persons who have LEP by 

using bilingual staff or interpreter services. 
It is the intent of the Division to employ bilingual staff at all mental health program sites.  
When this is not feasible, interpreters and/or interpreter services are utilized.  Also 
found on page 4 of the member handbook is the following excerpt: 
 

A list of providers including alternatives and options for cultural and linguistic 
services is available from the ACCESS Teams at (888) 881-4881 in the person’s 
language of preference. 
 

(Please see Appendix 29 for the list of providers and the cultural and linguistic services 
they provide.)  This list is discussed with the client and is provided upon request.  The 
language list is used by Access Teams to assign clients to a particular provider when 
the client has special language or cultural accommodations. 
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1. Share lessons learned around providing accommodation to persons who 
have LEP and have needed interpreter services or who use bilingual staff. 

 
The Division recognizes the importance of recruitment and retention of 
bilingual/bicultural staff as being the best way of engaging and retaining clients.  Survey 
responses from LEP clients have indicated the importance of bilingual staff.  Prior client 
satisfaction surveys have underscored that increased satisfaction was correlated with 
the presence of bilingual staff on site. 
 
 
D. Share historical challenges on efforts made on the items A, B, and C above. 

Share lessons learned. 
 
The Division is continuing its efforts to recruit and retain bilingual staff.  There is a 
continuing challenge to recruit and retain highly skilled bilingual/bicultural staff as they 
are in greater demand.  Due to the limited number of highly skilled bilingual/bicultural 
staff in this region, the Division is faced with the challenge of competing with other 
agencies and institutions outside of the public mental health sector that can offer more 
competitive salaries.  In the past several years, another challenge has surfaced due to 
the budget deficit and the nature of civil service requirements.  These conditions present 
special challenges to retaining bilingual/bicultural staff who have been hired more 
recently, however possess less seniority and are thus vulnerable in these challenging 
times.   
 
E. Identify county technical assistance needs. 
 
No technical assistance needed at this time. 
 

III. Provide bilingual staff and/or interpreters for the threshold languages at all points 
of contact. 
 
Note: The use of the language line is viewed as acceptable in the provision of services 
only when other options are unavailable. 
 
The county shall include the following in the CCPR: 
 
A. Evidence of availability of interpreter (e.g. posters/bulletins) and/or bilingual 

staff for the languages spoken by community. 
 
Every attempt is made for all mental health services to be available in both threshold or 
non-threshold languages to the extent possible by on site bilingual staff.  During the 
initial session, staff provide a variety of documents to the consumer and explain them in 
detail with the consumer.  One of the documents is the Member Handbook.  The 
following is an excerpt from page 4 of the Member Handbook: 
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Interpreters for non-English speaking clients and telephone devices for the 
hearing impaired or deaf are available free of charge to the member. 

 
(Please see Appendix 29 for the list of providers and the cultural and linguistic services 
they provide.) 
 
The Assisted Access Program is available to assist, link and provide interpreter services 
for all clients, regardless of whether they meet the threshold language criteria.  For a 
more detailed description of the Assisted Access Program, please see Criterion 7, II A. 
1 – 3.   
 
The availability of interpreters for non-English speaking clients including the deaf are 
provided free of charge for all services.  This is written on the promotional materials that 
the Division uses to inform the community about mental health services.  (See Appendix 
30 for a copy of the Division outreach brochure.)   
 
In addition, for all major public planning meetings, the Division uses standard wording 
as follows to notify attendees that interpreters are available at no charge: 
 

If you wish to attend and need to arrange for an interpreter or a reasonable 
accommodation, please contact Mary Nakamura one week prior to the 
event at (916) 876-5821 or NakamuraM@SacCounty.net. 

 
B. Documented evidence that interpreter services are offered and provided to 

clients and the response to the offer is recorded. 
 
From the point at which staff begin providing mental health services to a client, they 
provide a copy of the Member Handbook to the client and explain the rights to which the 
client is entitled.  One of the rights is access to an interpreter at no cost to the client.  To 
further support these efforts, the following is in place for training and supervision of the 
mental health division workforce.   
 
Staff receive the Orientation to the Mental Health Plan and Documentation training from 
the Division when they begin working for a mental health provider.  During the 
Orientation, staff are reminded that interpreter services are to be made available free of 
charge to the client (See Appendix 31).  According to documentation standards in the 
Policy No. 10-03 “Mental Health Service Progress Notes” (See Appendix 32) staff 
should include the following information in the introductory Progress Note: 
 

The introductory Progress Note is written at the first visit, or very soon thereafter, 
providing an overview of the client and his/her mental health condition. A 
complete note includes but is not limited to the identity of the client, including 
age, ethnicity, and other significant demographic information, the referral source, 
presenting condition, including symptoms, behaviors, and level of functioning, 
need for Services/Medical Necessity justification, client strengths, supports, and 
a plan for subsequent services. It must also reflect why a client did not receive 
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the Member Handbook and what measures will be taken to provide the Member 
Handbook to the client. If a client indicates a primary language other than 
English, or a physical disability, (as noted on the Client Data Sheet or self-
identified by client) the provider will offer an accommodation to provide culturally 
and linguistically competent services and note this in the introductory progress 
note. If a client refuses such accommodation, this refusal will be documented in 
the introductory progress note. 

 
Staff will document in the client’s chart what cultural services are available and shall 
record their response to the offer of an interpreter.  
 

Cultural and linguistic accommodations offered or made on behalf of the client or 
family/caregiver must be documented in every note. 
 

Staff will conduct follow up to their offer and document the results in the chart.  These 
are standard processes that are reviewed as part of the Sacramento County Adult 
Documentation Training curriculum (See Appendix 33).  Documentation is also 
reviewed in supervision at the program sites and throughout the Utilization Review 
process, both internal at the agency and external by the Division.  According to the 
Utilization Review/Quality Assurance Activities Policy 09-05 (See Appendix 34),  
 

It is the policy of the Sacramento County Mental Health Plan (MHP) to conduct 
reviews of mental health services authorized and provided by all contracted and 
county operated service providers. The MHP Quality Improvement Committee 
(QIC) charges the Utilization Review/Quality Assurance Committee (UR/QAC) 
and affiliated working committees to complete these oversight, monitoring and 
quality assurance functions. Qualified staff and appropriate tools are to be 
utilized to review clinical necessity, quality, quantity and appropriateness of care 
provided in accordance with contractual and regulatory requirements. The 
UR/QAC submits annual findings of reviews, trends and recommendations to the 
Quality Improvement Committee (QIC) whose chair, the Quality Management 
(QM) Manager for the MHP, maintains operational direction for Utilization 
Review/Quality Assurance (UR/QAC) activities.  The policy applies to provider 
and county operated programs, with responsibility for monitoring and quality 
assurance activities assigned within its organizational structure.  

 
The goal of the Utilization Review/Quality Assurance Committee (UR/QAC) 
process is to conduct retrospective chart reviews that 1) monitor type and quality 
of service delivery within MHP established standards of care; 2) ensure 
adherence to documentation and authorization standards and requirements; and 
3) verify and validate accurate, timely charting to support service claims.   

 
As part of the UR/QAC monthly process, a Utilization Review Tool (see Appendix 34) is 
used to review documentation standards. 
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C. Evidence of providing contract or agency staff that are linguistically proficient 
in threshold languages during regular day operating hours. 

 
As stated in A above, every attempt is made for all mental health services to be 
available in both threshold or non-threshold languages to the extent possible by on site 
bilingual staff.  All providers are encouraged to employ bilingual/bicultural staff who can 
provide services in the preferred language of the consumer.  In cases where bilingual 
program staff are not available, staff enlist the services of interpreter staff from the 
Assisted Access Program.  Assisted Access Program staff are available during regular 
day operating hours for interpreting throughout the system.  Please see Criterion 7, II A. 
1 – 3 for a more detailed description of the Assisted Access Program.   If needed, staff 
may contact additional interpreting agencies to schedule a face to face interpreter.     
 
D. Evidence that counties have a process in place to ensure that interpreters are 

trained and monitored for language competence (e.g., formal testing). 
 
The Division has sponsored numerous interpreter trainings over the years, and more 
recently has adopted the use the Mental Health Interpreter Training (MHIT) to train 
interpreters.  All interpreter staff were trained during the pilot of the MHIT in 2007 and 
we plan to offer another session in the next year to train additional interpreters who 
have joined the workforce since the pilot.  For more information about Sacramento 
County’s participation in the MHIT, please refer to Criterion 5, Section III A 1 -3.  
Additionally, select staff from the Assisted Access program who have completed the 
forty-hour Health Interpreter Training and MHIT are available for consultation with 
agencies as the need arises. 
 
Sacramento County utilizes a formal process for determining language proficiency of 
staff employed by the county who may function as an interpreter.   While the County 
cannot test the proficiency of contract provider staff, we advise them to develop means 
for testing the language proficiency of staff.  Some have set up their own testing by 
using in house resources while others have chosen to contract with outside agencies for 
language proficiency testing.   
 
The Division uses a systematic method for collecting language proficiency of staff 
employed in a mental health setting in Sacramento County.  This systematic data 
collection is conducted through the administration of the annual Human Resource 
Survey.   The Human Resource Survey contains a section (See Appendix 03) that 
solicits information from provider agencies about language proficiency testing.   The 
following is an excerpt from the Human Resource Survey: 
 

Please state languages you are proficient in the space provided below. 
 

1. Language: _______________________________________ 
 

Check all that apply 
 Speak   Read   Write 
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Did you take a formal test to determine Proficiency? 

 Yes   No  
 
 
In the prior version of the form staff were asked to explain how their language 
proficiency was tested and whether their agency offered a pay differential for bilingual 
skills.  The Division will analyze the responses during this reporting period and consider 
whether to re-insert these questions on future versions of the Human Resource Survey. 
 

IV. Provide services to all LEP clients not meeting the threshold language criteria 
who encounter the mental health system at all points of contact. 
 
The county shall include the following in the CCPR: 
 
A. Policies, procedures, and practices the county uses that include the capability 

to refer, and otherwise link, clients who do not meet the threshold language 
criteria (e.g., LEP clients) who encounter the mental health system at all key 
points of contact, to culturally and linguistically appropriate services. 

 
The process that the Division uses to provide services in the preferred language of the 
client is the same whether the client speaks a threshold language or another language.  
The Division compiles a database of the responses from the Human Resource Survey 
responses.  From this database, a report is generated that lists all of the staff employed 
by a county operated or contract provider who are proficient in a language other than 
English.  Many of the languages reflected are beyond the scope of the five threshold 
languages currently identified for Sacramento County.   
Access staff review the language list and consider the presence of bilingual staff when 
making referrals to providers if a client is LEP.  The language proficiency of staff is also 
reported on a quarterly basis on provider reports.    
 
Many of the providers employ bilingual staff who speak a language outside of one of the 
threshold languages.  In the instance where a bilingual staff is not available, providers 
will request an interpreter from the Assisted Access Program.   For a more detailed 
description of the Assisted Access Program, please see Criterion 7, II A. 1 – 3.  If an 
interpreter is not available through Assisted Access, then staff will request an interpreter 
from an interpreting agency.  Only as a last result would staff use an over the phone 
interpreter to provide services.   
 
 
B. Provide a written plan for how clients who do not meet the threshold language 

criteria, are assisted to secure, or linked to culturally and linguistically 
appropriate services. 

 
The Division provides a streamlined access process for all individuals which begins at 
the initial contact with a client.  The process that the Division uses to provide services in 
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the preferred language of the client is the same whether the client speaks a threshold 
language or another language.  As stated in III C above, every attempt is made for all 
mental health services to be available in threshold and non-threshold languages to the 
extent possible by on site bilingual staff.   
 
Access Team staff use the provider list which contains information about languages 
spoken by staff when assigning individuals to providers for continued outpatient mental 
health services.  In the event that on site bilingual staff are not available, staff enlist the 
services of interpreter staff from the Assisted Access Program, many of whom speak 
languages that do not meet the criteria to be considered a threshold language.   
Assisted Access Program staff are available during the hours of program operation for 
interpreting throughout the system.  If needed, staff may contact additional interpreting 
agencies to schedule a face to face interpreter.   
 
C. Policies, procedures, and practices that comply with the following Title VI of 

the Civil Rights Act of 1964 (see page 32) requirements: 
1. Prohibiting the expectation that family members provide interpreter 

services; 
2. A client may choose to use a family member or friend as an interpreter after 

being informed of the availability of free interpreter services; and 
3. Minor children should not be used as interpreters. 

 
The Division has enacted policies that comply with the Title VI of the Civil Rights Act of 
1964 and addresses interpretation services by family members (See Appendix 35 for 
Policy No. 01-03 Interpretation Services by Family Members).  According to this policy, 
the use of family members as interpreters is prohibited except in rare or extenuating 
circumstances.  The following is an excerpt from the policy:   
 

Family members can be used as interpreters only in the following situations:  
 
1. In emergencies where no other means of interpretation or communication are 
available.  
 
2. When a consumer specifically chooses not to use a MHP interpreter and 
elects to use a family member for interpretation services, a Release of 
Information form must be signed by the consumer before the family member may 
be used as an interpreter. (See attached release form). Continued offers to 
provide an independent interpreter must not be excluded by this initial decision. 
Clinical decisions must always inform these efforts and may involve utilizing both 
family and independent interpreter in specific circumstances.  
 
The MHP prohibits the use of children as interpreters in any circumstance. 
In the event of emergency situations, providers are always responsible to access 
alternative interpreter services to ensure that children are not placed in a position 
to make this decision. 
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V. Required translated documents, forms, signage, and client informing materials 
 
The county shall have the following available for review during the compliance 
visit: 
 
A. Culturally and linguistically appropriate written information for threshold 

languages, including the following, at minimum: 
1. Member service handbook or brochure; 
2. General correspondence; 
3. Beneficiary problem, resolution, grievance, and fair hearing materials; 
4. Beneficiary satisfaction surveys; 
5. Informed Consent for Medication form; 
6. Confidentiality and Release of Information form; 
7. Service orientation for clients; 
8. Mental health education materials, and 
9. Evidence of appropriately distributed and utilized translated materials. 

 
All of the materials listed above will be available for review during the compliance visit.   
 
B. Documented evidence in the clinical chart, that clinical findings/reports are 

communicated in the clients’ preferred language. 
 
Documented evidence in the clinical chart that clinical finding/reports are communicated 
in the client’s preferred language will be available for review during the compliance visit. 
 
C. Consumer satisfaction survey translated in threshold languages, including a 

summary report of the results (e.g., back translation and culturally appropriate 
field testing). 

 
Copies of the Consumer satisfaction survey translated in threshold languages, including 
a summary report of the results will be available for review during the compliance visit. 
 
D. Mechanism for ensuring accuracy of translated materials in terms of both 

language and culture (e.g., back translation and culturally appropriate field 
testing). 

 
The mechanism for ensuring the accuracy of translated materials in terms of both 
language and culture will be available for review during the compliance visit. 
 
E. Mechanism for ensuring translated materials is at an appropriate reading level 

(6th grade). Source: Department of Health Services and Managed Risk Medical 
Insurance Boards. 

 
The mechanism for ensuring translated materials are at an appropriate reading level will 
be available for review during the compliance visit.   
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CRITERION 8 
COUNTY MENTAL HEALTH SYSTEM 

ADAPTATION OF SERVICES 
 
Rationale: Organizations should ensure that clients/consumers receive from all staff 
members, effective, understandable, and respectful care, provided in a manner 
compatible with their cultural health beliefs and practices and preferred language (CLAS 
Final Report). 
 

I. Client driven/operated recovery and wellness programs 
 
The county shall include the following in the CCPR: 
 
A. List and describe the county’s/agency’s client-driven/operated recovery and 

wellness programs. 
 See below A1 

1. Evidence the county has alternatives and options available within the 
above programs that accommodate individual preference and racially, 
ethnically, culturally, and linguistically diverse differences. 

 
Consumer Self Help Center (CSHC) operates a Patients Rights’ program as well as two 
Wellness and Recovery Centers (WRCs) strategically sited in South and North 
Sacramento.  The following are excerpts from their website describing the two WRCs: 
 

Program Description North Center 
  
Sacramento County Wellness & Recovery (WRC) multi-service community center 
promotes the wellness and recovery of participants by fostering meaningful activities 
and community involvement of their choice.  The center is consumer/family member 
directed and operated. 
   
With the goal to reduce the adverse consequences of serious mental health problems, 
the WRC provides inclusive, voluntary consumer driven, holistic approaches, attentive 
to mental health and drug/alcohol disorders that are culturally responsive to the beliefs, 
traditions, values and languages of the individuals and families served. 
   
The guiding principles of the WRC are directed by effective services and supports 
implemented through the development and expansion of values-driven, evidence-based 
and promising practices, policies, approaches, processes and treatments which are 
sensitive and responsive to the client’s expressed culture and favorable outcomes. 
   
Services are based on increasing resiliency, improving problem-solving, developing 
and/or maintaining positive and healthy relationships and creating opportunities to build 
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or maintaining positive and healthy relationships and creating opportunities to build or 
maintain a meaningful life in the community. 
 

Program Description South Center 
 
The center offers daytime group activities, outreach, self help, peer counseling and peer 
advocacy. The center is an active place and on any given day, the premises are busy 
with consumers socializing, participating in groups, and exercising their right to be a part 
of a community which values their presence and individuality. 
Attendance is voluntary and free of charge. Program participants are referred to as 
members and this concept of membership is extended to all aspects of the running of the 
program. Members help plan Center activities and groups as well as serve on hiring 
committees and serve on the Board of Directors. It is the membership which contributes 
to the ongoing effectiveness of the program.  

Along with daily activities, the program offers a point of daily contact for those individuals 
who are often isolated. Continued attendance and involvement allow these sometime 
vulnerable individuals the opportunity to become part of a viable community, to have a 
voice and to have a place to belong. 

Shower Facilities, Laundry Facilities, Peer Support, Recreational Activities, Social 
Activities Available 

  
 
The two programs were designed to meet the needs of the communities that they serve.  
The program descriptions reflect this tailoring of services to the community.   
 
Both of the WRCs are designed for inclusion of multicultural consumers.  They provide 
alternatives and options within the programs to accommodate the preferences of 
racially, ethnically, culturally and linguistically diverse consumers.  The differences in 
program description and calendar of events reflect these options.  (See Appendix 36 for 
the calendar of events for each of the WRCs.)   
 
Recently the WRC is involved in collaborative project with the UC Davis, Center for 
Reducing Health Disparities to assist staff in utilizing wellness and recovery and cultural 
competence in program 
 
Lastly, The Transcultural Wellness Center (TWC) is an ethnic specific Full Service 
Partnership(FSP) that incorporates an adaptation of the wellness and recovery concept 
within an ethnic specific FSP model.  The following is a description of the program: 
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Transcultural Wellness Center  
PROGRAM DESCRIPTION  

 
A full-service partnership program funded through Mental Health Services act (MHSA), 
the Transcultural Wellness Center (TWC) is the only specialized program providing 
mental health treatment services to the vulnerable, under-served members of the Asian 
and Pacific Islanders (API) populations in Sacramento County.  TWC serves all ages 
across generations (children, youth, transitional age youth, adults and older adults). Its 
bilingual and bi-cultural staff provide services in multiple API language and cultural 
groups (e.g. Chinese, Hmong, Japanese, Korean, Laotian, Tongan and Vietnamese). 
Interpreters assist as necessary to ensure consumers receive services in their preferred 
language. 
 
Under the direction of the executive director, clinical director and medical director, a 
team of psychiatrists, clinical supervisors and bilingual and bi-cultural clinical therapists, 
counselors, and wellness and recovery specialists provide services in the community. 
Outreach is ongoing to consumers referred by the County, other community-based 
providers and to the under-served or unserved individuals of diverse API cultural 
groups. 
 
Services follow a strength-based, client-oriented model that is culturally and 
linguistically competent, and informed by the knowledge and experiences of consumers, 
family members and community members. Treatment and rehabilitative services 
support consumers to develop resilience and achieve their recovery goals. Our 
outpatient mental health treatment services include: 
 

• Assessment 
• Psychiatric medication support 
• Psychotherapy 
• Case management 
• Social rehabilitative support 
• Wellness and Recovery  
• Linkage to education and employment training, and other community resources 
• Related support include funding for housing, utilities, hygiene and self-care, food, 

transportation and other client needs 
 
The TWC staff is very familiar with the individual’s sense of community, traditions, 
religious beliefs and cultures. Services are provided in the client’s native language 
where a sense of familiarity and understanding can form. Western ideas of mental 
health counseling are utilized  while still incorporating people’s  ethnic originality. 
 

2. Briefly describe, from the list in ‘A’ above, those client-driven/operated 
programs that are racially, ethnically, culturally, and linguistically specific. 

 
The Transcultural Wellness Center is an example of an ethnic specific program that 
uses an adaptation of wellness and recovery concepts including client-driven principles.  
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II. Responsiveness of mental health services 

 
The county shall include the following in the CCPR: 
 
A. Documented evidence that the county/contractor has available, as 

appropriate, alternatives and options that accommodate individual preference, 
or cultural and linguistic preferences, demonstrated by the provision of 
culture-specific programs, provided by the county/contractor and/or referral to 
community-based, culturally-appropriate, non-traditional mental health 
provider. 

 
(Counties may develop a listing of available alternatives and options of 
cultural/linguistic services that shall be provided to clients upon request. The 
county may also include evidence that it is making efforts to include additional 
culture-specific community providers and services in the range of programs 
offered by the county). 

 
At the start of service with a provider, a client receives various documents and signs an 
Acknowledgement of Receipt form (see Appendix 27).  Two of the documents that a 
client receives are the Sacramento County MHP – “Guide to Medi-Cal Mental Health 
Services,” otherwise referred to as the Member Handbook, and the Sacramento County 
MHP Provider list (See Appendix 29).   Also supporting a client’s preference for cultural 
and linguistic preferences is Policy Access: 01-05 entitled “Cultural and/or Linguistic – 
Specific Community Services & Special Needs Request” (See Appendix 37). The 
following is an excerpt from this policy:  
 

Consumers are entitled to culture-specific services.  Additionally, consumers 
have special service needs that should be addressed.  Records should be kept of 
these requests for special services.  The MHP provides an opportunity to change 
persons providing the specialty mental health services, including the right to use 
culture-specific providers within available resources.   

 
One example of a newer culture-specific provider is the Transcultural Wellness Center 
(TWC) operated by Asian Pacific Community Counseling Center.   
 

TWC is designed to address the mental health needs of the Asian/Pacific 
Islander (API) communities in Sacramento County.  [One of the few ethnic 
specific, MHSA Full Service Partnership funded in the state], it provides a full 
range of services with interventions and treatment that take into account cultural 
and religious beliefs and values; traditional and natural healing practices; and 
ceremonies recognized by the API communities (from the Mental Health Services 
Act Fiscal Year 2009-2010 Annual Update to the Three-Year Program and 
Expenditure Plan – Executive Summary – See Appendix 38) 
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Another example is during the CSS process, one of the Cultural Competence 
Stakeholder groups represented the Deaf and Hard of Hearing (DHOH) community.  In 
working with the community, it was pointed out that there was a need to have clinicians 
with cultural and linguistic competence in the DHOH cultures.  This included a service 
provider that was bicultural (Deaf) and training for staff on how to deliver more culturally 
appropriate services to the Deaf community.  The Division worked collectively with the 
County’s Disability Advisory Committee (DAC) and the stakeholder group and brought 
on a consultant in mental health services to the DHOH from the Bay Area.  This 
consultant assisted us in working with the community and in recruiting a culturally and 
linguistically proficient clinician for the DHOH community.  The Division sent out over 
forty letters statewide soliciting applications for the position.  These efforts resulted in a 
successful outcome in 2007 when a clinician was brought on board to work with DHOH 
clients in Sacramento County.  A series of meetings were held with DHOH community 
members to develop a flyer (See Appendix 39) that was widely distributed to the DHOH 
community.  The Division received special recognition from the DAC for the work done 
in collaboration with the DHOH community.  The Division continues to meet periodically 
with the DAC to report on efforts being made to ensure that the needs of the DHOH 
community are effectively being addressed.  A series of trainings were developed in 
conjunction with the State of California Telephone Access Program to provide staff with 
hands-on training for using TTY/TDD machines and with NorCal Services for Deaf and 
Hard of Hearing to provide clinical training about the Deaf culture for staff from the 
Mental Health Treatment Center and the Access Teams.   
 
B. Evidence that the county informs clients of the availability of the above listing 

in their member services brochure. If it is not already in the member services 
brochure, the county will include it in their next printing or within one year of 
the submission of their CCPR. 

 
The Division notifies clients of the availability of alternatives and options that 
accommodate individual preference, or cultural and linguistic preference.  As referenced 
in the Member Handbook on page 4,  
 

A list of providers including alternatives and options for cultural and linguistic 
services is available from the ACCESS Teams at (888) 881-4881 in the person’s 
language of preference.   

 
The Division has been developing cultural and ethnic-specific services through the 
Prevention and Early Intervention component of the MHSA.  Supporting Community 
Connections is part of the Suicide Prevention Project for Sacramento County and the 
focus is on partnering with cultural and ethnic specific community based agencies to 
provide culturally and linguistically competent prevention services to seven diverse 
communities at higher risk of suicide in Sacramento County:  Native American, African 
American, Latino, Slavic, Cantonese/Vietnamese/Hmong, youth/TAY at high risk for 
suicide including foster youth, LGBTQ and homeless youth, older adults.  As these are 
newly created and they are preventative in nature, they are not listed on the provider list 
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referenced above.  For further description of this project please see Appendix 40 for a 
description of the Request for Proposal for Supporting Community Connections.   
 
 
C. Counties have policies, procedures, and practices to inform all Medi-Cal 

beneficiaries of available services under consolidation of specialty mental 
health services. (Outreach requirements as per Section 1810.310, 1A and 2B, 
Title 9) 

 
(Counties may include a.) Evidence of community information and education 
plans or policies that enable Medi-Cal beneficiaries to access specialty mental 
health services; or b.) Evidence of outreach for informing under-served 
populations of the availability of cultural and linguistic services and programs 
(e.g., number of community presentations and/or forums used to disseminate 
information about specialty mental health services, etc.) 

 
To inform Medi-Cal beneficiaries as well as other members of the community, the 
Division conducts community outreach through the System-wide Committee to diverse 
cultural, racial, ethnic and linguistic communities that have experienced disparities due 
to low penetration, utilization and/or retention rates.  Please refer to Criterion 1, Section 
II A  for a more comprehensive description of the practices and procedures used by the 
System-wide Committee.  The System-wide Committee provides written information to 
community members that explain the process of how to obtain mental health services 
through the public mental health system.  (See Appendix 30 for the translated copies of 
the Division outreach flyer.)  Bilingual/bicultural staff work at the outreach events and 
help facilitate access for community members in attendance by communicating this 
process to them using a culturally and linguistically appropriate engagement style.  (See 
Appendix 02 for the log of outreach activities conducted to cultural, racial, ethnic and 
linguistic communities.)   
 
D. Evidence that the county has assessed factors and developed plans to 

facilitate the ease with which culturally and linguistically diverse populations 
can obtain services. Such factors should include: 
1. Location, transportation, hours of operation, or other relevant areas; 
2. Adapting physical facilities to be accessible to disabled persons, while 

being comfortable and inviting to persons of diverse cultural backgrounds 
(e.g., posters, magazines, décor, signs); and 

3. Locating facilities in settings that are non-threatening and reduce stigma, 
including co-location of services and /or partnerships, such as primary 
care and in community settings. (The county may include evidence of a 
study or analysis of the above factors, or evidence that the county program 
is adjusted based upon the findings of their study or analysis.) 

 
In response to changing need in Sacramento County, a community-wide needs 
assessment was conducted in the early 2000s to determine current and future need for 
social service facilities.  Multiple factors were considered including changing 
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demographics (increase in diverse communities, income levels, shifting population 
centers, etc), population projections, current and projected utilization rates, and 
transportation considerations.  The needs assessment documented the service needs 
of Sacramento County’s diverse communities and provided a number of 
recommendations to better serve all residents of Sacramento County.  The 
recommendations included the following: 
 

• Promote the decentralization of County services where feasible as a means to 
improve accessibility and service delivery; 

 
• Promote co-location of services for the convenience, ease of case access, 

effectiveness and efficiency of services for consumers; 
 

• Promote exploration of innovative ways to increase accessibility to services. 
 
The needs assessment resulted in a comprehensive countywide plan for siting human 
service facilities including social services, health, and mental health that was crafted 
with long-range planning in mind.  The plan included a framework that guided the 
location of county or county contracted direct service facilities and led to the 
establishment of multi-service agencies strategically located in high need areas 
throughout the county; collocation of existing services and numerous innovative 
community/home based programs.   These programs have been very successful in 
increasing access for culturally and linguistically diverse populations. 
 
While the services were well received by consumers, members of the larger community 
expressed concerns about siting programs throughout the community.  Representatives 
from various neighborhoods, business groups, providers, consumers, consumer 
representatives, family members, and Sacramento City and County representatives 
came together in a community-wide process that ultimately led to recommendations of 
policies and guidelines for siting service facilities.  The recommended policies and 
guidelines were adopted in 2001.  
 
The Sacramento County Mental Health community was actively involved in the human 
services siting project from analysis of the needs assessment and implementation of the 
siting plan, to the adoption of the Good Neighbor Policy.   The needs assessment 
analysis supported the regional distribution of mental health service sites.  Mental health 
programs are strategically located throughout the county including schools, apartment 
complexes, multi-service centers, co-located programs, churches and full service and 
specialized mental health facilities.  These programs/agencies employ culturally and 
linguistically competent staff that provides services for diverse communities.  
Additionally, numerous mental health programs are home based including an innovative 
partnership that provides comprehensive health services, mental health services, parent 
education and support for expectant and new families throughout the county.  Geo 
mapping techniques were used to site facilities in four geographic regions throughout 
the county and allowed for expansion of services as necessary. 
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A recent partnership includes an integrated behavioral health/primary health program at 
the Primary Health Center where a team provides health/behavioral health services to 
the highly diverse population that receives services at that facility.    
 
In addition to location, MHP administrators consider hours of operation and 
transportation issues when making contract and/or siting decisions.  In each of the four 
service regions, a significant number of Sacramento County MHP programs for children 
and adults operate beyond an 8AM-5PM day. These programs operate into the evening 
to accommodate working adults and families. Some programs are open on Saturdays. 
 
Access to public transportation lines is also a program requirement.  Additionally, some 
programs are required to hire staff that can provide transportation to and from 
appointments if transportation is a barrier. A number of programs have vans that allow 
for transportation of consumers to the program and program activities off-site.   
Childcare is also provided in some programs.   
 
As required by the Good Neighborhood Policy, MHP facilities must meet standards for 
cleanliness, attractiveness, litter control, removal of graffiti, parking and maintenance of 
landscape.  The MHP requires facilities to be comfortable and inviting to consumers 
from diverse cultures and requires culturally and linguistically appropriate posters, 
magazines, décor, and signage.     
 
To ensure that all requirements are meet to facilitate the ease with which culturally and 
linguistically diverse populations obtain services, the (Re) Certification Assessment 
Survey includes criteria that addresses some of the issues outlined above. Trained 
Sacramento County Mental Health Quality Management staff completes the Survey 
biennially.   Facilities are approved, approved provisionally and disapproved.  Any 
action other than approval requires a Plan of Correction within 30 days and a follow-up 
visit.   (See Appendix 41 for Good Neighbor Policy and the (re)Certification Assessment 
Survey.) 
 
Sacramento County conducted a county-wide ADA Program Accessibility Survey 
starting in 2005.  This study included both county operated and contract agencies that 
delivered services for what was then known as the Division of Mental Health. The 
surveys were reviewed by the county Department ADA/FEHA Coordinator, and/or Civil 
Rights Coordinator and forwarded to the Disability Compliance Office for final review.  
Programs were advised in writing of the results of the survey review.  Where 
deficiencies were identified programs were required to respond in writing outlining a 
timeline for addressing the deficiencies.  Both the Disability Compliance Office and BHS 
Contract Monitors followed up on any outstanding issues.  (See Appendix 42 for County 
of Sacramento Americans With Disabilities Act (ADA) Program Accessibility Survey 
Forms and related materials.)   
 
 

III. Quality of Care: Contract Providers 
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The county shall include the following in the CCPR: 
 
A. Evidence of how a contractor’s ability to provide culturally competent mental 

health services is taken into account in the selection of contract providers, 
including the identification of any cultural language competence conditions in 
contracts with mental health providers. 

 
In accordance with the Division’s mission to eliminate mental health disparities for all 
cultural, ethnic and racial groups, cultural and linguistic competence is embedded 
throughout all phases of the program design bid process including selection and 
implementation of all contracts.  It starts early in the program design phase with input 
from stakeholders relevant to the scope of the program and identified population(s).  For 
example, feedback provided by the Cultural Competence Committee / PEI Cultural 
Competence Advisory Committee has also been incorporated into the PEI projects 
during the program design phase.  Additionally, every program design team has at least 
one representative who provides cultural competence input specific to the identified 
population(s) to be served in the program.    
 
Agencies that respond to a request for proposal (RFP) must demonstrate throughout 
their proposal how they have implemented cultural and linguistic competence.  As 
cultural competence is also one of the Core Values of the Division, several of the RFP 
questions ask for specifics regarding how the proposer has already implemented and 
how they propose to implement cultural and linguistic competence throughout the 
program.  (See Appendix 40 for a portion of the Request for Proposal for Supporting 
Community Connections.)  On the RFP evaluation panel, stakeholders for whom it 
would not be a conflict of interest to participate are solicited.  Consumers and family 
members reflective of the diverse communities to be served in the proposed program 
are asked to participate in this review process.  There is always a representative from 
Cultural Competence, Quality Management, and the Division’s Research unit.   
 
Once a contract is initiated, the provider agency must comply with the Assurance of 
Cultural Competence Compliance (See Appendix 43) and any cultural or language 
competence conditions in the contract that are specific to the scope of the program.   
 
 

IV. Quality Assurance 
 
Requirement: A description of current or planned processes to assess the quality 
of care provided for all consumers under the consolidation of specialty mental 
health services. The focus is on the added or unique measures that shall be used 
or planned in order to accurately determine the outcome of services to 
consumers from diverse cultures including, but not limited to, the following: 
 
The county shall include the following in the CCPR: 
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A. List if applicable, any outcome measures, identification, and descriptions of 
any culturally relevant consumer outcome measures used by the county. 

 
The Division has adopted a variety of practices to measure the quality of care provided 
for all consumers under the consolidation of specialty mental health services.  
Highlighted in this section are outcome measures used in the Adult and Children’s 
systems that examine domains of particular relevance to persons from diverse cultures.   
 
When staff meet with an adult consumer during the assessment (and re-assessment) 
process, they have a conversation with the consumer and one of the areas of inquiry 
includes the following areas: 
 

Cultural Factors:   
Are you satisfied with other people’s acceptance of your cultural identity?  
Yes/No 
Do you have difficulty with others’ expectation of you?    Yes/ No 
Have you been a victim of discrimination?   Yes/No  
(See Appendix 44 for the Adult Comprehensive Assessment and Adult Re-
Assessment forms) 

 
In addition to the measure referenced above, the Division’s county operated and 
contract provider agencies are required to provide a consumer satisfaction survey to 
consumers who received services during a specified period of time.  One of the 
questions on the survey asks consumers to rate their satisfaction with staff being 
sensitive to the consumer’s cultural/ethnic background.  (See Appendix 45 for a copy of 
the Sacramento County Adult System of Care Performance Outcomes Report, May 
2009 Consumer Survey Administration.)  Prior to 2010, the Division surveyed all of the 
consumers who met with a county-operated or contract mental health service provider 
during a specified time frame.  The results were analyzed and reported to the state.  In 
2010, the State changed the methodology, which entailed selecting a random sample of 
consumers, using the statewide Client Services Information (CSI) database, who 
received mental health services during a specified timeframe.  The Division’s preference 
is to collect satisfaction surveys from a broader representation of its service population, 
so in the coming year we plan to reinstitute the point-in-time surveying of all mental 
health consumers who receive services.   
 
The Adult Access Team mails a satisfaction survey to all clients who contact them and 
are authorized to receive mental health services in Sacramento County.  The results 
from the Adult ACCESS Satisfaction Survey report issued in January, 2011 (See 
Appendix 46) underscores the importance of having bilingual staff available to 
communicate with Limited English Proficient callers: 
 

The second issue we examined was if level of satisfaction was influenced by 
whether the respondent was able to use their preferred language.  Although 
individuals not able to use their preferred language during the Access 
assessment only accounted for 9.0% of respondents (up from 6.3% in 2009), 
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those individuals were significantly less satisfied in all of the 6 domains, as 
compared to those who could use their preferred language.   

 
There is also a Peer Partner Adult Psychiatric Support Services (APSS)/Aftercare Client 
Satisfaction Survey that is used in order to assess consumer satisfaction with the 
services received from a Peer Partner.  It is administered when the consumer 
transitions out of the APSS/Aftercare clinic.  The Peer Partners are a group of culturally 
diverse individuals with lived experience of having a mental illness.  Many of the peer 
partners are bilingual and bicultural.  The Peer Partners provide additional support to 
consumers at the APSS/Aftercare clinics and work as part of a multi-disciplinary 
treatment team at the APSS/Aftercare Clinics.  (See Appendix 47 for a copy of the Peer 
Partners APSS/Aftercare Client Satisfaction Survey.)   
 
In January 2011, the Division began piloting the Child and Adolescent Needs and 
Strengths (CANS) outcome measure tool within the Children’s System of Care.  The 
inclusion of cultural issues/considerations in the instrument was a major factor in 
selection of the tool.  The Flexible Integrated Treatment (FIT) and WRAP providers 
were chosen to pilot the CANS due to their array of services and levels of need.  This 
communimetric tool is designed to be interactive with the youth and family and is 
administered every six months.  It is a youth and family-focused assessment that 
measures outcome at all levels:  individual consumer/family, clinician, program and 
system.  (See Appendix 48 for a copy of the CANS Scoring form.)  Based on the results 
of this pilot, the Division is considering using the Adult Needs and Strengths 
Assessment (ANSA), developed by the same group as the CANS for the adult version 
of this outcome measurement tool in the Adult system.   
 
B. Staff Satisfaction: A description of methods, if any, used to measure staff 

experience or opinion regarding the organization’s ability to value cultural 
diversity in its workforce and culturally and linguistically competent services; 
and 

 
The Division requires that all county-operated and contract provider agencies providing 
mental health services complete an Agency Self Assessment (See Appendix 01) on a 
biennial basis.  It is suggested in the Assessment document that persons 
knowledgeable in activities related to the quality of care at the agency should complete 
the assessment as part of a group discussion.  It is suggested that the following 
participants be included in the discussion if they are available at the agency:   
 

1) Executive Director,  
2) Clinical Director,  
3) Quality Assurance staff,  
4) Cultural Competency representative,  
5) line staff,  
6) consumer of mental health services (including children of appropriate age) and  
7) family member of a consumer.   
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The Agency Self Assessment delves into the following areas: 
 

1.   Agency’s commitment to Cultural Competence. 
2.   Assessment of service needs.  (this is done at the county level, therefore it is 
not required in the agency’s response) 
3.   Cultural input into agency activities. 
4.   Integration of CC committee or other group within organization. 
5.   CC staff: training activities. 
6A. CC staff: Recruitment, hiring and retention strategies for most prevalent 
cultural group. 
6B. CC staff:  recruitment, hiring and retention strategies for 2nd most prevalent 
cultural group. 
6C. CC staff:  Recruitment, hiring and retention strategies for 3rd most prevalent 
cultural group. 
7.   Language capacity: Interpreters. 
8.   Language capacity:  Bilingual staff. 
9.   Language capacity:  Key forms. 
10. Language capacity:  Service descriptions and educational materials. 
11. Assessment and adaptation of services 

 
An early version of the Agency Self Assessment that was used by Sacramento County 
used a methodology different from the one we have adopted.  The former version asked 
all staff to complete an assessment of their agency in terms of the organization’s ability 
to value cultural diversity in its workforce and to provide culturally and linguistically 
competent services.  The Division will review this version and will implement a 
measurement in the current reporting period that reflects staff satisfaction around 
cultural competence within their agency.  
  
C. Grievances and Complaints: Provide a description of how the county mental 

health process for Medi-Cal and non-Medi-Cal client Grievance and 
Complaint/Issues Resolution Process data is analyzed and any comparison 
rates between the general beneficiary population and ethnic beneficiaries. 

 
The Quality Management unit operates the Problem Resolution component for the 
Division.  While all of the mental health contract providers have their own internal client 
grievance process, clients also have the right to express their grievance with the County 
through the Problem Resolution line (See page ii of the Member Handbook in Appendix 
28).  In the 2009 – 2010 reporting period there was a significant decrease in the number 
of issues reported (230 reported in 2009-2010 and 400 in 2008-2009).  The majority of 
grievances involved adult consumers requesting a change of provider.  While the 
information on a member’s race or ethnicity has not been routinely collected, the 
Division will incorporate this practice and include this information in future reports within 
this CCP reporting period.  (See Appendix 49 for the Quality Improvement Committee 
Report Annual Problem Resolution Summary/Analysis Report for FY 2009- 2010.)  
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APPENDIX 19: 

TRAINING EVALUATION FORM 



 



 

2010 

Sacramento County  
Department of Health and Human Services 

Behavioral Health Services Division, Quality Management Services 

 
 
 

 

EVALUATION FORM 

 
 

Date:                                                                                             Location:   
Trainer:   
 Strongly 

Agree 
Agree Neutral Disagree Strongly 

Disagree 
Not 

Applicable
Overall Training       

       
The training had clear and consistent objectives 5 4 3 2 1 NA 
       
The objectives were reached 5 4 3 2 1 NA 
       
A balance of theory and application was provided 5 4 3 2 1 NA 
       
The content was relevant to my work 5 4 3 2 1 NA 
       
Handouts were useful 5 4 3 2 1 NA 
       
Audio and/or visual aids added to my understanding 5 4 3 2 1 NA 
       
I would recommend this training to my co-workers 5 4 3 2 1 NA 
       

Trainers       
       
The trainers appeared well organized and prepared 5 4 3 2 1 NA 
       
A clear understanding of the course content was demonstrated 5 4 3 2 1 NA 
       
The trainers utilized effective teaching techniques  5 4 3 2 1 NA 
       
The subject matter was clearly presented 5 4 3 2 1 NA 
       
Discussion from participants was encouraged 5 4 3 2 1 NA 
       
The trainers were responsive to the participants 5 4 3 2 1 NA 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Strengths of the training, including the instructors: 
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________ 

 

Suggestions for improving and/or changing future training: 
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________ 

 

Other comments such as other training you would like to have offered: 
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________ 



 

2010 
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ATTACHMENT 1 – WET Plan 
 
 
 
 
 

 
 
 
 
 
 
 

MENTAL HEALTH SERVICES ACT 
 
 

WORKFORCE EDUCATION  
AND TRAINING (WET) 

PLAN 
 
 

 



PART IV:  REQUIRED EXHIBITS 
 

EXHIBIT 1:  WORKFORCE FACE SHEET   
 

MENTAL HEALTH SERVICES ACT (MHSA) WORKFORCE EDUCATION AND TRAINING COMPONENT 
THREE-YEAR PROGRAM AND EXPENDITURE PLAN, Fiscal Years 2006-07, 2007-08, 2008-09 

 
County: SACRAMENTO                   Date:  March 1, 2009  
 
Sacramento County’s Workforce Education and Training (WET) component of the Three-Year Program and Expenditure Plan 
addresses the shortage of qualified individuals who provide services in our Public Mental Health System.  This includes community 
based organizations and individuals in solo or small group practices who provide publicly-funded mental health services in this County’s 
Public Mental Health System.  This WET Work Plan is consistent with and supportive of the vision, values, mission, goals, objectives 
and proposed actions of California’s MHSA Workforce Education and Training Five-Year Strategic Plan (Five-Year Plan), and 
Sacramento County’s MHSA Community Services and Supports component.  Actions to be funded in this WET component supplement 
state administered workforce programs.  The combined Actions of California’s Five-Year Plan and Sacramento County’s Workforce 
Education and Training component together address our County’s workforce needs as indicated in Exhibits 3 through 6.   
 
Funds do not supplant existing workforce development and/or education and training activities.  Funds will be used to modify and/or 
expand existing programs and services to fully meet the fundamental principles contained in the Act.   
 
All proposed education, training and workforce development programs and activities contribute to developing and maintaining a 
culturally competent workforce, to include individuals with client and family member experience that are capable of providing client- and 
family-driven services that promote wellness, recovery, and resiliency, and lead to measurable outcomes.  This Workforce Education 
and Training component has been developed with stakeholders and public participation.  All input has been considered, with 
adjustments made, as appropriate. 
 
Progress and outcomes of education and training programs and activities listed in this Workforce Education and Training component 
will be reported and shared on an annual basis, with appropriate adjustments made.  An updated assessment of this county’s workforce 
needs will be provided as part of the development of each subsequent Workforce Education and Training component. 
 
County Mental Health Director     Street Address (or, PO Box): 7001-A East Parkway, Suite 400  
Printed Name:  Leland Tom                                                    City, ZIP Code: Sacramento, CA  95823 
         Phone #: 916-875-9904  Fax # 916-875-6970: 
Signature:        E-mail address: Tomla@saccounty.net  
 
Contact Person’s Name: Michelle Callejas, MHSA Coordinator      Phone #: 916-875-6486       Fax #: 916-875-1490 

                           E-mail: callejasm@saccounty.net   
 

 

mailto:Tomla@saccounty.net
mailto:callejasm@saccounty.net


 
 

TABLE OF CONTENTS 
 

 Page 
 
EXHIBIT 1:  WORKFORCE FACE SHEET ............................................................................................................................  40  
 
 
EXHIBIT 2:  STAKEHOLDER PARTICIPATION SUMMARY ................................................................................................  42  
 
 
EXHIBIT 3:  WORKFORCE NEEDS ASSESSMENT.............................................................................................................  53  
 
 
EXHIBIT 4:  WORK DETAIL ..................................................................................................................................................  54  
 
 
EXHIBIT 5:  ACTION MATRIX ...............................................................................................................................................  63  
 
 
EXHIBIT 6:  BUDGET SUMMARY .........................................................................................................................................  64  
 
 
EXHIBIT 7:  ANNUAL PROGRESS REPORT .......................................................................................................................  67  
 
 
 
 
 
 
 
 
 
 

 
 

 



EXHIBIT 2:  STAKEHOLDER PARTICIPATION SUMMARY 
Sacramento County completed the community planning process for the Workforce Education and Training (WET) component in November of 2008.  
In addition to conducting the Workforce Needs Assessment (Exhibit 3), several stakeholder processes were utilized that built upon the initial MHSA 
Community Planning Process conducted in 2005.  Consumers, family members, providers, system partners and other interested community members 
were actively engaged in the development of the WET plan at each step of the stakeholder process.   The planning process was inclusive, 
comprehensive and there was positive feedback received via surveys at each step of the process.  Consumers and family members were integral to the 
process, and many assumed leadership positions in facilitating groups and serving as chairs on the workgroups and WET Task Force.  This Work 
Plan could not have been developed without the help of the many stakeholders who chose to be part of the process and in fact, close to 1500 
volunteer hours went into the development of the plan! 
 
MHSA Steering Committee  
The MHSA Steering Committee is the highest recommending body of MHSA planning in Sacramento County.  The committee is made up of 28 
members representing mental health service providers, law enforcement, senior and adult services, education, social services, alcohol and drug 
services, child protective services, health, cultural competence, juvenile court, probation, consumers, and family members.  All meetings are open to 
the public and time is set aside for public comment. 
 
The Steering Committee was educated about the WET component guidelines and allowable use of funding and discussed possible methods of 
developing the Work Plan.  The committee members recommended the establishment of a WET Taskforce in February 2008 and charged them with 
several key tasks:  1) develop a Mission Statement for the County in implementation of the WET Work Plan; 2) prioritize input collected from 
community focus groups, the Workforce Needs Assessment and from the CSS planning process; and 3) make final recommendations regarding WET 
Actions to the MHSA Steering Committee.   
 
WET Focus Groups 
Sacramento County collaborated with community members in facilitating twelve (12) focus groups to seek community input on WET strategies. 
Significant outreach was conducted to recruit community members to help facilitate the focus groups, with specific efforts put toward enlisting 
consumers and family members.  Outreach was done through a variety of methods including the MHSA email list-serve, announcements and flyers at 
the MHSA Steering Committee meeting, announcement in the NAMI newsletter, and by working in partnership with consumer and family advocates 
who distributed the training flyers within their networks.  27 mental health staff, consumers, family members, youth and other community members 
volunteered to attend facilitator trainings and co-facilitate the various focus groups.   
 
The County promoted the focus groups in a number of ways including enlisting the support of adult, family and youth advocate staff to disseminate 
the information; e-mail blasts on the MHSA list-serve; collaboration with groups and agencies that serve diverse racial, ethnic and cultural 
communities; and by announcing it at the MHSA Steering Committee meetings.  A total of 417 individuals participated in the twelve (12) focus 
groups which were broken out into the following areas: Children’s Mental Health Providers; Adult Mental Health Providers; Adult Consumers and 
Family Members; Family Advocate Committee; Culturally Diverse Bilingual and Bicultural Direct Service Staff; Youth at Health Professions High 
School; Transitional Age Youth; MHSA Steering Committee and subject matter experts in workforce development; Association of Mental Health 
Contractors; Family Members of Children and Youth; Older Adult Consumers and Family Members;  and NAMI Sacramento Meeting. 

 



After educating the group members about WET and allowable use of funding, facilitators asked five (5) standard questions to generate ideas to 
address Sacramento County’s workforce needs.  Each focus group brainstormed ideas related to four (4) WET funding categories:  1) Training and 
Technical Assistance, 2) Mental Health Career Pathways, 3) Residencies and Internships, and 4) Financial Incentives.    
 
The top recommendations from all twelve focus groups were brought forward for review to the WET Taskforce.  
 
Key Informant Interviews 
An analysis of Sacramento County’s Workforce Needs Assessment illustrated the need to increase bilingual/bicultural staff to address the increasing 
diversity of our community.  In order to supplement the information gathered from the focus groups, the County identified thirteen (13) cultural 
brokers/leaders (referred to as Key Informants) from underserved racial, cultural and ethnic communities highlighted in the Workforce Needs 
Assessment and conducted face to face interviews with a prescribed set of questions.   The Key Informants addressed the needs of the following 
groups: 

• Individuals and families from the former Soviet Union (Russians, Ukrainians) 
• Southeast Asians (Hmong, Vietnamese, Laotian) 
• Individuals and families from Iraq and Iran 
• Latinos  
• African Americans  
• Native Americans 

 
The information collected from the interviews was analyzed and grouped by themes and content areas.  The final document entitled “Conversations 
with Community Leaders: Strategies for Working with Diverse Racial, Cultural, and Ethnic Communities” provides valuable information regarding 
culturally appropriate strategies to take into consideration in the development and implementation of Sacramento County’s WET Work Plan.  
Additionally, the document will continue to be used to inform other County planning processes, policies and practices.    
 
Workforce Education and Training Taskforce and WET Funding Workgroups 
The MHSA Steering Committee recommended that the WET Taskforce not be limited but interested individuals were required to attend one 
orientation/training and the first WET Taskforce meeting in order be a voting member on the Taskforce.  The Taskforce met twelve (12) times from 
May through September and all meetings were open to the public with time allotted for public comment.   
 
Taskforce sign-up sheets were posted at each focus group and additional outreach was made announcing Taskforce information at the MHSA 
Steering Committee meetings, posting it on the MHSA website and emailing it on the MHSA list-serve.  Follow up emails and personal phone calls 
were made to individuals who expressed interest including those from the following stakeholder groups: Asian and Pacific Islander communities, 
consumers, Department of Rehabilitation, disability community, Folsom Lake College, Sacramento City Unified School District, Sacramento City 
College, private Universities, University of California Davis, SETA, Vocational Development for Tribal Communities, Youth Development 
Network, and Youth Advocates.   
 

 



The WET Taskforce was composed of 52 voting members. The members represented a cross section of the community with 40% of the Taskforce 
self-identified as consumers and family members.  Taskforce representatives included consumers; family members; individuals from agencies that 
serve racial, cultural and ethnic groups; mental health service providers; Mental Health Division staff; California State University of Sacramento; Los 
Rios Community College School District; health providers; Sacramento County school districts; Steering Committee members; University of 
California Davis; workforce development organizations; and youth serving organizations.  There was ethnic and culturally diversity on the Taskforce 
with representation from individuals from Asian Pacific Islander, African-American, Eastern European, Latino and Caucasian backgrounds.   
 
The WET Taskforce had three Chairs all of whom were also MHSA Steering Committee members.  One Chair was a director in social services and 
the other two Chairs were Youth Advocates employed with a mental health service provider – one self-identified as a consumer and the other self-
identified as a family member/caregiver to a transitional age youth consumer.  The WET Taskforce immediately began working on the mission for 
Sacramento County’s WET Work Plan.  The following Mission Statement was developed: 
 

Sacramento County’s mission is to develop and maintain a mental health workforce skilled in: 
• Providing culturally and linguistically competent services; 
• Promoting a consumer and family-driven system of care that embraces the principles of wellness, recovery and resiliency; and 
• Ensuring that services provided are integrated, collaborative, evidence-based or promising practices that result in positive outcomes for 

consumers, family members and the community.   
  
The Taskforce then analyzed the focus group data and completed the prioritization of Sacramento’s workforce needs.  WET Funding Workgroups 
were established to analyze the priorities and develop Actions in the four funding categories listed below: 

1. Training and Technical Assistance 
2. Mental Health Career Pathways 
3. Residencies and Internships 
4. Financial Incentives 

 
Recruitment for Workgroups began in June with announcements being made at Taskforce meetings, postings of informational flyers on the MHSA 
website, and emailing of informational flyers through the MHSA list-serve.  Workgroup information was announced and distributed at the WET 
Taskforce meeting and shared with all members through email.  Invitational phone calls and follow up emails were made by MHSA staff to the 
following stakeholders: all Key Informants; the disabled community; Department of Rehabilitation; K-12 education (Sacramento county school 
districts), higher education (Los Rios Community College District, California State University of Sacramento, University of California Davis and 
private universities); and workforce development subject matter experts and providers.   
 
Each Workgroup was co-chaired by a team of two community Chairs with support from a Division of Mental Health staff.  Five of the eight 
Workgroup chairs self-identified as consumers and/or family members.  The Workgroup Chairs participated in bi-weekly planning meetings for eight 
weeks to develop an understanding of the WET guidelines and the priorities set by the WET Taskforce, and to plan the Workgroup meeting agendas.  
 

 



Each Workgroup met four (4) times and all meetings were open to any interested individuals.  A total of 57 community members participated in the 
Workgroup process and 38% of the participants self-identified as consumers and family members.  The workgroups were comprised of the following 
stakeholder groups: consumers; family members; Cosumnes River College; California State University of Sacramento; ethnic service providers 
representing the African-American, Asian Pacific Islander and Tribal communities; Division of Mental Health staff; Department of Rehabilitation; 
mental health providers; MHSA Steering Committee members; physical health providers; Sacramento City Unified School District, including the 
Regional Occupational Program (ROP) division; Sacramento Employment and Training Agency (SETA); University of California Davis; WET 
Taskforce members; organizations serving youth and young adults; and other interested community members.   
 
The Funding Workgroups developed a total of seven (7) Actions that they subsequently presented to the WET Taskforce.  The Taskforce then 
enhanced the actions to ensure they addressed the needs identified in the Workforce Needs Assessment and also to ensure they would move the 
county toward the goal of creating a diverse and qualified workforce.   
 
The Taskforce Chairs presented the seven (7) Actions to the MHSA Steering Committee in September and October.  After much discussion, the 
MSHA Steering Committee accepted all seven (7) Actions and recommended to the Division that they be incorporated into Sacramento County’s 
WET Work Plan and submitted to DMH for funding. The Division subsequently added a WET Coordinator in the Workforce Staffing Support 
funding category for a total of eight (8) Actions. 
 
Posting and Public Comment 
Sacramento’s WET Work Plan is included as part of the County’s Fiscal Year 2009 – 2010 Annual Update.  The Annual Update was posted from 
January 16, 2009 to February 16, 2009 and a public hearing was conducted by the Sacramento County Mental Health Board on February 18, 2009.   
 
Public Comment 
Several comments and questions were submitted during the 30-day public review and comment period:   

• Surprise that that the Workforce Needs Assessment indicated that Consumer Support Staff and Family Support Staff were classified as “hard 
to fill” positions.  

• Concern that that the current workforce is comprised of only 17% self-disclosed consumers or family members which is not consistent with 
“Client and Family Driven”.  It was suggested that we should be striving for 50%.   

• It was suggested that Regional Partnerships should be considered for Action #2 (System Training Continuum) and Action #3 (Office of 
Consumer and Family Member Employment.) 

• Statement that Action #5 (Psychiatric Residents and Fellowships) was very expensive due to the cost of the psychiatrist and that the program 
may not be worth the cost. 

• There was a question as to how Action #6 (Multidisciplinary Seminar) would lead to retention of psychiatrists – that it may increase their 
skills but wouldn’t necessarily lead to an increase in retention. 

• Apprehension regarding implementing the WET Plan given the current fiscal crisis facing Sacramento County’s Division of Mental Health as 
well as the state fiscal crisis.  There was concern that Sacramento County would implement the Office of Consumer and Family Member 
employment and prepare individuals to enter the workforce at a time when individuals already working in the system are being laid off.  
Additionally, there was concern that individuals would take advantage of stipends and scholarships but when it is time to “pay back” by 

 



working in Sacramento’s mental health system, such opportunities would not exist and individuals would be required to pay back the money 
in cash, placing them in an undesirable and stressful position. It was suggested that careful thought be put into strategic implementation of the 
WET Work Plan. 

 
Division Response to Public Comment 
With regard to the question about Consumer and Family Member Support Staff positions being “hard to fill”, the Workforce Needs Assessment was 
conducted in November 2007 and is based on the responses of the providers at that point in time.  Agencies were asked if they had those types of 
positions available and whether they were hard to fill, to which they could respond “yes” or “no”.  Even if just one agency had responded “yes”, the 
answer was reflected as “yes” for the entire county.  However, several agencies responded “yes” to this question. 
 
Client and family driven can be operationalized in a number of ways.  One way is through the percent of the workforce who identify as clients or 
family members.  Although 17% is less than half-way to 50%, it is still one of the largest percentages in the State.  Further, if 17% of the workforce 
identified as belonging to the client and/or family member group, it is likely the actual percent is higher.  Many are still hesitant to self-identify due to 
the perception of stigma and discrimination associated with doing so.  This issue came up several times during the planning process and Sacramento 
County is committed to developing strategies to reduce stigma and discrimination.   
 
One can also look at a system as Client and Family Driven if clients and family members participate in system planning and are fully heard and 
understood by those who do not self-identify in the same way, including decision makers in the system.  Sacramento has been successful in this 
regard in that 50% of the MHSA Steering Committee (past and present) is comprised of consumers and family members.  There has also been 
significant involvement of consumers and family members in all components of the MHSA planning process.  Additionally, consumers and family 
members have been represented on the Mental Health Division’s management team for over ten (10) years.   
The suggestion to add Regional Partnerships to Action #2 and Action #3 was considered and added to both actions.  The Division will participate in 
Regional Partnership activities and take advantage of opportunities that will contribute to our workforce development efforts. 
 
With regard to comments about Actions 5 and 6, it is acknowledged that the cost of psychiatrist time is high.  However, Sacramento’s Workforce 
Needs Assessment identified a need for psychiatrists in our system.  The workgroup that developed this plan determined that a psychiatrist is the 
most appropriate classification to provide the supervision and training of psychiatric residents and fellows for a number of reasons, including those 
related to licensing requirements.  The hope is that both Actions 5 and 6 will result in an increase in retention of psychiatrists and other licensed 
practitioners.  Both Actions will provide specific training and dedicated supervision and support that are currently not provided due to limited 
resources.  By creating a supportive learning environment that promotes and supports professional growth, it is anticipated that participants will be 
more likely to enter and remain in Sacramento County’s mental health workforce. 
 
Finally, the Division is acutely aware of the fiscal crisis currently facing the Division and the State and understands there will likely be continued 
fiscal challenges for the next several years.  With this in mind, the Division will carefully consider how the WET Work Plan is implemented and 
determine the feasibility of executing some Actions prior to others.  The Division will also seek consultation from the MHSA Steering Committee 
prior to and during implementation. 

 



 

  

SUMMARY OF COMPLETE COUNT AND EXTRAPOLATED ESTIMATES:  ALL SEGMENTS  
Race/ethnicity of FTEs currently in the workforce  

Major Group and Positions 

Estimated
# FTE  

authorized

Position
hard to 

fill? 
1=Yes 
0=No 

# FTE 
estimated to
meet need 
in addition  
to # FTE 

authorized 
White/ 

Caucasian
Hispanic/

Latino 

African- 
American

Black 

Asian/ 
Pacific 

Islander
Native 

American

Multi- 
Race 

or  
Other 

# FTE 
filled 

(5)+(6)+ 
(7)+(8)+ 
(9)+(10) 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) 
A.  Unlicensed Mental Health Direct Service Staff: 
County (employees, independent contractors, volunteers) 
   Mental Health Rehabilitation Specialist 39.5 1 28.5 

   Case Manager/Service Coordinators 5.0 1 3.6 

   Employment Services Staff       

   Housing Services Staff       

   Consumer Support Staff       

   Family Member Support Staff       

   Benefits/Eligibility Specialist       

   Other Unlicensed MH Direct Service Staff 59.4 1 42.9 

Unlicensed Mental Health  
Direct Service Staff;  

Sub-Totals Only 

Sub-total, A (County) 103.9 3 75.0 38.8 13.3 24.3 9.7 1.3 7.6 95.0 

All Other (CBOs, CBO sub-contractors, network providers, and volunteers) 
   Mental Health Rehabilitation Specialist 182.7 1 131.8 

   Case Manager/Service Coordinators 261.0 1 188.3 

   Employment Services Staff 23.8 1 17.2 

   Housing Services Staff 25.6 1 18.5 

   Consumer Support Staff 25.3 1 18.3 

   Family Member Support Staff 39.3 1 28.4 

   Benefits/Eligibility Specialist 5.0 1 3.6 

   Other Unlicensed MH Direct Service Staff 396.6 1 286.1 

Unlicensed Mental Health  
Direct Service Staff;  

Sub-Totals Only 

Sub-total, A (All Other) 959.3 8 692.2 335.6 106.2 205.7 112.0 7.2 75.0 841.7 

Total, A (County & All Other) 1063.2 11 767.2 374.4 119.5 230.0 121.7 8.5 82.6 936.7 



 

  

Race/ethnicity of FTEs currently in the workforce  

Major Group and Positions 

Estimated
# FTE  

authorized

Position
hard to 

fill? 
1=Yes 
0=No 

# FTE 
estimated to
meet need 
in addition  
to # FTE 

authorized 
White/ 

Caucasian
Hispanic/

Latino 

African- 
American

Black 

Asian/ 
Pacific 

Islander
Native 

American

Multi- 
Race 

or  
Other 

# FTE 
filled 

(5)+(6)+ 
(7)+(8)+ 
(9)+(10) 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) 
B.  Licensed Mental Health Staff (direct service): 
County (employees, independent contractors, volunteers) 
   Psychiatrist, general       

   Psychiatrist, child/adolescent 3.7 1 2.7 

   Psychiatrist, geriatric       

   Psychiatric or Family Nurse Practitioner 2.0 1 1.4 

   Clinical Nurse Specialist 1.5 1 1.1 

   Licensed Psychiatric Technician 11.0 1 7.9 

   Licensed Clinical Psychologist       

   Psychologist, registered intern (or waivered)       

   Licensed Clinical Social Worker (LCSW) 17.5 1 12.6 

   MSW, registered intern (or waivered) 3.0 1 2.2 

   Marriage and Family Therapist (MFT) 28.9 1 20.9 

   MFT registered intern (or waivered) 9.0 1 6.5 

   Other Licensed MH Staff (direct service) 22.6 1 16.3 

Licensed Mental Health  
Direct Service Staff; 

Sub-Totals Only 

Sub-total, B (County) 99.2 9.0 71.6 44.2 6.1 10.6 10.2 1.2 7.8 80.1 

All Other (CBOs, CBO sub-contractors, network providers, and volunteers) 
   Psychiatrist, general 24.3 1 17.5 

   Psychiatrist, child/adolescent 13.8 1 10 

   Psychiatrist, geriatric 1.5 0 1.1 

   Psychiatric or Family Nurse Practitioner 1.9 1 1.4 

   Clinical Nurse Specialist 10.8 1 7.8 

   Licensed Psychiatric Technician 15.5 1 11.2 

   Licensed Clinical Psychologist 13.6 1 9.8 

   Psychologist, registered intern (or waivered) 7.1 0 5.1 

   Licensed Clinical Social Worker (LCSW) 40.9 1 29.5 

   MSW, registered intern (or waivered) 115.5 1 83.3 

   Marriage and Family Therapist (MFT) 80.3 1 57.9 

   MFT registered intern (or waivered) 194.2 1 140.1 

   Other Licensed MH Staff (direct service) 12.2 1 8.8 

Licensed Mental Health  
Direct Service Staff;  

Sub-Totals Only 

Sub-total, B (All Other) 531.6 11.0 383.5 295.1 42.4 45.5 56.6 4.3 40.4 484.3 



 

  

Race/ethnicity of FTEs currently in the workforce  

Major Group and Positions 

Estimated
# FTE  

authorized

Position
hard to 

fill? 
1=Yes 
0=No 

# FTE 
estimated to
meet need 
in addition  
to # FTE 

authorized 
White/ 

Caucasian
Hispanic/

Latino 

African- 
American

Black 

Asian/ 
Pacific 

Islander
Native 

American

Multi- 
Race 

or  
Other 

# FTE 
filled 

(5)+(6)+ 
(7)+(8)+ 
(9)+(10) 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) 

Total, B (County & All Other) 630.8 20.0 455.1 339.3 48.5 56.1 66.8 5.5 48.2 564.4 

C.  Other Mental Health Staff (direct service): 
County (employees, independent contractors, volunteers) 
   Physician       
   Registered Nurse 8.0 1 5.8 

   Licensed Vocational Nurse 18.0 1 13 

   Physician Assistant       

   Occupational Therapist       

   Other Therapist (e.g., physical, recreation, art, dance) 6.0 1 4.3 

   Other Health Care Staff (direct service, to include        

        traditional cultural healers)       

Other Health Care 
Direct Service Staff; 

Sub-Totals Only 

Sub-total, C (County) 32.0 3.0 23.1 18.1 1.6 2.9 6.8 0.1 3.6 33.1 

All Other (CBOs, CBO sub-contractors, network providers, and volunteers) 
   Physician 2.8 1 2.0 

   Registered Nurse 85.2 1 61.5 

   Licensed Vocational Nurse 47.1 1 34 

   Physician Assistant 0.5 0 0.4 

   Occupational Therapist       

   Other Therapist (e.g., physical, recreation, art, dance) 14.6 1 10.5 

   Other Health Care Staff (direct service, to include  27.5 1 19.8 

        traditional cultural healers)       

Other Health Care  
Direct Service Staff;  

Sub-Totals Only 

Sub-total, C (All Other) 177.7 5.0 128.2 89.5 11.9 21.7 35.2 0.1 10.4 168.8 

Total, C (County & All Other) 209.7 8.0 151.3 107.6 13.5 24.6 42.0 0.2 14.0 201.9 

           

DIRECT SERVICE TOTAL (A+B+C) 1903.7 39.0 1373.6 821.3 181.5 310.7 230.5 14.2 144.8 1703.0 



 

  

Race/ethnicity of FTEs currently in the workforce  

Major Group and Positions 

Estimated
# FTE  

authorized

Position
hard to 

fill? 
1=Yes 
0=No 

# FTE 
estimated to
meet need 
in addition  
to # FTE 

authorized 
White/ 

Caucasian
Hispanic/

Latino 

African- 
American

Black 

Asian/ 
Pacific 

Islander
Native 

American

Multi- 
Race 

or  
Other 

# FTE 
filled 

(5)+(6)+ 
(7)+(8)+ 
(9)+(10) 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) 
D.  Managerial and Supervisory: 
County (employees, independent contractors, volunteers) 
   CEO or manager above direct supervisor 16.0 1 11.5 
   Supervising psychiatrist (or other physician)      
   Licensed supervising clinician  8.0 1 5.8 
   Other managers and supervisors  22.0 1 15.9 

Managerial/Supervisory 
Non Direct Service Staff;  

Sub-Totals Only 

Sub-total, D (County) 46.0 3.0 33.2 31.0 4.2 2.3 6.0 1.0 4.2 48.7 

All Other (CBOs, CBO sub-contractors, network providers, and volunteers) 

   CEO or manager above direct supervisor 95.7 1 69 
   Supervising psychiatrist (or other physician) 3.0 1 2.2 
   Licensed supervising clinician  68.4 1 49.3 
   Other managers and supervisors  121.3 1 87.5 

Managerial/Supervisory 
Non Direct Service Staff;  

Sub-Totals Only 

Sub-total, D (All Other) 288.4 4.0 208.0 169.2 19.7 38.1 24.9 3.2 17.5 272.6 
Total, D (County & All Other) 334.4 7.0 241.2 200.2 23.9 40.4 30.9 4.2 21.7 321.3 

 
E.  Support Staff: 
County (employees, independent contractors, volunteers) 
   Analysts, tech support, quality assurance 15.0 0 10.8 
   Education, training, research        
   Clerical, secretary, administrative assistants 97.0 0 70 
   Other support staff (non-direct services) 55.0 1 39.7 

Support/Administrative 
Non Direct Service Staff;  

Sub-Totals Only 

Sub-total , E (County) 167.0 1.0 120.5 71.1 16.5 19.1 19.8 2.2 14.3 143.0 

All Other (CBOs, CBO sub-contractors, network providers, and volunteers) 

   Analysts, tech support, quality assurance 29.4 1 21.2 
   Education, training, research  7.2 1 5.2
   Clerical, secretary, administrative assistants 240.8 1 173.7
   Other support staff (non-direct services) 89.8 1 64.8

Support/Administrative 
Non Direct Service Staff;  

Sub-Totals Only 

Sub-total , E (All Other) 367.2 4.0 264.9 174.8 56.7 52.6 48.6 3.1 25.0 360.8 
Total, E (County & All Other) 534.2 5.0 385.4 245.9 73.2 71.7 68.4 5.3 39.3 503.8 

           
           



 

  

Race/ethnicity of FTEs currently in the workforce  

Major Group and Positions 

Estimated
# FTE  

authorized

Position
hard to 

fill? 
1=Yes 
0=No 

# FTE 
estimated to
meet need 
in addition  
to # FTE 

authorized 
White/ 

Caucasian
Hispanic/

Latino 

African- 
American

Black 

Asian/ 
Pacific 

Islander
Native 

American

Multi- 
Race 

or  
Other 

# FTE 
filled 

(5)+(6)+ 
(7)+(8)+ 
(9)+(10) 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) 
County (employees, independent contractors,  
volunteers) (A+B+C+D) 448.1 19.0 323.4 203.2 41.7 59.2 52.5 5.8 37.5 399.9 
All Other (CBOs, CBO sub-contractors, network providers,  
and volunteers (A+B+C+D) 2324.2 32.0 1676.8 1064.2 236.9 363.6 277.3 17.9 168.3 2128.2 
TOTAL COUNTY WORKFORCE (A+B+C+D) 2772.3 51.0 2000.2 1267.4 278.6 422.8 329.8 23.7 205.8 2528.1 

 
F.  TOTAL PUBLIC MH POPULATION Leave Col. 2, 3, & 4 blank 36.4% 16.4% 18.9% 5.2% 0.6% 22.5% 100.0% 
NOTE:  Detail may not add to total, due to rounding. 11986 5402 6235 1715 206 7427 32971 

 
 
 
 Estimated Position hard to fill with # additional consumer or 
 # FTE authorized and to be filled consumers or family family member FTEs 
Major Group and Positions by consumers or family members members?  1=Yes; 0=No estimated to meet need 

(1) (2) (3) (4) 
A.  Unlicensed Mental Health Direct Service Staff:              
     Consumer Support Staff   23.3   1   16.8   
     Family Member Support Staff   26.6   1   19.2   
     Other Unlicensed MH Direct Service Staff   12.8   1   9.2   

Sub-total, A:   62.7   3   45.2   
B.  Licensed Mental Health Staff (direct service)  1.6   0   1.2   
C.  Other Health Care Staff (direct service)   0.0   0       
D.  Managerial and Supervisory   10.5   1   7.6   
E.  Support Staff (non-direct services)   12.8   1   9.2   

GRAND TOTAL (A+B+C+E+E)     87.6     5     63.2   
 
 
 
 
 
 
 
 



 

  

 
 
      Additional #   
    Number who are who need to TOTAL 
Language, other than English       proficient be proficient (2)+(3) 

(1)   (2) (3) (4) 
1.  Spanish Direct Service Staff  118.2   85.3  203.5 
                       Others   43.2   31.2   74.4 
2.  Vietnamese Direct Service Staff  22.7   16.4  39.1 
                       Others   5.7   4.1   9.8 
3.  Cantonese Direct Service Staff  6.6   4.8  11.4 
                       Others   1.3   0.9   2.2 
4.  Hmong Direct Service Staff  25.2   18.2  43.4 
                       Others   9.0   6.5   15.5 
5.  Russian Direct Service Staff  13.3   9.6  22.9 
                       Others   2.0   1.4   3.4 

TOTAL, all languages other than English: Direct Service Staff  186.0   134.3   320.3 
                       Others   61.2     44.1   105.3 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

  

EXHIBIT 3:  WORKFORCE NEEDS ASSESSMENT 
IV. REMARKS:  Provide a brief listing of any significant shortfalls that have surfaced in the analysis of data provided in sections I, II, 
and/or III.  Include any sub-sets of shortfalls or disparities that are not apparent in the categories listed, such as sub-sets within 
occupations, racial/ethnic groups, special populations, and unserved or underserved communities. 
 

A. Shortages by occupational category: 
 Need for additional licensed direct service staff 

o Current caseloads in adult outpatient system are 1:234 for licensed staff and 1:48 for unlicensed staff 
 Need for LCSW and MFT staff, rather than relying on waivered staff 

o Waivered staff is less experienced than fully licensed staff 
o Waivered staff has high turnover rates 

 Need for psychiatrists 
o Low number of FTE 
o High vacancy rates 
o Effective caseload size of 1:1025 

 Internships and financial incentives are needed to encourage psychiatrists, LCSWs and MFTs to work within our system 
 
B. Comparability of workforce, by race/ethnicity, to target population receiving public mental health services: 

 Need for additional staff representing the racial/ethnic diversity of our client population 
 Need to develop career pathways that lead diverse staff into higher direct care and supervisory positions  

 
C. Positions designated for individuals with consumer and/or family member experience: 

 While only 87.6 FTE are designated to be filled by consumers/family members, 459.4 FTE who work in the system self-
identify as consumers/family members (16.6% of the work force) 

 Need career pathways that allow consumers and family members to pursue a variety of undergraduate and graduate 
educational opportunities so that they can be educated to a level necessary to provide direct services, especially in licensed 
positions. 

 
D. Language proficiency: 

 Need for additional staff representing the language diversity of our client population 
 Need to develop career pathways that lead bilingual staff into higher direct care and supervisory positions 

 
E. Other, miscellaneous: 

N/A 
 
 



 

  

EXHIBIT 4:  WORK DETAIL 
Please provide a brief narrative of each proposed Action.  Include a Title, short description, objectives on an annualized basis, a budget 
justification, and an amount budgeted for each of the fiscal years included in this Three-Year Plan.  The amount budgeted is to include 
only those funds that are included as part of the County’s Planning Estimate for the Workforce Education and Training component.  The 
following is provided as a format to enable a description of proposed Action(s):       
 
A.  WORKFORCE STAFFING SUPPORT 
Action #1 – Title: WET Coordinator 
Description:  The WET Coordinator has the responsibility of overseeing the development and implementation of all aspects of the 
planning, coordination and implementation of the WET Work Plan.  This includes the oversight of the community stakeholder process 
for the WET implementation process and the coordination of contracts funded within this proposal.  The WET Coordinator will also 
participate in Regional Partnership meetings, local and statewide trainings.   
 
Objectives: 

1. Establish WET Stakeholder Process 
2. Submit Workforce Education and Training Three-Year Expenditure Plan 
3. Attend and participate in statewide WET Coordinator meetings 
4. Implement approved WET plan  
5. Evaluate WET plan implementation and effectiveness 
6. Submit periodic progress reports, as required by California Department of Mental Health 

Budget justification:  This budget has been developed based on research and past experience.  A two (2) month budget for fiscal 
year 08-09 is estimated as the following for Action #1.  This budget anticipates salary and benefits at $26,574 for 1.0 WET Coordinator 
who will oversee the development and implementation of the WET plan.  The annual salary and benefits for 1.0 WET Coordinator is 
estimated at $147,343.  
Budgeted Amount: FY 2006-07:  $0_ FY 2007-08:  $0 FY 2008-09:  $26,574 
 
 



 

  

EXHIBIT 4:  WORK DETAIL – Continued 
B.  TRAINING AND TECHNICAL ASSISTANCE 
Action #2 – Title: System Training Continuum 
Description:  The stakeholder process identified a need for consumer/family member-led trainings, cultural competence and other 
specialized trainings.  This Action is a training continuum program intended to expand the training capacity of mental health staff, 
system partners, consumers, and family members.  The continuum has three steps:  1) Training Partnership Team (TPT):  to help 
develop and review curriculum, and determine ongoing trainings needs; 2) Train the Trainer:  to establish a team of trainers with both 
traditional professional preparation and lived experience who will train the county mental health system and partners and provide follow-
up coaching as needed; 3) Training Delivery:  TPT will deliver trainings to individuals such as staff, consumers, family members and 
community stakeholders and all levels of organizations within the county mental health system, as well as community partners.  
Training will encompass the five essential elements of MHSA.  Regional cultural issues will be identified during the training needs 
assessment and appropriate curriculum will be identified and/or developed by the TPT.  Consumers, family members and 
representatives from Sacramento’s culturally and linguistically diverse communities will be active members at all points of this System 
Training Continuum, will be involved in the TPT, Train the Trainers and will participate in delivering the trainings. 
 
When appropriate, mentoring relationships will be encouraged that will facilitate consumers, family members, Sacramento’s regional 
culturally and linguistically diverse communities and others to further their career/educational goals in the field of Mental Health.  
Mentoring relationships have been identified by members of several cultural, racial and ethnic groups as critical to their success.  
Encouraging mentoring relationships may provide support for people with particular skills (i.e.: language, culture, lived experience) to 
become qualified to fill positions identified by the Workforce Needs Assessment.   
Objectives: 

1. Develop a system-wide, comprehensive training plan based on MHSA essential elements and training needs.  
2. Include consumers, family members and representatives from Sacramento’s regional culturally and linguistically diverse 

communities as active leaders in each stage of the training continuum. 
3. Establish Training Partnership Team that includes trainers with lived experience and/or traditional professional preparation 

inclusive of County and Contracted staff.  
4. Improve individual’s core skills and knowledge of consumer and family member driven systems, the principles of wellness and 

recovery, and cultural competency. 
5. Expand training capacity to include training that will meet CEU requirements 
6. Offer continuous training for new and existing staff, contracted providers, and employed consumers and family members. 
7. Establish web-based learning as an additional training modality.  
8. Reduce the stigma and discrimination faced by mental health consumers and by family members. 
9. Provide training to all staff on consumer and family member experience. 

10. Explore and participate in Regional Partnership opportunities that will help achieve the above objectives. 
 
 



 

  

EXHIBIT 4:  WORK DETAIL – Continued 
B.  TRAINING AND TECHNICAL ASSISTANCE – Continued 
Action #2 – Title: System Training Continuum – continued 
Budget justification:  This budget has been developed based on research and past experience; all budget estimates are for two (2) 
months of fiscal year 08-9.  This Action includes salary and benefits totaling $25,391 for a .5 FTE Program Coordinator and 1 FTE 
Senior Office Assistant to coordinate this Action and meet administrative needs.  The estimated annual salary and benefits for staff is 
$152,350.  Additional costs include: training consultants; stipends for TPT members who are consumers, family members and 
representatives of culturally and linguistically diverse communities and; conference/workshop registration fees for consumer and family 
members for an estimated total of $11,500.  The training consultants have yet to be identified and the estimated training consultant fees 
were developed based on past experiences and research.  There will be one-time purchases of computers and curriculum estimating a 
total of $99,737.  Web-based training fees and other operating costs are estimated to total $4,917.   
 
Budgeted Amount: FY 2006-07: $0 FY 2007-08: $0 FY 2008-09: $141,545 



 

  

 
EXHIBIT 4:  WORK DETAIL – Continued 
C.  MENTAL HEALTH CAREER PATHWAY PROGRAMS 



 

  

Action #3 – Title: The Office of Consumer and Family Member Employment  
Description:   The Workforce Needs Assessment identified a gap in career pathways for consumers and family members allowing 
them opportunities to provide direct services and the need for additional staff representing the racial/ethnic diversity of the clients we 
serve.  In addition, the stakeholder process identified a need to develop consumer entry/supportive employment programs and career 
pathways for Sacramento’s culturally and linguistically diverse communities to provide direct care and work in supervisory positions. 
 

The goal of this action is to develop entry and supportive employment for consumers, family members and individuals from 
Sacramento’s culturally and linguistically diverse communities to address occupational shortages identified in the Workforce Needs 
Assessment.  Efforts will also be made to create and support volunteer opportunities.  Hiring practices will emphasize consumers, 
family members, and individuals from culturally and linguistically diverse communities as both staff and recipients of services for 
employment in the mental health workforce.  This action will consist of 4 focus areas:  1) Education Support which will include working 
in partnership with the Financial Incentive actions to encourage the advancement of Bachelor and Master’s level educational 
opportunities; 2) Employment and Workforce Development which will include benefits counseling and job coaching; 3) Family and 
Consumer Support which will include advocacy and community information and referral and; 4) Financial/Community Development 
which will explore funding development for sustainability.   
 

Objectives: 
1. Provide resources in the community dedicated to supporting consumers and family members and culturally and linguistically 

diverse communities entering the mental health workforce. 
2. Create a program dedicated to identifying, preparing, developing, and training consumers, family members and culturally and 

linguistically diverse individuals for paid and volunteer work in the mental health community.  
3. Provide individualized support to assist mental health consumers, family members and individuals from culturally and 

linguistically diverse communities in securing employment and transitioning into the mental health workforce. 
4. Provide a career pathway beyond high school for intern graduates of the High School action listed as Action # 3.  
5. Promote wellness, recovery, and resiliency concepts within the mental health system. 
6. Explore and participate in Regional Partnership opportunities that will help achieve the above objectives. 

Budget justification: 
This budget has been developed based on research and past experience; all budget estimates are for two (2) months of fiscal year 
08-9.  This budget will cover 1 FTE Program Manager, 1 FTE Program Staff, 3 FTE Line Specialist Staff and one FTE Clerical Support 
Staff with benefits at an estimated total of $53,083.  The estimated annual total for all staff is $318,500.  The Program Manager will 
provide oversight to the Office of Consumer and Family Employment and support funding development.  The Program Staff will 
provide supervision and support to the Line Staff and Line Staff will provide direct services to consumer and family members.  Funds 
include one time cost of computers and tenant improvements for an estimated total cost of $34,155.  Other cost include: operating 
expenses, mileage and indirect cost totaling an estimated cost of $33,454.  The Office of Consumer and Family Member Employment 
provider has not yet been identified; these figures represent estimates based on research and past experience in regards to working 
with providers.    

Budgeted Amount: FY 2006-07:  $ 0 FY 2007-08:  $0  FY 2008-09:  $ 120,693 



 

  

EXHIBIT 4:  WORK DETAIL – Continued 
C.  MENTAL HEALTH CAREER PATHWAY PROGRAMS – Continued  



 

  

Action #4 – Title: High School Training 
Description:  The stakeholder process identified the need to increase high school students’ exposure to community mental health as 
a career option and educate high school faculty on mental health career pathway options for high school students.  This action is 
designed to introduce high school students to the issues of mental health and launch them on a career pathway in the mental health 
field by providing job readiness coaching and on-the-job training/ internships in community mental health settings.   
This action will include two components: Component 1:  Portable Class Unit:  An elective curriculum on mental health will be 
developed and delivered in high school settings; the curriculum will introduce youth to the topic of mental health and include the goals 
and essential elements of the MHSA.  Examples of possible topics include but are not limited to: reducing stigma around mental health 
issues; mental health issues within a cultural context and; presenting mental health as a career choice.  A curriculum will also be 
developed and delivered to school administrators and teachers with the intent of educating them about mental health issues and 
mental health as a career choice for students.    
Component 2: On-the-Job Training/Experiential Learning Opportunities:  High school students are introduced to on-the-job training 
experience/internships during the portable class unit.  The portable class unit serves as a recruitment opportunity for the on-the-job 
training (internships).  This training program will be incorporated into already established school district programs and/or Internship 
programs, for example Regional Occupational Programs.  Students will be placed in on the on-the-job training/internships at 
appropriately selected community mental health sites.  As part of the placement, all students will participate in a job readiness class. 
Outreach efforts for Component 1 and 2 will be made specifically to Sacramento high schools that reflect the diversity of Sacramento 
County.     
Objectives: 

1. Develop working relationships with school districts and explore classes in which the portable class unit will be delivered. 
2. Work with school districts to identify how to incorporate on-the-job training/experiential learning opportunities into existing ROP 

internship programs and other experimental learning opportunities.  
3. Determine appropriate community mental health agencies as placement sites for Component 2.  
4. Increase awareness of mental health issues with high school students and faculty. 
5. Expose high school students to community mental health. 
6. Promote career development into the mental health field with high school students and faculty. 
7. Provide work preparedness and job readiness skills for high school students in community mental health. 

Budget justification: 
This budget has been developed based on research and past experience; all budget estimates are for two (2) months of fiscal year 
08-9.  These funds cover the salary and benefits of a .5 Program Coordinator at $12,058 to provide outreach to high schools and 
oversees the internship component; the Coordinator has other .5 job responsibilities under Action #2.  The estimated annual salary 
and benefits of a .5 Program Coordinator are $72,350.  Funds also provide for the one time purchases of curriculum and a computer 
for an estimated total of $22,000.  Other anticipated expenses are mileage and operating expenses for an estimated total of $4,689.   

Budgeted Amount: FY 2006-07:  $ 0 FY 2007-08:  $ 0  FY 2008-09:  $ 38,747 



 

  

EXHIBIT 4:  WORK DETAIL – Continued 
D.  RESIDENCY, INTERNSHIP PROGRAMS 

Action #5 – Title: Psychiatric Residents and Fellowships 
Description:  Sacramento County’s Workforce Needs Assessment indicated a high vacancy rate for psychiatrists, specifically those 
who have received training and experience in public mental health and with the older adult population.    
 

In this action there will be exposure to public mental health in the early years of residency with accessible and dedicated supervision 
and support to ensure a positive community mental health experience.  This action will be available for psychiatric residents and 
fellows who are interested in the area of public mental health.  Residents would be placed at community mental health sites that serve 
culturally, ethnically, and linguistically diverse communities.  In addition, residents would receive cultural competence training and 
additional training on the consumer movement and client culture.  The residents could receive training from the Training Partnership 
Team developed in Action #2.  The community mental health sites would regularly participate in in-service trainings on wellness, 
recovery and resiliency that would support residents in building this approach into service planning.  In this action, attendings/CBOs 
senior psychiatrists are allowed dedicated time to provide supervision, training and support which will result in residents having a more 
positive experience in a community mental health setting. 
 

Objectives: 
1. Establish a partnership with University of California Davis Medical Center. 
2. Increase the number of psychiatrists working in community mental health who are trained in the recovery/resiliency model. 
3. Increase the number of psychiatrists working in community mental health who have experience in working with older adults.  
4. Increase the number of psychiatrists working in community mental health with the skills to provide an integrated service 

experience for clients and their families. 
5. Provide in-service trainings to placement sites in support of the psychiatrists training on cultural competency, 

recovery/resiliency model and integrated service models.   
6. Ensure dedicated and accessible supervision for residents and fellows in the area of community mental health. 
7. Improve psychiatrist retention rates in Sacramento County’s mental health system. 

Budget justification: 
This budget has been developed based on research and past experience; all budget estimates are for two (2) months of fiscal year 
08-9.  This budget covers the cost of 16 hours a week of a Psychiatrist to provide supervision and training and indirect cost at an 
estimated total of $25,883. 
 

Budgeted Amount: FY 2006-07:  $0 FY 2007-08:  $0 FY 2008-09:  $25,883 
 
 
 
 



 

  

EXHIBIT 4:  WORK DETAIL – Continued 
D.  RESIDENCY, INTERNSHIP PROGRAMS -- Continued 

Action #6 – Title: Multidisciplinary Seminar 
Description:   Sacramento County’s Workforce Needs Assessment indicated a high vacancy rate for psychiatrists and other licensed 
positions.  This action will be available for psychiatric residents, fellows, and graduate students in social work, psychology, and other 
related fields who are interested in the field of public mental health and are working in a public mental health setting.  This action will 
create a positive experience in their community mental health residency/internships resulting in an increase in retention of 
psychiatrists and licensed practitioners.  This Action will initially focus on social workers and psychiatrists but will expand to include 
other disciplines such as Marriage and Family Therapist and Psychology students. 
 

CBO staff, including consumer advocates and family members, with knowledge and experience in the areas of recovery, resiliency 
and cultural competency will be included in the multidisciplinary seminar faculty.  Training will include but not be limited to: cultural 
competency, the consumer movement and client culture.  Furthermore, ministers-in-training, traditional healers and others may be 
guest speakers at various seminars.  Faculty will be responsible for creating a supportive learning environment that provides 
opportunities for discussion of clinical concerns and professional needs and promotes and supports professional growth and wellness. 
 

Objectives: 
1. Establish a partnership with University of California Davis Medical Center and California State University of Sacramento.  
2. Increase the number of psychiatrists and other licensed practitioners working in community mental health who are trained in the 

recovery/resiliency model.  
3. Increase the number of psychiatrists and other licensed practitioners working in community mental health with the skills to 

provide an integrated service experience for clients and their families. 
4. Improve retention rates of licensed positions within community mental health. 
5. Support professional wellness by addressing work stressors and burn-out. 
6. Improve quality of care during and beyond residency and internship experience. 

Budget justification: 
This budget has been developed based on research and past experience; all budget estimates are for two (2) months of fiscal year 
08-9.  This budget covers the one time purchase of curriculum and a companion trainer curriculum for an estimated total of $11,500. 
Two lead faculties are budgeted: a lead faculty UCDMD Director of Education/Community MH-Psychiatrist at 4 hours a week and a 
lead faculty CSUS Director of Education/Community MH at 4 hours a week for an anticipated total of $7,500.  Operating cost is to 
include training registration fees and indirect cost for an anticipated total of $3431.   
 

Budgeted Amount: FY 2006-07:  $0 FY 2007-08:  $0 FY 2008-09:  $ 22,431  
 



 

  

EXHIBIT 4:  WORK DETAIL – Continued 
E.  FINANCIAL INCENTIVE PROGRAMS 

 

Action #7 – Title: Stipends for People Who Pursue Consumer Leadership Opportunities 
Description:    The stakeholder process identified the need for living expenses, school expenses and, financial incentives that lead to 
work and/or leadership opportunities in the mental health field.  The Stipends/Scholarship Workgroup developed this action in 
response to the needs brought forth by the Stakeholder process.  
 

This action provides individuals with the opportunity to receive stipends for leadership or educational opportunities that increase 
knowledge, build skills and further advocacy for consumers on mental health issues.  Educational opportunities include but are not 
limited to: the California Association of Social Rehabilitation Association (CASRA) social rehabilitation certificate and certification in 
group facilitation.  Efforts will be made to outreach to individuals with lived experience and those from culturally and linguistically 
diverse communities.  Critical to this action is the ability to increase consumer leadership opportunities that further the advocacy and 
services for and by consumers.  Through participating in these opportunities, individuals will develop skills and qualifications that can 
lead to employment in unlicensed positions that have been identified as shortage occupations by the Workforce Needs Assessment. 
Mental health consumers who receive stipends will also receive benefits counseling prior to the receipt of the stipend.    
 

Objectives: 
1. Create a Stipends Application Review Committee with diverse representation of consumers, family members and culturally and 

linguistically diverse communities who serve in partnership with representatives of the Division of Mental Health and other 
stakeholders.  

2. Develop stipend criteria and outreach strategies to diverse racial, ethnic and cultural groups as well individuals with lived 
experience.  

3. Explore the feasibility of establishing a CASRA program in the Sacramento region.  
4. Expand leadership opportunities in the mental health field with an emphasis on those with lived experience and those from 

diverse racial, ethnic and cultural communities. 
5. Provide stipends to individuals, with an emphasis on those with lived experience and those from diverse racial, ethnic and 

cultural communities, for leadership opportunities within the mental health field. 
6. Provide stipends to individuals, with an emphasis on those with lived experience and those from diverse racial, ethnic and 

cultural communities, for educational opportunities within the mental health field.  
Budget justification 
This budget has been developed based on research and past experience; all budget estimates are for two (2) months of fiscal year 
08-9.  This Action includes salary and benefits at $6,250 to cover a .5 FTE Program Staff to administer stipends and provide benefits 
counseling.  The annual staff cost is anticipated at $37,500.  Other costs include leadership and educational stipends to provide 
registration and other fees for trainings and other mental health leadership opportunities, as described above, and indirect cost which 
are anticipated to total $6194.  A provider has not yet been identified; these figures represent estimates based on research and past 
experience in regards to working with providers.      
 



 

  

Budgeted Amount: FY 2006-07:  $0 FY 2007-08:  $0 FY 2008-09:  $12,444 
 



 

  

EXHIBIT 4:  WORK DETAIL – Continued 
E.  FINANCIAL INCENTIVE PROGRAMS – Continued 



 

  

Action #8 – Title: Stipends for Individuals, Especially Consumers and Family Members, for Education Programs to Enter the 
Mental Health Field 
Description:  The stakeholder process identified the need for living expenses, school expenses and, financial incentives that lead to 
work and/or leadership opportunities in the mental health field.  The Stipends/Scholarship Workgroup developed this action in response 
to the needs brought forth by the Stakeholder process.  
 

The goal of this action is to support efforts to develop a diverse, culturally sensitive and competent public mental health system.  This 
goal will be achieved by establishing a stipend fund to allow individuals, with an emphasis on individuals with lived experience and 
individuals from culturally and linguistically diverse communities, to apply for stipends to participate in educational opportunities that will 
lead towards employment in Sacramento County’s mental health system.  The stipends would be used towards qualifying consumers 
for a range of employment positions including licensed positions. The focus shall be on unlicensed positions identified in the WET 
Needs Assessment, such as consumer support staff, case manger, benefits counseling, or family member support. Stipend recipients 
will be required to work in Sacramento County’s mental health system for each year a stipend is granted upon completion of the 
educational/training program.   
 
Objectives: 

1. Create a Stipends Application Review Committee with diverse representation of consumers, family members and culturally and 
linguistically diverse communities who serve in partnership with representatives of the Division of Mental Health and other 
stakeholders.  

2. Develop stipend criteria and outreach strategies to diverse ethnic, racial and cultural groups as well individuals with lived 
experience.  

3. Expand educational opportunities in the mental health field with an emphasis on those with lived experience and those from 
diverse racial, ethnic and cultural communities. 

4. Increase employment opportunities for individuals with an emphasis on those with lived experience and those from diverse racial, 
ethnic and cultural communities for leadership opportunities within the mental health field. 

5. Increase the opportunity for individuals, with an emphasis on those with lived experience and those from diverse racial, ethnic 
and cultural communities to obtain employment in community mental health. 

6. Increase the opportunity for individuals, with an emphasis on those with lived experience and those from diverse racial, ethnic 
and cultural communities to pursue license and unlicensed positions in community mental health.  

Budget justification: 
This budget has been developed based on research and past experience; all budget estimates are for two (2) months of fiscal year 08-
9.  This Action is budgeted to provide salary and benefits at $6,250 for a .5 FTE Program Staff who will be shared with Action # 8; the 
annual staff cost is anticipated at $37,500  The .5 FTE Program Staff will administer educational stipends and provide benefits 
counseling.  An estimated amount of $45,082 is budgeted to provide stipends that will cover tuition at a Los Rios Community College 
District campus and/or other college expenses; provide stipends to cover undergraduate or graduate fees of six (6) or more units and/or 
other college expenses at California State University of Sacramento and; provide for indirect cost. 



 

  

Budgeted Amount: FY 2006-07:  $0 FY 2007-08:  $0 FY 2008-09:  $51,332 
EXHIBIT 5:  ACTION MATRIX 
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(as numbered in Exhibit 4, above) 
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) 

Action # 1:  WET Coordinator X X X X X X    X    

Action # 2: System Training Continuum X X X X X X     X   

Action # 3: Consumer Entry 
Programs/Supportive Employment 
Including the Un-served and Underserved 

X X X X X X X X X   X X 

Action # 4: High School Training X X X X X X      X  

Action # 5: Psychiatric Residents and 
Fellowships X X X X X  X X      

Action # 6: Multidisciplinary Seminar X X X X X  X X      

Action # 7: Stipends for People who 
Pursue Consumer Leadership 
Opportunities 

X X X X X  X X X    X 

Action # 8: Stipends for Individuals, 
Especially Consumers and Family 
Members, for Education and Training 
Programs to Enter the Mental Health Field 

X X X X X  X X X    X 

 



 

  

EXHIBIT 6:  BUDGET SUMMARY  

Fiscal Year: 2006-07       
Activity Funds Approved Prior to Balance of Funds Total Funds Requested  
  Plan Approval (A) Requested (B) (A + B) 
A.  Workforce Staffing Support:  $                                     -   $                                     -   $                                     -  

B.  Training and Technical Assistance  $                                     -   $                                     -   $                                     -  

C.  Mental Health Career Pathway Programs  $                                     -   $                                     -   $                                     -  

D.  Residency, Internship Programs  $                                     -   $                                     -   $                                     -  

E.  Financial Incentive Programs  $                                     -   $                                     -   $                                     -  

GRAND TOTAL FUNDS REQUESTED for FY 2006-07  $                                     -  
    
Fiscal Year: 2007-08       
Activity Funds Approved Prior to Balance of Funds Total Funds Requested  
  Plan Approval (A) Requested (B) (A + B) 
A.  Workforce Staffing Support:  $                                     -   $                                     -   $                                     -  

B.  Training and Technical Assistance  $                                     -   $                                     -   $                                     -  

C.  Mental Health Career Pathway Programs  $                                     -   $                                     -   $                                     -  

D.  Residency, Internship Programs  $                                     -   $                                     -   $                                     -  

E.  Financial Incentive Programs  $                                     -   $                                     -   $                                     -  

GRAND TOTAL FUNDS REQUESTED for FY 2007-08  $                                     -  
    
Fiscal Year: 2008-09       
Activity Funds Approved Prior to Balance of Funds Total Funds Requested  
  Plan Approval (A) Requested (B) (A + B) 
A.  Workforce Staffing Support:  $                                     -   $                             26,574   $                             26,574  

B.  Training and Technical Assistance  $                                     -   $                           141,545   $                           141,545  

C.  Mental Health Career Pathway Programs  $                                     -   $                           159,440   $                           159,440  

D.  Residency, Internship Programs  $                                     -   $                             48,314   $                             48,314  

E.  Financial Incentive Programs  $                                     -   $                             63,776   $                             63,776  

GRAND TOTAL FUNDS REQUESTED for FY 2008-09  $                           439,649  
 



 

  

EXHIBIT 6:  BUDGET SUMMARY – Continued  

Fiscal Year: 2009-10       
Activity Funds Approved Prior to Balance of Funds Total Funds Requested  
  Plan Approval (A) Requested (B) (A + B) 
A.  Workforce Staffing Support:  $                                     -   $                           147,343   $                           147,343  

B.  Training and Technical Assistance  $                                     -   $                           250,850   $                           250,850  

C.  Mental Health Career Pathway Programs  $                                     -   $                           602,075   $                           602,075  

D.  Residency, Internship Programs  $                                     -   $                           198,895   $                           198,895  

E.  Financial Incentive Programs  $                                     -   $                           353,624   $                           353,624  

GRAND TOTAL FUNDS REQUESTED for FY 2009-10  $                        1,552,787  
    
Fiscal Year: 2010-11       
Activity Funds Approved Prior to Balance of Funds Total Funds Requested  
  Plan Approval (A) Requested (B) (A + B) 
A.  Workforce Staffing Support:    $                           147,343   $                           147,343  

B.  Training and Technical Assistance    $                           250,850   $                           250,850  

C.  Mental Health Career Pathway Programs    $                           602,075   $                           602,075  

D.  Residency, Internship Programs    $                           198,895   $                           198,895  

E.  Financial Incentive Programs    $                           353,625   $                           353,625  

GRAND TOTAL FUNDS REQUESTED for FY 2010-11  $                        1,552,788  
    
Fiscal Year: 2011-12       
Activity Funds Approved Prior to Balance of Funds Total Funds Requested  
  Plan Approval (A) Requested (B) (A + B) 
A.  Workforce Staffing Support:    $                           147,343   $                           147,343  

B.  Training and Technical Assistance    $                           250,850   $                           250,850  

C.  Mental Health Career Pathway Programs    $                           602,075   $                           602,075  

D.  Residency, Internship Programs    $                           198,895   $                           198,895  

E.  Financial Incentive Programs    $                           353,625   $                           353,625  

GRAND TOTAL FUNDS REQUESTED for FY 2011-12  $                        1,552,788  
 



 

  

EXHIBIT 6:  BUDGET SUMMARY – Continued  

Fiscal Year: 2012-13       
Activity Funds Approved Prior to Balance of Funds Total Funds Requested  
  Plan Approval (A) Requested (B) (A + B) 
A.  Workforce Staffing Support:    $                           147,343   $                           147,343  

B.  Training and Technical Assistance    $                           250,850   $                           250,850  

C.  Mental Health Career Pathway Programs    $                           602,075   $                           602,075  

D.  Residency, Internship Programs    $                           198,895   $                           198,895  

E.  Financial Incentive Programs    $                           353,625   $                           353,625  

GRAND TOTAL FUNDS REQUESTED for FY 2012-13  $                        1,552,788  
    
  WET ALLOCATION  $                        6,650,800  
  TOTAL ALL YEARS  $                        6,650,800  
  BALANCE  $                                     -  

 
 
 
 
 
 
 



 

  

EXHIBIT 7:  ANNUAL PROGRESS REPORT (NOTE: This exhibit is for information purposes only, and does not need to be 
submitted with the Plan.) 
List any objectives from any of the Actions that have been met during the period being reported, any issues that significantly impact on 
the accomplishment of objectives, and any positive accomplishments.  Events, milestones, products, or outcomes are to be reported as 
measurable activities that can be quantitatively compared for the duration of the contract period.    
 
ANNUAL PROGRESS REPORT 
County:________________________________________________________ 
Component:  Workforce Education and Training 

 
Fiscal Year:        _________________ 
Period Covered: _________________ 

Progress on Objectives (short narratives, below) 
Workforce Staffing Support: 
 
 
 
Training and Technical Assistance: 
 
 
 
Mental Health Career Pathways Programs: 
 
 
 
Residency, Internship Programs: 
 
 
 
Financial Incentive Programs: 
 
 
 
 
Form completed by:  Name:__________________________________________   Title or position:_______________________ 
Phone#:______________________   Email:_____________________________   Date:_______________________________ 
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CONSUMERS, FAMILY MEMBERS, AND 
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Sacramento County Sacramento County 
Mental Health PlanMental Health Plan

AFTER HOURS LINE TECHNICAL AFTER HOURS LINE TECHNICAL 
SUPPORTSUPPORT

20112011
Quality ManagementQuality Management



Training OutlineTraining Outline

Purpose of Technical Support
State / County Regulations
Purpose of Test Calls
Threshold Languages
Areas of importance when answering 
phone calls from beneficiaries
Access Rollover telephone Log
Q&A



State RegulationsState Regulations
• The California Code of regulations, Title 9, Chapter 11, 

Section 1810.405 (d) specifies “Each MHP shall provide 
statewide, toll free telephone number that functions 24-
hours a day, seven days a week, with language capacity 
in the languages spoken by beneficiaries of the county 
that will provide information to beneficiaries about how 
to access specialty mental health services, including 
services needed to treat beneficiary’s urgent 
condition, and how to use the beneficiary problem 
resolution and fair hearing processes.”



State Regulations (cont)State Regulations (cont)

• The Manage Care Plan (MHP) each 
county must maintain a written log of the 
initial request for specialty mental 
health services from beneficiaries of the 
MHP. 

• This log should contain: date, time, name 
of the beneficiary, nature and/or type of 
request (see log sheet codes) and the 
initial disposition of the request.



Sacramento MHP RegulationsSacramento MHP Regulations

• Sacramento County MHP will monitor 
responsiveness of 24-hour telephone 
access to meet statewide standard for 
timeliness, responsiveness and cultural 
competence.

• Q.M. to conduct year round test of 24 hour 
call line and MHP follow-up system



Purpose of Test CallsPurpose of Test Calls
Calls in English
1. Availability 24-hours a day, 

seven days a week
2. Knowledge and helpfulness 

of the Access Line Staff
3. Recording of the call on the 

request-for-service log
4. Verify knowledge-problem 

resolution/fair hearing 
process

Non-English  calls
1. Availability 24-hours a day, 

seven days a week
2. Knowledge and helpfulness of 

the Access Line Staff
3. Recording of the call on the 

request-for-service log
4. Verify knowledge-problem 

resolution/fair hearing process
5. Response capability in Non-

English language



Threshold LanguagesThreshold Languages

Chinese 
(Cantonese)
Hmong
Russian
Spanish
Vietnamese

• As well as other 
languages including 
communication with deaf 
individuals.



For Telephone Interpreter Services refer to:For Telephone Interpreter Services refer to:

PACIFIC INTERPRETERS: 
866-425-0217
Be sure to provide Pacific 
Interpreters with following 
information:

1. MHTC Code #:  830-297
2. Language you need.
3. Name of staff (your name) 

requesting the service.



Other Important information/numbers to Other Important information/numbers to 
rememberremember

ACCESS: 
(916) 875-1055 (adults)
(916) 875-9980 (children)
PATIENTS RIGHTS: 
(916) 333-3800
PROBLEM RESOLUTION: 
(916) 875-6069
Voice /TDD:
800-638-8255

Website for other Health 
Services in the community:
www.thebeehive.org

http://www.thebeehive.org/


LOCAL CHILDREN PSYCHIATRIC HOSPITALSLOCAL CHILDREN PSYCHIATRIC HOSPITALS

• AS OF JULY 1, 2010 THE MERT 
PROPOSED AFTER HOUR TIME 
FRAME IS FROM 7 P.M. – 10 A.M.

• PLEASE NOTE THAT CHILDREN 12 
YEARS OLD AND YOUNGER MUST 
GO TO SUTTER CENTER (OR AN 
ER) BECAUSE SUTTER IS THE 
ONLY PSYCHIATRIC HOSPITAL 
THAT HAS A LATENCY AGE UNIT.

• FOLLOWING IS A LIST OF LOCAL 
PSYCHIATRIC HOSPITALS THAT 
CHILDREN AND YOUTH WITH A 
PSYCHIATRIC EMERGENCY CAN 
BE BROUGHT DIRECTLY TO AFTER 
HOURS.

BHC HERITAGE OAKS HOSPITAL
4250 AUBURN BLVD

SACRAMENTO, CA. 95841-4164
(916) 489-3336

SUTTER CENTER FOR PSYCHIATRY
7700 FOLSOM BLVD

SACRAMENTO, CA. 95826-2608
(916) 386-3000

BHC SIERRA VISTA HOSPITAL
8001 BRUCEVILLE RD

SACRAMENTO, CA. 95823-2329
(916) 423-2000



Areas of Importance when Areas of Importance when 
answering the phone lineanswering the phone line

Try to answer the phone 
promptly
Identify your agency, services 
and yourself
Speak slowly and if needed, 
advise caller that an interpreter 
will be provided 
Get caller to provide you with 
name and phone number
Show interest in caller’s needs
Be sensitive to cultural barriers
Provide caller with referrals as 
needed
If you need help with call, ask 
supervisor for advice



Access RollAccess Roll--over Telephone Logover Telephone Log

Be sure to always enter 
following information:

o Date
o Time
o Name of beneficiary
o Call back number
o Language needed
o Type of call
o Disposition of request
o Initials



Access Rollover Telephone Log Access Rollover Telephone Log 
Follow upFollow up

Once Access Rollover 
telephone log is faxed 
to both, Adult and 
Children Access 
Teams (early 
morning), staff in both 
Access Teams will 
follow-up with phone 
call to beneficiary and 
sign/ initial form after 
completion. 



Q 
&

A
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GUIDE TO 
Medi-Cal Mental Health Services 

 



Important Telephone Numbers 
Emergency ................................................. 911 
ACCESS....................................................... (916) 875-1055* 
ACCESS toll free/24 hours ........................ (888) 881-4881 

If you are having 

an emergency, please 

call 9-1-1 or visit the 

nearest hospital 

emergency room.  

 

Psychiatric Emergency/Urgent Services... (916) 732-3637 
Member Services ....................................... (916) 875-6069* 
Patient’s Rights Advocate.......................... (916) 333-3800 
Mental Health Treatment Center .............. (916) 875-1000* 

*TTY numbers- see Page 2 
 

How to Get a Provider Directory: 
You may ask for, and your Mental Health Plan (MHP) 
should give to you, a directory of people, clinics and 
hospitals where you can get mental health services in your 
area. This is called a ‘provider list’ and contains names, 
phone numbers and addresses of doctors, therapists, 
hospitals and other places where you may be able to get 
help. You may need to contact your MHP first, before you 
go to seek help. Call your MHP’s 24-hour toll-free number 
above to request a provider directory and to ask if you 
need to contact the MHP before going to a service 
provider’s office, clinic or hospital for help. 

If you would like 

additional information 

to help you decide if this 

is an emergency, please 

see the information on 

State of California page 

6 in this booklet 

 

In What Other Languages and Formats are 
These Materials Available? 

 

  



Introduction to Medi-Cal 
Mental Health Services 

 
 
Why Did I Get This Booklet? 
You are getting this booklet because you are eligible for Medi-Cal and need 
to know about the mental health services that Sacramento County offers 
and how to get these services if you need them. 
 
If you are now getting services from Sacramento County, this booklet just 
tells you more about how things work. This booklet tells you about mental 
health services, but does not change the services you are getting. You may 
want to keep this booklet so you can read it again. If you have trouble 

with this booklet, 
please call the MHP 
at (888) 881-4881 to 
find out about other 
ways you can get 
this important 
information 

 
If you are not getting services right now, you may want to keep this booklet 
in case you, or someone you know, need to know about mental health 
services in the future. 
 
 
 
 
 
 
 
 
 
 
How Do I Use This Booklet? 

When a person cannot get or use the food, shelter, or clothing they need 
because of what seems like a mental illness. 
 
In an emergency, please call 9-1-1 or take the person to a hospital 
emergency room. 

 
 
 
An emergency is a serious mental or emotional problem such as: 

What Is A Mental Health Emergency? 

When a person is a danger to himself, herself, or others because of what 
seems like a mental illness, or 

This booklet will help you know what specialty mental health services are, if 
you may get them, and how you can get help from the Sacramento County 
MHP. 
 
This booklet has two sections. The first section tells you how to get help 
from the Sacramento County MHP and how it works. 
 
The second section is from the State of California and gives you more 
general information about specialty mental health services. It tells you how 
to get other services, how to resolve problems, and what your rights are 
under the program. 
 
This booklet also tells you how to get information about the doctors, clinics 
and hospitals that the Sacramento County MHP uses to provide services 
and where they are located. 
 
 

  

i Welcome to Medi-Cal Mental Health Services 



 

What is My County’s Mental Health Plan (MHP)? 
Mental health services are available to people on Medi-Cal, including 
children, young people, adults and older adults in Sacramento County.  
 
Sometimes these services are available through your regular doctor. 
Sometimes they are provided by a specialist, and called ‘specialty’ mental 
health services. These specialty services are provided through the 
Sacramento County “Mental Health Plan” or MHP, which is separate from 
your regular doctor. The Sacramento County MHP operates under rules set 
by the State of California and the federal government. Each county in 
California has its own MHP. 
I 

 
If you feel you have a mental health problem, you may contact 
the Sacramento County MHP directly at (888) 881-4881. This is 
a toll-free telephone number that is available 24 hours a day, 

seven days a week You do not need t o see your regular doctor first or 
get permission or a referral before you call. 

 
 
If you believe you would benefit from specialty mental health services and 
are eligible for Medi-Cal, the Sacramento County Mental Health Plan will 
help you find out if you may get mental health treatments and services. If 
you would like more information about specific services, please see the 
sections on ‘Services’ on the State of California page 9 in this booklet. 
 
What If I Have A Problem Getting Help? 
If you have a problem getting help, please call the Sacramento County 
MHP’s 24-hour, toll-free phone number at (888) 881-4881. You may also 
call your county’s Patient’s Right Advocate at (916) 333-3800. 
 
 
If that does not solve your problem, you may call the State of California’s 
Ombudsman for help: 
(800) 896-4042 - CA Only 
(916) 654-3890 
(800) 896-2512 TTY 
FAX: (916) 653-9194 
EMail: ombudsman@dmh.ca.gov 

 
 

 
 
 
 
 
 
 
 

  
Welcome to Medi-Cal Mental Health Services ii 

You may also 
request a State 
Fair Hearing. 
Please see page 26 
in the State of 
California section 
of this booklet for 
more information. 
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Welcome to the Sacramento County 
Mental Health Plan 
 

We welcome you to Sacramento County Mental Health Plan 
(MHP).  The MHP provides mental health services to all Sacramento 
County Mental Health Medi-Cal eligible children and adults. 

 
What guides the MHP’s service delivery? 
The following principles guide the MHP’s service delivery: 

• Services are culturally and linguistically competent. 
• Members are treated with dignity and respect. 
• Member choice is honored within available resources. 
• Strength based treatment is delivered in the most appropriate, least 

restrictive environment. 
• Services include the member, family, and community support system 

in treatment planning and system design. 
• Outcomes are successful when there is effective communication 

among members, families, and providers. 
• Services are provided without regard to race, gender, creed, religion, 

sexual orientation and/or age. 
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Sacramento County Sacramento County 
Mental Health Plan Mental Health Plan 

 
 
 
 

Important Telephone Numbers 
Emergency    911 

 
 

ACCESS      (916) 875-1055 
ACCESS toll free/24 hours   (888) 881-4881 
                                                                     (916) 874-8070 TTY 

 
 

Psychiatric Emergency/Urgent Services  (916) 732-3637 
 

 
 

Member Services    (916) 875-6069 

 
 

                                                                     (916) 876-8853 TTY 

Patient’s Rights Advocate   (916) 333-3800 

 
 

Mental Health Treatment Center  (916) 875-1000 
                                                   California Relay Services: 711 

 
Emergency care does not require pre-authorization. 
 
How Do I Know If Someone Needs Help Right Away? 
Even if there is no emergency, a person with mental health problems needs 
help right away if one or more of these things are true. 

• Hearing or seeing things others believe are not there 
• Extreme and frequent thoughts of, or talking about, death 
• Giving away their things 
• Threatening to kill themselves (suicide) 
• Wanting to hurt themselves or others 

If one or more of these things is true, call 911 or the Sacramento MHP at 
(888) 881-4881 (24-hours toll free). Mental Health workers are on-call 24-
hours a day. 

 
What Specialty Mental Health Services Does Sacramento 
County Provide? 
The MHP provides all medically necessary mental health services, which 
may include: 

• Evaluation and Assessment 
• Brief Therapy 
• Counseling: Individual, Family, and Group 
• Outpatient Crisis Stabilization 
• Crisis Residential Treatment 
• Adult Residential Treatment 
• Case Management, Intensive Case Management 
• Medication Evaluation and Support 
• Intensive Day Treatment 
• Day Rehabilitation 
• Psychological Testing 
• Psychiatric Hospitalization 
• Therapeutic Behavioral Services (TBS) 
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• Homeless Services 
• Services for Co-Occurring disorders. 
 

All planned outpatient services must be pre-authorized by ACCESS. 
 

The services listed above are the services that Sacramento County MHP 
thinks are most likely to help people who need services from us. Sometimes 
other services may be needed. The other services that are sometimes 
needed are included in the list on pages 9 (adults) and 12 (children) in the 
State of California section of this booklet. 

 

The other services 
that are sometimes 
needed are 
included in the list 
on pages 9 (adults) 
and 12 (children) in 
the State of 
California section 
of this booklet. 

How Do I Get These Services? 
You may request mental health services by calling ACCESS at (916) 875-
1055 or toll free at (888) 881-4881. 
 
ACCESS has two teams: one for adults/older adults and one for 
children/youth. The ACCESS teams give information, assess for service 
needs, authorize mental health services, and make referrals. Mental Health 
ACCESS provides information twenty-four hours a day, seven days a week, 
365 days a year. 

 

 
You or an authorized advocate can also request services. An advocate is a 
relative, community agency staff, physician, school staff, or any interested 
party. Referrals will be handled by telephone, and may require a face-to-face 
interview.  
 
You must provide Medi-Cal eligibility information when requesting mental 
health services. You must have all planned mental health services pre-
authorized by ACCESS. The MHP encourages you to participate in their 
treatment planning, to evaluate the services received, and to offer 
suggestions to improve services.  
 
What Does It Mean To Be “Authorized” To Receive Mental 
Health Services And What Is The Amount, Duration And 
Scope Of Services Provided? 
You, your provider and Sacramento County MHP are all involved in deciding 
what services you need to receive through the MHP, including how often you 
will need services and for how long.   
 
The Child and Adult Access Teams will determine the level of care, scope an 
duration of non-emergency services available, based on the 
assessment/screening information. Your provider may request additional or 
continued services before the initial authorization expires.  
 
If you would like more information on how the Sacramento County MHP 
does MHP payment authorizations or when we require your provider to 
request an MHP payment authorization for services, please contact the 
Sacramento County MHP at (888) 881-4881. 
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How Do I Get More Information About Sacramento 
County’s Mental Health Services Including Doctors, 
Therapists, Clinics And Hospitals? 

Sacramento County 
Mental Health Plan 

A list of doctors, therapists, clinics and hospitals is available from the Access 
Team by calling (916) 875-1055. If you would like additional information on 
the MHP’s structure and operation, please contact the Sacramento County 
MHP at (888) 881-4881. 
 
In What Other Languages And Formats Are These 
Materials Available? 
A list of providers including alternatives and options for cultural and 
linguistic services is available from the ACCESS Teams at (888) 881-4881 in 
the person’s language of preference.   
 
Interpreters for non-English speaking clients and telephone devices for the 
hearing impaired or deaf are available free of charge to the member. 

 
Can I See Any Doctor, Therapist, Clinic Or Hospital On 
Sacramento County’s “Provider List”? 
We require that you contact us first because we want to make sure that: 
1) Your services are authorized and 
2) The provider you choose is accepting new Medi-Cal beneficiaries. 
 
For more information please contact the Sacramento County MHP at (888) 
881-4881. 

 

What If I Want To Change Doctors, Therapists Or Clinics? 
You may request to change your doctor or staff, at any time, in any one of 
following ways: 
1) Complete a Change of Provider form. 
2) Contact the Access Team or 
3) Verbally request a change at the provider site. 
 
Change of Provider forms are available at all provider sites. Forms are 
preaddressed and may be mailed or placed in the provider’s suggestion box. 

 
 

How Do I Get A Copy Of The “Provider List”? 
A list of providers including alternatives and options for cultural and 
linguistic services is available from the ACCESS Teams at (888) 881-4881 in 
your language of preference. 
 
 
Can I Use The “Provider List” To Find Someone To Help 
Me? 
Authorization is required for all outpatient treatment. Please contact the 
Child or Adult Access Teams at (888) 881-4881 for referral to the listed 
providers. 
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What If I Want To See A Doctor, Clinic Or Hospital That Is 
Not Listed On Sacramento County’s “Provider List”? Sacramento County 

Mental Health Plan The Access teams will refer you to a provider who is contracted with the 
County. Exceptions may be granted if the service you request is not available 
from the MHP contracted providers. Your request will be subject to a clinical 
review for medical necessity and appropriateness. Either you or your 
provider may make this request by contacting the Adult or Child Access 
Teams. 

 
Does Sacramento County Have Transportation I Can Use 
To See My Doctor, Therapist, Clinic, Or Hospital? 
The ACCESS Teams provide referrals and resource information to the 
Regional Transit system by calling (888) 881-4881. 

 
What If I need Urgent-care Mental Health Services On A 
Weekend Or At Night? 
If you are having a psychiatric emergency or urgent care need you can call 
the toll-free telephone line 24 hours a day, seven days per week at (888) 
881-4881. The Crisis Unit is located at the Mental Health Treatment Center 
at 2150 Stockton Boulevard, Sacramento, CA 95817. 
 
Urgent/emergency care does not require pre-authorization. 
 
 

How Do I Get Mental Health Services That My Mental 
Health Provider Does Not Offer? 
You will be referred to a primary mental health provider within the MHP to 
provide a variety of mental health services specific to the level of care based 
on medical necessity criteria. Requests for other services require re-
assessment for the level of care needed. The Access Teams review the 
criteria for a change in the level of care. 
 
 

What If I Need To See A Doctor For Something Other Than 
Mental Health Treatment? How Are People Referred To 
Medi-Cal Services Other Than Mental Health Care In 
Sacramento County? 
You will be referred to their Geographic Managed Care Plan or other 
community medical clinics. Referrals are provided by the Child and Adult 
ACCESS Teams (888) 881-4881. 
 

What Can I Do If I Have A Problem Or Am Not Satisfied 
With My Mental Health Treatment? 
If you have a concern or problem or are not satisfied with your mental health 
services, the MHP wants to be sure your concerns are resolved simply and 
quickly. Please contact the MHP at (888) 881-4881 to find out how to 
resolve your concerns. 
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There are three ways you can work with the MHP to resolve concerns about 
services or other problems. You can file a Grievance verbally or in writing 
with the MHP about any MHP related issue. You can file an Appeal verbally 
(and follow up in writing) or in writing with the MHP. You can also file for a 
State Fair Hearing with the Department of Social Services. 

Sacramento County 
Mental Health Plan 

For more 
information on 
Grievances, 
Appeals and State 
Fair Hearings, 
please turn to the 
section about 
‘Problem 
Resolution 
Processes’ in the 
State of California 
page 22 in this 
booklet. 

 
For more information about how the MHP Grievance and Appeal processes 
and the State Fair Hearing process work, please turn to the section about 
Grievances, Appeals and State Fair Hearings on page 22 in the State of 
California section of this booklet. 

 
 

Who Is Sacramento County’s Patient’s Right Advocate, 
What Do They Do And How Do I Contact Them? 
The following resources are available for assistance in completing forms and 
resolving a Grievance, Appeal, and State Fair Hearing: 
 
The Patient’s Rights Advocate can be reached at (916) 333-3800.  The 
Patient’s Rights Advocate can also help with questions about your rights. 
 
Does Sacramento County Keep My Mental Health 
Records Private? 
Your mental health services and records will be handled with confidentiality 
and will only be shared as required by law. 
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What Kind Of Emergency-Related Services Are Provided?  
Emergency services are paid for by Medi-Cal when you go to a hospital or 
use outpatient services (with no overnight stay involved) furnished in a 
hospital emergency room by a qualified provider (doctor, psychiatrist, 
psychologist or other mental health provider). They are needed to evaluate 
or stabilize someone in an emergency.  
 
Your county’s Mental Health Plan (MHP) should provide specific information 
about how emergency services are administered in your County. The 
following state and federal rules apply to emergency services covered by the 
MHP:  

• The hospital does not need to get advance approval from the 
MHP (sometimes called “prior authorization”) or have a contract 
with your MHP to get paid for the emergency services the hospital 
provides to you.  

• The MHP needs to tell you how to get emergency services, 
including the use of 9-1-1. 

• The MHP needs to tell you the location of any places where 
providers and hospitals furnish emergency services and post-
stabilization services  

• You can go to a hospital for emergency care if you believe there is 
a psychiatric emergency  

• Specialty mental health services to treat your urgent condition are 
available 24 hours a day, seven days per week. (An urgent 
condition means a mental health crisis that would turn into an 
emergency if you do not get help very quickly.)  

• You can receive these inpatient hospital services from the MHP 
on a voluntary basis, if you can be properly served without being 
involuntarily held. The state laws that cover voluntary and 
involuntary admissions to the hospital for mental illness are not 
part of state or federal Medi-Cal rules, but it may be important for 
you to know a little bit about them:  

Your county’s Mental 
Health Plan (MHP) 
should pay for post-
stabilization care 
services obtained 
within the MHP’s 
provider list or 
coverage area. Your 
MHP will pay for such 
services if they are 
pre-approved by an 
MHP provider or 
other MHP 
representative. 

1. Voluntary admission: This means you give your OK to go 
into and/or stay in the hospital.  

2. Involuntary admission: This means the hospital keeps you 
in the hospital for up to 72 hours without your OK. The 
hospital can do this when the hospital thinks you are likely 
to harm yourself or someone else or that you are unable to 
take care of your own food, clothing and housing needs. 
The hospital will tell you in writing what the hospital is 
doing for you and what your rights are.  If the doctors 
treating you think you need to stay longer than 72 hours, 
you have a right to a lawyer and a hearing before a judge 
and the hospital will tell you how to ask for this.  

 
Post-stabilization care services are covered services that are needed after 
an emergency. These services are provided after the emergency is over to 
continue to improve or resolve the condition.  
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Your MHP is financially responsible for (will pay for) post-stabilization 
care services to maintain, improve, or resolve the stabilized condition if:  

• The MHP does not respond to a request from the provider for pre-
approval within 1 hour  

• The MHP cannot be contacted by the provider  
• The MHP representative and the treating physician cannot reach an 

agreement concerning your care and an MHP physician is not 
available for consultation. In this situation, the MHP must give the 
treating physician the opportunity to consult with an MHP physician. 
The treating physician may continue with care of the patient until 
one of the conditions for ending post-stabilization care is met. The 
MHP must make sure you don’t pay anything extra for post-
stabilization care.  

 

When Does My County MHP’s Responsibility For Covering 
Post-Stabilization Care End?  
Your county’s MHP is NOT required to pay for post-stabilization care 
services that are not pre-approved when:  

• An MHP physician with privileges at the treating hospital assumes 
responsibility for your care.  

• An MHP physician assumes responsibility for your care through 
transfer.  

• An MHP representative and the treating physician reach an 
agreement concerning your care (the MHP and the physician will 
follow their agreement about the care you need).  

• You are discharged (sent home from the facility by a doctor or other 
professional).  
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Services  

 
ADULTS AND OLDER ADULTS 

How Do I Know When I Need Help?  
Many people have difficult times in life and may experience mental health 
problems. While many think major mental and emotional disorders are rare, 
the truth is one in five individuals will have a mental (psychiatric) disorder at 
some point in their life. Like many other illnesses, mental illness can be 
caused by many things.  
 
The most important thing to remember when asking yourself if you need 
professional help is to trust your feelings. If you are eligible for Medi-Cal and 
you feel you may need professional help, you should request an assessment 
from your county’s MHP to find out for sure.  

 

What Are Signs I May Need Help?  
 

If you can answer ‘yes’ to one or more of the following AND these symptoms 
persist for several weeks AND they significantly interfere with your ability to 
function daily, AND the symptoms are not related to the abuse of alcohol or 
drugs. If this is the case, you should consider contacting your county’s 
Mental Health Plan (MHP).  
 
A professional from the MHP will determine if you need specialty mental 
health services from the MHP. If a professional decides you are not in need 
of specialty mental health services, you may still be treated by your regular 
medical doctor or primary care provider, or you may appeal that decision 
(see page 23).  

 

You may need help if you have SEVERAL of the following feelings:  
• Depressed (or feeling hopeless or helpless or worthless or very 

down) most of the day, nearly every day  
• Loss of interest in pleasurable activities  
• Weight loss or gain of more than 5% in one month  
• Excessive sleep or lack of sleep  
• Slowed or excessive physical movements  
• Fatigue nearly every day  
• Feelings of worthlessness or excessive guilt  
• Difficulty thinking or concentrating or making a decision  
• Decreased need for sleep – feeling ‘rested’ after only a few hours 

of sleep  
• ‘Racing’ thoughts too fast for you to keep up with  
• Talking very fast and can’t stop talking  
• Feel that people are ‘out to get you’  
• Hear voices and sounds others do not hear  
• See things others do not see  
• Unable to go to work or school  

• Do not care about personal hygiene (being clean)  
• Have serious relationship problems  
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• Isolate or withdraw from other people  
• Cry frequently and for ‘no reason’  
• Are often angry and ‘blow up’ for ‘no reason’  
• Have severe mood swings  If you feel you have 

several of the signs 
listed, and feel this 
way for several 
weeks, you may 
want to be 
assessed by a 
professional. If you  
are not sure, you 
should ask your 
family doctor or 
other health care 
professional for 
their opinion. 

• Feel anxious or worried most of the time  
• Have what others call strange or bizarre behaviors  

What Services Are Available?  
As an adult on Medi-Cal, you may be eligible to receive specialty mental 
health services from the MHP. Your MHP is required to help you determine if 
you need these services. Some of the services your county’s MHP is 
required to make available, if you need them, include:  

Mental Health Services – These services include mental health treatment 
services, such as counseling and psychotherapy, provided by psychiatrists, 
psychologists, licensed clinical social workers, marriage and family 
therapists and psychiatric nurses. Mental health services may also be called 
rehabilitation or recovery services, and they help a person with mental 
illness to develop coping skills for daily living. Mental health services can be 
provided in a clinic or provider office, over the phone, or in the home or 
other community setting.  

• These services may sometimes be provided to one person at a 
time (individual therapy or rehabilitation), two or more people at 
the same time (group therapy or group rehabilitation services), 
and to families (family therapy).  

Medication Support Services – These services include the prescribing, 
administering, dispensing and monitoring of psychiatric medicines; 
medication management by psychiatrists, and education and monitoring 
related to psychiatric medicines. Medication support services can be 
provided in a clinic or provider office, over the phone, or in the home or 
other community setting.  

Targeted Case Management – This service helps with getting medical, 
educational, social, prevocational, vocational, rehabilitative, or other 
community services when these services may be hard for people with 
mental illness to do on their own. Targeted case management includes plan 
development; communication, coordination, and referral; monitoring service 
delivery to ensure the person’s access to service and the service delivery 
system; and monitoring of the person’s progress.  

Crisis Intervention and Crisis Stabilization – These services provide mental 
health treatment for people with a mental health problem that can’t wait for 
a regular, scheduled appointment. Crisis intervention can last up to eight 
hours and can be provided in a clinic or provider office, over the phone, or in 
the home or other community setting. Crisis stabilization can last up to 20 
hours and is provided in a clinic or other facility site.  
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Adult Residential Treatment Services – These services provide mental 
health treatment for people who are living in licensed facilities that provide 
residential services for people with mental illness. These services are 
available 24-hours a day, seven days a week. Medi-Cal doesn’t cover the 
room and board cost to be in the facility that offers adult residential 
treatment services.  Each county’s 

MHP may have 
slightly 
different ways 
of making these 
services 
available, so 
please consult 
the front 
section of this 
booklet for 
more 
information, or 
contact your 
MHP’s toll-free 
phone number 
to ask for 
additional 
information. 
 

Crisis Residential Treatment Services – These services provide mental 
health treatment for people having a serious psychiatric episode or crisis, 
but who do not present medical complications requiring nursing care. 
Services are available 24-hours a day, seven days a week in licensed 
facilities that provide residential crisis services to people with mental illness. 
Medi-Cal doesn’t cover the room and board cost to be in the facility that 
offers adult residential treatment services.  

Day Treatment Intensive - This is a structured program of mental health 
treatment provided to a group of people who might otherwise need to be in 
the hospital or another 24-hour care facility. The program lasts at least three 
hours a day. People can go to their own homes at night. The program 
includes skill-building activities (life skills, socialization with other people, 
etc.) and therapies (art, recreation, music, dance, etc.), as well as 
psychotherapy.  

Day Rehabilitation – This is a structured program of mental health 
treatment to improve, maintain or restore independence and functioning. 
The program is designed to help people with mental illness learn and 
develop skills. The program lasts at least three hours per day. People go to 
their own homes at night. The program includes skill-building activities (life 
skills, socialization with other people, etc.) and therapies (art, recreation, 
music, dance, etc.).  

Psychiatric Inpatient Hospital Services – These are services provided in a 
hospital where the person stays overnight either because there is a 
psychiatric emergency or because the person needs mental health 
treatment that can only be done in the hospital.  

Psychiatric Health Facility Services – These services are provided in a 
hospital-like setting where the person stays overnight either because there 
is a psychiatric emergency or because the person needs mental health 
treatment that can only be done in a hospital-like setting. Psychiatric health 
facilities must have an arrangement with a nearby hospital or clinic to meet 
the physical health care needs of the people in the facility.  
 
These services also include work that the provider does to help make the 
services work better for the person receiving the services. These kinds of 
things include assessments to see if you need the service and if the service 
is working; plan development to decide the goals of the person’s mental 
health treatment and the specific services that will be provided; “collateral”, 
which means working with family members and important people in the 
person’s life (if the person gives permission) if it will help the person 
improve or maintain his or her mental health status.  

  



CHILDREN, ADOLESCENTS AND YOUNG PEOPLE 
 

How Do I Know When A Child Needs Help?  
For children from birth to age 5, there are signs that may show a need for 
specialty mental health services. These include:  

• Parents who feel overwhelmed by being a parent or who have 
mental health problems  

• A major source of stress in the family, such as divorce or death of 
a family member  

• Abuse of alcohol or other drugs by someone in the house  
• Unusual or difficult behavior by the child  
• Violence or disruption in the house  

 
If one of the above conditions is present in a house where a child up to age 
5 is living, specialty mental health services may be needed. You should 
contact your county’s MHP to request additional information and an 
assessment for services to see if the MHP can help you.  

For school-age children, the following checklist includes some signs that 
should help you decide if your child would benefit from mental health 
services. Your child:  

• Displays unusual changes in emotions or behavior  
• Has no friends or has difficulty getting along with other children  
• Is doing poorly in school, misses school frequently or does not 

want to attend school  
• Has many minor illnesses or accidents  
• Is very fearful  
• Is very aggressive  
• Does not want to be away from you  
• Has many disturbing dreams  
• Has difficulty falling asleep, wakes up during the night, or insists 

on sleeping with you  
• Suddenly refuses to be alone with a certain family member or 

friend or acts very disturbed when the family member or friend is 
present  

• Displays affection inappropriately or makes abnormal sexual 
gestures or remarks  

• Becomes suddenly withdrawn or angry  
• Refuses to eat  
• Is frequently tearful  

 
You may contact your county’s MHP for an assessment for your child if you 
feel he or she is showing any of the signs above. If your child qualifies for 
Medi-Cal and the MHP’s assessment indicates that specialty mental health 
services covered by the MHP are needed, the MHP will arrange for the child 
to receive the services. 
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How Do I Know When An Adolescent Or Young Person Needs 
Help?  

 
Adolescents (12-18 years of age) are under many pressures facing teens. Young 
people aged 18 to 21 are in a transitional age with their own unique pressures and, 
since they are legally adults, are able to seek services as adults.  
 
Some unusual behavior by an adolescent or young person may be related to the 
physical and psychological changes taking place as they become an adult. Young 
adults are establishing a sense of self-identity and shifting from relying on parents 
to independence. A parent or concerned friend, or the young person may have 
difficulty deciding between what ‘normal behavior’ is and what may be signs of 
emotional or mental problems that require professional help.  
 
Some mental illnesses can begin in the years between 12 and 21. The checklist 
below should help you decide if an adolescent requires help. If more than one sign 
is present or persists over a long period of time, it may indicate a more serious 
problem requiring professional help. If an adolescent:  

• Pulls back from usual family, friend and/or normal activities  
• Experiences an unexplained decline in school work  
• Neglects their appearance  
• Shows a marked change in weight  
• Runs away from home  
• Has violent or very rebellious behavior  
• Has physical symptoms with no apparent illness  
• Abuses drugs or alcohol  
 

Parents or caregivers of adolescents or the adolescent may contact the county’s 
MHP for an assessment to see if mental health services are needed. As an adult, a 
young person (age 18 to 20) may ask the MHP for an assessment. If the adolescent 
or young person qualifies for Medi-Cal and the MHP’s assessment indicates that 
specialty mental health services covered by the MHP are needed, the MHP will 
arrange for the adolescent or young person to receive the services.  

What Services Are Available?  
The same services that are available for adults are also available for children, 
adolescents and young people. The services that are available are mental health 
services, medication support services, targeted case management, crisis 
intervention, crisis stabilization, day treatment intensive, day rehabilitation, adult 
residential treatment services, crisis residential treatment services, psychiatric 
inpatient hospital services, and psychiatric health facility services. MHPs also cover 
additional special services that are only available to children, adolescents and 
young people under age 21 and eligible for full-scope Medi-Cal (full-scope Medi-Cal 
means that Medi-Cal coverage isn’t limited to a specific type of services, for 
example, emergency services only).  

 
Each county’s MHP may have slightly different ways of making these services 
available, so please consult the front section of this booklet for more information, 
or contact your MHP’s toll-free phone number to ask for additional information.  
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Are There Special Services Available For Children, 
Adolescents And Young Adults?  
There are special services available from the MHP for children, adolescents 
and young people called Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT) supplemental specialty mental health services. These 
EPSDT services include a service called Therapeutic Behavioral Services or 
TBS, which is described in the next section, and also include new services 
as they are identified by experts in mental health treatment as services that 
really work. These services are available from the MHP if they are needed to 
correct or ameliorate (improve) the mental health for a person under the age 
of 21 who is eligible for full-scope Medi-Cal and has a mental illness covered 
by the MHP (see page 10 for information on the mental illnesses covered by 
the MHP).  
 
The MHP is not required to provide these special services if the MHP 
decides that one of the regular services covered by the MHP is available and 
would meet the child, adolescent, or young person’s needs. The MHP is also 
not required to provide these special services in home and community 
settings if the MHP determines the total cost of providing the special 
services at home or in the community is greater than the total cost of 
providing similar services in an otherwise appropriate institutional level of 
care.  
 

What Are Therapeutic Behavioral Services (TBS)?  
TBS are a type of specialty mental health service available through each 
county’s MHP if you have serious emotional problems. You must be under 
21 and have full-scope Medi-Cal to get TBS.  

• If you are living at home, the TBS staff person can work one-to-
one with you to reduce severe behavior problems to try to keep 
you from needing to go to a higher level of care, such as a group 
home for children, adolescents and young people with very 
serious emotional problems.  

• If you are living in a group home for children, adolescents and 
young people with very serious emotional problems, a TBS staff 
person can work with you so you may be able to move to a lower 
level of care, such as a foster home or back home. TBS will help 
you and your family, caregiver or guardian learn new ways of 
controlling problem behavior and ways of increasing the kinds of 
behavior that will allow you to be successful. You, the TBS staff 
person, and your family, caregiver or guardian will work together 
very intensively for a short period of time, until you no longer 
need TBS. You will have a TBS plan that will say what you, your 
family, caregiver or guardian, and the TBS staff person will do 
during TBS, and when and where TBS will occur. The TBS staff 
person can work with you in most places where you are likely to 
need help with your problem behavior. This includes your home, 
foster home, group home, school, day treatment program and 
other areas in the community.  
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Who Can Get TBS?  
You may be able to get TBS if you have full scope Medi-Cal, are under 21 
years old, have serious emotional problems AND:  

• Live in a group home for children, adolescents and young people 
with very serious emotional problems. [These group homes are 
sometimes called Rate Classification Level (RCL) 12, 13 or 14 
group homes]; OR  

• Live in a state mental health hospital, a nursing facility that 
specializes in mental health treatment or a Mental Health 
Rehabilitation Center (these places are also called institutions for 
mental diseases or IMDs); OR  

• Are at risk of having to live in a group home (RCL 12, 13 or 14), a 
mental health hospital or IMD; OR  

• Have been hospitalized, within the last 2 years, for emergency 
mental health problems.  

 

Are There Other Things That Must Happen For Me To Get 
TBS?  
Yes. You must be getting other specialty mental health services. TBS adds to 
other specialty mental health services. It doesn’t take the place of them. 
Since TBS is short term, other specialty mental health services may be 
needed to keep problems from coming back or getting worse after TBS has 
ended.  
 
TBS is NOT provided if the reason it is needed is:  

• Only to help you follow a court order about probation  
• Only to protect your physical safety or the safety of other people  
• Only to make things easier for your family, caregiver, guardian or 

teachers  
• Only to help with behaviors that are not part of your mental health 

problems  
 
You cannot get TBS while you are in a mental health hospital, an IMD, or 
locked juvenile justice setting, such as a juvenile hall. If you are in a mental 
health hospital or an IMD, though, you may be able to leave the mental 
hospital or IMD sooner, because TBS can be added to other specialty mental 
health services to help you stay in a lower level of care (home, a foster home 
or a group home).  

 

How Do I Get TBS?  
If you think you may need TBS, ask your psychiatrist, therapist or case 
manager, if you already have one, or contact the MHP and request services. 
A family member, caregiver, guardian, doctor, psychologist, counselor or 
social worker may call and ask for information about TBS or other specialty 
mental health services for you. You may also call the MHP and ask about 
TBS.  
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Who Decides If I Need TBS And Where Can I Get Them?  
The MHP decides if you need specialty mental health services, including 
TBS. Usually an MHP staff person will talk with you, your family, caregiver or 
guardian, and others who are important in your life and will make a plan for 
all the mental health services you need, including a TBS plan if TBS is 
needed. This may take one or two meetings face-to-face, sometimes more. If 
you need TBS, someone will be assigned as your TBS staff person.  

 

What Should Be In My TBS Plan?  
Your TBS plan will spell out the problem behaviors that need to change and 
what the TBS staff person, you and sometimes your family, caregiver or 
guardian will do when TBS happens. The TBS plan will say how many hours a 
day and the number of days a week the TBS staff person will work with you 
and your family, caregiver or guardian. The hours in the TBS plan may be 
during the day, early morning, evening or night. The days in the TBS plan 
may be on weekends as well as weekdays. The TBS plan will say how long 
you will receive TBS. The TBS plan will be reviewed regularly. TBS may go on 
for a longer period of time, if the review shows you are making progress but 
need more time.  
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‘Medical Necessity’ Criteria 
 

What is ‘Medical Necessity’ And Why Is It So Important?  
One of the conditions necessary for receiving specialty mental health 
services through your county’s MHP is something called ‘medical necessity.’ 
This means a doctor or other mental health professional will talk with you to 
decide if there is a medical need for services, and if you can be helped by 
services if you receive them.  
 
The term ‘medical necessity’ is important because it will help decide what 
kind of services you may get and how you may get them. Deciding ‘medical 
necessity’ is a very important part of the process of getting specialty mental 
health services.  

What Are The ‘Medical Necessity’ Criteria For Coverage 
Of Specialty Mental Health Services Except For Hospital 
Services?  
As part of deciding if you need specialty mental health services, your 
county’s MHP will work with you and your provider to decide if the services 
are a ‘medical necessity,’ as explained above. This section explains how 
your MHP will make that decision.  

   
You don’t need to know if you have a diagnosis, or a specific mental illness, 
to ask for help.  Your county MHP will help you get this information with an 
‘assessment.’  There are four conditions your MHP will look for to decide if 
your services are a ‘medical necessity’ and qualify for coverage by the MHP:  

(1) You must be diagnosed by the MHP with one of the following mental 
illnesses as described in the Diagnostic and Statistical Manual, Fourth 
Edition, published by the American Psychiatric Association:  
 

• Pervasive Developmental Disorders, except Autistic Disorders  
• Disruptive Behavior and Attention Deficit Disorders  
• Feeding and Eating Disorders of Infancy and Early Childhood  
• Elimination Disorders  
• Other Disorders of Infancy, Childhood, or Adolescence  
• Schizophrenia and other Psychotic Disorders  
• Mood Disorders  
• Anxiety Disorders  
• Somatoform Disorders 
• Factitious Disorders 
• Dissociative Disorders  
• Paraphilias  
• Gender Identity Disorder  
• Eating Disorders  
• Impulse Control Disorders Not Elsewhere Classified  
• Adjustment Disorders  
• Personality Disorders, excluding Antisocial Personality Disorder  
• Medication-Induced Movement Disorders related to other 

included diagnoses  
 

  
‘Medical Necessity’ Criteria 17 



AND  
You don’t need to 
know your 
diagnosis to ask 
the MHP for an 
assessment to see 
if you need 
specialty mental 
health services 
from the MHP. 

(2) You must have at least one of the following problems as a result of the 
diagnosis:  

• A significant difficulty in an important area of life functioning  
• A probability of significant deterioration in an important area of life 

functioning  
• Except as provided in the section for people under 21 years of age, 

a probability that a child will not progress developmentally as 
individually appropriate  

AND  

(3) The expectation is that the proposed treatment will:  
• Significantly reduce the problem  
• Prevent significant deterioration in an important area of life-

functioning  
• Allow a child to progress developmentally as individually appropriate  

AND  

(4) The condition would not be responsive to physical health care based 
treatment.  
 
When the requirements of this ‘medical necessity’ section are met, you are 
eligible to receive specialty mental health services from the MHP.  If you do NOT meet 

these criteria, it 
does not mean that 
you cannot receive 
help. Help may be 
available from your 
regular Medi-Cal 
doctor, or through 
the standard Medi-
Cal program. 

 

What Are The ‘Medical Necessity’ Criteria For Covering 
Specialty Mental Health Services For People Under 21 
Years Of Age?  
If you are under the age of 21, have full-scope Medi-Cal and have one of the 
diagnoses listed in (1) above, but don’t meet the criteria in (2) and (3) 
above, the MHP would need to work with you and your provider to decide if 
mental health treatment would correct or ameliorate (improve) your mental 
health. If services covered by the MHP would correct or improve your mental 
health, the MHP will provide the services.  

 
What Are The ‘Medical Necessity’ Criteria For 
Reimbursement Of Psychiatric Inpatient Hospital 
Services?  
One way that your MHP decides if you need to stay overnight in the hospital 
for mental health treatment is how ‘medically necessary’ it is for your 
treatment. If it is medically necessary, as explained above, then your MHP 
will pay for your stay in the hospital. An assessment will be made to help 
make this determination.  
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When you and the MHP or your MHP provider plan for your admission to the 
hospital, the MHP will decide about medical necessity before you go to the 
hospital. More often, people go to the hospital in an emergency and the 
MHP and the hospital work together to decide about medical necessity. You 
don’t need to worry about whether or not the services are medically 
necessary if you go to the hospital in an emergency (see State of California 
section page 6 for more information about how emergencies are covered).  
 
If you have mental illness or symptoms of mental illness and you cannot 
be safely treated at a lower level of care, and, because of the mental 
illness or symptoms of mental illness, you:  If you need these 

hospital services, 
your MHP pays for 
an admission to 
the hospital, if you 
meet the 
conditions to the 
right, called 
medical necessity 
criteria. 

• Represent a current danger to yourself or others, or significant 
property destruction  

• Are prevented from providing for or using food, clothing or shelter  
• Present a severe risk to the your physical health  
• Have a recent, significant deterioration in ability to function, and  
• Need psychiatric evaluation, medication treatment, or other 

treatment that can only be provided in the hospital.  
 
Your county’s MHP will pay for a longer stay in a psychiatric inpatient 
hospital if you have one of the following:  

• The continued presence of the ‘medical necessity’ criteria as 
described above  

• A serious and negative reaction to medications, procedures or 
therapies requiring continued hospitalization  

• The presence of new problems which meet medical necessity 
criteria  

• The need for continued medical evaluation or treatment that can 
only be provided in a psychiatric inpatient hospital  

 
Your county’s MHP can have you released from a psychiatric inpatient 
(overnight stay) hospital when your doctor says you are stable. This means 
when the doctor expects you would not get worse if you were transferred out 
of the hospital.  
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Notice of Action 
 

What Is A Notice Of Action?  
A Notice of Action, sometimes called an NOA, is a form that your county’s 
Mental Health Plan (MHP) uses to tell you when the MHP makes a decision 
about whether or not you will get Medi-Cal specialty mental health services. 
A Notice of Action is also used to tell you if your grievance, appeal, or 
expedited appeal was not resolved in time, or if you didn’t get services 
within the MHP’s timeline standards for providing services.  

 

When Will I Get A Notice Of Action?  
You will get a Notice of Action:  

• If your MHP or one of the MHP’s providers decides that you do not 
qualify to receive any Medi-Cal specialty mental health services 
because you do not meet the medical necessity criteria. See page 
17 for information about medical necessity.  

• If your provider thinks you need a specialty mental health service 
and asks the MHP for approval, but the MHP does not agree and 
says “no” to your provider’s request, or changes the type or 
frequency of service. Most of the time you will receive a Notice of 
Action before you receive the service, but sometimes the Notice 
of Action will come after you already received the service, or while 
you are receiving the service. If you get a Notice of Action after 
you have already received the service you do not have to pay for 
the service.  

• If your provider has asked the MHP for approval, but the MHP 
needs more information to make a decision and doesn’t 
complete the approval process on time.  

• If your MHP does not provide services to you based on the 
timelines the MHP has set up. Call your county’s MHP to find out 
if the MHP has set up timeline standards.  

• If you file a grievance with the MHP and the MHP does not get 
back to you with a written decision on your grievance within 60 
days. See page 28 for more information on grievances.  

• If you file an appeal with the MHP and the MHP does not get back 
to you with a written decision on your appeal within 45 days or, if 
you filed an expedited appeal, within three working days. See 
page 23 for more information on appeals.  
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Will I Always Get A Notice Of Action When I Don’t Get 
The Services I Want?  Please see the next 

section in this 
booklet on the 
Problem 
Resolution 
Processes for more 
information on 
grievances, 
appeals and State 
Fair Hearings. 

There are some cases where you may not receive a Notice of Action. If you 
and your provider do not agree on the services you need, you will not get a 
Notice of Action from the MHP. If you think the MHP is not providing services 
to you quickly enough, but the MHP hasn’t set a timeline, you won’t receive 
a Notice of Action.  
 
You may still file an appeal with the MHP or if you have completed the 
Appeals process, you can request a state fair hearing when these things 
happen. Information on how to file an appeal or request a fair hearing is 
included in this booklet starting on page 22. Information should also be 
available in your provider’s office.  

 

What Will The Notice Of Action Tell Me?  
The Notice of Action will tell you: 

• What your county’s MHP did that affects you and your ability to get 
services.  

• The effective date of the decision and the reason the MHP made its 
decision.  

• The state or federal rules the MHP was following when it made the 
decision.      

• What your rights are if you do not agree with what the MHP did.  

You should decide 
if you agree with 
what the MHP says 
on the form.  If you 
decide that you 
don’t agree, you 
can file an Appeal 
with your MHP, or 
after completing 
the Appeal 
process, you can 
request a State Fair 
Hearing, being 
careful to file on 
time.  Most of the 
time, you will have 
90 days to request 
a State Fair 
Hearing or file an 
Appeal. 

• How to file an appeal with the MHP. 
• How to request a State Fair Hearing. 
• How to request an expedited appeal or an expedited fair hearing. 
• How to get help filing an appeal or requesting a State Fair Hearing. 
• How long you have to file an appeal or request a State Fair Hearing.  
• If you are eligible to continue to receive services while you wait for 

an Appeal or State Fair Hearing decision.  
• When you have to file your Appeal or State Fair Hearing request if 

you want the services to continue.  

 

What Should I Do When I Get A Notice Of Action?  
When you get a Notice of Action you should read all the information on the 
form carefully. If you don’t understand the form, your MHP can help you. You 
may also ask another person to help you.  
 
If the Notice of Action form tells you that you can continue services while you 
are waiting for a State Fair Hearing decision, you must request the state fair 
hearing within 10 days from the date the Notice of Action was mailed or 
personally given to you or, if the Notice of Action is sent more than 10 days 
before the effective date for the change in services, before the effective 
date of the change.  
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Problem Resolution Processes  

 

What If I Don’t Get the Services I Want From My County 
MHP?  While the majority 

of counties may 
handle the 
Problem Resolution 
Process in the way 
stated, there may 
be some 
differences among 
counties in the 
way things are 
handled.  See 
specific 
information on 
your county in the 
front of this 
booklet. 

Your county’s MHP has a way for you to work out a problem about any issue 
related to the specialty mental health services you are receiving. This is 
called the problem resolution process and it could involve either:  

1.  The Grievance Process- an expression of unhappiness about 
anything regarding your specialty mental health services that is not 
one of the problems covered by the Appeal and State Fair Hearing 
processes.  

2.  The Appeal Process - review of a decision (denial or changes to 
services) that was made about your specialty mental health 
services by the MHP or your provider.  

Or, once you have completed the problem resolution process at the 
MHP you can file for: 
3. The State Fair Hearing Process- review to make sure you receive 

the mental health services which you are entitled to under the Medi-
Cal program. 

 
Your MHP will provide grievance and appeal forms and self addressed 
envelopes for you at all provider sites, and you should not have to ask 
anyone to get one. Your county’s MHP must post notices explaining the 
grievance and appeal process procedures in locations at all provider sites, 
and make language interpreting services available at no charge, along with 
toll-free numbers to help you during normal business hours.  
 
Filing a grievance or appeal or a State Fair Hearing will not count against 
you. When your grievance or appeal is complete, your county’s MHP will 
notify you and others involved of the final outcome. When your State Fair 
Hearing is complete, the State Hearing Office   will notify you and others 
involved of the final outcome.  

The State’s Mental 
Health Ombudsman 
Services can be 
reached at 
(800) 896-4042 
(interpreter services 
are available) or TTY 
(800) 896-2512, by 
sending a fax to 
(916) 653-9194, or 
by e-mailing to 
ombudsman@dmh 
.ca.gov. 

Can I Get Help To File An Appeal, Grievance Or State 
Fair Hearing?  
Your county’s MHP will have people available to explain these processes to 
you and to help you report a problem either as a Grievance, an Appeal, or as 
a request for State Fair Hearing. They may also help you know if you qualify 
for what’s called an ‘expedited’ process, which means it will be reviewed 
more quickly because your health or stability are at risk. You may also 
authorize another person to act on your behalf, including your mental health 
care provider.   

What If I Need Help To Solve A Problem With My MHP But 
Don’t Want To File A Grievance Or Appeal?  
You can get help from the State if you are having trouble finding the right 
people at the MHP to help you find your way through the MHP system. The 
State has a Mental Health Ombudsman Services program that can provide 
you with information on how the MHP system works, explain your rights and 
choices, help you solve problems with getting the services you need, and 
refer you to others at the MHP or in your community who may be of help.  
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THE Appeals PROCESSES (Standard and Expedited)  
 
Your MHP is responsible for allowing you to request a review of a decision 
that was made about your specialty mental health services by the MHP or 
your providers. There are two ways you can request a review. One way is 
using the standard Appeals process. The second way is by using the 
expedited Appeals process. These two forms of Appeals are similar; 
however, there are specific requirements to qualify for an expedited Appeal. 
The specific requirements are explained below.  

What Is A Standard Appeal?  
A Standard Appeal is a request for review of a problem you have with the 
MHP or your provider that involves denial or changes to services you think 
you need. If you request a standard Appeal, the MHP may take up to 45 
days to review it. If you think waiting 45 days will put your health at risk, you 
should ask for an ‘expedited Appeal.’ 
 
The standard appeals process will:  
• Allow you to file an Appeal in person, on the phone, or in writing. If you 

submit your Appeal in person or on the phone, you must follow it up 
with a signed written Appeal. You can get help to write the Appeal.  If 
you do not follow-up with a signed written Appeal, your Appeal will not 
be resolved. However, the date that you submitted of the oral Appeal is 
the filing date.  

• Ensure filing an Appeal will not count against you or your provider in 
any way.  

• Allow you to authorize another person to act on your behalf, including a 
provider. If you authorize another person to act on your behalf, the 
MHP might ask you to sign a form authorizing the MHP to release 
information to that person.  

• Have your benefits continued upon request for an Appeal within the 
required timeframe, which is 10 days from the date your Notice of 
Action was mailed or personally given to you.  You do not have to pay 
for continued services while the Appeal is pending. 

• Ensure that the individuals making the decisions are qualified to do so 
and not involved in any previous level of review or decision-making.  

• Allow you or your representative to examine your case file, including 
your medical record, and any other documents or records considered 
during the appeal process, before and during the appeal process.  

• Allow you to have a reasonable opportunity to present evidence and 
allegations of fact or law, in person or in writing.  

• Allow you, your representative, or the legal representative of a 
deceased beneficiary’s estate to be included as parties to the appeal.  

• Let you know your appeal is being reviewed by sending you written 
confirmation  

• Inform you of your right to request a State Fair Hearing, following the 
completion of the Appeal process.   
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When Can I File An Appeal?  
You can file an appeal with your county’s MHP:  

• If your MHP or one of the MHP’s providers decides that you do not 
qualify to receive any Medi-Cal specialty mental health services 
because you do not meet the medical necessity criteria. (See 
page 17 for information about medical necessity.)  

• If your provider thinks you need a specialty mental health service 
and asks the MHP for approval, but the MHP does not agree and 
says “no” to your provider’s request, or changes the type or 
frequency of service.  

• If your provider has asked the MHP for approval, but the MHP 
needs more information to make a decision and doesn’t 
complete the approval process on time.  

• If your MHP doesn’t provide services to you based on the 
timelines the MHP has set up.  

• If you don’t think the MHP is providing services soon enough to 
meet your needs.  

• If your grievance, appeal or expedited appeal wasn’t resolved in 
time.  

• If you and your provider do not agree on the services you need  

How Can I File An Appeal?  
See the front part of this booklet for information on how to file an appeal 
with your MHP. You may call your county MHP’s toll-free telephone number 
(also included in the front part of this booklet) to get help with filing an 
appeal. The MHP will provide self-addressed envelopes at all provider sites 
for you to mail in your appeal.  

How Do I Know If My Appeal Has Been Decided?  
Your MHP will notify you or your representative in writing about their 
decision for your appeal. The notification will have the following 
information:  

• The results of the appeal resolution process  
• The date the appeal decision was made  
• If the appeal is not resolved wholly in your favor, the notice will 

also contain information regarding your right to a state fair 
hearing and the procedure for filing a state fair hearing.  

Is There A Deadline To File An Appeal?  
You must file an appeal within 90 days of the date of the action you’re 
appealing when you get a notice of action (see page 20). Keep in mind that 
you will not always get a notice of action. There are no deadlines for filing an 
appeal when you do not get a notice of action; so you may file at any time.  
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When Will A Decision Be Made About My Appeal?  
The MHP must decide on your appeal within 45 calendar days from when 
the MHP receives your request for the appeal. Timeframes may be extended 
by up to 14 calendar days if you request an extension, or if the MHP feels 
that there is a need for additional information and that the delay is for your 
benefit. An example of when a delay is for your benefit is when the MHP 
thinks it might be able to approve your appeal if the MHP had a little more 
time to get information from you or your provider.  
 

What If I Can’t Wait 45 Days For My Appeal Decision?  
The appeal process may be faster if it qualifies for the expedited appeals 
process. (Please see the section on Expedited Appeals below.)  
 

What Is An Expedited Appeal?  
An expedited appeal is a faster way to decide an appeal. The expedited 
appeals process follows a similar process than the standard appeals 
process. However,  

• Your appeal has to meet certain requirements (see below).  
• The expedited appeals process also follows different deadlines 

than the standard appeals.  
• You can make a verbal request for an expedited appeal. You do 

not have to put your expedited appeal request in writing.  

 
When Can I File an Expedited Appeal?  
If you think that waiting up to 45 days for a standard appeal decision will 
jeopardize your life, health or ability to attain, maintain or regain maximum 
function, you may request an expedited appeal. If the MHP agrees that your 
appeal meets the requirements for an expedited appeal, your MHP will 
resolve your expedited appeal within 3 working days after the MHP receives 
the expedited appeal. Timeframes may be extended by up to 14 calendar 
days if you request an extension, or if the MHP feels that there is a need for 
additional information and that the delay is in your interest. If your MHP 
extends the timeframes, the MHP will give you a written explanation as to 
why the timeframes were extended.  
 
If the MHP decides that your appeal does not qualify for an expedited 
appeal, your MHP will notify you right away orally and will notify you in writing 
within 2 calendar days. Your appeal will then follow the standard appeal 
timeframes outlined earlier in this section. If you disagree with the MHP’s 
decision that your appeal doesn’t meet the expedited appeal criteria, you 
may file a grievance (see the description of the grievance process below).  
 
Once your MHP resolves your expedited appeal, the MHP will notify you and 
all affected parties orally and in writing.  
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THE State Fair Hearing PROCESSES  
 (Standard and Expedited) 
What Is A State Fair Hearing?  
A State Fair Hearing is an independent review conducted by the California 
Department of Social Services to ensure you receive the specialty mental 
health services to which you are entitled under the Medi-Cal program.  

 
What Are My State Fair Hearing Rights?  
You have the right to:  

• Have a hearing before the California Department of Social 
Services (also called a State Fair Hearing)  

• Be told about how to ask for a State Fair Hearing  
• Be told about the rules that govern representation at the State 

Fair Hearing  
• Have your benefits continued upon your request during the State 

Fair Hearing process if you ask for a State Fair Hearing within the 
required timeframes  

 
When Can I File For A State Fair Hearing?  
You can file for a State Fair Hearing:  

• If you have competed the MHP’s Grievance and/or Appeals 
process. 

• If your MHP or one of the MHP’s providers decides that you do not 
qualify to receive any Medi-Cal specialty mental health services 
because you do not meet the medical necessity criteria. (See 
page 17 for information about medical necessity.)  

• If your provider thinks you need a specialty mental health service 
and asks the MHP for approval, but the MHP does not agree and 
says “no” to your provider’s request, or changes the type or 
frequency of service.  

• If your provider has asked the MHP for approval, but the MHP 
needs more information to make a decision and doesn’t 
complete the approval process on time.  

• If your MHP doesn’t provide services to you based on the 
timelines the MHP has set up.  

• If you don’t think the MHP is providing services soon enough to 
meet your needs.  

• If your grievance, appeal or expedited appeal wasn’t resolved in 
time.  

• If you and your provider do not agree on the services you need  

How Do I Request A State Fair Hearing?  
You can request a State Fair Hearing directly from the California 
Department of Social Services. You can ask for a State Fair Hearing by 
writing to:  

State Hearing Division  
California Department of Social Services  
P.O. Box 9424443, Mail Station 19-37  
Sacramento, CA 94244-2430  
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To request a State Fair Hearing, you may also call (800) 952-5253, send a 
fax to (916) 229-4110, or write to the Department of Social Services/State 
Hearings Division, P.O. Box 944243, Mail Station 19-37, Sacramento, CA 
94244-2430.  

 
Is There a Deadline for Filing For A State Fair Hearing?  
If you didn’t receive a notice of action, you may file for a State Fair Hearing 
at any time.  
  

Can I Continue Services While I’m Waiting For A State Fair 
Hearing Decision?  
You can continue services while you’re waiting for a State Fair Hearing 
decision if your provider thinks specialty mental health service you are 
already receiving needs to continue and asks the MHP for approval to 
continue, but the MHP does not agree and says “no” to your provider’s 
request, or changes the type or frequency of service the provider requested. 
You will always receive a Notice of Action from the MHP when this happens. 
Additionally, you will not have to pay for services given while the State Fair 
Hearing is pending.  

 
What Do I Need To Do if I Want to Continue Services 
While I’m Waiting For A State Fair Hearing Decision?  
If you want services to continue during the State Fair Hearing process, you 
must request a State Fair Hearing within 10 days from the date your notice 
of action was mailed or personally given to you.  

 
What If I Can’t Wait 90 Days For My State Fair Hearing 
Decision?  
You may ask for an expedited (quicker) State Fair Hearing if you think the 
normal 90-day time frame will cause serious problems with your mental 
health, including problems with your ability to gain, maintain, or regain 
important life functions. The Department of Social Services, State Hearings 
Division, will review your request for an expedited State Fair Hearing and 
decide if it qualifies. If your expedited hearing request is approved, a hearing 
will be held and a hearing decision will be issued within 3 working days of 
the date your request is received by the State Hearings Division.  
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THE Grievance PROCESS  
What Is A Grievance?  
A grievance is an expression of unhappiness about anything regarding your 
specialty mental health services that are not one of the problems covered by 
the Appeal and State Fair Hearing processes (see pages 23 and 26 for 
information on the Appeal and State Fair Hearing processes).  
 
The grievance process will:  

• Involve simple, and easily understood procedures that allow you 
to present your grievance orally or in writing.  

• Not count against you or your provider in any way.  
• Allow you to authorize another person to act on your behalf, 

including a provider. If you authorize another person to act on 
your behalf, the MHP might ask you to sign a form authorizing the 
MHP to release information to that person.  

• Ensure that the individuals making the decisions are qualified to 
do so and not involved in any previous levels of review or 
decision-making.  

• Identify the roles and responsibilities of you, your MHP and your 
provider  

• Provide resolution for the grievance in the required timeframes.  

When Can I File A Grievance?  
You can file a grievance with the MHP if you are unhappy with the specialty 
mental health services you are receiving from the MHP or have another 
concern regarding the MHP.  

How Can I File A Grievance?  
You may call your county MHP’s toll-free telephone number to get help with 
a grievance. The MHP will provide self-addressed envelopes at all the 
providers’ sites for you to mail in your grievance. Grievances can be filed 
orally or in writing. Oral grievances do not have to be followed up in writing.  

How Do I Know If The MHP Received My Grievance?  
Your MHP will let you know that it received your grievance by sending you a 
written confirmation. 

When Will My Grievance Be Decided?  
The MHP must make a decision about your grievance within 60 calendar 
days from the date you filed your grievance. Timeframes may be extended 
by up to 14 calendar days if you request an extension, or if the MHP feels 
that there is a need for additional information and that the delay is for your 
benefit. An example of when a delay might be for your benefit is when the 
MHP thinks it might be able to approve your grievance if the MHP had a little 
more time to get information from you or other people involved. 

 

 

  

In 2003, some of 
the words used to 
describe the MHP 
processes to help 
you solve problems 
with the MHP 
changed. You may 
no longer request a 
State Fair Hearing 
at any time during 
the Grievance or 
Appeals process. 
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How Do I Know If The MHP Has Made a Decision About 
My Grievance?  
When a decision has been made regarding your grievance, the MHP will 
notify you or your representative in writing of the decision. If your MHP fails 
to notify you or any affected parties of the grievance decision on time, then 
the MHP will provide you with a notice of action advising you of your right to 
request a State Fair Hearing. Your MHP will provide you with a notice of 
action on the date the timeframe expires.  

 
Is There A Deadline To File To A Grievance?  
You may file a grievance at any time.  
  

 
  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

St t  
29 Problem Resolution Processes – THE Grievance PROCESS 



 Your Rights 
What Are My Rights?  
 
As a person eligible for Medi-Cal, you have a right to receive medically 
necessary specialty mental health services from the MHP. When 
accessing these services, you have the right to:  

 
• Be treated with personal respect and respect for your dignity and 

privacy.  
• Receive information on available treatment options and 

alternatives; and have them presented in a manner you can 
understand.  

• Participate in decisions regarding your mental health care, 
including the right to refuse treatment.  

• Be free from any form of restraint or seclusion used as a means 
of coercion, discipline, convenience, punishment or retaliation as 
specified in federal rules about the use of restraints and 
seclusion in facilities such as hospitals, nursing facilities and 
psychiatric residential treatment facilities where you stay 
overnight for treatment.  

• Request and receive a copy of your medical records, and request 
that they be amended or corrected  

• Receive the information in this booklet about the services 
covered by the MHP, other obligations of the MHP and your rights 
as described here. You also have the right to receive this 
information and other information provided to you by the MHP in 
a form that is easy to understand. This means, for example, that 
the MHP must make its written information available in the 
languages that are used by at least 5 percent or 3,000, which 
ever is less, of Medi-Cal eligible people in the MHP’s county and 
make oral interpreter services available free of charge for people 
who speak other languages. This also means that the MHP must 
provide different materials for people with special needs, such as 
people who are blind or have limited vision or people who have 
trouble reading.  

• Receive specialty mental health services from a MHP that follows 
the requirements of its contract with the State in the areas of 
availability of services, assurances of adequate capacity and 
services, coordination and continuity of care, and coverage and 
authorization of services. The MHP is required to:  
− Employ or have written contracts with enough providers to 

make sure that all Medi-Cal eligible individuals who qualify for 
specialty mental health services can receive them in a timely 
manner.  

− Cover medically necessary services out-of-network for you in a 
timely manner, if the MHP doesn’t have an employee or 
contract provider who can deliver the services. “Out-of-
network provider” means a provider who is not on the MHP’s 
list of providers. The MHP must make sure you don’t pay 
anything extra for seeing an out-of-network provider.  
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− Make sure providers are qualified to deliver the specialty 
mental health services that the providers agreed to cover.  

− Make sure that the specialty mental health services the MHP 
covers are adequate in amount, duration and scope to meet 
the needs of the Medi-Cal eligible individuals it serves. This 
includes making sure the MHP’s system for authorizing 
payment for services is based on medical necessity and uses 
processes that ensure fair application of the medical 
necessity criteria. 

− Ensure that its providers perform adequate assessments of 
individuals who may receive services and work with the 
individuals who will receive services to develop a treatment 
plan that includes the goals of treatment and the services 
that will be delivered.  

− Provide for a second opinion from a qualified health care 
professional within the MHP’s network, or one outside the 
network, at no additional cost to you.  

− Coordinate the services it provides with services being 
provided to an individual through a Medi-Cal managed care 
health plan or with your primary care provider, if necessary 
and, in the coordination process, to make sure the privacy of 
each individual receiving services is protected as specified in 
federal rules on the privacy of health information.  

− Provide timely access to care, including making services 
available 24 hours a day, 7 days a week, when medically 
necessary to treat an emergency psychiatric condition or an 
urgent or crisis condition.  

− Participate in the State’s efforts to promote the delivery of 
services in a culturally competent manner to all enrollees, 
including those with limited English proficiency and diverse 
cultural and ethnic backgrounds  

 
Your MHP must ensure your treatment is not adversely affected as a result 
of you using your rights. Your Mental Health Plan is required to follow other 
applicable Federal and State laws (such as: Title VI of the Civil Rights Act of 
1964 as implemented by regulations at 45 CFR part 80; the Age 
Discrimination Act of 1975 as implemented by regulations at 45 CFR part 
91; the Rehabilitation Act of 1973; and Titles II and III of the Americans with 
Disabilities Act) as well as the rights described here. You may have 
additional rights under state laws about mental health treatment and may 
wish to contact your county’s Patients’ Rights Advocate (call your county 
mental health department listed in the local phone book and ask for the 
Patient’s Rights Advocate) with specific questions.  
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ADVANCE DIRECTIVES  
 

What Is An Advance Directive?  
You have the right to have an advance directive. An advance directive is a 
written instruction about your health care that is recognized under California 
law. It usually states how you would like health care provided, or says what 
decisions you would like to be made, if or when you are unable to speak for 
yourself. You may sometimes hear an advance directive described as a 
living will or durable power of attorney.  
 
California law defines an advance directive as either an oral or written 
individual health care instruction or a power of attorney (a written document 
giving someone permission to make decisions for you). All MHPs are 
required to have advance directive policies in place. Your MHP is required to 
provide any adult who is Medi-Cal eligible with written information on the 
MHP’s advance directive policies and a description of applicable state law, if 
the adult asks for the information. If you would like to request the 
information, you should call your MHP’s toll-free phone number listed in the 
front part of this booklet for more information.  
 
An advance directive is designed to allow people to have control over their 
own treatment, especially when they are unable to provide instructions 
about their own care. It is a legal document that allows people to say, in 
advance, what their wishes would be, if they become unable to make health 
care decisions. This may include such things as the right to accept or refuse 
medical treatment, surgery, or make other health care choices. In California, 
an advance directive consists of two parts:  

 
1.  Your appointment of an agent (a person) making decisions about 

your health care; and  
2.  Your individual health care instructions  

 
If you have a complaint about advance directive requirements, you may 
contact the California Department of Health Services, Licensing and 
Certification Division, by calling (800) 236-9747 or by mail at P.O. Box 
997413, Sacramento, California 95899-1413.  
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CULTURAL COMPETENCY 
Why Are Cultural Considerations And Language Access 
Important?  
A culturally competent mental health system includes skills, attitudes and 
policies that make sure the needs of everyone are addressed in a society of 
diverse values, beliefs and orientations, and different races, religions and 
languages. It is a system that improves the quality of care for all of 
California’s many different peoples and provides them with understanding 
and respect for those differences.  
 
Your county’s MHP is responsible to provide the people it serves with 
culturally and linguistically competent specialty mental health services. For 
example: non-English or limited English speaking persons have the right to 
receive services in their preferred language and the right to request an 
interpreter. If an interpreter is requested, one must be provided at no cost. 
People seeking services do not have to bring their own interpreters. Written 
and verbal interpretation of your rights, benefits and treatments are 
available in your preferred language. Information is also available in 
alternative formats if someone cannot read or has visual challenges. The 
front part of this booklet tells you how to obtain this information.  Your 
county’s MHP is required to:  

• Provide specialty mental health services. in your preferred 
language.  

• Provide culturally appropriate assessments and treatments.  
• Provide a combination of culturally specific approaches to 

address various cultural needs that exist in the MHP’s county to 
create a safe and culturally responsive system.  

• Make efforts to reduce language barriers.  
• Make efforts to address the cultural-specific needs of individuals 

receiving services. 
• Provide services with sensitivity to culturally specific views of 

illness and\ wellness.  
• Consider your world view in providing you specialty mental health 

services.  
• Have a process for teaching MHP employees and contractors 

about what it means to live with mental illness from the point of 
view of people who are mentally ill.  

• Provide a listing of cultural/linguistic services available through 
your MHP.  

• Provide a listing of specialty mental health services and other 
MHP services available in your primary language (sorted by 
location and services provided.)  

• Provide oral interpretation services free of charge. This applies to 
all non-English languages.  

• Provide written information in threshold languages, alternative 
formats, and in an appropriate manner that takes into 
consideration the special needs of those who, for example, are 
visually limited or have limited reading proficiency.  
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Non-English or 
limited English 
speaking persons 
have the right to 
receive services in 
their preferred 
language and the 
right to request an 
interpreter. 

• Provide a statewide, toll-free telephone number available 24-hours a 
day and seven days a week, with language capability in your 
language to provide information to you about how to access 
specialty mental health services. This includes services needed to 
treat your urgent condition, and how to use the MHP problem 
resolution and State Fair Hearing processes.  

• Find out at least once a year if people from culturally, ethnically and 
linguistically diverse communities see themselves as getting the 
same benefit from services as people in general.  
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How Services May be Provided to You 
 

 
How Do I Get Specialty Mental Health Services?  
If you think you need specialty mental health services, you can get services 
by asking the MHP for them yourself. You can call your MHP’s toll free phone 
number listed in the front section of this booklet. The front part of this 
booklet and the section called “Services” on page 9 of the booklet give you 
information about services and how to get them from the MHP.  
 
You may also be referred to your MHP for specialty mental health services in 
other ways. Your MHP is required to accept referrals for specialty mental 
health services from doctors and other primary care providers who think you 
may need these services and from your Medi-Cal managed care health plan, 
if you are a member. Usually the provider or the Medi- Cal managed care 
health plan will need your permission or the permission of the parent or 
caregiver of a child to make the referral, unless there’s an emergency. Other 
people and organizations may also make referrals to the MHP, including 
schools; county welfare or social services departments; conservators, 
guardians or family members; and law enforcement agencies.  

 
How Do I Find A Provider For The Specialty Mental Health 
Services I Need?  
Some MHPs require you to receive approval from your county’s MHP before 
you contact a service provider. Some MHPs will refer you to a provider who 
is ready to see you. Other MHPs allow you to contact a provider directly.  
 
The MHP may put some limits on your choice of providers. Your county’s 
MHP must give you a chance to choose between at least two providers when 
you first start services, unless the MHP has a good reason why it can’t 
provide a choice, for example, there is only one provider who can deliver the 
service you need. Your MHP must also allow you to change providers. When 
you ask to change providers, the MHP must allow you to choose between at 
least two providers, unless there is a good reason not to do so.  
 
Sometimes MHP contract providers leave the MHP on their own or at the 
request of the MHP. When this happens, the MHP must make a good faith 
effort to give written notice of termination of a MHP contracted provider 
within 15 days after receipt or issuance of the termination notice, to each 
person who was receiving specialty mental health services from the 
provider.  

 
 
 
 

  

Please see the 
provider 
directory 
following this 
section for 
more 
information 
about this 
topic, or the 
front section of 
this booklet 
with 
information 
about your 
MHP’s specific 
approval or 
referral 
information. 
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Once I Find a Provider, Can the MHP Tell the Provider 
What Services I Get?  
You, your provider and the MHP are all involved in deciding what services 
you need to receive through the MHP by following the medical necessity 
criteria and the list of covered services (see pages 17 and 10). Sometimes 
the MHP will leave the decision to you and the provider. Other times, the 
MHP may require your provider to ask the MHP to review the reasons the 
provider thinks you need a service before the services is provided. The MHP 
must use a qualified mental health professional to do the review. This 
review process is called an MHP payment authorization process. The State 
requires the MHP to have an authorization process for day treatment 
intensive, day rehabilitation, and therapeutic behavioral services (TBS).  
 
The MHP’s authorization process must follow specific timelines. For a 
standard authorization, the MHP must make a decision on your provider’s 
request within 14 calendar days. If you or your provider request or if the 
MHP thinks it is in your interest to get more information from your provider, 
the timeline can be extended for up to another 14 calendar days. An 
example of when an extension might be in your interest is when the MHP 
thinks it might be able to approve your provider’s request for authorization if 
the MHP had additional information from your provider and would have to 
deny the request without the information. If the MHP extends the timeline, 
the MHP will send you a written notice about the extension.  
 
If your provider or the MHP thinks your life, health or ability to attain, 
maintain or regain maximum function will be jeopardized by the 14 day 
timeframe, the MHP must make a decision within 3 working days. If you or 
your provider request or if the MHP thinks it is in your interest to get more 
information from your provider, the timeline can be extended up to an 
additional 14 calendar days.  

If you didn’t get a 
list of providers 
with this booklet, 
you may ask the 
MHP to send you 
a list by calling 
the MHP’s toll-
free telephone 
number located 
in the front 
section of this 
booklet. 

 
If the MHP doesn’t make a decision within the timeline required for a 
standard or an expedited authorization request, the MHP must send you a 
Notice of Action telling you that the services are denied and that you may file 
an appeal or ask for a State Fair Hearing (see page 26).  
 
You may ask the MHP for more information about its authorization process. 
Check the front section of this booklet to see how to request the 
information.  
If you don’t agree with the MHP’s decision on an authorization process, you 
may file an appeal with the MHP or ask for a State Fair Hearing (see page 
26).  
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Which Providers Does My MHP Use?  
 
Most MHPs use four different types of providers to provide specialty mental 
health services. These include:  
 
Individual Providers: Mental health professionals, such as doctors, who 
have contracts with your county’s MHP to provide specialty mental health 
services in an office   and/or community setting.  

 
Group Providers: These are groups of mental health professionals who, as a 
group of professionals, have contracts with your county’s MHP to offer 
specialty mental health services in an office   and/or community setting.  
 
Organizational Providers: These are mental health clinics, agencies or 
facilities that are owned or run by the MHP or that have contracts with your 
county’s MHP to provide services in a clinic and/or community setting.  
 
Hospital Providers: You may receive care or services in a hospital. This may 
be as a part of emergency treatment, or because your MHP provides the 
services you need in this type of setting.  

 
If you are new to the MHP, a complete list of providers in your county’s MHP 
follows this section of the booklet and contains information about where 
providers are located, the specialty mental health services they provide, and 
other information to help you access care, including information about the 
cultural and language services that are available from the providers. If you 
have questions about providers, call your MHP’s toll-free telephone number 
located in the front section of this booklet.  
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Web Links  
State of California’s Medi-Cal program:    

 http://www.dhs.ca.gov/mcs/medi-calhome 
 State of California Department of Mental Health:   
 http://www.dmh.ca.gov 
 State of California Department of Health Services:   
 http://www.dhs.ca.gov  Online Health Resources:    

http://www.dhs.ca.gov/home/hsites/  
U.S. Department of Health and Human Services:   

 http://www.os.dhhs.gov 
U.S. Department of Health and Human Services, Substance  
Abuse and Mental Health Services Administration:   

 
 
 http://www.samhsa.gov 
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Prior authorization is required. Please contact the Child or Adult Access Teams at (916) 875-1055 or toll free at 1-888-881-4881 for referral to the listed providers. For More Information 
About Sacramento County's Provider List, Please Contact Member Services at (916) 875-6069 or toll free at 1-888-881-4881. 

01/01/2010 

County of Sacramento 
Department of Health & Human Services 

Mental Health Plan Medi-Cal Provider List 

Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 

Organizational Providers 
Another Choice Another 
Chance 

2801 Aramon Drive 
Rancho Cordova 95670 

(916) 361-2089 Accepting clients 
through Access 

Team 

Children Spanish Children's General & 
Specialized Mental Health 

Services 

Services available in 
compliance with 
County's Cultural 

Competence Plan. 

5450 Power Inn Road 
Suite B 
Sacramento 95820 

(916) 429-7977 Same as above Children Spanish, Vietnamese Same as above Same as above 

Asian Pacific Counseling 
Center 

7273 14th Avenue 
Suite 120-B 
Sacramento 95820 

(916) 383-6783 Same as above Adult / Children Cantonese, Hmong, Japanese, 
Korean, Lao, Mandarin, 
Vietnamese, Toisan, Tongan 

Adult/Children's General & 
Specialized Mental Health 

Services 

Same as above 

Charis Youth Center 714 W. Main Street 
Grass Valley 95945 

(530) 477-9800 Same as above Children Spanish Children's General & 
Specialized Mental Health 

Services 

Same as above 

Child & Family Institute 3951 Performance Drive 
Suite G 
Sacramento 95838 

(916) 921-0828 Same as above Children Algonguin, French, Russian, 
Spanish 

Same as above Same as above 

4545 - 9th Ave 
Sacramento 95820 

(916) 361-1720 Same as above Children Algonquin, Cherokee, French, 
Spanish 

Same as above Same as above 

Children's Receiving 
Home 

3555 Auburn Blvd. 
Sacramento 95821 

(916) 482-2370 Same as above Children Russian, Spanish, Tagalog Same as above Same as above 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
CHW Medical Foundation 9837 Folsom Blvd. (916) 856-5700 Same as above Children Ilocano, Spanish, Tagalog Same as above Same as above 

Suite F 
Sacramento, CA 95827 

5709 Marconi Avenue (916) 481-2973 Same as above Children Farsi, Spanish, Kiswahili Same as above Same as above 
Suite A 
Carmichael 95608 

6615 Valley Hi Drive (916) 681-6300 Same as above Children Farsi, Hmong, Portuguese, Same as above Same as above 
Suite A Punjabi, Russian, Spanish, 
Sacramento 95823 Tagalog, Vietnamese 

Cross Creek Counseling, 
Inc. 

8421 Auburn Blvd. 
Suite 3 
Citrus Heights 95610 

(916) 722-6100 Same as above Children Korean Same as above Same as above 

Edgewood Center for 
Children & Families 

1801 Vicente St. 
San Francisco 94116 

(415) 681-3211 Accepting clients 
through Access 

Team 

Children Arabic, Cantonese, Dutch, Farsi, 
French, German, Greek, 
Hebrew, Japanese, Mandarin, 
Portuguese, Russian, Spanish, 
Tagalog Tibetan 

Children's General & 
Specialized Mental Health 

Services 

Services available in 
compliance with 
County's Cultural 

Competence Plan. 

El Hogar, Inc. Sierra Elder Wellness 
9261 Folsom Blvd. 
Suite 500 
Sacramento 95826 

(916) 854-4552 Same as above Adult Hindi, Hmong, Punjabi, Spanish, 
Vietnamese 

Older Adult Same as above 

Guest House (916) 440-1500 Same as above Adult Hindi, Spanish Homeless Same as above 
1400 North A St., Bldg. A 
Sacramento 95814 

RST (916) 441-2933 Same as above Adult Spanish, Tagalog, Vietnamese Adult Social Rehab Same as above 
608 Tenth Street Services 
Sacramento 95814 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
EMQ/Families First, Inc. 8801 Folsom Blvd. 

Suite 210 
Sacramento 95826 

(916) 561-0590 Same as above Children Hindi, Hmong, Punjabi, Spanish, 
Tagalog 

Children's General & 
Specialized Mental Health 

Services 

Same as above 

2100 Fifth Street 
Davis 95616 

(530) 753-0220 Same as above Children Cambodian, Cantonese, Farsi, 
French, German, Hmong, 
Japanese, Korean, Mandarin, 
Mien, Polish, Portuguese, 
Spanish Vietnamese 

Same as above Same as above 

2330 Glendale Lane (916) 388-6400 Same as above Children ASL, Cantonese, Hmong, Same as above Same as above 
Suite 100 Mandarin, Spanish, Vietnamese 
Sacramento 95825 

Human Resources RST (916) 485-6500 Same as above Adult ASL, Chinese, French, Hindi, Adult Social Rehab Same as above 
Consultants 2220 Watt Avenue Hmong, Japanese, Punjabi, Services 

Suites B & C Russian, Spanish, Tagalog, 
Sacramento 95825 Ukrainian, Urdu, Vietnamese 

T-CORE (916) 854-1801 Same as above Adult Hmong, Russian, Spanish Same as above Same as above 
3077 Fite Circle 
Sacramento 95827 

La Familia Counseling 
Center, Inc. 

5523 34th Street 
Sacramento 95820 

(916) 452-3601 Same as above Children Hmong, Lao, Spanish, Thai Children's General & 
Specialized Mental Health 

Services 

Same as above 

Martins' Achievement 
Place, Inc. 

5240 Jackson St. 
North Highlands 95660 

(916) 338-1001 Same as above Children Russian, Spanish Same as above Same as above 

Milhous Children's 
Services 

7818 Bar Du Lane 
Sacramento 95829 

(916) 362-8292 Same as above Children Chinese, Hmong, Spanish, 
Vietnamese 

Same as above Same as above 

6171 Bradshaw Road 
Sacramento 95827 

(916) 362-8292 Same as above Children Chinese, Hmong, Spanish, 
Vietnamese 

Same as above Same as above 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
9211 Gerber Road (916) 362-8292 Same as above Children Chinese, Hmong, Spanish, Same as above Same as above 
Sacramento 95829 Vietnamese 

Milhous Children's 9451 Pond Lane (916) 362-8292 Accepting clients Children Chinese, Japanese, Russian, Children's General & Services available in 
Services Wilton 95693 through Access Spanish, Vietnamese Specialized Mental Health compliance with 

Team Services County's Cultural 
Competence Plan. 

24077 State Highway 49 
Nevada City 95959 

(530) 265-9057 Same as above Children Spanish Same as above Same as above 

Paradise Oaks Youth 
Services 

7806 Uplands Way, Suite A 
Citrus Heights 95610 

(916) 967-6253 Same as above Children Same as above Same as above 

7730 Antelope Road 
Citrus Heights 95610 

(916) 967-6253 Same as above Children Same as above Same as above 

7697 Madison Avenue 
Citrus Heights 95610 

(916) 967-6253 Same as above Children Same as above Same as above 

5428 Mariposa Avenue 
Citrus Heights 95610 

(916) 967-6253 Same as above Children Same as above Same as above 

Quality Group Homes, 
Inc. 

3353 Bradshaw Rd. 
Sacramento 95827 

(916) 596-4186 Same as above Children Dutch, French, Fijian, 
Urdu,Farsi, Ghanaian, Hindi, 
Hmong, Punjabi, Russian, 
Spanish 

Same as above Same as above 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
River Oak Center for 
Children, Inc. 

5030 El Camino Ave. 
Carmichael 95608 

(916) 609-5100 Same as above Children Armenian, French, German, 
Hindi, Hmong, Italian, Korean, 
Mongolian, Punjabi, Russian, 
Sanskrit, Spanish, Urdu, 
Vietnamese Lu Mien 

Same as above Same as above 

7322 Florinwood Drive 
Sacramento 95823 

(916) 371-0201 Same as above Children Chinese, Hmong, Spanish, 
Vietnamese 

Same as above Same as above 

9412 Big Horn Blvd. 
Elk Grove 95758 

(916) 609-5100 Same as above Children Hmong, Russian, Spanish, 
Vietnamese, Hindi, ASL, Gujareti 

Same as above Same as above 

Bret Harte (916) 277-7043 Same as above Children Spanish Same as above Same as above 
2751 9th Avenue 
Sacramento 95818 

925 Del Paso Blvd. (916) 263-5470 Same as above Children Hmong, Russian, Spanish Same as above Same as above 
Suite 300 
Sacramento 95815 

Sacramento Children's 
Home 

1815 Stockton Blvd. 
Sacramento 95816 

(916) 492-7240 Same as above Children Spanish, Tamil Same as above Same as above 

Sacramento Children's 2750 Sutterville Rd. (916) 452-3981 Accepting clients Children Chinese, Hmong, Spanish Children's General & Services available in 
Home Sacramento 95820 through Access Specialized Mental Health compliance with 

Team Services County's Cultural 
Competence Plan. 

2751 Wilmington Ave. 
Sacramento 95820 

(916) 452-4078 Same as above Children Spanish Same as above Same as above 

W:Mental-Health\QM\Site Certification\MHP List\ Prov Cultural Competency List 09-21-09 Page 5 of 11 



Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
Sacramento County 
Mental Health 

APSS After-Care Clinic 
2130 Stockton Blvd. 
Sacramento 95817 

(916) 875-0701 Same as above Adult Adult Social Rehab 
Services 

Same as above 

APSS (916) 875-0599 Same as above Adult French, Samoan Same as above Same as above 
7171 Bowling Dr. Suite 700 
Sacramento 95823 

CAPS: (916) 875-1183 Same as above Children Farsi, Mandarin, Spanish, Children's General & Same as above 
3331 Power Inn Rd Tagalog Specialized Mental Health 
Suite 140 Services 
Sacramento 95826 

MERT: (916) 875-1000 Crisis Stabilization Children ASL, Armenian, Hmong, Ilocano, Crisis Stabilization Same as above 
2150 Stockton Blvd. Japanese, Korean, Portuguese, 
Sacramento 95817 Russian, Spanish, Tagalog, 

Vietnamese 

San Juan Unified School Rusch Home (916) 728-3179 Accepting clients Children ASL, Russian, Spanish, Children's General & Same as above 
District 7301 Antelope Road through Access Ukrainian, Vietnamese Specialized Mental Health 

Citrus Heights 95621 Team Services 

Alliance for Excellence (916) 575-2828 Same as above Children ASL, Farsi, Russian, Spanish, Same as above Same as above 
3413 Arden Way Ukranian, Vietnamese 
Sacramento, CA 95825 

Whitehouse Counseling (916) 971-7640 Same as above Children ASL, Russian, Spanish, Same as above Same as above 
6147 Sutter Avenue Ukrainian, Vietnamese 
Carmichael 95608 

Sierra Forever Families 8928 Volunteer Lane 
Sacramento, CA 95826 

(916) 368-5114 Same as above Children English, French, Spanish, 
Hmong 

Same as above Same as above 

Stanford Home for 
Children 

8912 Volunteer Lane 
Sacramento 95826 

(916) 344-0199 Same as above Children ASL, Hebrew, Persian, Samoan, 
Spanish, Tagalog 

Same as above Same as above 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
Summitview Child 
Treatment Center 

5036 Sunrey Road 
Placerville 95667 

(530) 644-2412 Same as above Children Spanish Speaking Therapist 
onsite (not available for Day 
Rehabilitation Group; group is 
only held in English) 

Same as above Same as above 

Sutter Counseling Center 855 Howe Avenue 
Sacramento 95825 

(916) 929-0808 Same as above Children Spanish Children's General & 
Specialized Mental Health 

Services 

Same as above 

Telecare Sacramento 
Outreach & Recovery 

900 Fulton Avenue 
Suite 205 
Sacramento 95825 

(916) 484-3570 Same as above Adults Spanish, Tagalog, Italian, 
Russian, Bulgarian, Polish, 
Ukrainian 

Adult Social Rehab 
Services 

Same as above 

Terkensha Associates 4320 Auburn Blvd. (916) 418-0828 Same as above Children French, Hmong, Russian, Children's General & Same as above 
Suite 1200 Spanish Specialized Mental Health 
Sacramento 95841 Services 

Terkensha Associates 811 D Grand Ave 
Sacramento 95838 

(916) 922-9868 Accepting clients 
through Access 

Team 

Children Chinese, French, Hmong, 
Laotian, Russian, Spanish, 
Vietnamese 

Children's General & 
Specialized Mental Health 

Services 

Services available in 
compliance with 
County's Cultural 

Competence Plan. 

Terra Nova Counseling 1025 19th Street 
Suite 12 
Sacramento 95814 

(916) 344-0964 Same as above Children Vietnamese, Farsi Same as above Same as above 

6624 Valley Hi Drive (916) 344-0964 Same as above Children Vietnamese, Farsi Same as above Same as above 
Suite B 
Sacramento 95823 

5777 Madison Avenue (916) 344-0249 Same as above Children Vietnamese, Farsi Same as above Same as above 
Suite 240 
Sacramento 95841 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
The Effort, Inc. 8233 E. Stockton Blvd. 

Bldg. D 
Sacramento 95828 

(916) 368-3080 Same as above Children Spanish Adult/Children's General & 
Specialized Mental Health 

Services 

Same as above 

6015 Watt Ave. #2 
North Highlands 95660 

(916) 679-3925 Same as above Children Hmong, Russian, Spanish Same as above Same as above 

Transitional Living & 
Community Support 

New Directions 
1400 North A St, Bldg A 
Sacramento 95814 

(916) 440-1500 Same as above Adult Russian, Spanish Adult Social Rehab 
Services 

Same as above 

Trinity Youth Services 5325 Engle Road #420 
Carmichael 95608 

(916) 486-2020 Same as above Children Spanish Children's General & 
Specialized Mental Health 

Services 

Same as above 

Turning Point 
Community Programs 

Outpatient Program 
7237 E. Southgate Drive 
Suite E 
Sacramento 95823 

(916) 438-3030 Same as above Children Hmong, Spanish, Laotian, Same as above Same as above 

ISA (916) 393-1222 Same as above Adult Russian, Spanish, Vietnamese Adult Social Rehab Same as above 
4600 47th Avenue Services 
Sacramento 95824 

Crisis Residential (916) 737-9202 Same as above Adult Spanish Adult Social Rehab 
4801 34th Street Services 
Sacramento 95820 

RST (916) 567-4222 Same as above Adult Hmong, Laotian, Mien, Russian, Same as above Same as above 
601 W. North Market Spanish, Thai, Tongan, 
Suite 100 Ukrainian, Hindi 
Sacramento 95834 

Pathways (916) 283-8280 Same as above Adult Hmong, Laotian, Mien, Russian, Same as above Same as above 
601 W. North Market Spanish, Thai, Tongan, Hindi 
Suite 350 
Sacramento 95834 

W:Mental-Health\QM\Site Certification\MHP List\ Prov Cultural Competency List 09-21-09 Page 8 of 11 



Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
Children's Focus (916) 427-7141 Same as above Children Spanish, Vietnamese Children's General & Same as above 
7245 E. Southgate Drive Specialized Mental Health 
Sacramento 95823 Services 

UC Davis CAARE 3300 Stockton Blvd. 
Suite 1155A 
Sacramento 95820 

(916) 734-8396 Accepting clients 
through Access 

Team 

Children Russian, Spanish Children's General & 
Specialized Mental Health 

Services 

Services available in 
compliance with 
County's Cultural 

Competence Plan. 

Victor Treatment Center, 
Inc. 

855 Canyon Road 
Redding 96001 

(530) 378-1855 Same as above Children Same as above Same as above 

3164 Condo Court 
Santa Rosa 95403 

(707) 576-7218 Same as above Children African, Ashanti, Bini, 
Cambodian, Cantonese, Edo, 

Same as above Same as above 

French, German, Hinakno, 
Hmong, Igbo, Italian, Korean, 
Lao, Russian, Samoan, Sango, 
Spanish Tagalog Tongan 12755 N. Hwy 88 

Lodi 95240 
(209) 340-7900 Same as above Children African, Ashanti, Bini, 

Cambodian, Cantonese, Edo, 
Same as above Same as above 

French, German, Hinakno, 
Hmong, Igbo, Italian, Korean, 
Lao, Russian, Samoan, Sango, 
Spanish Tagalog Tongan 1053 North D St. 

San Bernardino 92410 
(909) 886-1691 Same as above Children African, Ashanti, Bini, 

Cambodian, Cantonese, Edo, 
Same as above Same as above 

French, German, Hinakno, 
Hmong, Igbo, Italian, Korean, 
Lao, Russian, Samoan, Sango, 
Spanish Tagalog Tongan 555 N. Perris Blvd. 

Perris 95271 
(530) 893-0758 Same as above Children Same as above Same as above 

Visions Unlimited, Inc. 425 Pine Street (209) 745-3101 Same as above Adult / Children Cambodian, Spanish Adult/Children's General & Same as above 
Galt 95632 Specialized Mental Health 

Services 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
7000 Franklin Blvd. (916) 393-2203 Same as above  Adult / Children Arabic, Cambodian, Hindi, Adult/Children's General & Same as above 
Suite 200, 1220 & 1230 Hmong, Kannada, Spanish, Specialized Mental Health 
Sacramento 95823 Tagalog, Vietnamese, Farsi, Services 

Punjabi 

Wellness & Recovery 
Center - North 

3815 Marconi Avenue 
Suite 1 
Sacramento 95821 

(916) 737-7100 Same as above Adult Hmong, Spanish, Tagalog Adult Social Rehab 
Services 

Same as above 

Wellness & Recovery 
Center - South 

Individual Providers 
Jane Ann Graff, MFT 

7000 Franklin Blvd. 
Suite 110 
Sacramento 95823 

3550 Watt Ave., Sacramento 
95821 

(916) 485-4175 

(916) 979-7000 

Same as above 

Same as above 

Adult 

Adult/Children ASL 

Same as above 

Adult/Children's General & 
Specialized Mental Health 

Services 

Same as above 

Same as above 

Robert Venkus, MFT 

Hospitals 
Heritage Oaks Hospital 

1780 Vernon Street 
Roseville 95678 

4250 Auburn Blvd. 
Sacramento 95841 

(916) 764-1045 

(916) 489-3336 

Same as above 

Inpatient Hospital 
Referrals only by 

MHP MHTC / 
MERT 

Children 

Adult/Children 

Same as above 

Adult/Children's General & 
Specialized Mental Health 

Services 

Same as above 

Same as above 

Crestwood Psychiatric 
Health Facility 

4741 Engle Road 
Carmichael 95608 

(916) 977-0949 Inpatient Hospital 
Referrals only by 

MHP MHTC / 
MERT 

Adult Adult General & 
Specialized Mental Health 

Services 

Same as above 

Sacramento County 
Mental Health Treatment 
Center 

2150 Stockton Blvd. 
Sacramento 95817 

(916) 875-1000 Inpatient Adults ASL, Armenian, Hmong, Ilocano, 
Japanese, Korean, Portuguese, 
Russian, Spanish, Tagalog, 
Vietnamese 

Adult General & 
Specialized Mental Health 

Services 

Services available in 
compliance with 
County's Cultural 

Competence Plan. 
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Name Address Phone 
Provider 

Characteristics Populations Served Non-English languages Spoken Specialties Cultural Competency 
Sierra Vista Hospital 8001 Bruceville Road 

Sacramento 95823 
(916) 423-2000 Inpatient Hospital 

Referrals only by 
MHP MHTC / 

MERT 

Adult/Children Adult/Children's General & 
Specialized Mental Health 

Services 

Same as above 

St. Helena Hospital 
Center for Behavioral 
Health 

525 Oregon St. 
Vallejo 94590 

(707) 648-2200 Inpatient Hospital 
Referrals only by 

MHP MHTC / 
MERT 

Children Children's General & 
Specialized Mental Health 

Services 

Same as above 

Sutter Center for 
Psychiatry 

7700 Folsom Blvd. 
Sacramento 95826 

(800) 353-3369 Same as above Adult/Children Adult/Children's General & 
Specialized Mental Health 

Services 

Same as above 

Prior authorization is required. Please contact the Child or Adult Access Teams at (916) 875-1055 or toll free at 1-888-881-4881 for referral to the listed providers. For more information 
about Sacramento County's Provider List, please contact Member Services at (916) 875-6069 or toll free at 1-888-881-4881. 
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Adult Documentation Training
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Training Goals

• To familiarize you with the clinical 
documents

• To review standards for completion  
of clinical documentation

• To clarify documentation 
requirements

• To bridge the gap between practice 
and documentation
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Training Outline

• Introduction to the Mental Health Plan
• Clinical Documentation Overview
• Clinical Assessment Package
• Progress Notes
• Resources and Contact Information
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County Philosophy
• Vision
• Mission
• Principles

Handout #1
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Introduction to the Mental Health Plan

• Target Populations
• Medical Necessity
• Commitment to Cultural Competence
• Language Requirements/Interpreting 

Services

Handouts # 2 & 3 
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Sacramento County 
Target Population

For the purpose of County MH Services, Target Population:
• Refers to individuals with severe disabling conditions 

that require mental health treatment giving them access 
to available services based on those conditions.

• Major Depression Recurrent, with or without Psychotic 
Features

• Bipolar Disorders
• Schizophrenia; Schizoaffective Disorders
• Psychotic Disorder NOS (re-evaluation & change within 

3-6 months)
• Borderline Personality Disorder
• Post Traumatic Stress Disorder (effective January 2010)
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Medical Necessity 

The criteria that identifies service need based on 
inclusion of specific signs, symptoms, behaviors and 
conditions and proposed treatment associated with 
mental illness.

Determination of medical necessity requires inclusion of:
• Covered diagnosis;
• An established level of functional impairment with an 

expectation that specialty mental health treatment is 
necessary to address the condition and;

• The condition would not be responsive to physical 
health care based treatment.
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Medical Necessity (Cont’d)

When recording a client’s condition, staff must 
document:

Onset
Frequency
Duration
Severity of symptoms
Resulting functional impairments  
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Medical Necessity (Cont’d)

If client does not meet 
Medical Necessity, but meets

Service Necessity (need for another type of 
service), you have up to 30 days to link the client to 

a more appropriate service.  
You may  bill Case Management/Brokerage
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Definition of Cultural Competence

A set of congruent practice skills, behaviors, 
attitudes, and policies that come together in a 
system, agency, or among consumer providers 
and professionals that enables that system, 
agency, or those professionals and consumer 
providers to work effectively in cross-cultural 
situations.
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Cultural Competency

Making Cultural Accommodations

Documenting those Accommodations

Use of Interpreters

Web Address: http://www.sacdhhs.com/article.asp?contentID=482

http://www.sacdhhs.com/article.asp?contentID=482
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Threshold Languages

A “Threshold Language” is defined as a primary 
language other than English spoken by 3,000 
Medi-Cal beneficiaries or 5% of the population, 
whichever is lower in an identified geographic 
area.

Sacramento is second to Los Angeles in 
number of beneficiaries who speak a 
“Threshold Language.”
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Threshold Languages (Cont’d) 

Sacramento County has FIVE 
Threshold Languages:

Chinese (Cantonese)
Hmong
Russian
Spanish
Vietnamese
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Cultural/Linguistic Requirements

• Mandate that oral and written communication be 
provided in the client’s preferred language and 
documented for each service 

• Explains to beneficiaries that interpreters are 
available free of charge to the member

• Recognizes the beneficiary’s RIGHT to 
culturally/linguistically appropriate services and 
considers the special needs of adults and families.

• Requires documentation of attempts made to 
accommodate the cultural/linguistic needs of 
client/caregiver and prohibits the expectation that 
family members act as interpreters.
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Interpreter Services 
(Area code 916)

Southeast Asian Assistance 
Center (SAAC): 421-1036, 
Language World: 473-0100 
Carmazzi: 714-7848 

(Deaf/Hard of Hearing)
Nor Cal: 349-7525
A Show Hands: 247-8859
Class Act Alliance:759-4594
Sign Language Inter: 483-4751
AT&T Line may be used by 
contractor providers
Pacific Interpreters County staff 
to use for phone interpreters only. 
1-866-425-0217 need County 
code from supervisor.
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Clinical Documentation Forms

• Client Data Sheet 
(CDS)

• Adult Comprehensive 
Assessment (ACA)

• Adult Service Plan 
(ASP)

• Adult Re-Assessment 
• Adult Health 

Questionnaire (AHQ)

• Co-Occurring Disorder 
Assessment (CODA)*

• Discharge Re-
Assessment Summary

• Annual Medication 
Service Plan (AMSP)

• Progress Notes

Handout # 4

*If applicable
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An initial complete clinical 
assessment packet consists of:

• Client Data Sheet (CDS)
• Adult Comprehensive Assessment (ACA)
• Adult Service Plan (ASP)
• Adult Health Questionnaire (AHQ)
• Co-Occurring Disorder Assessment (CODA)*
• Annual Medication Service Plan (AMSP) 
• Introductory Clinical Progress Note

* If applicable



18

Staff Classifications

– LPHA- MD, PhD, RN, LCSW, MFT, 
Waivered Staff (ASW or IMF)

– Graduate Student-enrolled in
accredited program; co-signatures 
required

– MHRS- Degree & Experience
– MHA-I, MHA-II and MHA-III-

Experience and Education beyond High 
School
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The Basics of Clinical Documentation

Handout # 5
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Consents and Releases

• Obtain consent to treat for all clients 
receiving services, as required by law

Conservator signature is required   
if client is conserved

•HIPAA compliant Authorizations to Obtain 
or Release health records are required
•A current consent is required in the chart 
for each medication the client is taking.

Handouts # 6,7, 8, 9
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Working Definitions

• Authorization Period: County Access Team 
gives the “Start” and “End" dates for service 
reimbursement

• Program Start Date: First billable service to 
AVATAR; face-to-face contact, with limited 
exceptions.

• Paperwork Cycle: Begins at the Program 
Start Date through end of the Authorization 
Period.

• Levels Of Care: Determined by level of care 
and support services needed by the client
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Service Coordination & Authorization

• All Services must be authorized by the County
Access Team. 

• The “Detailed Authorization” or “Display Managed 
Care Authorization” printout is required in all 
charts.

• All Services must be delivered within the 
authorization period for reimbursement.

• Requests for re-authorization must be submitted 
when the client  is transitioning from one Level of 
Care to a different Level of Care outside the legal 
entity.

Handout #10
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Service Levels I, II, III & IV

Level I- Step-down for Medication services 
provided by Primary Care physicians in the 
community. 

Level II- Low Intensity services, primarily 
medication support, case management, and 
mental health services (social rehabilitation, 
collateral, support groups, etc).

Level III-High Intensity services (LOCUS required 
for authorization)

Level IV-Step-down from locked facility placement 
(LOCUS required)
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Level II

• County Access Team Authorizes Level II 
services

• Provider completes CDS, ACA, ASP, 
AHQ, AMSP, and CODA if applicable, as 
well as Consents/Releases, 
Acknowledgement of Receipt containing: 
HIPAA, Advance Directive, etc. within 60 
days of services start date.
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Level II Re-Authorization

• Re-Assessments are required for 
clients every two (2) years. 

• Complete: Re-Assessment, Adult Service 
Plan, CDS, AMSP, and CODA, if 
applicable (Reimbursement depends on 
signed Service Plan and Access 
Authorization that covers date range of 
each service billed).
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Client Data Sheet
(CDS)

Handouts #11
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When to Complete CDS

• Complete CDS at service start along with 
ACA, ASP, AHQ, AMSP (completed by 
psychiatrist), and if applicable  CODA and 
LOCUS.

• Complete CDS at annual paperwork cycle 

• Complete CDS when diagnosis, address, 
or other pertinent information changes 
AND remember to update in AVATAR
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• Adult Comprehensive Assessment
(ACA)

Handout # 12
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ACA Overview

1. Reasons for Service includes 
symptoms, behaviors, and level of 
functioning to support service needs and 
Medical Necessity

2. Psychosocial History, includes Family 
Support, Socio-Functional, and Culture

Page 1 of 5 on ACP
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ACA Overview

3. Mental Health History, includes 
description of all boxes marked “yes”

4. Substance Use, includes client questions 
and service provider screening.  Follow-up 
with CODA if any “client questions” with 
an * are marked yes.

Page 2 of 5 on ACA
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ACA Overview

5. Community Functioning:  Check all 
boxes and consider developing a 
treatment goal for any boxes checked 
“Mixed” or “Dissatisfied.”

6. Mental Status Exam

Page 3 of 5 on ACA
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ACA Overview

7. Risk indicators, includes suicide/self harm and 
Assault.  Follow up with description for any yes 
boxes and develop a safety plan as needed.

8. Five Axes diagnosis from the most current 
DSM-IV with a Corresponding ICD-9 Code for 
the Primary Axis I DSM Diagnosis.
Diagnosis source is an LPHA and not the 
DSM-IV. 

Page 3 of 5 on ACA

Handout # 13
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ACA Overview

9. Updated Diagnosis, includes supporting 
progress note and updated Client Data 
Sheet.

• Only an LPHA may change a diagnosis
• When documenting change in progress 

note, include justification, date, and name of 
staff who changed the diagnosis.

Page 4 of 5 on ACA
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ACA Overview 

10. Service Coordination Contacts:  Complete all boxes 
that apply including: type, agency, contact person 
and phone number as needed.

Page 5 of 5 on ACA
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Service Plan

Handout # 14
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Service Plan Overview

• The Plan should be clear and will guide treatment

• Life Goals. are client quotes or statements indicating 
hopes, dreams or ambitions that may or may not be related 
to the mental health condition.

• Strengths, Challenges & Personal Supports. Explore 
and document this information with the client. It will be 
extremely helpful as you and the client work together to 
achieve goals outlined in the Service Plan. 
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Service Plan Overview

• Treatment Goals. address the client’s mental health 
condition (symptoms and behaviors)  and are specific 
and measurable. Note status of each goal.

• Services. Connect each goal to a service (s) and include 
frequency and responsibility of client, support person 
and staff as needed to accomplish the client’s Treatment 
Goals. Note completion date of each goal.

• Service Coordination. List all needed areas (income, 
benefits, housing, etc.) identified by the client that 
require additional assistance/support to accomplish 
his/her Treatment Goals.
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Service Plan Overview

• All Signatures must be obtained within 60 
days of start of services.

• Client signature is required; otherwise use space 
on form to document reason(s) for no client 
signature

• Conservator signature required if client is conserved
• Provider signature/Title as required 
• Must provide client with copy of the plan at start 

of services and upon request in the future    
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Re-Assessment

Request for Continuation of Services 
from Access

Required for all MHSA Programs 

Handout #15
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What are you Re-Assessing?

• Current Medical Necessity
• Current Level of Functioning
• Current Need for Services
• Identify Changes in Substance Use
• Identify Updates from ACA
• Progress toward treatment goals

Submit to Access within 30 days of
Authorization expiration
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Glossary

• The glossary is organized to 
correspond with the reading order 
of the ACA/Re-Assessment

• The MSE and Substance Abuse 
sections of the ACA/Re-
assessment are highlighted

Handout #16
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Adult Health Questionnaire

Adult Health Questionnaire
(AHQ)

Linking Physical Health and Mental Health

Handout #17
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Important AHQ Elements

• Required with ACA and CDS within 60 days of 
Program Admit Date

• General Medical Conditions listed on AHQ need 
to be consistent with those listed on CDS

• Progress note required when linking client to a 
physician or healthcare provider

• Document health updates on the Re-
Assessment
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Co-Occurring Disorder Assessment
(CODA)

What is the CODA?
A tool intended to ensure clients receive 
appropriate assessment, treatment and 
referrals for co-occurring substance use 
disorders.

When should the CODA be completed?
Whenever indicators are present

Who should complete the CODA?
Service Providers

Handout #18
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CODA: Indicators

When the following indicators are present, 
complete the CODA:

• At Admission Interview (if indicated)

• At Re-Assessment (if indicated)

• When Indicated (Client or Collateral source 
discloses an issue or problem - i.e. toxicology 
screen, legal issue, prior assessment)

• When there are clear consequences indicating 
substance abuse problems



46

CODA: Engagement

• All interactions should be non-judgmental and 
supportive

• Remind the client that the information is 
CONFIDENTIAL

• Privacy should be maintained to support client 
disclosure

• Assure the client that what they say will not
negatively impact their other mental health 
services
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CODA: Interview Questions
Based on DSM IV-TR Criteria

• Ask the client each question and record a yes/no 
response in the boxes

• Questions 1-4 are the criteria for Substance Abuse

• Questions 5-11 are the criteria for Substance 
Dependence

• If any of 1-4 are marked the diagnosis should be 
“Substance Abuse” Unless:

• 5, 6, and any of 7-11 are marked then the 
diagnosis should be “Substance Dependence”

Page 1Page 1
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CODA: Level of Functioning

In relation to co-morbid substance use/mental health 
symptoms:

• Indicate your assessment of the client’s functioning in the 
seven domains. For each response include a comment or 
description.

• Indicate your overall rating of client bio/psychosocial 
functioning by checking low, moderate or high.

• A low or moderate overall level of functioning should result 
in a related goal in client’s treatment plan.

Page 1Page 1
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CODA: Severity Assessment

• Ask the client to respond to the three 
choices on the Client Self Assessment and 
indicate his/her response

• Complete the Staff Assessment by 
indicating your assessment in one of the 
four boxes

• Be aware of the client’s Stage of Change 
Readiness as it will affect treatment 
planning decisions

Page 2Page 2
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CODA: Treatment Planning

• Clients should be served within their 
current clinical setting. Transfers from 
program to program increase the likelihood 
of disengagement.

• All treatment planning must be completed 
with full client participation and agreement, 
and needs to reflect consumer choice.
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CODA: Services
Within the Current Clinical Setting

• Sac Port Substance Abuse 
Management Module (SAMM)

• Pre-Treatment Groups

• Self-help Groups

• Mental Health Rehabilitation Services

Page 2Page 2
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CODA: Treatment Plan Options
Within the ADS System of Care

• Outpatient Counseling
• Residential Treatment
• Detoxification
• Interim Supports

NOTE: Treatment Authorization and Level of 
Care will be determined by the Alcohol and 

Drug Services Division, System of Care 
(ADS SOC)

NOTE: Treatment Authorization and Level of 
Care will be determined by the Alcohol and 

Drug Services Division, System of Care 
(ADS SOC)

Page 2Page 2
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CODA: Documentation

• Complete the CODA and file in the client’s 
chart. Write a progress note documenting 
CODA completion and other pertinent 
information.

• Complete a related goal and plan in client’s 
ACA/Re-Assessment

• Ensure substance use diagnosis is reflected 
on Axis I (Secondary diagnosis)
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CODA: Referrals to ADS SOC

Services through an ADS contracted provider, 
including outpatient counseling, Residential 
Treatment and Detoxification require 
assessment and authorization by ADS SOC 
staff.

Two methods for obtaining ADS SOC 
assessment and authorization:

• Drop-In Assessment
• ADS Screening and Service Referral (preferred)
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CODA: Referrals (Drop In)

Drop in Assessment
Clients may present themselves for an 
assessment at the public lobby at 4875 
Broadway at 8:00 AM or 12:30 PM. They will 
be seen in order of arrival and will receive an 
assessment, and if indicated, a referral for 
services.
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CODA: Referrals (ADS Screening)

ADS Screening and Service Referral

Complete an Alcohol and Other Drug (AOD) 
Screening and Service Referral and a release of 
information, naming DHHS ADS SOC as the 
recipient. 

• Fax both forms along with the CODA to ADS SOC 
at 874-9806.

• Provide the client with a copy of “Instructions to 
Client.” Client may be accompanied to the 
assessment. 
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Progress Notes Overview
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Types of Progress Notes

• Collateral 

• Assessment

• Individual Therapy

• Group Therapy  

• Group Session 

• Rehabilitation 

• Plan Development 

• Medication Support 

• Case Management 
Brokerage/TCM 

• Crisis Intervention

• Cancellations

• No Shows

Handouts #19 (5)
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NEW INFORMATION!

• Avatar Claims Processing Alert 
(Denials/Suspended Claims) regarding 
Maximum Allowable Units.

Please refer to this handout for 
clarification.
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Progress Notes

• Key topics discussed in the session
• Current symptoms and behaviors
• Accommodate language and cultural 

needs
• Describe how interventions address the 

client’s mental health condition
• Always assess for risks and document 

actions taken to ensure safety
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Progress Notes (Cont’d)

• Document collaborative efforts made
• Document strengths and barriers toward 

achieving treatment goals
• Document progress made toward achieving 

treatment goals.
Note: Federal/State law require documentation 

for purposes of reimbursement. If records are 
inadequate or nonexistent, reimbursement is 

subject to recoupment.
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Clinical Introductory Note 
(Assessment)

Written at first visit, or very soon thereafter, 
providing an overview of the client and 
his/her mental health condition.  A complete 
note includes but is not limited to:

• Identity of client, including age, ethnicity, etc.

• Referral Source

• Cultural Accommodations
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Clinical Introductory Note (Cont’d)

• Presenting condition, including symptoms, 
behaviors, and level of functioning

• Need for Services/Medical Necessity 
justifications

• Client strengths and supports

• Plan for services
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Assessment Code 93010

• Assessing a client for Service/Medical Necessity

• Assessing Diagnostic Criteria and Level of 
Functioning

• Always includes cultural considerations and 
accommodations

• Completing ACA, Re-Assessment, CODA and 
LOCUS if applicable

• Use of Testing Procedures
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Collateral 95010

• Service activity to a significant support person 
for the purpose of meeting the client’s mental 
health needs as identified in the Service Plan

• The significant support person should be 
identified in the Service Plan

Note:  Medi-Cal will NOT reimburse for services that 
address the support person’s mental health issues.
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Rehabilitation 94000

• Assisting a client in improving, restoring or 
maintaining  
• Functional Skills 
• Daily Living Skills 
• Social Skills
• Grooming and Personal Hygiene Skills
• Meal Preparation Skills

• Counseling of the client
• Notes should reflect interventions, progress 

and response to skill training
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Individual Therapy 97010

• Psychotherapeutic intervention to improve 
symptoms and functional skills

• Guided by the treatment plan

• Only an LPHA, or a graduate student 
trainee under the supervision of an LPHA, 
may provide individual therapy
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Group Session Notes

Group Therapy 96510 Vs. Group Session 96520
• A group note should include:

Type/Title of group
Goal/Focus of today’s group 
Client’s Receptivity or Response in 
group
Distinct staff roles, if co-facilitated
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Plan Development 98500

• Service activity involving development and 
implementation of a plan or intervention

• The progress note must clearly document 
steps for a planned intervention and 
follow-up



70

Medication Support 
97500/97530

• Only MDs, RNs, LVNs, and PTs can 
bill these services
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Case Management Brokerage/Targeted 
Case Management

• CASE MANAGEMENT BROKERAGE. 
• Linkage to Primary Health Care Services
• Linkage to other mental health services, 

also  with non-mental health services 
(outside the MHP), 

• Intra and Inter Agency staffing (co-
staffing must be non-supervisory, non-
duplicative, meaningful planning and 
implementation).
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Case Management/Targeted 
Case Management

• Targeted Case-Management: services that assist a 
beneficiary to access needed medical, educational, 
social, prevocational, vocational, rehabilitative , or other 
community services. These services activities may 
include, but are not limited to:

• Communication, coordination, monitoring of client’s 
progress, placement services, and plan development as 
well as referrals

• Solely for purpose of coordinating placement at time of 
discharge from hospital, psychiatric health facility or 
psychiatric nursing facility “may be provided during 30 
calendar days immediately prior to the day of discharge, 
for a maximum of three non-consecutives periods of 30 
calendar days or less per continuous stay in the facility”.
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Crisis Intervention 95510
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Crisis Intervention

• CRISIS INTERVENTION: provided when a client 
requires an immediate response or intervention to 
help him/her stabilize and maintain a community 
setting . A crisis intervention note documents an 
unplanned service to or on behalf of an individual. 
Progress note must include the following:

1. A brief succinct narrative of the crisis situation.
2. A description of the intervention provided
3. The client’s response to the interventions
4. Specific plan to follow-up
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Sample Crisis Intervention Note

Client’s significant other phoned and this writer could hear 
client screaming and breaking furniture in the background.  
Client’s significant other said that client is not taking his 
medications and caller asked for immediate assistance.  
Worker will go to the home to intervene. Gave worker’s 
mobile number to client’s significant other. Recommended 
calling the police immediately or taking client to a local ER 
for an evaluation if  client’s significant other feels safe in 
transporting the client. Plan is to follow up later today with 
the client’s significant other to verify client’s status.

-Quincy Smith, MHA III
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Progress Note Sample #1

This writer met with new co-worker to assist her 
in completing the initial clinical intake packet, 
including the ACA, AHQ & CDS.

-Huong Tan, MHA III
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Progress Note Sample #2

Discussion with nurse regarding scheduling 
client for psych med appt. since nurse 
informed this writer that client “No Showed” for 
med appt. today. Nurse recommended that I 
write to client regarding appt date & time. If 
client does not show for next scheduled appt 
1/23/07, and we do not hear from him by 
1/27/07, we will close the case.

-Jill Scott, ASW
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Progress Note Sample #3

This writer spoke with client’s wife regarding 
client’s interpersonal relationships and his 
symptoms of depression. Client’s spouse was 
informed of ways of helping the client develop 
coping skills when interacting with others with the 
goal of increasing client’s self esteem and 
reducing symptoms of depression. 

-Amar Sarat, LCSW
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Progress Note Sample #4

Telephoned client to reschedule 
appointment.  Left a voice message with 
the new time and date to meet.

- Bridget Baas, MHA-I
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Progress Note Sample #5 

B&C called worker to inform writer that the 
client passed away three days ago at the 
hospital due to chronic physical illness. 
Worker contacted family. Took F/U actions. 
Plan: will close case and complete D/C forms.

- George Williams, MHA I

Non-Billable!
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MHSA Service Codes

• Used for additional services and supports that are not 
reimbursable to standard Medi-Cal codes

• Need supervisor approval before using MHSA codes

• Individual Traditional Healing Practices- 28050
• Group Traditional Healing Practices- 28051
• MHSA Family-Caregiver Services and Supports- 28047
• MHSA Client Services and Supports- 28045
• MHSA-Benefits Acquisition- 28048
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When to Bill for Individual (28050) or 
Group (28051) Traditional Healing 

Practices
• A Traditional Healing Practice is one that is commonly utilized within 

a particular culture
• Traditional Health Service Providers include but are not limited to:

– Acupuncturist
– Herbalist
– Faith Healer
– Shaman
– Curandero
– Religious Leaders
– Community Elders

• Accompanying a client to a traditional healing session
• Supporting client during a traditional healing session
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Sample Individual Traditional Healing 
Practices Note - 28050

Mr. Vang has requested to see a Shaman 
to help him with his depression and 
chronic physical pain.  Picked him up at 
his daughter’s home and accompanied 
him to visit the Shaman chosen by he and 
his family.  Provided support and 
encouragement following the visit.  He 
indicated that he felt better and wants to 
return to the Shaman next Saturday.

- Vu Yang, MHRS
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Sample Group Traditional Healing 
Practices Note - 28051

Writer transported the client to a 
traditional sweat lodge ceremony and 
processed the client’s experience 
afterwards.  Client reported reduced 
anxiety during and following the 
ceremony and thanked writer for 
supporting her through this experience.

- Mary Hamilton, MHA - II
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When to Bill MHSA Family/Caregiver 
Services and Supports - 28047

• When a service is provided to address 
the specific needs of a family member 
or significant support person rather than 
the needs of the client.

• Services will not address the client’s 
mental health plan
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Sample MHSA Family/Caregiver 
Services and Supports Note

Met with client’s daughter (25 years old), Mrs. 
Smith, for an individual session.  Mrs. Smith is 
overwhelmed by current stressors of taking care 
of client’s mental health and parenting her 
autistic child.  She is requesting assistance with 
obtaining parenting classes.  Helped her to find 
a parenting group and to develop a plan to 
enhance her parenting skills.  Practiced 
parenting skills.  Provided hope and 
encouragement.

- Pamela Arroyo, MHA - III
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MHSA Family/Caregiver Services and 
Supports Tracking Index

• Records for services provided under 
MHSA Family/Caregiver Services and 
Supports (28047) should be filed 
separately from the primary client’s chart

• Indicate family member/caregiver’s name 
and relationship on Tracking Index and file 
or attach to primary client’s chart

• Decide:  does service provided to the 
family member represent personal health 
information (ie: therapy services)
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When to Bill MHSA Client Services 
and Supports - 28045

• Provision of a Non-Mental Health 
Service that impacts a client’s overall 
quality of life.

• Examples May Include:
– Legal services (client’s legal needs)
– Recreational Activities (exercising, 

dancing, golfing, etc)
– Socialization Activities (senior oriented 

activities /events, amusement park, etc)
– Senior nutrition programs
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Sample MHSA Client Services Note -
28045

Client requesting assistance after receiving citation for 
non-payment of fare at Regional Transit Lightrail
location.  Writer assisted client with transportation to RT 
administration office and attended hearing with client.  
Writer assisted client with paperwork needed to 
complete resolution process.  Client will receive 
response within 10 days and will contact writer if further 
assistance is needed.  Services provided so that client 
can continue to utilize Lightrail service which is his 
primary source of transportation.

- Steven Atkins, MHRS
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When to Bill MHSA – Benefits 
Acquisition 28048

• Assisting in filling out paperwork to obtain 
benefits (Medi-Cal, Social Security, 
Senior Discount cards, etc.)

• Transporting a client to a benefits office 
for an interview.

• Communication with eligibility workers 
(i.e. writing letters)
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Sample MHSA – Benefits Acquisition 
Note - 28043

Met with client to assist with completion of 
SSI packet.  Drove to SSI office to pick up 
the packet. Walked client through filling out 
the form; clarified information needed on 
forms.

- Andrew Okimoto, MHA - II
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Medi-Cal Non-Reimbursable 
Services

• These services should be documented 
even though they are not reimbursable 
by Medi-Cal

Examples:

• Supervision
• No Shows
• Transportation 
• Administrative Activity
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Supervision vs. Consultation

• Supervision (non-billable):                               
Time spent providing supervision to staff/students 
for the purpose of:
• Obtaining BBS required clinical hours, and/or 
• To monitor/manage a clinician’s learning curve.

• Consultation (billable):                                          
Inter/intra agency communication and coordination 
with an experienced professional for the purpose of 
improving treatment and planning interventions.
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Transportation vs. Travel Time

• Transportation (non-billable): 
Physically taking clients from one place 
to another.

• Travel Time (billable):                        
The time spent traveling to/from a service 
site where a mental health service was 
provided.
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Administrative Activities (non-billable)

• Filing

• Faxing

• Scheduling an Appointment 

• Leaving/Retrieving a Message

• Reserving and setting up a room or 
audio-visual equipment for a session

• Studying/Researching a topic
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Other Non-Billables

• Billing for second staff when the roles appear 
duplicative, non-essential, or inappropriate for 
the individual service or group.

• Excessive billing for chart review with no 
documented product such as updated plan or 
concrete outcome resulting from the review

• Providing mental health services for someone 
other than the beneficiary

• Providing interpretation services
• Non-Mental Health Services
• Services provided during Lock-Out situations
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Annual Medication Service Plan (AMSP)

Coordinating Medication 
Services with the Psychiatrist 

and Nursing Staff

Handout # 20
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Important points to remember 
regarding AMSP

• An AMSP must be completed at the time a 
psychiatrist initially prescribes or evaluates 
current medication and annually thereafter.

• An AMSP must be completed at the time of 
admission to Level of Care I  (Recovery 
Services).
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Compliance Plan

According to CFR 42 (Code of 
Federal Regulations) & Title 9 Section 
1840.112 all providers of mental 
health services are required to verify 
that every service provided is 
accurately documented, signed and 
billed appropriately.

Assessments, progress notes, and 
client plans are required 
documentation.
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Discharge Re-Assessment 
Summary

Complete Discharge Re-Assessment 
Summary when client is: 

• Discharged 
• Transfers form one legal entity to another
• If the client is Deceased (non-billable). 

Handout # 21
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Member Handbook & Problem Resolution Guide

• Provide and review Member Handbook and 
Problem Resolution Guide to client and caregiver at 
start of services

• The Handbook and Guide are available on the web 
and in Sacramento County threshold languages

For assistance, contact: 
• Rolanda Reed-Anning: 875-0853
• Reed-AnningR@saccounty.net

Member Services: 888-881-4881
916-875-6069
916-876-8853 (TTY)

mailto:Reed-AnningR@saccounty.net
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DOCUMENTATION & UTILIZATION REVIEW 
QUESTIONS

Jesus Cervantes, Psy D., MFT 875-9875, 
cervantesj@saccounty.net

Olga Zelinka, LCSW 876-7160
zelinkao@saccounty.net

QMInformation@saccounty.net

Resources and Contact Information

mailto:cervantesj@saccounty.net
mailto:zelinkao@saccounty.net
mailto:QMInformation@saccounty.net
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Additional Contact Information

CODA QUESTIONS

Karen Giordano, MFT 875-5220, 
giordanok@saccounty.net

MHSA QM QUESTIONS

Jesus Cervantes, Psy D. MFT 875-9875, 
cervantesj@saccounty.net

Matt Quinley, LCSW 875-9882,
quinleyma@saccounty.net

mailto:giordanok@saccounty.net
mailto:cervantesj@saccounty.net
mailto:quinleyma@saccounty.net
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INTERPRETATION SERVICES BY 
FAMILY MEMBERS POLICY 



 



Policy No. 01-03 

Issued Date 01-26-00 

 
 
 

 
  

County of Sacramento 
Mental Health Division 

 Revision Date  02-01-11 

AREA: TITLE: 

ACCESS Interpretation Services by Family 
Members 

Approved by:  
 
 

 
Uma Zykofsky, LCSW 
Program Manager, Quality Management 
Division of Behavioral Health Services 

JoAnn Johnson, LCSW 
Program Manager, Cultural Competence  
Division of Behavioral Health Services  

 
INTRODUCTION 
 
In accordance with California Code of Regulations Title 9, Chapter 11, the Sacramento County Mental Health 
Plan (MHP) is required to provide interpretation services for consumers.  This provision is accomplished 
through a network of trained personnel within provider agencies, trained interpreters available to the MHP 
through other local sources and, to supplement these efforts within the County, the language line.  Interpretive 
services are also provided for the hearing impaired through established contracted providers. 
 
The MHP respects the confidentiality of consumer information in the provision of mental health services.  
Also respected is the sincere desire of family members of consumers to be helpful.  The following policy 
demonstrates the responsibility of the MHP, through its providers, to provide interpretive services, while 
assisting providers to determine special circumstances when family members may be used as interpreters.  
 
BACKGROUND 
 
The provision of mental health services is very personal to the consumer.  The consumer must be able to feel 
free to discuss all issues without reserving information that would be sensitive to other family members. 
Particular sensitivity is needed when working with adults and children of diverse cultural and ethnic 
community. Specialized terms are used in the mental health field that requires knowledge of the field to 
properly interpret.  It is for these reasons that the MHP makes interpretation services available for all 
consumers and requires consumers to use these services. 
 
The Access Team and other established MHP points of access provide direct access to interpretive services.  
The telephone numbers for the Access Team lines are printed in the MHP Member Handbook, which is 
published in the Sacramento County’s threshold languages.   The Access Team lines also provide instructions 
for contacting TDD and TY services. 
 
Many provider agencies have trained interpreters or other bilingual or multilingual staff who can provide 
interpretation services onsite.    
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POLICY 
 
The Sacramento County Mental Health Plan is designed to provide interpretive services for all consumers.  
These services are performed by personnel who are trained in both interpretive services and the mental health 
field through use of special program interpreters, and through the language and TTY lines.  Services are 
delivered onsite where mental health services are provided.  The MHP prohibits the use of family members as 
interpreters, except in rare or extenuating circumstances.  
 
 
Family members can be used as interpreters only in the following situations: 
 
1. In emergencies where no other means of interpretation or communication are available. 
 
2. When a consumer specifically chooses not to use a MHP interpreter and elects to use a family member for 

interpretation services,  a Release of Information form must be signed by the consumer before the family 
member may be used as an interpreter. (See attached release form). Continued offers to provide an 
independent interpreter must not be excluded by this initial decision. Clinical decisions must always 
inform these efforts and may involve utilizing both family and independent interpreter in specific 
circumstances. 

 
The MHP prohibits the use of children as interpreters in any circumstance. In the event of emergency 
situations, providers are always responsible to access alternative interpreter services to ensure that children are 
not placed in a position to make this decision. 

 
 

Related Policies & Procedures State/Federal Codes/Other References IV. REFERENCES 
- Sacramento County 

Division of Mental Health 
Cultural Competence Plan 

-California Code of   
   Regulations, Title 9,  
   §1810.410 

No. 01-02 Use of Language 
Line by Quality Management 
Staff 
No. 01-05 Cultural &/or 
Linguistic- Specific 
Community Services & Special 
Needs Request 
No. 01-06 Access to 
Information by the Visually and 
Hearing Impaired 

Name E-mail V.  CONTACTS 
QMInformation@SacCounty.net 
 

VI. SCOPE _X_ Mental Health Staff   
 X Mental Health Treatment Center  X Adult Contract Providers 
X    Specific grant/specialty resource   X Children’s Contract Providers 
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APPENDIX 39: 

DEAF AND HARD OF HEARING 
OUTREACH FLYER 



 



SACRAMENTO COUNTY 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Division of Mental Health 
 

 

 
 
 

Did You Know That? 
Sacramento County Division of Mental Health has a deaf ASL counselor 

available for children, youth and adults. 
 

Who qualifies for services? 
Children, youth and adults who are Sacramento County  

residents and meet eligibility criteria. 
 

How do I request services? 
To request services, please call the following: 

 

 

 
 
 
 
 
 

Our staff is trained in TTY/TDD communication with the deaf.  You can 
schedule an appointment to meet with the ASL counselor once approved  

for services by the Adult or Child Access Team.  

The County of Sacramento does not discriminate on the basis of a  
disability in admission to, access to, or operations of its programs,  

services, and activities.  If you need an ADA accommodation in order to 
participate in or have access to a county program, service, or activity in the 

Department of Health and Human Services,  
Division of Mental Health, please contact:   

Connie Nickel, Senior Office Assistant 
(916) 876-8853 TTY/TDD  /   (916) 875-0844 Voice 

Child and Family Access Team 
Ages: 0-20 yrs 

Adult Access Team 
18 + yrs 

Monday-Friday, 8am—5pm 
(916) 876-8892 TTY/TDD  
(916) 875-9980 Voice 

Monday-Friday, 8am—5pm 
(916) 874-8070 TTY/TDD 

(916) 875-1055 Voice 

What do I do in an emergency? 
In a life threatening life threatening situation, contact 911 or go to: 

Sacramento County Mental Health Treatment Center 
2150 Stockton Boulevard 

Sacramento, California 95817 
 

Phone: (916) 875-1000 Voice 
California Relay Service: 711 
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SUPPORTING COMMUNITY 
CONNECTIONS RFP 

(excerpt) 



 

 
 



 
 
 
 
 

County of Sacramento 
Department of Health and Human Services 

 
REQUEST FOR PROPOSALS (RFP) No. #MHSA/031 

 
Suicide Prevention Project:   

Supporting Community Connections 
 
 

MANDATORY PROPOSERS’ CONFERENCE 
October 27, 2010, 9:00 AM to 12:00 PM 
Department of Health and Human Services 
7001-A East Parkway, Conference Room 1 

Sacramento, CA 
 

Proposals will only be accepted from agencies with representatives in attendance at 
this Mandatory Proposers’ Conference  

 
 

Review all sections carefully and follow all instructions. 
 

 
 

Proposals due no later than 5:00 PM  (PDT) 
On November 30, 2010 

• LATE PROPOSALS WILL NOT BE ACCEPTED 
• Postmarks will not be accepted as meeting the deadline requirement   
• Faxed or emailed submissions will not be accepted  
• Delivery to any other office will not be accepted 
 

 
Release Date:  September 30, 2010



RFP Timeline 
 

Date Activity Location 

 
September 30, 2010 
 

RFP available to public 
www.sacdhhs.com/MHSA
DHHS 
7001-A East Parkway, Lobby  
Sacramento, CA 95823 

October 27, 2010 Mandatory proposers’ conference 
DHHS  
7001-A East Parkway, Conf. Room 1  
Sacramento, CA 95823 

November 30, 2010 
(PDT) 

PROPOSAL DEADLINE 
Final date & time to submit 

Julie Leung, MHSA Program Planner 
DHHS  
7001-A East Parkway, Suite 300 
Sacramento, CA  95823 
(916) 875-6472 

December 1, 2010 Open/screen proposals 
DHHS  
7001-A East Parkway, Suite 300 
Sacramento, CA  95823 

December 1, 2010 Financial Screening 
DHHS  
7001-A East Parkway 
Sacramento, CA 95823 

December 3, 2010 Notice of disqualification 
mailed/emailed 

DHHS  
7001-A East Parkway 
Sacramento, CA 95823 

December 3, 2010 Notice of insurance deficiencies 
emailed 

DHHS  
7001-A East Parkway 
Sacramento, CA 95823 

December 10, 2010 
5:00 PM (PDT) 

Final date to submit corrections of 
all deficiencies in insurance 

documentation 

DHHS  
7001-A East Parkway, Suite 1000 
Sacramento, CA 95823 

January 28, 2011 Evaluation of written proposals 
completed 

DHHS 
7001-A East Parkway 
Sacramento, CA  95823 

February 4, 2011 Award recommendations posted 
DHHS  
7001-A East Parkway, Lobby 
Sacramento, CA 95823 
www.sacdhhs.com/MHSA  

February 7, 2011 Award recommendations mailed/e-
mailed 

DHHS  
7001-A East Parkway 
Sacramento, CA 95823 

February 10, 2011  
5:00 PM (PDT) Final date to submit written protest 

DHHS Director 
7001-A East Parkway, Ste.1000 
Sacramento, CA 95823  

February 18, 2011 Resolution of protest  

http://www.sacdhhs.com/MHSA
http://www.sacdhhs.com/MHSA
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SECTION I.   INTRODUCTION 
 

 
A. DEFINITIONS OF COMMONLY USED TERMS (not all definitions may apply to this RFP) 

1. “Assessment” is defined as a professional review and evaluation of an individual’s mental 
health needs and conditions in order to determine the most appropriate course of treatment, if 
indicated, and may ascertain eligibility for specific entitlement or mandated programs. 

2. “At Risk for Suicide” is defined as those individuals or population groups who demonstrate 
a higher likelihood than average to attempt or commit suicide.  

3. “Client/family-driven mental health system for older adults, adults and transition age 
youth and family-driven system of care for children and youth”: Adult clients and 
families of children and youth having the capacity to identify their needs and preferences, 
which lead to the services and supports that will be most effective for them. Their needs and 
preferences drive the policy and financing decisions that affect them. Adult services are 
client-centered and child and youth services are family driven; with providers working in full 
partnership with the clients and families they serve to develop individualized, comprehensive 
service plans. Individualized, comprehensive service plans help overcome the problems that 
result from fragmented or uncoordinated services and systems.  Many adults with serious 
mental illness and parents of children with serious emotional disturbances have limited 
influence over the services they or their children receive.  Increasing opportunities for clients 
and families to have greater choices over such things as types of service, providers, and how 
service dollars are spent, facilitates personal responsibility, creates an economic interest in 
obtaining and sustaining recovery, and shifts the incentives towards a system that promotes 
learning, self-monitoring, and accountability. Increasing choice protects individuals and 
encourages quality. (Source: The President’s New Freedom Commission on Mental Health – 
Achieving the Promise Transforming Mental Health Care in America). 

4. “Community Collaboration” is defined as the process by which various stakeholders 
including groups of individuals or families, citizens, agencies, organizations, and businesses 
work together to share information and resources in order to accomplish a shared vision.  
Collaboration allows for shared leadership, decisions, power, ownership, vision, and 
responsibility. The goal of community collaboration is to bring members of the community 
together in an atmosphere of support to systematically solve existing and emerging problems 
that could not easily be solved by one group alone. 

5. “Community Defined Evidence” is defined as practices that have a community-defined 
evidence base for effectiveness in achieving mental health outcomes for underserved 
communities.  It also defines a process underway that will develop specific criteria by which 
effectiveness may be documented using community-defined evidence that will eventually 
give the procedure equal standing with current evidence-based practices.  (County of 
Sacramento, DBHS, Quality Management Policy #14-01)   

6. “Consumer” is defined as a person with lived experience of mental health issues. (Source: 
CA Network of Mental Health Clients) 

7. “Co-Occurring Disorders” means two or more disorders occurring to one individual 
simultaneously. Clients said to have COD have more than one mental, developmental, 
medical or substance-related disorder, or a combination of such disorders. COD exists when 



at least one disorder of each type can be established independent of the other and is not 
simply a cluster of symptoms resulting from a single disorder. 

8. “COUNTY” is defined as the County of Sacramento. 

9. “Cultural Competence”  is defined as a set of congruent behaviors, attitudes, and policies 
that come together in a system, agency or among consumer providers, family member 
providers, and professionals that enable that system, agency or those consumer providers, 
family member providers, and professionals to work effectively in cross-cultural situations.  
Cultural competence includes language competence and views culturally and language 
competent programs and services as methods for the elimination of racial and ethnic mental 
health disparities. 

10. “Culture” is defined as the integrated pattern of human behavior that includes thought 
communication, actions, customs, beliefs, values and institutions of a racial, ethnic, religious 
or social group.  Culture defines the preferred ways for meeting needs (Cross et al, 1989).  A 
particular individual's cultural identity may involve the following parameters among others: 
ethnicity, race, language, age, country of origin, acculturation, socioeconomic class, 
disabilities, religious/spiritual beliefs, gender, sexual orientation and gender identity. 

11. “DBHS” is defined as the Division of Behavioral Health Services, a division of DHHS. 

12. “DBHS Core Values”  are as follows  

• Community Collaboration (refer to definition number 4 in this section) 

• Cultural Competency (refer to definition number 9 in this section) 

• Client/family-driven mental health system for older adults, adults and transition age 
youth and family-drive system of care for children and youth (refer to definition 
number 3 in this section) 

• Wellness Focus – Recovery and Resilience (refer to definitions number 29, 30, 40 in 
this section) 

• Integrated Service Experiences for clients and families throughout their interactions 
with the mental health system (refer to definition number 21 in this section) 

13. “DHHS” is defined as the Sacramento County, Department of Health and Human Services.   

14. “DMH” is defined as the California State Department of Mental Health. 

15. “Early Intervention” refers to the element of the MHSA Prevention and Early Intervention 
Component which is directed toward individuals and families for whom a short-duration 
(usually less than one year) of relatively low intensity intervention is appropriate to 
measurably improve a mental health problem or concern very early in its manifestation, 
thereby avoiding the need for more extensive mental health treatment or services; or to 
prevent a mental health problem (condition) from getting worse. 

16. “Evidence Based Practice (EBP)” is defined as a range of treatment and services of well-
documented effectiveness.  An EBP has been, or is being evaluated and meets the following 
criteria: (1) Has some quantitative and qualitative data showing positive outcomes, but does 
not yet have enough research or replication to support generalized positive outcomes; and (2) 
has been subject to expert/peer review that has determined that a particular approach or 
strategy has a significant level of evidence of effectiveness in research literature. (County of 
Sacramento, DBHS, Quality Management Policy #14-01)   



17. “First Onset” is defined as the first time an individual meets full DSM-IV TR criteria for a 
psychotic disorder. 

18. “Health Disparities” is defined as systemic, avoidable, unfair and unjust differences in 
health status and mortality rates and in the distribution of disease and illness across 
population groups.  They are sustained over time and generations and beyond the control of 
individuals (Adewale Troutman, M.D., M.A., M.P.H.) 

19. “Historical Trauma” is defined as memories passed from one generation to the next; such as 
hardships experienced by Native American populations, Japanese internment victims, 
Holocaust victims, refugees escaping war, slavery descendents, etc.  Historical Trauma is also 
referred to as “intergenerational trauma”.   

20. “Individuals Experiencing Onset of Serious Psychiatric Illness,” is defined as those 
individuals identified by providers, including but not limited to primary health care, as 
presenting signs of mental illness “first onset” (or “first break”) including those who are 
unlikely to seek help from any traditional mental health service. (Source: Mental Health 
Services Oversight and Accountability Commission)  

21. “Integrated Service Experiences for clients and families throughout their interactions 
with the mental health system” is defined as services are “seamless” to clients and that 
clients do not have to negotiate multiple agencies and funding sources to get critical needs 
met and to move towards recovery and develop resiliency. Services are delivered, or at a 
minimum, coordinated through a single agency or a system of care. The integrated service 
experience centers on the individual/family, uses a strength-based approach, and includes 
multi-agency programs and joint planning to best address the individual/family’s needs using 
the full range of community-based treatment, case management, and interagency system 
components required by children/transition age youth/adults/older adults. Integrated service 
experiences include attention to people of all ages who have a mental illness and who also 
have co-occurring disorders, including substance use problems and other chronic health 
conditions or disabilities. With a full range of integrated services to treat the whole person, 
the goals of self-sufficiency for older adults and adults and safe family living for children and 
youth can be reached for those who may have otherwise faced homelessness, frequent and 
avoidable emergency medical care or hospitalization, incarceration, out-of-home placement, 
or dependence on the state for years to come. 

22. “Leverage” is defined as utilizing existing funding sources, in-kind contributions and other 
resources including those not typically identified as mental health, to significantly increase 
the total resources available to address mental health issues.  

23. “Mental Health Services Act (MHSA)” refers to the  California Initiative (Proposition 63) 
passed by voters in 2004 that provides funding to help transform county mental health 
services for children, transition age youth, adults, older adults and families. The Act 
addresses a broad continuum of prevention, early intervention, treatment and recovery needs. 

24. “Outreach and Engagement” is defined as those services directed to unserved and 
underserved populations and agencies/communities representing the unserved/underserved 
populations.  The goal of outreach and engagement is to enroll the individual(s) in prevention 
and early intervention services. 

25. “Older Adults” is defined by MHSA as adults who are age 60 years and older.   

26. “Peer” refers to a person who has shared standing with another either through lived 
experience, age, or cultural affiliation.  



27. “Prevention” is defined as prevention in mental health that involves reducing risk factors or 
stressors, building protective factors and skills, and increasing support.  The intent of 
prevention is to engage persons prior to the development of a serious mental illness or serious 
emotional disturbance.  Prevention promotes positive cognitive, social and emotional 
development and encourages a state of well-being that allows the individual to function well 
in the face of changing and sometimes challenging circumstances.  There are two types of 
prevention interventions: Universal, which targets a whole population group that has not 
been identified on the basis of individual risk and Selective, which targets individuals or a 
subgroup whose risk of developing mental illness is significantly higher than average. 

28. “Promising Practice” is defined as innovations in clinical or administrative practice that 
respond to critical needs of a particular program, population or system and which seem to 
produce good outcomes but do not have enough research or replication to support generalized 
outcomes.  (County of Sacramento, DBHS, Quality Management Policy #14-01) 

29. “Recovery” is defined as the process in which people who are diagnosed with a mental 
illness are able to live, work, learn and participate fully in their communities.  Recovery may 
be based on cultural norms.  For some individuals, recovery means recovering certain aspects 
of their lives and the ability to live a fulfilling and productive life despite a disability.  For 
others, recovery implies the reduction or elimination of symptoms. 

30. “Resilience” is defined as the personal qualities of optimism and hope, and the personal traits 
of good problem solving skills that lead individuals to live, work and learn with a sense of 
mastery and competence. 

31. “Screening” is defined as a process used to identify individuals with an increased risk of 
having/developing mental health disorders that warrant immediate attention, intervention, or 
more comprehensive review. (Source: MedicineNet.com) 

32. “Support Services” refers to services designed to enhance connectedness and decrease 
isolation. 

33. “Suicide Risk” is defined as running the risk of intentionally taking or attempting to take 
one’s own life.   

34. “Threshold Language”  is defined as a language that has been identified as the primary 
language, as indicated on the Medi-Cal Eligibility Data System (MEDS), 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 (f)(3).   

35. “Transition Age Adults (TAA)” is defined by MHSA as adults 55 to 59 years of age. 

36. “Transition Age Youth (TAY)” is defined by MHSA as children and youth 16 to 25 years 
of age.   

37. “Trauma” refers to a psychological or emotional reaction to an event or to an enduring 
condition, in which the individual’s emotional experience is overwhelming, or they 
experience a perceived threat to life, bodily integrity, or sanity. (Source: Sidran Traumatic 
Stress Foundation) 

38. “Trauma-exposed individuals” refers to those exposed to traumatic events or prolonged 
traumatic conditions, including grief, loss and isolation, including those who are unlikely to 
seek help from any traditional mental health service. 

39. “Underserved Cultural Populations” is defined as those who are unlikely to seek help from 
any traditional mental health services whether because of stigma, lack of knowledge, or other 



barriers (such as being members of ethnically/racially diverse communities; gay, lesbian, 
bisexual, transgender communities, etc.) and would benefit from programs and interventions. 

40. “Wellness” is defined as an active, lifelong process of becoming aware of and making 
choices toward a more healthy and fulfilling life. 

 

B. BACKGROUND   

The Mental Health Services Act (MHSA) is a California Initiative passed by voters in 2004. It 
provides funding to help transform county mental health services for children, transition age 
youth, adults, older adults and families. The Act addresses a broad continuum of prevention, early 
intervention, treatment and recovery needs. 

There are five components of the MHSA:  (1) Community Services and Supports (CSS); (2) 
Workforce, Education and Training (WET); (3) Prevention and Early Intervention (PEI); (4) 
Capital Facilities and Technology; (5) Innovation.  This RFP focuses on the PEI component of 
the MHSA.  PEI approaches in and of themselves are transformational in the way they restructure 
the mental health system to adopt a “help-first” approach.  MHSA calls for an approach to 
prevention that is integrated, accessible, culturally competent, strength-based, effective, and that 
targets investments with the aim of avoiding costs (in human suffering and resources) for longer-
term treatment services. It is not to be used to fill gaps in treatment and recovery services.  The 
MHSA “Suicide Prevention Project: Supporting Community Connections” RFP will fund suicide 
prevention strategies/services for unserved and underserved communities.   

 
C. PURPOSE 

During the initial stages of both Sacramento County’s CSS and PEI Community Planning 
Processes, suicide and crisis prevention was rated as a high priority among community 
participants.  As a result, the Suicide Prevention Project Workgroup (planning workgroup), 
comprised of community members and system partners, was established to develop Sacramento 
County’s MHSA PEI Suicide Prevention Project.  The Project was also vetted and supported by 
Sacramento County’s PEI Cultural Competency Advisory Committee. The Project’s strategies 
and actions include: 

• Creating a System of Suicide Prevention by: 
o Establishing the Suicide Prevention Taskforce, a collaborative among system 

partners, local providers 
o Expanding existing crisis line services to include Warm Lines for vulnerable 

populations.  A Warm Line is a non-crisis support phone service designed to support 
individuals facing mental health challenges.   

o Expanding services by providing cultural and ethnic specific services with the goal of 
suicide prevention 

• Provision of Suicide Prevention Training to a broad range of community providers and 
members 

• Educating the community to take action to prevent suicide 
• Improving Suicide Prevention program effectiveness and system accountability  

Sacramento County, through this RFP, is seeking to expand services by providing cultural and 
ethnic specific outreach activities and support services targeting specific communities in 
Sacramento County.  Outreach and engagement activities must promote and support community 
connections and improve access to mental health and other needed services.  Support services 
provided must address suicide prevention and be appropriate and effective for targeted unserved 
and underserved communities.  In the first year of program implementation, additional funding 



will be provided to each awardee for the purpose of engaging the selected population/community 
in order to identify community defined support service(s) related to suicide prevention.  
Additionally, each awardee will assess for the appropriateness of a phone support service as an 
effective strategy for this selected population/community.  The information gathered from these 
assessments will be utilized to enhance or modify the awardee’s identified scope of service(s).   

Through this RFP, the County is seeking culturally appropriate outreach and engagement 
activities such as but not limited to community promotional or educational forums, focus groups, 
or community fairs.  Additionally, the County is seeking peer-to-peer and/or support groups 
and/or other community defined support services.   

Information was gathered from Sacramento County’s MHSA CSS and PEI Community Planning 
Processes and from local and national data. This guided and supported the selection of specific 
unserved and underserved populations and communities that continue to experience significant 
mental health disparities and/or increased risk of suicide.   

In both Sacramento County’s CSS and PEI Community Planning Processes, the community 
acknowledged that there are significant barriers to accessing services for several unserved and 
underserved community groups.  Data gathered from the CSS planning process demonstrated that 
both Transition Age Youth (TAY) and Older Adults had unmet mental health needs.  
Specifically, Hispanic/Latino, Native American, Asian/Pacific Islander (API) youth and TAY 
have high rates of unmet need.  Additionally, API older adults have high rates of unmet need and 
Latino older adults are not fully served.  All of these groups are underrepresented in Sacramento 
County’s client population.  

During the CSS Planning Process, many members of the Russian / Ukrainian / Slavic Stakeholder 
Group shared specific concerns with the Cultural Competence Taskforce about their community 
members feeling isolated and depressed.  Additionally, they have difficulties navigating service 
systems due to barriers such as language, lack of transportation, lack of trust in the system.   

The UC Davis Center for Reducing Health Disparities 2006 “Building Partnership” Project and 
Sacramento County’s CSS Community Planning Process both identified Sacramento County’s 
African American communities as underserved and inappropriately served communities related to 
mental health services.  Many community members report that they are unaware of mental health 
services in their community.   

Due to the high rate of isolation, suicide, and untreated mental health conditions, the County has 
selected the following populations/communities for “Supporting Community Connections”: 

• Older Adults 
• Youth/Transition Age Youth, including Youth/TAY who are at high risk for suicide due 

to marginalization and disconnectedness; lesbian, gay, bisexual, transgender, questioning 
(LGBTQ) youth; foster and homeless youth 

• Native American communities 
• African American communities 
• Spanish-speaking / Latino communities 
• Cantonese/Vietnamese/Hmong 
• Russian-speaking / Slavic communities 

 
D. PROGRAM DESCRIPTION 

The MHSA “Suicide Prevention Project: Supporting Community Connections” RFP will fund 
seven support service providers.  Funding will support a two-prong approach to the program.   



Start-up Year:  During the start-up year, awardees will identify and provide culturally relevant 
and linguistically appropriate support services to their selected population/community.  Awardees 
will also receive additional funds in the first year to conduct a community needs assessment 
related to suicide prevention services within their selected population/community.  Specifically, 
in the context of a community process, awardees will assess for:  (1) additional suicide prevention 
service strategies that best meet their selected population/community’s needs and (2) the 
appropriateness of a phone support service as an effective strategy for this selected 
population/community.  The information gathered from community members during this 
community needs assessment will be used to inform the modification or enhancement of support 
services in subsequent years.   

Subsequent Years: For subsequent years, the County expects that funding will be allocated to 
develop and implement community defined culturally and linguistically appropriate outreach 
strategies and activities.  These activities must promote suicide prevention awareness, Consumer-
Operated Warm Line services (refer to Suicide Prevention Project: Consumer-Operated Warm 
Line and Support Services RFP No. MHSA/030), mental health services, and the support 
service(s) provided by the agency.  Each awardee will provide their proposed support service(s) 
for the selected population/community that is based on the information gathered from start-up 
year community assessments and all outreach strategies and activities. Additionally, based on the 
population/community’s needs, the awardee may develop and implement a phone support service. 

All outreach and support services and activities for start-up and subsequent years must be valued 
by the targeted community served.  Services and activities must be effective, culturally relevant, 
and contribute to successful goals and outcomes as defined in Section I. F. Program 
Goals/Outcomes.   

It is important for applicants to recognize leveraging as a core principle for PEI programs (See 
Section I. Introduction, A. Definitions, 22. Leverage).  Proposals are to include how one’s agency 
will leverage existing services/resources to develop and provide outreach activities and Support 
Services related to suicide prevention (See Section IV. Exhibit C).    

 
E. SPECIFICATIONS FOR SERVICES 

1. Outreach Activities:  

a. In the first year, start-up funds will be awarded to provide outreach and engagement 
activities for the purpose of assessing their selected population / community’s need for 
specific support service(s).  In the context of a community process, awardees will assess 
for:  (1) additional suicide prevention service strategies that best meet their selected 
population/community’s needs and (2) the appropriateness of a phone support service as 
an effective strategy for this selected population/community.  

b. In coordination with DBHS, the agency will develop data collection tool and collect data 
related to the information shared by the community.  The information gathered will 
inform the future delivery of the agency’s identified support service(s).   

c. Each awarded agency will develop and provide culturally and linguistically appropriate 
outreach activities to their specific selected population / community. On-going outreach 
activities will promote community building, Suicide Prevention awareness, Consumer-
Operated Warm Line services, the agency’s support service(s) and other mental health 
related services.   



2. Support Services:   

a. In the first year, each awarded agency will develop and provide support service(s) to their 
selected population / community.  These support service(s) will be available to members 
of the selected population/community in Sacramento County.  Support service(s) must 
address the goals/outcomes as identified in this RFP.   

b. In the second and subsequent years, the awarded agency will incorporate information 
gathered from outreach and engagement efforts conducted in the start-up year to inform 
the development and delivery of support service(s).   The awardee will develop and 
implement a phone support service if the community process identified this as an 
effective strategy.  

c. In cooperation with DBHS, each awarded agency will develop protocols for record 
keeping, training and maintaining data, methods for on-going quality improvement, and 
performance assessment of the support services. 

3. As partners in Sacramento County’s System of Suicide Prevention, the successful proposers 
will: 
a. Participate in the Suicide Prevention Taskforce 
b. Contribute to training/cross-training of Sacramento County Mental Health Plan (MHP) 

and collaborating providers 
c. Participate in planning activities for the 2011 MHSA regional Suicide Prevention 

Conference   

4. Program Staff:  Staff will be reflective of the cultural, ethnic and linguistic populations to be 
served in this program.  The following is a list of recommended program staff duties and 
tasks that will support the program’s services and activities.  Please note that this is not an 
exclusive list of duties and tasks. Additionally, one of the goals of PEI is to increase 
community capacity for meeting the needs of community members.  Therefore, DBHS 
encourages the use of volunteers from the selected population/community in this program.  

a. Oversight of program model development, approach, and strategies 
b. Oversight of data entry and tracking, reporting, and quality improvement components 
c. Management of the direct services 
d. Oversight of implementation of culturally relevant support service, and outreach and 

assessment strategies and activities 
e. Culturally competent supervision of staff providing support service and outreach and 

assessment activities 
f. Oversight of record keeping related to services delivery and outreach activities 
g. Provision of culturally relevant assessment activities designed to obtain information from 

the community 
h. Provision of culturally relevant outreach activities designed to promote support services 
i. Provision of community capacity building that is culturally and linguistically competent 
j. Provision of data entry and tracking 
k. Provision of reception/greeting activities 

 

F. PROGRAM GOALS/OUTCOMES 
Program Goals for participants that are engaged in outreach and activities and utilize support 
services include:  (1) increased access to and linkage with needed services (such as support 
services, crisis services, etc.); (2) improvement of self-reported life satisfaction and well-being; 
(3) reduction of risk factors and enhancement of protective factors.   



Program Outcomes for participants include:  (1) diversion from crisis services or decreased need 
for crisis services; (2) decrease suicide risk; (3) increased knowledge of available resources and 
supports; (4) enhanced connectedness and reduced isolation. 

 
G. TOTAL AVAILABLE FUNDS 

 
1. AVAILABLE FUNDING: Annual program budget for each contract award: approximately 

$100,000.  In the first year, additional funding up to $35,000 will be available for provision 
of community assessment activities.  

2. This RFP is issued for a term of three (3) years with annual contract negotiation and renewal.  

3. The County of Sacramento reserves the right to make a contract award to multiple applicants. 
Applicants must be willing to accept a contract term and budget different than reflected in the 
proposal. 

 
H. ELIGIBILITY TO APPLY

Those agencies that meet all of the following criteria are eligible to submit a proposal in response 
to this RFP:    
1. Must be represented at the mandatory proposers’ conference for this proposal.   
2. Must be qualified and eligible to receive an award under applicable statutes and regulations. 
3. Must be a responsive proposer whose bid or proposal complies with all requirements of the 

RFP. 
4. Must possess adequate resources, or the ability to obtain such resources as required during 

performance of the contract. 
5. Must have the ability to comply with the proposed delivery or performance schedule, taking 

into consideration available expertise and any existing business commitments. 
6. Must have no record of unsatisfactory performance, lack of integrity, or poor business ethics. 
7. Must be a single agency willing to provide both prevention and early intervention services. 

No multiagency proposals will be accepted.    
8. Must identify only one selected population/community per application.   

 



  
PROPOSAL NARRATIVE 

 
 
PROPOSAL NARRATIVE INSTRUCTIONS: 
 

The DBHS Core Values should be apparent and embedded in all responses as applicants 
will be rated on their competencies in all of these critical areas.   
Identify the selected population / community for the Support Service for which you are 
applying (you may only select one per application):   
 Older Adults      Youth/Transition Age Youth      Native American       African American   
 Spanish-speaking/Latino        Cantonese/Vietnamese/Hmong        Russian-speaking/Slavic 

 
1. State the area/question prior to providing your answer.  
2. Begin a new page with each area.  The maximum page requirements include statement of the question 

and any supporting attachments for that question.  Portions of responses, including attachments that 
exceed the maximum page allowance will not be reviewed by the evaluation panel.  

3. Applications that meet the rating criteria noted in the question will earn a minimum number of points.  
Additional points are earned through applicant’s inclusion of specific detail, and/or descriptions that 
significantly exceed standard as stated and/or through descriptive evidence of prior experience.  See 
scoring below. 
 
 

PROPOSAL NARRATIVE  for Suicide Prevention Project:  Supporting Community 
Connections 

Area Questions to be answered: Applicants will 
be rated on: 

Maximum Pages Maximum 
Points 

1. Agency 
Mission/ 
Philosophy 
and 
Experience 

a. Provide an overview of your agency to 
include the following:  mission 
statement, service philosophy, and 
organizational structure.  Describe how 
your proposed program aligns with the 
overall mission of your agency. 

b. Describe how your agency’s mission 
statement and service philosophy align 
with DBHS Core Values. Provide 
specific examples of how you have 
operationalized your philosophy.   

c. Describe your agency’s service 
experience including length of time 
providing services, types of services 
provided, total number served per year.  

d. Attach an organizational chart for your 
agency’s entire legal entity that 
includes the proposed placement of this 
program.   

 

Alignment of 
agency mission 
and of philosophy 
and operational 
practices with 
DBHS Core 
Values and 
proposed program.  

Length, quality and 
relevance of 
experience.  
 
 

2 pages for 
narrative 

 
1 page for 

organization
al chart 

 
 

5 

 



PROPOSAL NARRATIVE  for Suicide Prevention Project:  Supporting Community 
Connections 

Area Questions to be answered: Applicants will 
be rated on: 

Maximum Pages Maximum 
Points 

2. Service 
Population 
Inclusion 

Client and family driven services is a 
Core Value of DBHS.   

Describe your agency’s experience in 
including population(s) served in various 
roles and aspects within your agency. 
Provide specific examples of how 
population(s) served are integrally 
involved in the governance, oversight, 
and service delivery of program activities. 
  

Relevance of 
experience 
integrating 
population(s) 
served in various 
service, program 
planning, and/or 
governance roles. 

1 page 5 

3.  
Collaboration 
and 
Coordination 

Collaboration related to service delivery 
and coordination is a Core Value of 
DBHS.   

a. Identify and describe your agency’s 
experience developing and maintaining 
interagency, community and business 
relationships that promote 
collaboration related to service 
delivery and service coordination.   

 
b. Provide specific examples of current 

collaborations relevant to the selected 
population/community(s) and describe 
how these collaborations enhance 
service delivery to the selected 
population/community(s).  Include 
how long current collaborations have 
been in existence.   

 

Length and range 
of experience in 
establishing and 
maintaining 
relevant 
collaborations that 
enhance service 
delivery.   

1 page 5 

4.  Cultural 
Competence 

Cultural Competence is a Core Value of 
DBHS.   
 
a. Describe how your agency has 

historically, and will in this new 
program, operationalize the value of 
cultural competence by providing 
culturally and linguistically appropriate 
services to the multicultural 
population(s).   

 
b. Describe current and proposed policies, 

practices, and procedures that support 
the elimination of racial, cultural, and 
ethnic mental health disparities.   

 

Understanding and 
relevance of 
incorporating the 
values of cultural 
competence in 
delivering 
appropriate 
services and 
reducing 
disparities.  
Staffing is 
reflective of 
population/commu
nity that the 
agency proposes to 
serve.  

1 page 5 

 



PROPOSAL NARRATIVE  for Suicide Prevention Project:  Supporting Community 
Connections 

Area Questions to be answered: Applicants will 
be rated on: 

Maximum Pages Maximum 
Points 

c. Provide total number of current agency 
staff broken down in percentage by 
race, ethnicity, culture and languages 
spoken. Additionally, provide the 
number of participants/clients served 
annually in percentage by race, 
ethnicity, culture and languages 
spoken. 

5. Outreach 
and 
Engagement 
Plan for 
Promoting 
Awareness of 
Services 
 

a. Describe your plan for culturally 
relevant outreach and engagement to 
promote awareness of the proposed 
support service(s) and other mental 
health services, including the Consumer 
Operated Warm Line (refer to Suicide 
Prevention Project: Consumer-Operated 
Warm Line and Support Services, RFP 
No. MHSA/030), to ensure 
participation.  Include strategies 
specific to the selected population/ 
community that address stigma and 
discrimination, especially related to 
suicide, and that reduce disparities, 
marginalization and disconnectedness. 
Include strategies for sustaining 
community engagement.   

 b. Describe the methods you will use to 
monitor the effectiveness and 
timeliness of your culturally specific 
outreach and engagement activities. 
Identify and describe specific 
benchmarks that will indicate that your 
efforts are effective for the selected 
population/community.  

Relevance and 
effectiveness of 
outreach and 
engagement 
strategies with 
multiple cultures 
across the selected 
population/ 
community, 
strategies that 
address the stigma 
of suicide, 
monitoring 
methods of 
proposed 
indicators, 
utilization of 
information 
gleaned from 
monitoring 
methods.    

2 pages 10 

6.   
Outreach and 
Engagement 
Plan for 
Community 
Input 

a. Describe your plan for how you will 
engage your selected population/ 
community* in order to assess for (1) 
additional suicide prevention service 
strategies that best meet their selected 
population/community’s needs and (2) 
the appropriateness of a phone support 
service as an effective strategy for this 
selected population/community.   
Include key informants/community 
leaders you will engage within your 
selected population/community.   

Understanding of 
culturally relevant 
strategies for 
gathering 
information, 
knowledge of key 
informants/commu
nity leaders of 
selected 
population/commu
nity, effective plan 
for incorporating 

2 pages 10 

 



PROPOSAL NARRATIVE  for Suicide Prevention Project:  Supporting Community 
Connections 

Area Questions to be answered: Applicants will 
be rated on: 

Maximum Pages Maximum 
Points 

b. Describe how you will incorporate 
information and input to enhance or 
modify support service(s) development 
and delivery in year two and 
subsequent years. 

community 
information and 
input into service 
development and 
delivery. 

7.  Support 
Services for 
Selected 
Population 

a. Identify the population/ community that 
your agency has selected and describe 
your agency’s experience in working 
with this population in Sacramento 
County.   

b. Identify and describe 
resilience/protective factors and risk 
factors for your selected 
population/community related to 
suicide prevention.  

c. Identify the culturally appropriate 
support services your agency proposes 
to implement that will promote 
resilience/protective factors, reduce risk 
factors, and that will meet the goals and 
outcomes as defined in the RFP.  
Description should include support 
service(s) provided, frequency and 
duration, service setting, and number of 
participants served annually.   

d. Identify methods you will use to 
monitor the effectiveness of the 
proposed support services.  Describe 
how you will use your monitoring 
methods to improve services. 

Understanding of 
resilience/protecti
ve and risk 
factors for your 
selected 
population/comm
unity; and 
development and 
provision of 
culturally 
competent 
services that 
promote 
resilience/protecti
ve factors, reduce 
risk factors and 
meet goals and 
outcomes 
identified in this 
RFP. 
 

Relevance of 
monitoring 
methods, and 
utilization of 
information 
gleaned from 
monitoring 
methods.   

3 pages 15 

8.  Program 
Staff 

Staff tasks and duties have been defined 
in this RFP, but are not an exclusive list.   

a. In your description, include 
staff/volunteer titles and qualifications 
and tasks, duties, and full-time 
equivalent (FTE).    

b. Describe how your proposed staffing 
pattern will be responsive to the 
specific cultural and linguistic needs of 
the selected population/community. 

Program 
staff/duties meet or 
exceed the needs 
of the proposed 
program, effective 
plan for recruiting.   

2 pages 
 
 

5 

 



PROPOSAL NARRATIVE  for Suicide Prevention Project:  Supporting Community 
Connections 

Area Questions to be answered: Applicants will 
be rated on: 

Maximum Pages Maximum 
Points 

c. Include strategies that describe how and 
where you will recruit staff and/or 
volunteers that reflect the 
population/community you will serve.  

9. Training a. Describe your plan for culturally 
competent staff development and 
include a brief description of specific 
training topics that will be covered.  

 
b. Each provider will be expected to 

contribute to ongoing training / cross-
training with other Suicide Prevention 
Taskforce providers.  Describe specific 
areas of expertise that your agency 
brings to the Taskforce.       

Relevance of areas 
of expertise agency 
brings to trainings. 
Experience in the 
provision of 
trainings. 

1 page 2.5 

10. 
Leveraging 

Leveraging of resources is a PEI 
expectation.   
 
Describe how your agency will leverage a 
broad range of resources to expand and 
enhance proposed services.  
 

Comprehension of 
leveraging as it 
relates to the 
proposed program.  
Broad range and 
scope of leveraging 
resources both 
within and outside 
of the agency. 
 

1 page 2.5 

TOTAL PAGES MAXIMUM FOR NARRATIVE/ MAXIMUM POSSIBLE 
POINTS FOR NARRATIVE  AND ONE ORGANIZATIONAL CHART  

16 65 

 

Maximum Possible pages for each year’s Budget Worksheet, Staffing Detail and  
Narrative / Maximum Possible points for Budget Worksheets, Staffing Details and 
Narratives for start-up year one, two, and three  (*NOTE: Budget Narrative: 
maximum five (5) pages per year )  

15* 10 

Maximum Possible pages / Maximum Possible points for Workplans, one each for 
Start-Up Year One, Two, and Three   (**NOTE:  Maximum three (3) pages per 
year)      

9** 10 

Maximum Possible points for Good Neighbor Policy      n/a 5 
Maximum Possible points for Financial Review               n/a 20 

TOTAL POINTS  110 
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EXECUTIVE SUMMARY 
 
The following document reports data collected in May 2009 for the State Department of Mental Health’s 
Performance Outcome System.  This report details response rate information and focuses on satisfaction 
with services received within the Sacramento County Adult Mental Health System of Care.   
 
Major Findings  
 

 As a whole, the Adult System of Care achieved a response rate of 59%, lower than the previous 
rate of 65%; the percentage of consumers reflected is very low, with just over one-third of 
consumers (36%) reflected in the satisfaction data. 

 
 61% of the 1990 surveys submitted contained responses to survey items.  Approximately 45% of 

those without responses were due to “Other” reasons – this is a deviation from previous years 
where “Refused” was the forerunner for reason for not completing the survey. 

 
 63% of clients completed the survey by themselves.  Other staff, family members, and 

advocates/volunteers helped the majority of those who did need help.   
 

 Of the consumers who responded, 63% had been receiving services for at least 6 months. 
 

 Overall, adult clients are satisfied with services received from the Sacramento County Mental 
Health System of Care, and mean satisfaction scores continue to remain stable. 

 
 Satisfaction is highest in Quality and Appropriateness, Participation in Treatment Planning and 

General Satisfaction.  
 

 Average satisfaction scores for the seven domains were analyzed by ethnicity, race and 
language. The following significant differences were found: 

 
° No significant differences in satisfaction scores were noted when ethnicity or race of 

consumers was compared. 
° Non-English speaking consumers reported significantly higher satisfaction in Access, 

compared to consumers who report their preferred language is English.  
 

 The Division of Mental Health has targeted three items on the satisfaction survey as on-going 
performance improvement goals within the Quality Management Improvement Plan. The items 
are listed below, along with the data from previous sampling periods. 

 
 

Item # 
May-09 

(N=1206) 
Nov-08 

(N=1558) 
May-08 

(N=1413) 
Nov-07 

(N=1481) 
  
  

Percent 
Agree 

Average 
Score 

Percent 
Agree 

Average 
Score 

Percent 
Agree 

Average 
Score 

Percent 
Agree 

Average 
Score 

6 71 4.00 70 3.97 68 4.02 74 3.94 
17 71 4.06 69 4.01 65 4.00 73 3.95 
20 71 4.10 71 4.08 67 4.09 75 4.01 

 
 
Definition of Items 
 

# 6:   Staff returned my calls within 24 hours. 
# 17: I, not staff, decided my treatment goals. 
# 20: I was encouraged to use consumer run programs. 
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SACRAMENTO COUNTY ADULT SYSTEM OF CARE 
 
The Division of Mental Health encourages providers to reach a response rate of at least 
75%.  Response rate (B/A) is calculated by dividing the number of surveys received 
(whether or not they were fully completed) by the unduplicated number of clients 
receiving face-to-face services during the collection period. The number of clients 
receiving face-to-face services is determined by the number of clients who received at 
least one of the several Treatment Codes (TX Code) listed in the appendix and did not 
have “Phone” or “Telehealth” in Place of Service.  
 
As the data in the tables below illustrates, the system wide response rate decreased 
from 65% to 59% between November 2008 and May 2009. 
 
The completion rate (C/B) is determined by dividing the number of surveys completed 
by the total number of surveys received.  There was no change in the completion rate 
from the last collection period. 
 
The percentage of consumers reflected (C/A) is determined by dividing the number of 
surveys completed by the total number of consumers served.  The percentage of 
consumers reflected decreased by 3 percentage points since the last data collection 
period. 
 
 
 
 

A B C B/A C/B C/A 
  
 
 
  

Consumers 
Served (N) 

Surveys 
Received (N) 

Completed
Surveys (N)

Response 
Rate (%) 

Completion 
Rate (%) 

Consumers 
Reflected (%)

May 2009 3389 1990 1206 59 61 36 

November 2008 3951 2573 1558 65 61 39 

May 2008 3770 2051 1413 54 69 38 

November 2007 3197 2339 1481 73 63 46 

 
 
 

 Taking into account both the response rate and the completion rate, the 
satisfaction data in the following report reflects 36% of adult consumers served 
during the May 2009 data collection time frame. 

 
 
 
 
 
 
 
 



 
Agency staff was expected to complete the “reason” section if a consumer did not 
complete a survey.  The figure on the following page illustrates the reasons given by 
staff for incomplete surveys.  9.7% percent of respondents said that surveys were not 
available in their preferred language; up from 4.5% from the last sampling period.  
 
 

Reason for Incomplete Surveys: Historical View
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May 09 (N=784)
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May 08 (N=638)

Nov 07 (N=844)

 
 
For respondents who reported not having a survey available in their preferred language, 
the next table indicates their preferred language according to the MH information 
system, Avatar.  The data supports the need for additional survey translations (such as 
Mien and Armenian).  Consumers whose primary language is English, Spanish, 
Russian, Hmong or Vietnamese also reported not having the survey available in their 
preferred language.  Since these translations were available, providers should ensure 
surveys are offered in the appropriate language to consumers. Due to the number of 
consumers not offered a survey in their language even though a translated survey was 
available, the number of consumers not completing a survey due to lack of surveys in 
their language increased this reporting period. 
 

Primary Language for Consumers with Incomplete Surveys 
due to Lack of Surveys in their Language  

May 09 (N=76) Nov 08 (N=46) 
LANGUAGE  N   %   N  % 

English 6 7.9 1 2.2 
Spanish 2 2.6 0 -- 
Russian 19 25.0 0 -- 
Hmong 2 2.6 2 4.3 
Vietnamese 1 1.3 0 -- 
Cantonese 0 0 0 -- 
Mien 11 14.5 15 32.6 
Armenian 3 3.9 7 15.2 
Cambodian 4 5.3 6 13.0 
Lao 3 3.9 3 6.5 
Other 19 25.0 10 21.7 
Unknown/Not Reported 6 7.9 2 4.3 
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The table below summarizes the amount of help consumers reported needing and 
receiving assistance with the survey.  Sixty-three percent of consumers reported that 
they did not need help completing the survey, which is similar to last year’s reporting of 
65%.  While the percentage of consumers reporting help from their clinician/case 
mangers remained consistent with the last reporting period, care should be taken to 
ensure that clinicians do not assist consumers with the survey whenever possible.  It 
should also be noted that for consumers needing help with the survey, the most utilized 
sources of help were a family member or a mental health advocate/volunteer, which are 
encouraged methods of providing assistance.  
 
 

WHO HELPED CONSUMER COMPLETE SURVEY  
 
 

MAY 2009 
(N=1206) 

NOV 2008 
(N=1558) 

Domain N Percent N Percent 

Clients who indicated they did NOT 
need help. 

759 63 % 1019 65 % 

Clients who indicated they need 
help. 

327 27 % 431 28 % 

 
Of those who indicated needing help, they noted the following help source: 
(Note: Consumers were permitted to choose more than one response or may not have selected a source, so total percent may not equal 
100 %.) 
 

A mental health advocate/ 
volunteer helped me. 

67 20 % 93 22 % 

A mental health consumer helped 
me. 

21 6 % 40 9 % 

A member of my family helped me. 
 

76 23 % 91 21 % 

A professional interviewer helped 
me. 

25 8 % 36 8 % 

My clinician/case manager helped 
me. 

48 15 % 59 14 % 

A staff member other than my 
clinician or case  manager                 
helped me. 

49 15 % 63 15 % 

Someone else helped me. 
 

41 13 % 49 11 % 

 
 
 
 
 
 



 
 
DEMOGRAPHICS 
 
The next three figures illustrate the Gender, Latino Origin and Race of adult consumers 
who participated in the survey. 
 

Gender (N=1206)
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Mexican/Hispanic/Latino Origin (N=1206)
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LENGTH OF TIME IN SERVICES 
 
Of the consumers that responded, 63% had received services for at least six months. 
 

Length of Service (N=1206)
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SACRAMENTO COUNTY CONSUMER SATISFACTION OUTCOMES 
 
Overall, adult consumers are satisfied with the services they receive in the Sacramento County 
Mental Health System.  The data represented in the table illustrates average scores for the 
seven domains measured.  Each domain has several items scored on a five-point scale:  
1=Strongly Disagree, 2=Disagree, 3=Neutral, 4=Agree, 5=Strongly Agree.  Higher scores reflect 
higher levels of satisfaction, and consumers are considered “Satisfied” in a domain if their 
average scores were greater than 3.50.  On average, consumers are satisfied in all domains, 
with the highest satisfaction in Quality, Participation in Treatment Planning, and General 
Satisfaction. 
 

OVERALL SATISFACTION OUTCOMES: ADULT PROVIDERS  

 
MAY 2009 
(N=1206) 

NOV 2008 
(N=1558) 

Domain Avg. Score Avg. Score 
Access 4.12 4.06 
Quality & Appropriateness 4.21 4.16 
Participation in Treatment Planning (PIT) 4.18 4.15 
Outcomes of Services 3.79 3.70 
Functioning 3.74 3.65 
Social Connectedness  3.81 3.75 
General Satisfaction 4.34 4.25 
Overall Average 4.03 3.96 
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The table below investigates the effects of ethnicity (whether the client identifies as 
Hispanic/Latino), race and language on average satisfaction scores. Results were analyzed via 
independent T-Tests (ethnicity and language) or ANOVA (race); averages found to be 
significantly different between groups are marked with superscripts (p<.05).  
 

Adult Satisfaction by Demographics (N=1206)  

 Access Quality & 
Approp. PIT Outcomes of 

Services Functioning Social General 
Satisfaction 

Overall 
Average 

ETHNICITY (Hispanic or Latino) 
Hispanic 4.20 4.20 4.19 3.78 3.70 3.83 4.45 4.04 
Non-Hispanic 4.12 4.23 4.19 3.79 3.73 3.79 4.33 4.02 
RACE        

White 4.08 4.24 4.19 3.81 3.73 3.78 4.34 4.02 
Black 4.21 4.27 4.19 3.81 3.76 3.82 4.42 4.07 
Other* 4.11 4.16 4.16 3.77 3.73 3.84 4.32 4.01 
LANGUAGE        

English 4.08 º 4.20 4.17 3.78 3.72 3.77 4.33 4.00 
Non-English** 4.36 º 4.29 4.27 3.79 3.71 3.94 4.40 4.10 

Categories combined due to low individual cohort size in order to increase data validity: 
* Other (Race) includes: Hmong, Vietnamese, Chinese, Other Asian, Former Soviet, Multi, and Other.  
** Non-English (Language) includes: Spanish, Former Soviet, Hmong, Vietnamese, Cantonese, Lao, Mien and Other.  
 
 
 
The only significance found in an analysis of mean domain scores within groups for Adults was 
Non-English speaking consumers were more satisfied in Access than English speaking 
consumers.  No significant differences between satisfaction domain means were identified when 
the ethnicity and race of consumers was compared.  
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SATISFACTION WITH SERVICES 
The table below shows consumer satisfaction across the seven domains (i.e., Access, 
Quality and Appropriateness, Participation in Treatment, Outcomes, Functioning, Social 
Connectedness and General Satisfaction).  Each domain has several items scored on a 
five-point scale:  1=Strongly Disagree, 2=Disagree, 3=Neutral, 4=Agree, 5=Strongly 
Agree.  Higher scores reflect higher levels of satisfaction. Clients were “Satisfied” in a 
domain if their average scores were greater than 3.50.  Overall, consumers are satisfied 
in all domains, and satisfaction is higher in three of the seven domains (Quality, 
Participation in Treatment Planning and General Satisfaction.) 
 

May 2009 ADULT MHSIP CONSUMER SURVEY 
  (N=1206) 
    Percent Average 
    Agree Score 
Question Perception of Access       

4 The Location of Services was convenient. 79 4.16 

5 Staff were willing to see me as often as I felt was necessary. 79 4.19 

6 Staff returned my calls within 24 hours. 71 4.00 

7 Services were available at times that were good for me. 84 4.28 

8 I was able to get all the services I thought I needed. 78 4.16 

9 I was able to see a psychiatrist when I wanted to. 67 3.92 

 Perception of Access Averages 79 4.12 

Question Perception of Quality and Appropriateness   
10 Staff believed that I could grow, change and recover. 82 4.28 

12 I feel free to complain 77 4.15 

13 I was given information about my rights. 85 4.30 

14 Staff encouraged me to take responsibility for how I live my life. 81 4.28 

15 Staff told what side effects to watch for. 73 4.11 

16 Staff respected my wishes about who is and is not to be given information about my treatment. 82 4.35 

18 Staff were sensitive to my cultural/ethnic background. 74 4.21 

19 Staff helped me obtain the information needed so I could take charge of managing my illness. 77 4.20 

20 I was encouraged to use consumer-run programs. 71 4.10 

 Perception of Quality and Appropriateness Averages 84 4.21 

Question Perception of Participation in Treatment Planning   
11 I felt comfortable asking questions about my treatment and medication 83 4.31 

17 I, not staff, decided my treatment goals. 71 4.06  
 Perception of Participation in Treatment Planning Averages 74 4.18  

Question Perception of Outcomes  of Services    
21 I deal more effectively with daily life problems. 62 3.96  
22 I am better able to control my life. 62 3.96  
23 I am better able to deal with crisis. 63 3.86  
24 I am getting along better with my family. 62 3.89  
25 I am better in social situations. 56 3.70  
26 I do better in school and/or work. 42 3.61  
27 My housing situation has improved.  58 3.79  
28 My symptoms are not bothering me as much. 53 3.58  

 Perception of Outcomes of Services Averages   61 3.79  
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Question Perception of Functioning    

29 I do things that are more meaningful to me. 62 3.81  
30 I am better able to take care of my needs. 63 3.84  
31 I am better able to handle things when they go wrong. 58 3.72  
32 I am better able to do things that I want to do. 59 3.74  
28 My symptoms are not bothering me as much. 53 3.58 

 Perception of Functioning Averages 61 3.74 

Question Perception of Social Connectedness  
33 I am happy with the friendships I have. 62 3.87 

34 I have people with whom I can do enjoyable things. 61 3.83 

35 I feel I belong in my community. 54 3.69 

36 In a crisis, I would have the support I need from family or friends. 63 3.88 

 Perception of Social Connectedness Averages 57 3.81 

Question Perception of General Satisfaction   
1 I liked the services that I received here. 88 4.43 

2 If I had other choices, I would still get services at this agency. 81 4.25 

3 I would recommend this agency to a friend or family member. 87 4.37 

  Perception of General Satisfaction Averages 88 4.34 

  OVERALL AVERAGE ACROSS ALL DOMAINS 81 4.03 
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APPENDIX  
 
Treatment Codes Used in Determining Response Rates 

 
Code Description Adult/Older 

Adult 
Child/Youth

93010 ASSESSMENT  X X 
94000 REHABILITATION X X 
96010 EVALUATION  X X 
96510 GROUP THERAPY  X X 
96520 GROUP SESSION X X 
97010 INDIVIDUAL THERAPY  X X 
97500 MEDICATION SUPPORT  X X 
97530 GROUP SESSION MEDS  X  
97550 MIXED MEDICAL LICENSURE X  
98010 MEDICATION SUPPORT  X X 
98500 PLAN DEVELOPMENT X X 
99650 DAY TREATMENT - INTENSIVE - FULL DAY  X 
99700 DAY TREATMENT - REHAB - HALF DAY  X 
99750 DAY TREATMENT - REHAB - FULL DAY  X 

 
 
 
 
Place of Service Data Elements Eliminated in Determining Response Rates 
 

Code Description Adult/Older 
Adult 

Child/Youth

P PHONE X X 
T TELEHEALTH X X 
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Access Team Satisfaction Surveys   
 
 The Adult Access Team mails a satisfaction survey to all clients who contact them and are 
authorized to receive mental health services in Sacramento County.  During the period from January 
through December 2010 we received 114 surveys, down from 144 surveys in 2009.  The decrease in 
completed surveys for December 2010 could be attributed to County budget reductions.  The graph below 
illustrates the percentage of respondents who “somewhat agreed” or “strongly agreed” to each of the 
seven questions.   The data indicates that between 73.2% and 87.2% of respondents were satisfied with 
each aspect of their experience in 2010.  Clients appear less satisfied in 2010 in the following areas when 
comparing 2008 and 2009:  First Person Courteous (improved over 2009), Didn’t Wait Long, Clinicians 
Courteous, Helpful, Supportive (improved over 2009), and Preferred Language.    
 

Percent of Respondents Expressing Satisfaction with the Access 
Team Overall -  2008 - 2009 - 2010
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82.3%

85.9%

87.8%

74.9%
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79.0%
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79.0%
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First Person Courteous

Phone System Easy
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 In an effort to determine what leads to greater levels of satisfaction, two issues were examined.  
First, the length of time clients had to wait prior to speaking to a clinician influenced their level of 
satisfaction.  Although 76.2% of clients spoke to a clinician within 1 day, 23.8% of clients waited in 
excess of 1 day. The graph on the next page shows the mean satisfaction scores for three groups of clients 
in each of six domains (scores range from 1-5, with higher scores reflecting greater levels of satisfaction).  
While not statistically reliable, the data illustrate that the group of clients who waited more than one day 
to talk to a clinician were more likely to be less satisfied in all 6 of the domains.   
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Satisfaction with the ACCESS Team Depend on Length of Time Clients Wait to Speak 
with Clinician January 2010 through December 2010
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The second issue we examined was if level of satisfaction was influenced by whether the 

respondent was able to use their preferred language.  Although individuals not able to use their preferred 
language during the Access assessment only accounted for 9.0% of respondents (up from 6.3% in 2009), 
those individuals were significantly less satisfied in all of the 6 domains, as compared to those who could 
use their preferred language.   

 

Satisfaction with Access Team Depends on 
Client is using their Preferred Language 

January 2010 - December 2010  
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    *p< .05 All categories 
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Sacramento County Division of Behavioral Health 
CHILD AND ADOLESCENT NEEDS AND STRENGTHS (CANS) 5+ 

       
Last Name  First Name  Client ID #  Date 
 

LIFE DOMAIN FUNCTIONING    ACCULTURATION 
0=no evidence of problems 1=history,mild 2=moderate 3=severe    0=no evidence of problems 1=history,mild 2=moderate 3=severe 
  NA  0  1  2  3      NA  0  1  2  3 
Family              Language         
Living Situation              Identity         
Social Functioning              Ritual         
Recreational              Cultural Stress         

Developmental               

Communication              CAREGIVER STRENGTHS AND NEEDS 

Judgment              0=no evidence of problems 1=history,mild 2=moderate 3=severe 

Job Functioning                NA  0  1  2  3 
Legal              Supervision         
Medical              Involvement         
Physical              Knowledge         
Sexuality              Organization         
Sleep              Social Resources         
School Behavior              Residential Stability         
School Achievement              Physical         
School Attendance              Mental Health         

    Substance Abuse         

YOUTH STRENGTHS    Developmental         
0=centerpiece 1=useful 2=identified 3=not yet identified    Access to Child Care         
  NA  0  1  2  3    Family Stress         
Family              Safety         

Interpersonal               

Optimism              YOUTH BEHAVIORAL/EMOTIONAL NEEDS 

Educational              0=no evidence of problems 1=history,mild 2=moderate 3=severe 

Vocational                NA  0  1  2  3 
Talents/Interests              Psychosis         
Spiritual/Religious              Impulse/Hyper         
Community Life              Depression         
Relationship Permanence              Anxiety         
Resiliency              Oppositional         
Resourcefulness              Conduct         

    Adjustment to Trauma         

TRANSITION TO ADULTHOOD    Anger Control         
0=no evidence of problems 1=history,mild 2=moderate 3=severe    Substance Use         
  NA  0  1  2  3    Eating Disturbance         

Independent Living               

Transportation              YOUTH RISK BEHAVIORS 

Personality Disorder              0=no evidence of problems 1=history,mild 2=moderate 3=severe 

Parenting Roles                NA  0  1  2  3 
Medication Adherence              Suicide Risk         
Educational Attainment              Self Mutilation         
Financial Resources              Other Self Harm         

              Danger to Others         
PROVIDER INFORMATION  Sexual Aggression  

Agency    Runaway  
 WRAP   FIT    FIT ‐ W&I Code 5600.3 (At Intake) Delinquency  

Staff Name     Fire Setting  
Staff  No.    Sanction Seeking Behavior   
Interval   Initial    Reassessment   Discharge Bullying  
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Quality Improvement Committee Report 
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Sacramento County Mental Health Plan 
Annual Problem Resolution Summary/Analysis Report 

Category               Adults Children Total 
 08-09 09-10 08-09 09-10 08-09 09-10 

Grievances 383 192 11 19 394 211
Standard Appeal 1 11 0 4 1 15
Expedited Appeal 3 0 0 1 3 1
Fair Hearings 2 3 0 0 2 3
Total  389 206 11 24 400 230

 
Issue Category 
    Grievances 

Adults   
08-09  

Adults 
09-10 

Children 
08-09 

Children 
09-10 

Total 
08-09 

Total 
09-10 

Access 10 23 0 2 10 25 
Change of Provider 170 82 2 1 172 83 
Quality of Care 91 25 3 3 94 28 
Confidentiality 1 1 0 0 1 1 
Other 87 35 5 1 92 36 
Restructuring 24 26 1 12 25 38 
Totals 383 192 11 19 430 211 
 

Issue Category: Reason 
Change of Provider 

Adult Total Comments 

Positive Previous Experience 28 Returning to services-requests previous 
provider because it was positive experience 

Transportation 19 “closer” but out of  catchment 
Negative Previous Experience 13 Refused to return to previous provider due to 

negative experience 
Medication Issues 0 N/A 
Total 60/82 Other: miscellaneous, level of care, language 

accommodation, closure issues 
 

Issue Category: Reason 
Quality of Care 

Adult Total Comments 

Medication Related Issues 4 Scheduling 
Case Closure without notice 0  
MD/PSC Issues 16  Agency/PSC not returning phone calls, rude, 

MD not prescribing desired medication.  
Total 20/25 Other: miscellaneous 
 

Issue Category: Reason 
Restructuring 

Adult Total Comments: 

Re-assigned 3 Member Preference 
Referral to FQHC, PCP, PCC, 
or MediCare provider 

22 New criteria prevent referral to 
MHP services 

Total 25/26 Other: miscellaneous 
 
 



 
Comments: 
 
Adult Program 
 
The 2009-2010 reporting period experienced a significant decrease in the number of 
issues reported (400/ 230).  The end of the reported fiscal year coincides with many 
restructuring efforts and may account for the reduced number of calls.  There was little 
change in the actual issue categories related to calls.  
 
Change of Provider: 
The majority of grievances (82/192) involve the adult members requesting a change of 
provider.   This is a significant decrease from the previous year (170/82).  The majority of 
the requests (28/82) to change the assigned provider can be attributed to the member 
requesting to return to a previous provider because it was a positive experience.  Fewer 
members requested a change of provider because of transportation issues (19/82).  
13/82 member’s reported that they were unhappy with the assigned provider due to a 
previous negative experience identified as the reason for transfer.  The remaining 
change of provider requests (22/82) reflected a wide variety of reasons such as 
language accommodation and level of care issues. The client preference for a specific 
provider is honored whenever possible.  
 
Quality of Care: 
Adult grievances identified as a Quality of Care issue reflects a continued improvement 
from the previous year (91/25).  Issues regarding the Personal Service Coordinator 
(PSC) being “rude” and “not returning phone calls” accounted for the majority of issues 
reported (16/25).  Psychiatrist specific issues reported by members related to not 
prescribing a desired medication.    
 
Pharmacy and Treatment Authorization Requests (TAR) issues were identified as 
problematic for client’s receiving medications in a timely manner and re-scheduling 
appointments with the psychiatrist, which would result in the client running out of 
medications improved dramatically.  In the previous year 42 issues related to this issue 
were reported.  This year only 4 incidences were reported.   
 
Restructuring: 
 
14% (26/192) of the total grievances reported identified restructuring as an issue.  
Referrals to a local FQHC and the PCP were reported as problematic (22/26).  Three 
members (3/26) requested a change in the assigned provider.    
 
 
Appeals: 
 
This reporting year saw an increase in the Notice of Action (NOA)- A request for appeal.  
This year 11 requests for appeal and 1 request in the previous year.  The majority of 
appeals related to the member not meeting criteria for the Mental Health Plan (MHP) 
services.  Members were referred to other providers in the community.  In most cases, 
the appeal was denied and the Access Team referral upheld.   
 
 



 
 
State Fair Hearing: 
 
Out of the three State Fair Hearings (SFH), two were related to a NOA-A.  In one case, 
the client dismissed the hearing due to receiving services.   The other was heard by the 
Administrative Law Judge (ALJ) and a second opinion was ordered.  The third SFH was 
a non-jurisdictional issue and was dismissed.   
 
 
Child & Adolescent Program 
 
The majority of the children’s program issues were related to re-structuring (12/19) of the 
children’s programs.  Members did not want to transfer their medications services to the 
Child and Adolescent Psychiatric Clinic (CAPS) due to transportation issues or desire to 
stay with their current psychiatrist.  Each request was considered on its clinical merits 
and most were upheld to ensure continuity of care, whenever possible.   
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