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CULTURAL COMPETENCY STRATEGIC PLAN FY 2016-17   1 | P a g e  

  Executive Summary  

 

  

In late 2013 Marin County’s Behavioral Health and Recovery Services (BHRS) Division 

temporarily promoted one of its Licensed Mental Health Practitioners, Cesar Lagleva-

LCSW, to a half-time interim Ethnic Services Manager (ESM) position. At the time, 

BHRS was experiencing a significant period of transition as the division was in search of 

a director and a program manager due to the retirement of the director, Bruce Gurganus, 

and the program manager and writer of the county’s 2010 Cultural Competence Plan 

Requirement (CCPR), Hutton Taylor. Also, the division experienced the unexpected and 

tragic death of the organization’s designated ESM, the late Rene Mendez-Penate.  

 

With the loss of these three integral leadership staff, the interim ESM was challenged to 

understand and learn the duties and responsibilities of the position. One of the key 

documents that the interim ESM had hoped to utilize to begin to understand the duties of 

his position was the county’s Cultural Competence Plan Requirement (CCPR) submitted 

in 2010. Although the CCPR provided some insight into the function, role and 

responsibilities of the ESM position, much of the contained information needed to be 

updated. In January 2015, the ESM became a permanent 1 FTE position, and the 

interim ESM was promoted to fill this role. It was then that the CCPR was re-assessed 

for its relevancy and consistency with two major areas of BHRS’ activities, the newly 

approved 3-year FY2014-2017 MHSA plan and the organizational re-structuring efforts.  

 

Through the guidance of the newly hired BHRS Director, Dr. Suzanne Tavano, and the 

re-establishment of the division’s Cultural Competence Advisory Board (CCAB), the 

ESM was directed to revise the 2010 CCPR to better reflect the goals and objectives of 

the FY2014-2017 MHSA plan and the results of the re-structuring process. This 

document serves as both the revised CCPR and FY2015/16 annual update. FY2014/15, 

FY2015/16 and parts of available FY2016/2017 data were used to analyze, develop and 

implement strategies and tactics to meet state standards in achieving greater cultural 

and linguistic competence, and to reduce behavioral healthcare disparities and stigma.  

 

As part of BHRS’ re-structuring process, which included the formal merger of the mental 

health and substance use services, this report weaves in efforts that are underway to 

create a culturally competent organization, and one that can provide treatment and 

recovery services for co-occurring disorders. Evidence of this merger can be found in the 

MHSA Workforce Education and Training’s (WET) work plan strategies and tactics. The 

inclusion of racially/ethnically and culturally diverse consumer/family members in the 

workforce as peer, substance use and/or domestic violence counselors/specialists also 

highlights BHRS’ commitment to integrate lived experience in creating a more 

multicultural workforce in order to reduce behavioral healthcare disparities among 

un/underserved racial/ethnic and cultural populations of Marin County.  
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In addition, FY 2015-2016 was a year of program development for the system. The implementation plan 

for the Drug Medi-Cal Organized Delivery System 1115 Waiver was developed for substance use and 

complex co-occurring disorders. This was a departmental effort and will be implemented in the FY 2016-

2017 throughout the substance use continuum. As part of this effort, cultural competency and the 

implementation of culturally responsive service delivery is a primary concern. Behavioral Health and 

Recovery Services will continue to be focused on creating, maintaining and supporting cultural 

competent environments throughout the workforce as well as service delivery in order to reflect the 

diversity of the communities we serve.     

 

Finally, the County of Marin is a part of Government Alliance on Race and Equity (GARE), a national 

network of government working to achieve racial equity and advancement opportunities for all. The last 

section in the CCPR includes County of Marin’s 5-Year Business Plan, which identifies Diversity and 

Inclusion as one of its major focus areas. This focus helps drive some of BHRS’ commitment to create 

an equitable and multicultural workforce. The ESM is an active member of the 5-Year Business Plan 

Implementation Team and serves as a liaison between the County Administrator’s Office, the Health and 

Human Services Department and BHRS Division to ensure that the goals and objectives of the Focus 

Area are implemented. 

 

Attachment A1: Marin County 5-Year Business Plan 
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CRITERION 1 

MARIN COUNTY BEHAVIORAL HEALTH AND RECOVERY SERVICES 

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 have the following available on site during the compliance review:  

Attachment A2: CCAB, WET, MHSAAC, Mental Health and AOD boards, QIC Rosters 

 

A: 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. Other Key Documents (Counties may choose to include additional documents to show 

system-wide commitment to cultural and linguistic competence). 

 

Response: 

 

Copies of the documents will be available on site during the compliance review. 

 

II. County recognition, value, and inclusion of racial, ethnic, cultural, and linguistic diversity 

within the system 

 

The CCPR Modification (2010) 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. Note:  The 

DMH recognizes some very small counties do not have contracts. 

 

The county shall include the following in the CCPR Modification (2010): 

A. Provide a copy of the county’s CSS plan that describes practices and activities that demonstrate 

community outreach, engagement, and involvement efforts with identified racial, ethnic, cultural, 

linguistic, and other relevant small county cultural communities with mental health disparities.  

Response:  

Attachment A3: CSS - MHSA FY15/16 Annual Update 

 

B.  A one page description addressing the county’s current involvement efforts and level of inclusion 

with the above identified underserved communities on the advisory committee.  
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Response:  

 

On a policy level, BHRS has actively involved and engaged underserved communities by identifying, 

recruiting and retaining the support and participation of members of the underserved communities to 

serve on several boards and committees; the Cultural Competence Advisory Board (CCAB), Mental 

Health Services Act Advisory Committee (MHSAAC); Workforce Education and Training Steering 

Committee (WET); Quality Improvement Committee (QIC); Transition-Aged Youth (TAY) Advisory 

Council; Marin County Advisory Board on Alcohol and Other Drug Programs; and Marin County Mental 

Health Board. One of the primary roles of the underserved representatives as board or committee 

members is to provide unique perspectives and serve as authentic voices from their representative 

communities when making policy recommendations.  

 

On a program level, this fiscal year saw a dramatic increase in the engagement and participation of 

underserved communities in many BHRS programs. BHRS strategically assessed and identified 

program opportunities within the organization that provided individuals from racial, ethnic, cultural and 

linguistically diverse backgrounds the opportunities to participate in the county’s behavioral healthcare 

system in meaningful ways. For example, BHRS recruited qualified consumers/family members of 

un/underserved, communities to co-lead several cultural competency trainings on culture-specific topics 

as part of the division’s cultural competency training series. Trainings on topics such as “Cultural 

Considerations in Working with Vietnamese Consumers” and the “Needs and Challenges of Newly 

Arrived Indigenous Immigrants in the U.S” included Vietnamese consumers and an indigenous leader 

who provided a cultural context to the trainings in which cultural healing practices were introduced as an 

alternative or complement to mainstream evidenced-based treatment practices and approaches.  

 

On a service delivery and practice level, MHSA’s Workforce Education and Training (WET) re-prioritized 

some of its funds to incentivize consumers/family members to consider a vocation or career in 

behavioral healthcare by offering scholarships and other supports to become certified peer mental 

health, substance use or domestic violence counselors. An ethnically and culturally diverse team of peer 

mentors served on interview panels in the selection of scholarship awardees. The WET program 

awarded forty one (41) scholarships to a culturally diverse group of Marin residents with lived experience 

to enroll in one of the three identified vocational paths. All awardees were matched with mentors who 

are also former consumers/family members with lived experience. This shift in priority is, in part, aligned 

to the county and the Health and Human Services Department’s 5-year Equity business strategic plan.  

 

C. Share lessons learned on efforts made on the items A and B above and any identified county 

technical assistance needs.  Information on the county’s current MHSA Annual Plan may be included to 

respond to this requirement. 

 

Response: 

 

While BHRS re-doubled its commitment and efforts to engage and include individuals from racial, ethnic, 

cultural and linguistically diverse backgrounds in FY2015/16 throughout the organization, much work is 

still needed to improve the understanding and knowledge of recruited individuals about the complex 

nature of the system. Many BHRS staff, agency partner and consumer/family representatives who sit on 
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committees, boards and councils at times expressed confusion about her/his purpose, role and 

responsibilities as participants. This may be attributed to the fact that these individuals have not served 

in advisory board, committees or councils in the past, therefore, lack the experience and confidence to 

provide their invaluable knowledge, insights and expertise during meetings. Fortunately, individuals who 

have participated in these processes have remained actively engaged and dedicated to learning the 

system and the various processes where policy, program and service delivery recommendations and 

decisions are made.  

 

Another lesson learned is that various approaches or models to conduct outreach and engagement must 

be considered in order to effectively gain the trust and participation of racial, ethnic and cultural groups. 

Building and maintaining relationships with leaders from these communities increase the possibilities to 

build trusting relationships with other residents. Conducting outreach for the purpose of creating 

collaborative relationships has proven to be an effective strategy that BHRS and some of its staff have 

experienced, especially for staff that is charged or tasked to conduct outreach and engagement. The 

“meet them where they are” philosophy is a strength-based approach and consistent to one of BHRS’ 

underlying goals to become more recovery-oriented.  

 

It is also important for BHRS to demonstrate that it values and honors the wisdom, energy and time that 

racial, ethnic and cultural consumers/family members bring to the organization. Offering 

consumers/family members monetary stipends lessens the burdens and barriers that they would 

otherwise experience such as transportation, loss of potential income, etc. As one participating member 

once said, “I am not only mentally disabled, I am also financially disabled.” Offering this incentive has 

supported and maintained the participation of culturally diverse consumers/family members in many 

areas of BHRS’ recommendation and decision making processes. 

 

III. Each county has a designated Cultural Competence/Ethnic Services Manager (CC/ESM) 

person responsible for cultural competence 

 

The CC/ESM reports 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. 

 

Response: 

Attachment A4: Promotional Opportunity - Ethnic Services and Training Manager 

The county shall include the following in the CCPR Modification (2010): 

 

A. Detail who is designated the county’s CC/ESM 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. 

 

Response: 

 

In late 2013, BHRS temporarily promoted a clinical staff, Cesar Lagleva-LCSW, from its Youth and 

Family Services program as the interim Ethnic Services Manager (ESM) to a .50FTE position. 

Previously, this position and its responsibilities had been held by the late Renee Mendez-Penate who 
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unexpectedly passed away. In January 2015, Cesar was promoted as the full-time ESM. Upon his hire, 

Cesar was also given the responsibility to manage MHSA’s Workforce and Education and Training 

(WET) program. The ESM position is 50% funded through MHSA Community Services and Supports 

and 50% funded through other mental health revenue sources. The ESM, along with the division’s re-

established Cultural Competence Advisory Board (CCAB), directly reports to the Behavioral Health 

Director; are available to consult with BHRS’ administrative, management, support and line staff and its 

contract agency partners  related to policy, system improvements, the delivery of culturally competent 

services, outreach and engagement to underserved communities to improve access to services in a 

culturally competent manner; and are able to provide diversity/multicultural education, workshops, 

trainings and consultation for BHRS staff, agency partners and other stakeholders. The ESM also 

serves as the communication bridge (liaison) between internal staff and the stakeholder community on 

emerging/current trends, issues, ideas and concerns that pertain to cultural competency-related efforts 

being undertaken by BHRS.  

 

IV. Identify budget resources targeted for culturally competent activities 

The county shall include the following in the CCPR Modification (2010): 

 

A. Evidence of a budget dedicated to cultural competence activities which may include, but not be 

limited to the following:  

 

Attachment A5: MHSUS Ethnic Services Manager Budget, WET Component Budget, Marin 

Outpatient and Recovery Services – Contractor, Language Line Services, Inc. (On-Site 

Interpretation Service) 

1. Budget amount spent on Interpreter and translation services; 

2. Reduction of racial, ethnic, cultural, and linguistic mental health disparities; 

3. Budget amount allocated towards outreach to racial and ethnic county-identified target 

populations; 

4. Special budget for culturally appropriate mental health services; and 

5. If applicable, financial incentives for culturally and linguistically competent providers, non-

traditional providers, and/or natural healers. 

 

Response: 

 

MHSA Prevention and Early Intervention 

 

One of MHSA’s Prevention and Early Intervention (PEI) purposes is to reduce mental health disparities 

by ensuring timely access to services for un- and underserved populations, as well as providing 

culturally and linguistically competent services. PEI programs dedicated to serving racial and ethnic 

target populations are listed below, including specific cultural competence efforts within each program, 

and the portion of the funding allocation for each program that is specific to cultural competence efforts. 

Descriptions of each PEI program are included in  

Attachment A6: PEI Program Descriptions Triple P thru Shoreline 
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Program Cultural Competence strategies FY15-16 Allocation 

Triple P 

Evidence based program that is culturally appropriate for 

racial and ethnic target populations 

At least half of services provided are in Spanish 

 

$31,000 

(50% of total 

budget) 

School Age 

PEI 

Outreach to racial and ethnic target populations, as well 

as West Marin 

Services provided at schools that serve a high proportion 

of racial and ethnic target populations 

Direct service staff mostly reflect culture of students 

served 

$310,000 

Transition 

Age Youth 

PEI 

Outreach to racial and ethnic target populations 

Services provided at Teen Clinics and schools that serve 

a high proportion of racial and ethnic target populations 

Group services provided for recent Latino immigrants 

Direct service staff mostly bilingual/bicultural 

$160,000 

Latino 

Community 

Connection 

Promotores outreach to Latino population 

Services provided within trusted community organization 

serving Latino immigrants, as well as in West Marin 

Direct service staff all bilingual and mostly bicultural 

$204,000 

Vietnamese 

Community 

Connection 

Community Health Advocates outreach Vietnamese 

population 

Services provided at trusted community organization 

serving Vietnamese immigrants 

Staff all bilingual/bicultural 

$53,000 

Older Adult 

PEI 

Outreach to racial and ethnic target populations 

Evidence based practices appropriate for target 

populations 

Staff bilingual/bicultural 

$20,000 
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In addition, all PEI providers are required to attend at least one cultural competence training per year, 

as well as provide client materials in Spanish. 

 

MHSA Innovation 

 

Marin’s current MHSA Innovation project is “Growing Roots: The Young Adult Services Project.” The 

core challenge identified in Marin, during the development of the MHSA Three Year Program and 

Expenditure Plan, was how to reduce disparities for un/underserved populations in the mental health 

system. During Innovation community meetings in late 2014 and early 2015, the role of the informal 

system of care was identified as a key to addressing existing disparities. Informal providers - such as 

grassroots, faith and peer led organizations - provide a number of behavioral health services for those 

at risk for or experiencing mental illness who may not be engaged with the formal system of care. 

Services include outreach, engagement, prevention, intervention, resiliency, recovery and community 

integration. In addition, transition age youth from 16-25 years old (TAY) were identified as an 

un/underserved population that continues to be hard to reach. 

 

The “Growing Roots Project” aims to reduce disparities in access to culturally competent behavioral 

health services for TAY from un/underserved populations (i.e.: race, ethnicity, language, sexual 

orientation, gender identity, geographic isolation, experiencing complex conditions) who are at risk for 

or experiencing a mental illness by building on the strengths of the informal system of care  

Attachment A7: INN Idea Submission Flyer, INN Plan, Canal Welcome Supporting Letter 

 

Funding allocation: 

 

FY15-16 FY16-17 FY17-18 FY18-19 TOTAL 

$10,350 $236,900 $684,250 $685,400 $1,616,900 

 

Substance Use Services 

 

Marin County services system data shows an ongoing under-representation of adults of Hispanic or 

Latino descent participating in mental health and substance use services, as compared to Marin 

demographic data.  Information provided through focus groups and key informant interviews with 

community stakeholders corroborate these findings.  In order to begin to reduce the current disparity—

and in alignment with the national Culturally and Linguistically Appropriate Services (CLAS) standards - 

Suicide 

Prevention 

The hotline employs interpretation service to provide 

services in many languages 
$700 

PEI Training 
Includes Mental Health First Aid in Spanish, cultural 

competence trainings/conferences/events 
$7000 

Statewide 
CalMHSA provides culturally and linguistically competent 

outreach and anti-stigma materials, training and TA, etc. 
$75,000 
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Marin County initiated a request for proposal in 2014 for an applicant to develop and implement co-

occurring capable substance use treatment services that are culturally and linguistically appropriate for 

underserved segments of the Spanish Speaking Hispanic or Latino population in Marin County. The 

contract was awarded in 2015 to a community based provider and was funded at $105,500.00 for the 

fiscal year 2015-2016.   

 

In addition to this funding allocation for monolingual treatment services, Marin County Behavioral 

Health and Recovery Services requires all sub-contractors who receive funding for substance use 

services to include in their budgets cultural competency trainings for staff to comply with the national 

Culturally and Linguistically Appropriate Services (CLAS) standards. In addition, contractors must have 

access to translation services with are included in their overall agency’s budget.  As a result all funding 

that is provided for substance use services have various allocations towards 1) interpretive and 

translation services, and 2) culturally appropriate mental health and substance use services. 
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CRITERION 2 

MARIN COUNTY BEHAVORAL HEALTH AND RECOVERY SERVICES 

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. 

 

Only small counties, as defined by California Code of Regulations 3200.260, may request Medi-Cal 

utilization data from DMH by submitting the appropriate form to DMH, no later than five calendar 

months before plan submissions are due.  To complete the Data Request Form, counties must contact 

the Office of Multicultural Services at 916- 651-9524 to have a DMH staff person assist in the 

completion of the proper form. 

 

Eligible counties may be provided data within thirty calendar days from the data request deadline; 

however, all requests are first-come first-serve and provided according to DMH staff availability and 

resources. 

 

I. General Population 

The county shall include the following in the CCPR Modification (2010): 

 

 A. Provide a description of the county’s general population by race, ethnicity, age, gender, and 

other relevant small county cultural populations.  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). If 

appropriate, the county may use MHSA Annual Update Plan data here to respond to this requirement. 

 

Response:  

 

Marin County Profile 

 

Marin County, located just north of San Francisco, is a mid-sized county spanning 520 square miles of 

land with a total population of 252,409 residents. The population is 50.8% female and 80% White; 

however, similar to other areas of California, the Latino population (15.5% of the total population) is the 

fastest growing demographic in Marin (43% increase since 2000). Neighborhoods like Marin City and 

San Rafael/Canal have a higher concentration of families of color. Spanish is the only threshold 

language in Marin County, although most county documents are also available in Vietnamese.  

 

The majority of residents live in the eastern region of the county, along the Highway 101 corridor. 

Ranching and dairying are major features of the rural areas of West Marin.  Industry in the county 
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includes movie and video production, computer software, communications equipment, printing and the 

manufacturing of ceramics, candles and cheese. 

 

The Population Health Institute continues to rank Marin as the healthiest county in California. This 

includes indicators for mortality, health behaviors, and social and economic factors. While that is a 

great strength to build on, not all communities within Marin enjoy the same level of health – physically, 

socially, economically, or psychologically.  According to the same ranking system, Marin County ranks 

in the bottom 50% with regard to adult excessive drinking and accidental overdoses. 

 

 

Marin County by 2010 Census Data 

  
Demographic Population Percentage % 

   Total population 252,409 100 

Age 

0-19 years old 56,452 22.2 

20-24 years old 10,308 4.1 

25-64 years old 143,557 56.9 

65 years old and older 42,192 16.8 

    

Sex 
 Male population  12,4072 49.2 

 Female population 12,8337 50.8 

    

Race 

White 211,647 83.9 

Black or African American 8,941 3.5 

American Indian and Alaska Native 3,787 1.5 

Asian 18750 7.4 

Native Hawaiian and Other Pacific 

Islander 

1132 0.4 

Some Other Race 19,769 7.8 

    
Hispanic 

or Latino 

 Hispanic or Latino (of any race) 39,069 15.5 

Not Hispanic or Latino 21,3340 84.5 

 

II. Medi-Cal population service needs (Use current CAEQRO data if available.) 

The county shall include the following in the CCPR Modification (2010): 

 

A. Summarize the following two categories by race, ethnicity, language, age, gender, and other relevant 

small county cultural populations: 

 

1. The county’s Medi-Cal population (County may utilize data provided by DMH. See the      Note 

at the beginning of Criterion 2 regarding data requests.) 

http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=DEC_10_DP_DPDP1&src=pt
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=DEC_10_DP_DPDP1&src=pt
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=DEC_10_DP_DPDP1&src=pt
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=DEC_10_DP_DPDP1&src=pt
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=DEC_10_DP_DPDP1&src=pt
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=DEC_10_DP_DPDP1&src=pt
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=DEC_10_DP_DPDP1&src=pt
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2. The county’s client utilization data 

 

Response: 

 

 
 

B. Provide an analysis of disparities as identified in the above summary. This can be a narrative 

discussion of the data. Data must support the analysis. 

 

Response: 

 

In FY2015/16, Marin County’s Medi-Cal population was 43,975. Of this total, 19,921 (45%) were Latino 

beneficiaries. Of the total 2,904 client utilization, the Latino client utilization rate was 663 (23%) and 

while the utilization rate among Caucasians was 1,710 (59%). With regards to the African American 

population who represent the fourth largest county’s Medi-Cal beneficiary population at 2,269 (5%), the 

utilization rate was 216 (9%). The utilization rate for African Americans in proportion to the county 

population of 3.5% indicates that they are over-represented in the county’s behavioral healthcare 

system. Asian Pacific Islanders who represent 7.8% of the county population and 6.9% of the Medi-Cal 

beneficiary population, the third largest Medi-Cal population are slightly under-represented in proportion 

to their utilization rate of 135 (4.5%). The most significant disparity in utilization rate is the 

Latino/Hispanic population where they represent 15.5% of the county’s population and make up the 

highest of all Medi-Cal beneficiaries among all racial/ethnic populations at 45.5% and with an overall 

utilization rate of 23% of the total number of people served in FY2015/16.  Additionally, only 3% of all 

Latino/Hispanic Medi-Cal beneficiaries have utilized services in FY2015/16.  

 

Marin County Medi-Cal Population* County Client Utilization (FY15/16)

Race: White 15,803 1,710

Black or African American 2,269 216

American Indian or Alaska Native 98 16

Asian 1,986 93

Other Asian or Pacific Islander 1,019 42

Other Race 299 557

Two or More Races N/A 1

Not Reported 2,400 269

** Hispanic **19,921 N/A

Ethnicity: Hispanic or Latino 19,921 663

Not Hispanic 23,874 2,241

Language: English 24,923 2,483

Spanish 16,934 275

Vietnamese 448 36

Other 1,490 110

Age: 0-15 10,969 409

16-25 5,738 420

26-29 2,953 180

30-39 7,027 442

40-49 5,346 473

50-59 5,072 480

60-64 2,356 224

65+ 4,334 276

Gender Male 20,620 1,436

Female 23,175 1,457

Unknown/ Not Reported N/A 11

Note: * Data from MMEF: Aug 2016 

** MMEF does not collect Ethnicity (Hispanic/ Non Hispanic) as separate items, both are combined in one field.

Fiscal Year 2015-2016
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275 (16%) Spanish-speaking Medi-Cal beneficiaries received services in their native language while 36 

(8%) Vietnamese-speaking Medi-Cal beneficiaries received services in their native language. Other 

languages in which services were provided other than English represented a total of 1,490 (7%). The 

sum total of this part of the data indicates that 421 (14%) of Medi-Cal beneficiaries served were 

provided services in languages other than English. 

 

With regards to the population by age, of the 43,795 county Medi-Cal beneficiaries, 27,088 (61.6%) are 

people between 0-25 years old; adults between 26-64 years old make up 12,373 (28.3%); people 65 

years or older make up 4,334 (9.9%). The highest utilizers of services among these three age groups 

are adults between 26-64 years old at 1,799 (41.1%) even though the highest Medi-Cal beneficiaries 

are people between the ages of 0-25 years old whose utilization rate is at 825 (18.9%). 

 

III.  200% of Poverty (minus Medi-Cal) population and service needs. (Please note that this 

information is posted at the DMH website at: 

http://www.dmh.ca.gov/News/Reports_and_Data/default.asp.)  

 

The county shall include the following in the CCPR Modification (2010): 

 

A. Summarize the 200% of poverty (minus Medi-Cal population) and client utilization data by race, 

ethnicity, language, age, gender, and other relevant small county cultural populations. 

 

Response: 

 
 

B. Provide an analysis of disparities as identified in the above summary. This can be a narrative 

discussion of the data. Data must support the analysis.  

200% of Poverty (minus Medi-cal Population)*** County Client Utilization (FY15/16)

Race: White 23,713 1,710

Black or African American 1,078 216

American Indian or Alaska Native 221 16

Asian 766 93

Other Asian or Pacific Islander 1,628 42

Other Race 5,741 557

Two or More Races 1,322 1

Not Reported N/A 269

Ethnicity: Hispanic or Latino 10,676 663

Not Hispanic 23,793 2,241

Language: English 20,492 2,483

Spanish 9,442 275

Vietnamese 179 36

Other 4,356 110

Age: 0-15 409

16-25 420

26-29 180

30-39 4,587 442

40-49 4,656 473

50-59 4,886 480

60-64 2,270 224

65+ 5,727 276

Gender Male 15,795 1,436

Female 18,674 1,457

Unknown/ Not Reported N/A 11

Note:

Fiscal Year 2015-2016

***Marin County Residents living at or below 200% of the Federal Poverty Level (FPL) based on iPUMS data utilizing American 

Community Survey 5-year estimates, 2010-2014.   

12,343 

{Age(0-9)=2,531; (10-19)=3,538; (20-29)=6,274}

http://www.dmh.ca.gov/News/Reports_and_Data/default.asp
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Response: 

 

Caucasians make up the largest population among the 200% of poverty rate minus the Medi-Cal 

population while the Latino population makes up the second largest in the county.  The difference 

between economically disadvantaged Caucasians without Medi-Cal versus those who receive Medi-Cal 

is 7,910. On the other hand, there are less Latinos (without-10,676; with-19,921), Asian/Pacific 

Islanders (without-2,394; with-3,005) and African Americans (without-1,078; with-2,269) without Medi-

Cal than those who receive those benefits. These disparate distinctions suggest a few things. While 

these three racial/ethnic populations who fall within the 200% poverty rate receive more Medi-Cal 

benefits than those without, they still do not utilize services at a proportionate rate in comparison to 

Caucasians whose utilization rate is more consistent with the actual population of Medi-Cal 

beneficiaries than those without. This data also suggest that the disparities in access to services among 

Latinos, Asian/Pacific Islanders and African Americans may stem from cultural differences in beliefs 

and attitudes about treatment/healing practices, language and/or systemic barriers that prevent them 

from receiving care than their Caucasian counter-part.   

 

Response: 

 

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

The county shall include the following in the CCPR Modification (2010): 

A. From the county’s approved CSS plan, extract a copy of the population assessment and summarize 

population and client utilization data by race, ethnicity, language, age, gender and other relevant small 

county cultural populations.  

 

Response:  

 

Race/ Ethnicity # of People Served 15/16 

Caucasian or White 181 

Hispanic 63 

Black or African 

American 19 

Other 6 

Vietnamese 4 

American Indian 3 

Unknown / Not Reported 2 

Chinese 1 

Grand Total 279 

  by Gender # of People Served 15/16 

Female 127 

Male 152 

(blank) 

 Grand Total 279 
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B. Provide an analysis of disparities as identified in the above summary. This can be a narrative 

discussion of the data. Data must support the analysis. 

 

Response: 

 

The table above represents the number of consumers who received services from BHRS’ full service 

partnership (FSP) programs—Youth Empowerment Services (YES), Transition Age Youth (TAY), 

Support and Treatment after Release (STAR), Helping Older People Excel (HOPE) and Odyssey. In 

FY2015/16. As mentioned in previous analysis in this criterion, Latinos, who make up the largest 

number of Medi-Cal beneficiaries, experience the greatest disparities in the utilization of FSPs. 

Conversely, Caucasians make up 65% of all FSP consumers while the lowest racial/ethnic populations 

who penetrate FSPs are Asian/Pacific Islanders (Vietnamese and Chinese) at 1.8% and Native 

Americans at 1.1%. African Americans make up 6.8% of all FSP consumers, which is slightly higher 

than the county’s African American population of 3.5% but slightly lower in comparison to the total 

Medi-Cal utilization rate of 9.5%. 

 

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 Modification (2010): 

 

A. Describe which PEI priority population(s) the county identified in their PEI plan and describe the 

process and rationale used by the county in selecting them. PEI Plan sections should be used to 

respond to priority populations identified by the county. 

Response: 
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Race County 

Population       

2010 

Medi-Cal 

Population       

2015-16 

200% 

Poverty 

(minus 

Medi-Cal 

Population 

2015-16) 

Consumers 

Served          

2015-16 

White 83.9 23.4 34.4 47.9 

Black or African 

American 
3.5 3.4 1.6 6.1 

American Indian or 

Alaska Native 
1.5 0.1 0.3 0.4 

Asian 7.4 2.9 1.1 2.6 

Other Asian or Pacific 

Islander 
0.4 1.5 2.4 1.2 

Other Race 7.8 0.4 8.3 15.6 

Two or More Races N/A 0.0 1.9 0.0 

Not Reported N/A 3.5 N/A 7.5 

Hispanic 15.5 29.4 15.5 18.6 

Not Hispanic 84.5 35.3 34.5 62.8 

 

Designation of un/underserved populations is based on those Marin residents who are eligible for 

County mental health services, best represented by Medi-Cal Beneficiaries, compared to those 

receiving county mental health services. Based on this data, as well as priorities identified during MHSA 

community planning processes, PEI targets:  

 Adult Latino population: identified as the most un/underserved based on data 

 Asian Pacific Islanders: also categorized as underserved by the data 

 African Americans and Latino youth: over-represented among County clients according to the 

data, possibly in part due to lack of prevention and early intervention services that would 

reduce the need for treatment services 

 Transition Age Youth (16-25 years old): identified as underserved by the data 

 Older Adults: while slightly over-represented in the data, the numbers of older adults from 

underserved racial and ethnic populations is increasing 

 Persons living in West Marin: underserved based on BHRS data 

 

PEI programs targeting these priority populations are listed under question IV. 
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CRITERION 3 

MARIN COUNTY BEHAVIORAL HEALTH AND RECOVERY SERVICES 

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: The purpose of this section is to use this CCPR Modification (2010) as a logic model by 

continuing the analyses from Criterion 2 and to correlate the county’s defined disparities with targeted 

activities to address them. 

 

The county shall include the following in the CCPR Modification (2010): 

I. List the target populations with disparities your county identified in Medi-Cal and all MHSA 

components (CSS, WET, and PEI) 

 

Response: 

 

 Adult Latino population: identified as the most un/underserved based on data 

 Asian Pacific Islanders: also categorized as underserved by the data 

 African Americans: over-represented among County clients according to the data, therefore 

potentially “inappropriately served” 

 Transition Age Youth (16-25 years old): identified as underserved by the data 

 Older Adults: while slightly over-represented in the data, the numbers of older adults is 

increasing significantly 

 Persons living in West Marin: underserved based on BHRS data 

 

A. Briefly describe the process and rationale the county used to identify and target the population(s) 

(with disparities) in its PEI population. 

 

Response: 

 

Designation of un/underserved populations is based on those Marin residents who are eligible for 

County mental health services, best represented by Medi-Cal Beneficiaries, compared to those 

receiving county mental health services (tables below). Based on this data, as well as priorities 

identified during MHSA community planning processes, BHRS targets:  

 Adult Latino population: identified as the most un/underserved based on data 

 Asian Pacific Islanders: also categorized as underserved by the data 
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 African Americans and Latino youth: over-represented among County clients according to the 

data, possibly in part due to lack of prevention and early intervention services that would 

reduce the need for treatment services 

 Transition Age Youth (16-25 years old): identified as underserved by the data 

 Older Adults: while slightly over-represented in the data, the numbers of older adults from 

underserved racial and ethnic populations is increasing in Marin overall 

 Persons living in West Marin: underserved based on BHRS data 
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II. Then list disparities in each of the populations (Medi-Cal, CSS, WET, and PEI). 

 

Response: 

 

Population Disparities Identified 

Adult Latino  Significantly low penetration rate overall in County 

 Undocumented individuals are told they will be charged on a 

sliding scale based on income to get an assessment, but the 

amount to be paid is unknown prior to the time of the 

appointment 

 Lack of providers for Spanish speaking individuals needing 

mild/moderate services through the Managed Care Plan 

(MCP) 

 Inadequate number of bilingual/bicultural clinicians in BHRS’ 

Adult System of Care 

 Inadequate bilingual/bicultural clinical staffing in programs 

where there is a high concentration of potential adult Latino 

consumers to access services (i.e. STAR, Odyssey, 

CalWORKs, County Jail, rural West Marin and North Marin) 

 Lack of available schedule for appointments during non-

traditional work hours (9am-5pm) to accommodate 

consumers’ work schedule(s) 

 Lack of culturally appropriate treatment interventions and 

options 

 Stigma 

Asian Pacific Islanders  Low penetration rate overall in County  

 Inadequate number of providers for Vietnamese speaking 

individuals needing mild/moderate services 

 Stigma  

African American  Over-represented among County clients according to the 

data, possibly in part due to lack of appropriate prevention 

and early intervention services that would reduce the need 

for treatment services 

 Lack of effective and culturally appropriate treatment 

interventions provided by contract agency partner in 

Southern Marin (Marin City), the highest geographic 

concentration of African Americans residents in the county 

 Lack of African American providers for mild/moderate and 

severe services provided by the MCP 

 Stigma 

Latino Youth  Over-represented among County clients according to the 

data, possibly in part due to lack of culturally appropriate 

prevention and early intervention services that would reduce 
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the need for treatment services 

 Stigma 

Transition Age Youth  Low penetration rate overall in County  

 Lack of outreach and engagement efforts that are conducted 

(i.e. community colleges, criminal justice, etc.) 

 Limited programs or services that are culturally appropriate 

to this population to access services 

 Inadequate number of culturally appropriate service 

providers who specialize in working with TAY 

Older Adults  Slightly high penetration rate, but the numbers of older 

adults from underserved racial and ethnic populations is 

increasing for Marin overall 

 Stigma 

W Marin  Low penetration rate 

 Sparsely populated area with inadequate public 

transportation system 

 Difficult to attract, recruit and retain bilingual/bicultural 

service providers due to location 

 

III. Then list strategies for the Medi-Cal population as well as those strategies identified in the 

MHSA plans (CSS, WET, and PEI) for reducing those disparities described above.  

 

Response: 

 

Two major strategies that were undertaken in FY2015/16 to reduce disparities were: 

 

1. To increase the hiring and retention of bilingual/bicultural workforce that represent 

underserved populations. 

2. To increase outreach and engagement efforts in racially/ethnically un/underserved and 

geographically hard-to-reach/serve communities. 

With regards to outreach and engagement efforts, it is important to note that BHRS employed several 

strategies to increase the penetration of rates and engagement of un/underserved communities, 

particularly racial/ethnic populations. The strategies used are as follows:  

 

MHSA-Prevention and Early Intervention (PEI) 

 

All PEI programs use strategies to reduce disparities. The most common are: 

 Locating services within agencies and sites that target populations already access 

 Use materials, strategies and interventions shown to be culturally appropriate 

 Employ staff that reflect the clients they serve culturally and linguistically 

 Conduct outreach through venues likely to reach target populations 
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 Reduce stigma by providing services in multi-service sites, schools, etc., as well as using 

language that does not increase stigma (i.e.: refer to “stress” rather than “mental health 

issues”) 

 

Specific tactics some PEI programs use: 

Program Strategies to reduce disparities 

Triple P 

 Evidence based program that is culturally appropriate for racial and 

ethnic target populations 

 At least half of services provided are in Spanish 

School Age 

PEI 

 Outreach to racial and ethnic target populations, as well as West Marin 

 Services provided at schools that serve a high proportion of racial and 

ethnic target populations 

 Direct service staff mostly reflect culture of students served 

Transition 

Age Youth 

PEI 

 Outreach to racial and ethnic target populations 

 Services provided at Teen Clinics and schools that serve a high 

proportion of racial and ethnic target populations 

 Group services provided for recent Latino immigrants 

 Direct service staff mostly bilingual/bicultural 

Latino 

Community 

Connection 

 Promotores outreach to Latino population 

 Services provided within trusted community organization serving Latino 

immigrants, as well as in West Marin 

 Direct service staff all bilingual and mostly bicultural 

Vietnamese 

Community 

Connection 

 Community Health Advocates outreach Vietnamese population 

 Services provided at trusted community organization serving 

Vietnamese immigrants 

 Staff all bilingual/bicultural 

Older Adult 

PEI 

 Outreach to racial and ethnic target populations 

 Staff bilingual/bicultural 

Suicide 

Prevention  

 The hotline employs interpretation service to provide services in many 

languages 

PEI 

Training 

 Includes Mental Health First Aid in Spanish, cultural competence 

trainings/conferences/events 

Statewide 
 CalMHSA provides culturally and linguistically competent outreach and 

anti-stigma materials, training and TA, etc. 

 

MHSA-Innovation 

 

The “Growing Roots Project” aims to reduce disparities in access to culturally competent behavioral 

health services for Transition Age Youth (16-25) from un/underserved populations (i.e.: race, ethnicity, 

language, sexual orientation, gender identity, geographic isolation, experiencing complex conditions) 

who are at risk for or experiencing a mental illness by building on the strengths of the informal system 
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of care. A central aspect of this project is a TAY Advisory Council to advise and conduct aspects of the 

project. The TAY Advisory Committee is made up of racially and ethnically diverse TAY, ones who are 

at-risk and/or have been involved in the criminal justice system, LGBTQ, and those who experience 

mild, moderate and severe mental health issues. The purpose of the Council is to ensure that the 

project is client driven and engages diverse voices. The project also aims to engage informal providers 

(grassroots, spiritual, TAY run, etc.) who may be successfully engaging underserved young adults. 

Many of these organizations may not provide formal mental health services and therefore have not 

been included in the system of care, but do play an important role in outreach, engagement, prevention, 

community integration, and recover – and can play a greater role. The two phases are: 

 

1. Needs Assessment: Collect existing data, as well as conduct survey, interviews and focus 

groups with TAY, parents of TAY, and providers to understand what an improved system of care 

would look like. 

2. Action Plan: Based on the Needs Assessment, develop an Action Plan for making changes to 

the system of care. Release a Request for Proposals (RFP) to identify providers to implement 

changes to their services and systems as prioritized in the Action Plan. Participating agencies 

implement changes that may include changes to policies and procedures; locations or modes of 

services; types or quantity of services available; coordination of services; and evaluation of 

services, among others. Implement trainings, technical assistance, and evaluation as needed. 

MHSA-Workforce Education and Training (WET)  

 

The WET Plan was amended in FY2015/16 to better align and reflect its strategies based on BHRS’ 

identified workforce education and training needs and goals. The amended goal of WET is “to develop 

a workforce that is culturally competent, linguistically and culturally reflective of the 

communities that are served, and able to offer integrated treatment for co-occurring disorders”. 

A set of tactics has been implemented which includes: 

 

1. Graduate Clinical Internship Program- Recruit and retain culturally/linguistically diverse interns to 

provide clinical services throughout the division, especially in program areas where there is persistent 

under-penetration of un/underserved racial/ethnic communities such as the Latino population.  

 

2. Scholarships for Consumers and Family Members-Offer scholarships to culturally diverse 

consumers/family members to complete a vocational/certificate course in mental health, substance use 

and/or domestic violence peer counseling.  

 

3. Peer Mentoring- Recruit and retain peer mentors with lived experience to provide support to 

scholarship recipients who are attending vocational/certificate courses in mental health, AOD and/or 

domestic peer counseling to ensure that recipients successfully complete their coursework.  

 

4. Peer Specialist, domestic violence and substance use Intern Stipend Program- Offer internship 

stipends to mental health, substance use and domestic violence peer counselor graduates who are 

placed in public behavioral healthcare settings.  
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5. Consumer-Focused Trainings- Develop and implement advocacy training course for un/underserved 

racially/ethnically and culturally diverse peer specialists/counselors and adult BHRS consumer 

populations. Also, implement WRAP program that will be taught by former consumers who have 

completed WRAP certification program.  

 

6. System-wide Dual Diagnosis Training- Develop a comprehensive system-wide substance use 

training and consultation plan for BHRS clinical staff and its agency partners. Also, develop and 

implement a co-occurring peer education certification course for consumers/family members interested 

in becoming mental health peer counselors/specialists.  

 

7. Development of BHRS Peer Counselor classified positions- In collaboration with Human Resources, 

develop Peer Counselor I, II and Peer Supervisor job classifications and positions. Also, develop a 

collaborative pilot project with the department’s Human Resources that will enhance recruitment, 

application reviews, interview and hiring processes and practices that will increase a culturally diverse 

applicant pool to compete for available BHRS job opportunities.  

 

8. Training/Workshop Initiatives- Provide a series of introductory-level course/trainings on culture-

specific topics. Also, continue to provide evidenced-based trainings such as Motivational Interviewing, 

Non-Violent Crisis Intervention and Trauma Informed System, Interpreter and the Use of Interpreter 

trainings, and Mental Health First Aid, all of which includes cultural competency principles. 

 

9. Team Development- Contract with an organizational consultant/trainer/facilitator with cross-cultural 

expertise to engage staff throughout the organization on team building-related activities, discussions 

and planning related to diversity for the purpose of fostering, promoting and creating an inclusive 

organizational work culture and environment.  

 

10. Curriculum Development- Participate in a Bay Area Workforce Co-Learning Collaborative (WCC) to 

develop a training curriculum for employers to support consumers and family members in the 

workplace.  

 

11. State-wide WET Collaboration and Partnership- Continue to attend and participate in regional and 

state-wide WET-related policy, program and planning through the California Institute for Behavioral 

Health Solutions (CIBHS). 

 

12. Advisory Committee- Continue to meet with WET steering committee monthly and to ensure fair 

and equitable representative voices from BHRS, agency partners and consumers/family members.  

Attachment A8: WET Program, COPE, WRAP, BHRS Peer Counselor Class Specification, WCC 

and accompanying information 

 

 

MHSA-Community Services and Supports (CSS)  

 

The County recognizes the need to better engage and serve diverse populations, especially those 

identified as un/underserved. In addition to PEI-funded efforts that increase engagement of 

underserved populations, CSS continues its efforts to hire bilingual and bicultural staff and other 
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strategies to better serve diverse populations. In addition, the Southern Marin Services Site (SMSS) 

Program was closed at the end of FY2015-16 in order to work with the community on designing a 

service that will better meet their needs.  

 

Outreach and Engagement 

 

The Promotores and the Community Health Advocates that share the same outreach approach to the 

Latino and Vietnamese communities have consistently and effectively provided linkages to county 

operated and/or funded behavioral healthcare programs and systems. These outreach and 

engagement efforts utilize grassroots community residents and leaders from the Latino and Vietnamese 

communities to promote and encourage residents to access needed services.  

 

CCAB’s Outreach and Engagement Committee planned for and produced six (6) community education 

TV shows (3 Spanish; 3 English) in partnership with the county’s government cable access channel. 

The purpose of the shows was to provide the audience an education on an array of topics and available 

resources. Culturally and racially diverse county residents and BHRS staff was featured guests in all 

the shows. The project was unique in that the production team included volunteer consumers/family 

members, BHRS staff and grassroots community agency partners. Consumers/family members were 

given hands-on training on the use of many different technical equipment and technology, and learned 

film production through the use of the cable channel’s studio facility. When all shows launched in the 

Spring 2016, YouTube analytics produced by Community Media Center of Marin (CMCM), one of the 

two funded collaborating agencies, reported the number of viewership on this site alone between 

March-June 2016. The results are as follows:  

 

MEANINGFUL MENTAL HEALTH 

 

 Episode 1 - Uploaded Oct 21 - Total views as of August 11: 271 

 Episode 2 - Uploaded Oct 21 - Total views as of August 11: 162 

 Episode 3 - Uploaded Dec 23 - Total views as of August 11: 80  

 Mini spotlight "Crisis Intervention" - Uploaded Mar 2 - Total views as of August 11: 21 

 Mini spotlight "Boxing Gym" - Uploaded Mar 2 - Total views as of August 11: 30 

 Mini spotlight "Suicide Prevention" - Uploaded Mar 2 - Total views as of August 11: 15 

 Mini spotlight "Youth" - Uploaded March 2 - Total views as of August 11: 12 

 

LATINOS EN LA CASA 

 

 Episode 1 – Uploaded on March 3 – Total views as of August 11: 98 

 Episode 2 – Uploaded on February 12 – Total views as of August 11: 78 

 Episode 3 – Uploaded on February 12 – Total views as of August 11: 52 

 

These shows are also shown on the BHRS’ website, the Wellness Campus’ Guest Reception area and 

the local cable access channel.  

 

CCAB also planned for and sponsored a day-long community education and awareness event during 

May Mental Health Month. Again, volunteer consumers/family members of CCAB co-led the planning 
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process and coordination of the event that assisted approximately 200 attendees throughout the county 

to learn about many facets of the county operated and funded behavioral healthcare system.  

 

Also, BHRS established a Faith/Spirituality initiative in Marin City in which it convened several local 

faith institutions from various faith backgrounds to discuss, share and identify different ways that the 

faith/spirituality community and BHRS can work more closely together. Participating initiative 

members/collaborators met regularly for several months which culminated in a cross-training on the 

important role of faith/spirituality in the treatment and recovery of people who suffer from mental illness 

and/or substance abuse for approximately 50 BHRS staff and agency partners, and a Mental Health 

Aid First Aid training for approximately 35 faith and lay leaders.  

 

One of the successful programs supported and funded by BHRS is a local Spanish radio show hosted 

by a BHRS clinical staff, Dr. Marisol Munoz-Kiehne. The broadcast of the show not only reaches out to 

the hard-to-reach Latino populations in rural West Marin, but it also reaches to a broader international 

audience via www.cuerpocorazoncommunidad.org.  

 

The newly implemented Mental Health Crisis Team program has its own Outreach and Engagement 

team. It works to determine the best way to engage and encourage client to utilize necessary services. 

It provides long-term outreach to individuals suffering from a mental illness whose limited insight 

contributes to an unwillingness or inability to engage with mental health services.  

Attachment A9: Crisis Team Flowchart  

 

IV. Then discuss how the county measures and monitors activities/strategies for reducing 

disparities 

 

Response: 

 

PEI 

 

All PEI programs collect client demographic data as well as outcome data. This enables us to assess 

annually whether the target populations are being reached and whether the interventions provided are 

effective. At this time providing agencies are not required to analyze the outcomes by race, ethnicity or 

other client characteristics. The MHSOAC has indicated that will be requested in the future. Many of the 

program contracts include objectives about numbers of individuals from un/underserved communities to 

be served. Based on annual contract performance, continuing efforts will be made to meet and/or 

maintain the goals and objectives of each program including activities to monitor the reduction or 

elimination of disparities. 

 

Innovation 

 

The Growing Roots Project has an extensive evaluation plan focused on assessing whether it led to an 

increase in access to services, including culturally competent services. It also evaluates the learning 

process itself, as well as outcome data for those who receive INN related services. Resource 

Development Associates (RDA) has been hired to conduct the evaluation. 

 

http://www.cuerpocorazoncommunidad.org/
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WET 

 

BHRS’ WET Plan’s vision is “to have a culturally and experientially diverse workforce that is 

skilled to provide services to people with co-occurring substance use and mental health 

disorders.” BHRS’ WET Plan will measure and monitor all identified strategies/activities for reducing 

disparities in several different ways. For example, WET will monitor the number of graduating students 

who received scholarship awards to enroll in vocational training courses as mental health, substance 

use and domestic violence counselors; engage scholarship recipients to evaluate the administration of 

the scholarship program including mentor support that they received while in the process of completing 

their coursework; monitor the number of graduates who are either placed in public behavioral 

healthcare settings as volunteers, interns and/or who find employment; obtain periodic accounting from 

Human Resources to inform senior management about the number of bilingual/bicultural staff that are 

hired and retained every fiscal year; rely on existing evaluation tools that are currently used to 

determine the effectiveness and quality of all trainings that are offered and the number of staff who 

attend cultural competence, substance use and related trainings; track the number of bilingual/bicultural 

who  graduate clinical interns who obtain employment with BHRS or contract agency partners after 

successful completion of their internship experience; monitor the development of BHRS’ Peer 

Counselor and supervisor positions; and monitor the number of bilingual/bicultural graduate clinical 

interns who are recruited and retained every fiscal year. 

 

CSS 

 

Response to this section will be provided during the compliance review.  

 

Outreach and Engagement 

 

Promotores and the Vietnamese Community Health Advocates are required to submit yearly reports 

that include the number of people reached or served. The PEI coordinator collects this information, 

analyzes and evaluates the data, and makes recommendations to BHRS senior management staff and 

contracting agencies based on penetration rates, levels of community engagement and access to 

services and resources.  

 

The TV shows were officially launched in late FY2015/16. Community Media Center of Marin (CMCM) 

whom BHRS contracted with to help produce these shows will provide data information in FY2016/17 

about the number of viewership from various media outlet sources (i.e. YouTube, Facebook, local cable 

channel, etc.).  

 

The May Mental Health Month’s planning committee measured the success and effectiveness of this 

outreach, education and engagement tactic by the number of people who attended the event. Planners 

anticipated about 150 community members to attend the event. To ensure that the event attracted 

culturally diverse community members, planners included activities that were appealed to a broad 

audience.  

Attachment A10: May Mental Health Month Event Flyers and Accompanying Information  
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The Faith and Spirituality Initiative will measure the effectiveness of this tactic based on the number of 

congregations, faith and lay leaders who participate in the process. Also, the initiative proposed to its 

members to consider educating their congregants about mental illness and/or substance abuse, and 

available services and resources in the community for the purpose of reducing stigma and 

discrimination. Outreach and engagement materials and resource directories have been distributed to 

participating congregations.  

Attachment A11: Faith Leaders Initiative and Accompanying Information 

 

The Mental Health Crisis Team program will measure its effectiveness in penetrating racial/ethnic and 

other cultural communities by the team’s ability to engage, educate and conduct interventions to 

un/underserved communities in culturally meaningful ways. It will track the number of contacts and the 

demographic population that it serves.  

 

V. Share what has been working well and lessons learned through the process of the county’s 

development and implementation of strategies that work to reduce disparities (within Medi-Cal, 

CSS, WET, and PEI). 

 

CSS 

 

Response to this section will be provided during the compliance review.  

 

PEI 

 

In the original PEI Plan, Marin included a mix of county-wide, age specific programs, such as Triple P, 

as well as population specific programs, such as the Canal Community Based program targeting Latino 

immigrants. Both approaches have been successful, and we have found ways to expand and combine 

these approaches. One of the key aspects is working with the target population to develop the 

programs over time.  For example, the Canal program became the broader Latino Community 

Connection program – now reaching multiple geographic areas in the County.  

 

In the initial PEI Plan, the services were defined in the community planning process, and then providers 

were selected through a competitive process. In the MHSA Three Year Plan beginning FY2014-15 we 

began the School Age PEI program. Three school districts were targeted and outcomes were defined, 

but the types of services were determined through the competitive provider selection process. This 

enabled each district to determine the services based on what already existed there and what was most 

needed. The process needs further refinement, but was beneficial for tailoring services to the context. 

 

WET 

 

1. Graduate Clinical Internship Program- This program has significantly improved its recruitment efforts 

over the years to attract and retain interns who represent un/underserved and culturally/linguistically 

populations. In FY2015/16 offered internship opportunities to eight (8) bilingual/bicultural clinical 

graduate interns, (Spanish, Vietnamese and Tagalog) out of fifteen (15) total number of graduate 

clinical interns. Within the past five years, BHRS have hired and retained six (6) bilingual/bicultural 

former graduate clinical interns, all of whom are still working in the organization.  
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2. Scholarships for Consumers and Family Members- This scholarship program for consumers and 

family members produced positive outcomes. This program, which is also the County of Marin and 

Health and Human Services Department’s 5-year Equity Initiative Business Plan, awarded scholarship 

funds and/or mentor support to forty one (41) Marin residents with lived experience. Twenty (20) 

scholarship recipients have already graduated at a drug/alcohol certification program; one (1) obtained 

a domestic violence peer counseling certificate; one (1) obtained a mental health peer counseling 

certificate; and the rest of the nineteen (19) are still in the process of completing their coursework. Ten 

(10) out twenty two (22) graduates have either found or maintained gainful employment as drug/alcohol 

counselors in the county. The remaining twelve (12) graduates are either placed in a public behavioral 

healthcare setting as volunteers and/or interns. Of the forty one (41) scholarship recipients, twenty (20) 

males and twenty on (21) females; Eighteen (18)-Caucasian, sixteen (16)-African American, three (3)-

Latinos, four (4)-other/multiple; five (5)-TAY, thirty (30)-Adults, six (6)-Older Adults. A public graduation 

ceremony was held at the Board of Supervisors Chambers where one of the Board of Supervisors, 

Steve Kinsey, was the keynote speaker who addressed the graduates and their families. Public 

newspaper media also covered the event to honor the graduates and their families.  

 

3. Peer Mentoring- This program recruited and retained five (5) peer mentors to provide support to 

consumers/family members who received scholarship awards. All mentors represent un/underserved 

populations four (4) African Americans and one (1) Latina) with lived experience. Two (2) out of five (5) 

mentors are recent graduates and scholarship recipients of the Scholarship program. 

 

 4. Peer Specialist, domestic violence and substance use Intern Stipend Program- This program was 

not utilized in FY2015/16 as all scholarship recipients were still in enrolled in their coursework. Funds 

are expected to be fully utilized in FY2016/17 as most, if not all, scholarship recipients would have 

successfully completed their coursework and will be ready to advance in volunteer and/or internship 

placement experience.  

 

5. Consumer-Focused Trainings-  At the recommendation of the WET steering committee to offer 

consumer advocacy trainings for adult consumers in the county due to the lack of behavioral healthcare 

consumer advocacy in the county, WET coordinator identified an instructor with lived experience to 

develop and teach an advocacy training course to a culturally diverse group of adult Peer Specialist 

and consumers. The instructor is an African American family member with lived experience.  

 

6. System-wide Dual Diagnosis Training- Based on FY2014/15 feedback and evaluations received from 

BHRS clinical staff, supervisors and managers to offer substance use trainings, the WET coordinator 

worked closely with the division’s Substance Use Services managers to offer two (2) ASAM trainings in 

FY2015/16. Plans are underway to provide a comprehensive training series on substance use in 

FY2016/17. Also, WET funded an innovative Peer Counseling Program that were taught by two 

instructors with lived experience. Named Co-Occurring Peer Education (COPE), this two-part nine 

month course was offered in Marin City, the highest concentration of African American residents in the 

county. The first of the two-part program enrolled 12 students and finished with graduated nine (9) 

students and became certified Peer Counselors. Of the 9 graduates, three (3) are males and six (6) are 

females; six (6)-African Americans, two (2)-Spanish speaking Latinas, one (1)-Caucasian. It is expected 

that COPE will continue for at least another year to fully determine the effectiveness of the program. 
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7. Development of BHRS Peer Counselor classified positions- With the approval and request of the 

Board of Supervisors to develop a Peer Counselor positions within the county government, BHRS 

began working closely with the department’s Human Resources to research, review and draft Peer 

Counselor and Supervisor positions. It is expected that these newly created positions will be formally 

created and funded in FY2016/17.  

 

8. Training/Workshop Initiatives- BHRS offered eight (8) introductory cultural competency trainings in 

FY15/2016 on culture-specific topics. Although results of written evaluations that were submitted by 

participants after each training revealed that they were overall satisfied with the training content and 

delivery, it is unclear how these trainings have improved BHRS’ service delivery and treatment 

interventions in a culturally competent or appropriate manner that would reduce disparities and how 

participants have become more culturally competent as a direct result of the trainings offered. At best, 

the introductory trainings may just have provided a greater level of awareness about cultural norms 

which is only a small aspect in the spectrum of becoming culturally competent. 

 

In FY2016/17, BHRS will pilot a monthly cultural competency drop-in case consultation clinic for BHRS 

clinicians and contract agency service providers. Led by BHRS’ ESM, the purpose of the clinic is to 

provide clinicians and service providers an opportunity to address cultural competency-related 

treatment strategies and techniques when working with diverse populations. The pilot will also be able 

to better assess the training needs of BHRS and its agency partners, level of competency of staff, and 

to identify barriers that may interfere in creating and/or maintaining a more cultural competent 

organization.  

 

9. Team Development- BHRS retained the services of a multicultural consultant/facilitator, Isoke Femi, 

to support and assist the organization in promoting and fostering a work environment that is committed 

to creating a diverse workforce. Ms. Femi consulted, led mini-seminars and focus groups among 

managers and supervisors that enabled participants to explore and discuss issues of diversity within 

the organization. In FY2016/17, BHRS’ ESM and Ms. Femi will outline a work plan that will hopefully 

expand her work to various division programs, units and work teams for the purpose of creating a work 

environment and culture that will utilize diversity from a strengths-based perspective.  

 

10. Curriculum Development- BHRS’ ESM participated in the development of a training curriculum for 

employers to support consumers and family members in the workplace. Once developed, the ESM 

used the curriculum to help guide the draft development of classified Peer Counselor positions within 

the County of Marin. The curriculum will be widely disseminated in FY2016/17 throughout the county by 

the ESM in a training and/or informational presentation format.  

 

11. State-wide WET Collaboration and Partnership- At the request of the steering committee chair, 

presented on Marin County’s and BHRS’ 5-Year Equity Initiatives which includes creating a diverse and 

inclusive workforce and improving the cultural competency of the organization through education and 

trainings.  

 

12. Advisory Committee- Held monthly WET steering committee to advise the ESM/WET coordinator, 

and senior management about workforce education and training needs of the county’s public behavioral 
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healthcare system. The steering committee is composed of a culturally and racially/ethnically diverse 

group of BHRS staff, agency partners and consumer/family members.  

 

In FY 2015/16 BHRS hired and retained four (4) Asians; five (5) Latinos; five (5) African Americans in 

its division.  Of great significance from this data, BHRS hired its first African American program 

manager after several months of exhaustive recruitment effort and energy to fill this vacant position.  

Attachment A12: 2015/16 BHRS Hires 

 

Outreach and Engagement 

While the Promotores and the Vietnamese Community Health Advocates outreach and engagement 

programs have consistently demonstrated a great capacity to penetrate the Latino and Vietnamese 

communities, BHRS hopes to find new strategies to embed these assets into BHRS’ overall operations, 

especially in the delivery of services. This strengths-based approach would increase the likelihood of 

treatment interventions to become more culturally appropriate and responsive, thus, improving 

penetration rates, particularly among the adult Latino population who are persistently under-served by 

BHRS.  

 

If proven to have wide local viewership in un/underserved communities, CCAB will propose to fund 

additional shows on a different set of behavioral health topics. The uniqueness of the project in which 

success can be measured also includes the hands-on active participation and involvement of 

consumers/family members that help produce these shows. Above and beyond the production of the 

shows, the relationships developed between volunteer consumers/family members, a Latino grassroots 

organization (Canal Welcome Center), BHRS and CMCM have mutually benefited all involved, 

especially the volunteer consumers/family members who reported gaining many technical and social 

skills as a result of this project.  

 

The Faith/Spirituality Initiative started on a very promising path towards a greater collaborative 

relationship between BHRS and several faith/spiritual communities. Unfortunately, two core faith 

leaders who were instrumental in organizing and convening initiative meetings and other duties were 

either re-assigned to different congregations at a different state or have been promoted to become a 

Bishop which expanded his responsibilities and work load in early 2016. Consequently, these two major 

losses left a significant void in the leadership of the initiative. BHRS, however, have remained in contact 

with the remaining faith and lay leaders by continuing to offer and/or provide Mental Health First Aid 

trainings to their respective congregations and partnering with them to coordinate activities during May 

Mental Health Month. Three congregations provide sermons about mental illness during the month of 

May and the Marin Interfaith Council (MIC) tabled during BHRS May Mental Health Month event. Lastly, 

faith leaders reported to the BHRS representative that they feel more informed about the services that 

the county’s behavioral healthcare system offers, and are more confident on how to refer and use 

mental health and substance use services for their congregants in need.  

 

The Mental Health Crisis Team began its implementation of its program and services during 

FY2015/16. One of the primary objectives of this team is to build community relationships with 

community leaders and residents from un/underserved communities. The team participated in several 

community events for the purpose of providing community information about its services and meet 
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community stakeholders. BHRS hopes to expand the reach of the Mental Health Crisis Team in the 

hard-to-serve/reach rural communities of West Marin in the next fiscal year and beyond.  

 

Substance Use Services 

 

In FY 2014-2015 Behavioral Health and Recovery Services developed and finalized their substance 

use services strategic plan update. In collaboration with our longstanding partners including service 

providers, county advisory board members, personnel from schools, law enforcement, policymakers, 

community coalition members and other interested community individuals, the Division hosted three 

community-wide meetings in December, 2014, March, 2015 and May, 2015.  Attendees reviewed 

qualitative and quantitative data sources on the consumption patterns, contributing factors, 

consequences, and system capacity to prevent and treat alcohol, tobacco and other drug problems. 

Stakeholders worked in affinity groups to identify a series of strategic directions, strategies and 

priorities for consideration resulting in the Substance Use Services Strategic Plan Update (FY 2015/16 

– 2019/20).   

 

The process paid close attention to assessing the continuum’s current cultural competency capacity 

and identifying areas where improvement is needed while taking into account the changes in our 

services delivery capacity. Since the major changes that came with the implementation of the 

Affordable Care Act in January 2014 and the creation of the Drug Medi-Cal-Organized Delivery System 

(DMC-ODS) 1115 Waiver implementation plan,  the needs of our system capacity has shifted 

monumentally. The shift in system capacity includes a high rate of enrollments into various health 

plans, including enrollment of those eligible for Medi-Cal (the majority of who are individuals accessing 

the publicly funded substance use services in Marin) doubling the numbers of Medi-Cal beneficiary; and 

the increase in Drug Medi-Cal service providers.   

 

To ensure that individuals, organizations and communities within the system of care have the capacity 

and infrastructure to implement evidence-based, culturally responsive services and strategies to 

effectively prevent, reduce and treat issues related to alcohol, tobacco and other drug misuse and 

abuse the community process identified a goal of ensuring there will be an organized intervention, 

treatment and recovery service delivery system that meets the needs of the Marin County population. 

This goal takes into account that there is an increase in beneficiaries in culturally diverse communities 

of the County who may need access to substance use services. Several strategies are now being 

implemented to increase capacity to serve these communities that include workforce development and 

training, and integrating and co-locating services. In FY 2016-2017 the Department is looking to expand 

substance Use services in both West Marin and Marin City.   
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CRITERION 4 

MARIN COUNTY BEHAVIORAL HEALTH AND RECOVERY SERVICES 

CLIENT/FAMILY MEMBER/COMMUNITY COMMITTEE: INTEGRATION OF THE COMMITTEE 

WITHIN THE COUNTY MENTAL HEATH 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 similar group that addresses cultural 

issues, has participation from cultural groups, that is reflective of the community, and 

integrates its responsibilities into the mental health system. 

The county shall include the following in the CCPR Modification (2010): 

 

A. If so, briefly describe the committee or other similar group (organizational structure, frequency of 

meetings, functions, and role). If the committee or similar group is integrated with another body (such 

as a Quality Improvement Committee), the inclusive committee shall demonstrate how cultural 

competence issues are included in committee work. 

 

Response:  

 

After several years of inactivity, BHRS re-established its Cultural Competence Advisory Board (CCAB) 

in December 2013 immediately upon the interim promotion of the ESM. The ESM conducted targeted 

outreach to develop a culturally diverse board that is composed of division staff (managers, 

supervisors, support and clinical staff), service agency partners, consumers, family members and 

community advocates.  

Refer to: Attachment A2 CCAB Roster 

 

Upon its re-establishment, members worked to define the overall purpose, goals and objectives of the 

board. Using the California Mental Health Directors Association’s Framework for Eliminating 

Cultural, Linguistic, Racial, and Ethnic Behavioral Health Disparities report as the guide to the 

board’s strategic plan, the ESM oriented the Board to Marin’s 2010 Cultural Competence Plan. Due to 

the scope, magnitude and high interest of board members to improve the organization and its systems, 

the board decided to structure itself by creating sub and ad-hoc committees, including policy, 

media/outreach, access and training, as well as a consumer/family member ad-hoc group. Each 

committee was tasked to review and analyze issues and data related to the committee’s goals and 

areas of focus. 

 

The purpose of the Cultural Competence Advisory Board is to serve as advisors to BHRS 

administrators, managers and line staff. The charge of the board is to examine, analyze and make 

recommendations about promising and current mental health services and practices that are culturally 

sensitive, appropriate and responsive to our diverse consumer community. Additionally, the board 
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identifies barriers and challenges within BHRS’ system that prevent consumers from adequately 

accessing needed mental health and substance use services. Barriers may include, but are not limited 

to, stigma and discrimination, language and/or lack of cultural awareness.  

 

Consistent with the state’s priority to improve culturally competent mental health and substance use 

services, and to reduce stigma among the consumer community, the Board identifies and advocates for 

improvements in the areas of BHRS’ policies, procedures, service delivery and practices that can be 

improved upon. Priorities and recommendations are established by the Board upon careful examination 

and analysis of identified concerns.  

The process of the board is as follows:  

 
 The Board meets every other month for two hours. Additional sub or ad-hoc committee 

meetings and tasks may be established in between regularly scheduled board meetings, as 

appropriate/necessary. 

 The Board holds an annual retreat in the beginning of each calendar year to set its priorities 

and work plan for the year.  

 BHRS’ Ethnic Services Manager (ESM) facilitates and records board meetings to ensure that 

the Board is working to achieve its stated goals in an efficient manner.  

 The ESM and the Board directly reports to the Behavioral Healthcare Director. 

 The Board relies on individual and collective expertise of its members to make informed 

decisions and recommendations. 

 The Board is available for community and staff input, utilizing members of the Board as liaisons 

to the entire stakeholder community. 

 Members of the Board will work collaboratively to ensure that the interests of stakeholders are 

appropriately and effectively represented. 

B. If so, briefly describe how the committee integrates with the county mental health system by 

participating in and reviewing MHSA planning process. 

 

Response:  

 

The Cultural Competence Advisory Board (CCAB) was re-established on or around the same time that 

the 3-year MHSA community planning process was coming to an end. Therefore, it did not have the 

opportunity to fully engage and provide significant or meaningful input or review of the 3-year 

recommended plan. However, some members of CCAB participated in some aspects of the planning 

process as individual representatives, not as representatives of CCAB.  

 

The 3-year plan (FY2014-2017) acknowledged that strengthening this part of the county’s efforts will be 

highlighted within this implementation period. In doing so, CCAB has led the way and played an active 

role in many of BHRS’ cultural competence activities, efforts and related-events. CCAB has undertaken 

many roles and responsibilities such as, but not limited to, analyzed and made policy recommendations 
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on AB 1421; analyzed and made procedural and practice recommendations around workforce 

recruitment, application review and interview and hiring in order to reduce the potential for implicit 

biases and increase the opportunities to possibly hire qualified candidates who represent underserved 

communities; planned for and led a series of cultural competency trainings and workshops; provided 

cultural competency trainings for BHRS’ agency partners and stakeholders (i.e. Marin County Probation 

Department, Marin Advocates Network and Community Institute for Psychotherapy); organized 

activities and events throughout May Mental Health Month in May 2016; executed numerous outreach 

and public education strategies and tactics to increase awareness about mental health and substance 

abuse-related topics such as the development of three (3) English and three (3) Spanish TV shows that 

aired on local TV ; and advocated for the improvement in access to care in identified BHRS programs 

that have struggled to adequately serve underserved cultural communities such as the STAR (of the 59 

served in FY15/16, only 5 Hispanics/Latinos, 2 African Americans, 1 Chinese, 3 Other and 2 Unknown 

were served) and HOPE programs (of the 76 served in FY 15/16, only 5 Hispanics/Latinos, 4 African 

Americans, 2 Vietnamese, 2 Other, 1 American Indian and I Unknown were served).  

 

CCAB will play a more a significant role in the upcoming three-year MHSA 2017-2020 planning process 

which has already begun. BHRS’ MHSA coordinator recently attended a CCAB board meeting to 

discuss the planning process, seek input and recommendations and to solicit active support and 

assistance with outreach and recording of community and focus group meetings.  

Attachment A13: Cultural Competence Advisory Board Agenda, Minutes, Ad-Hoc Minutes, AB 

1421. 
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CRITERION 5 

MARIN COUNTY BEHAVIORAL HEALTH AND RECOVERY SERVICES 

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 shall invite stakeholders to receive annual 

cultural competence training. 

The county shall include the following in the CCPR Modification (2010): 

 

A. The county shall develop a three year training plan for required cultural competence training that 

includes the following: (The county may submit information from the county’s WET plan provisions for 

training. The county shall describe how training efforts are integrated and can reasonably be expected 

to create and maintain a culturally competent workforce). 

 

Response:  

 

BHRS’ WET plan went through a re-assessment and re-prioritization process in early 2015 shortly after 

the ESM was hired and given the responsibility to manage all of its programs, initiatives and activities. 

Upon careful review of the 3-year plan, conducting interviews with BHRS staff, contract agency 

partners, consumers/family members and other stakeholders, the ESM received approval from the 

WET steering committee and CCAB to strengthen the organization’s delivery of cultural competency 

trainings. Consequently, some WET funds were re-purposed to help fund cultural competency trainings 

to pay for trainers, which included stipends for consumers/family members who co-led trainings with 

subject matter professionals. 

 

Due to the success of the cultural competency training series that were offered in FY15/16, and based 

on the feedback received from training participants, CCAB decided to support and implement an 

alternative strategy to enhance the workforce training experience around cultural competency. In this 

current fiscal year, CCAB began to offer a drop-in monthly cultural competency consultation clinic for 

BHRS staff, agency partners and other stakeholders. Led by the ESM and supported by a group of 

subject matter experts who serve on CCAB, this pilot project hopes to provide a safe learning and 

sharing environment for behavioral healthcare professionals and other service professionals to discuss 

cultural factors when working with diverse populations; enhance practical skills, strategies and 

techniques that lead to effective and successful outcomes when working with diverse populations; and 

network and exchange knowledge among peers, colleagues and collaborators on various human 

diversity-related topics and subjects.  

 

1. Steps the county will take to provide required cultural competence training to 100% of their staff over 

a three year period. 
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Response: 

 

The cultural competency training series offered in 2015 was not required by BHRS administration and 

senior management. The high number and frequency of culture-specific topics offered throughout the 

year provided ample opportunities for BHRS staff to select from the array of topics to choose from. 

Additionally, due to the high number of changes in staffing and the re-organization process that BHRS 

went through in FY2015/16, requiring staff to attend any training during this time was not feasible and 

would have created difficulties in staffing coverage in the delivery of services. Also, upon accepting the 

temporary promotion, the then interim ESM and CCAB planned for and hosted two (2) day-long cultural 

competence trainings in 2014 (May 12 and October 14, 2014) which were attended by a total of 

approximately 200 participants that consisted of agency staff, contract agency partners and 

consumers/family members. Both trainings incorporated the voices of underserved consumers/family 

by co-leading/presenting with subject matter professionals. In sum, BHRS planned for, sponsored and 

provided a total of sixteen (16) cultural competency trainings between calendar year 2014-2016 (8 in 

FY15/16); one (1) Interpreter training and one (1) Interpreter training for  service providers in CY15.   

In FY 2016/17 BHRS intends to require all staff to attend agency-sponsored cultural trainings and to 

offer monthly drop-in cultural competency case consultation clinic to staff, its contract agency partners 

and other stakeholders.  

 

Historically, BHRS has required providers of substance use services to comply with the Office of 

Minority Health National CLAS standards. As part of the NNA/DMC State-County contract for the 

provision of substance use services the State requires the County to implement CLAS standards and 

ensure equal access to quality services by diverse populations. It is the policy of BHRS that cultural 

competency is embedded as a critical component in the planning and delivery of substance use 

services. Each year the County reviews the each provider’s cultural competency training logs to ensure 

staffs are regularly trained in culturally relevant topics on service delivery and staff professional 

development. 

 

In FY 2016-2017 the implementation of the DMC-Organized Delivery System will begin. There is an 

increased focus on creating cultural competence staff development training for all substance use 

service providers. Additionally, all service providers will be encouraged to attend the County provided 

cultural competency trainings offered by the BHRS ESM in coordination with the Cultural Competency 

Advisory Board.   

 

2. How cultural competence has been embedded into all trainings. 

 

Response: 

 

In addition to the cultural competency trainings that were offered in FY2015/16, BHRS’ ESM developed 

a set of training guidelines that is used to assess and identify the training needs of staff and the 

organization. One of guidelines states that all trainings that are sponsored and offered by BHRS should 

demonstrate evidence that they are culturally appropriate and sensitive. BHRS has a Training 

Committee composed of senior managers and directors that meets quarterly to address the 

organization’s training needs, its feasibility and goals. Identified trainings that have been and that will 



 

  
 

PG. 37 OF 63 

continue to be offered are consistent to the scope of staff roles, duties and responsibilities, and have 

direct benefits to the consumer experience and the organization as a whole. 

Attachment A14: MHSUS Training Committee  

 

3.  A report list of annual training for staff, documented stakeholder invitation. Attendance by function to 

include: Administration/Management; Direct Services, Counties; Direct Services, Contractors, Support 

Services; Community Members/General Public; Community Event; Interpreters; Mental Health Board 

and Commissions; and Community- based Organizations/Agency Board of Director, and if available, 

include if they are clients and/or family members. 

 

Response: 

 

Attachment A15: 2015 Training Summary, Summary Evaluations 

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. Interpreter Training in Mental Health Settings 

7. Training Staff in the Use of Mental Health Interpreters 

 

Response: 

 

Refer to: Attachment A15: 2015 Training Summary, Summary Evaluations 

 

II. 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 Modification (2010): 

 

A. Evidence of an annual training on Client Culture that includes a client’s personal experience 

inclusive of racial, ethnic, cultural, linguistic, and relevant small county cultural communities.  Topics for 

Client Culture training are detailed on page 18 of the CCPR (2010) from DMH Information Notice 10-02. 

 

Response: 

 

In addition to the list of cultural competency trainings that have been offered, adult, youth and TAY 

consumer voices of their personal experiences were included during this year’s May Mental Health 

Month Awareness event that BHRS’ CCAB planned for and implemented by having a Speakers’ 

Bureau session and a youth/TAY poetry slam session.   

Refer to: Attachment A10 & A15: May Mental Health Month Event, 2015 Training List & Summary 

Evaluations, respectively. 



 

  
 

PG. 38 OF 63 

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 

 

Response: 

 

A cultural competency training on working with youth and young adults was part of FY15/16 cultural 

competency training series. Titled “Working With Criminal Justice-Involved Teens and Transitional-

Aged Youth of Color”, this training discussed some of the cultural considerations when providing 

therapeutic interventions with these populations. It also explored the negative stereotypes that are often 

associated with teens and young adult of color which interferes in their development, recovery and 

resiliency as productive members of their communities. The training highlighted strengths-based 

interventions, strategies and approaches that can produce positive therapeutic outcomes for the 

consumer and their families. Due to the positive reception that this training received, especially by the 

county’s probation department participants, BHRS’ ESM was invited and conducted a half-day diversity 

training for the department and its probation officers, supervisors and administrators. 
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CRITERION 6 

MARIN COUNTY BEHAVIORAL HEALTH AND RECOVERY SERVICES 

COUNTY’S COMMITMENT TO GROWING A MULTICULTURAL WORKFORCE: 

HIRING AND RETAINING CULTURALLY AND LINGUISTICALLY COMPETENT 

 

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 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 

 

The county shall include the following in the CCPR Modification (2010): 

A. Extract and attach 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. 

 

Response:  

 

The attached information was extracted from the MHSA FY2007/08 WET Plan. Also, attached and 

below is the most up-to-date (2016) workforce demographic data of BHRS and its contractors.  

Unfortunately, the 2016 workforce demographic data does not represent the total number of BHRS and 

CBO staff. It only reflects responses that were gathered within a two week period from BHRS and CBO 

staff (mental health and substance use contractors). BHRS will provide greater accuracy of workforce 

demographic next year by improving data collection methods.  

Attachment A16: MHSA FY2007- 2008 WET Plan 

 

Cultural Competence Plan: FY15/16 Staff Survey 

 

 
 

Marin County/ CBOs Count

Marin County HHS (employees, independent contractors, volunteers) 208

MH 188

AOD 20

All Other (CBOs, CBO subcontractors, network providers arid volunteers) 83

MH 48

AOD 35

Grand Total 291

Type of Employment/ Role .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

Unlicensed Mental Health Direct Service Staff 46 24 70

Case Manager/Service Coordinator 12 12 24

Consumer Support Staff 3 3

Mental Health Rehabilitation Specialist 11 11

Other Unlicensed MH Direct Service Staff 23 9 32

Licensed Mental Health Direct Service Staff (direct service) 58 12 70

certified addiction treatment counselor 1 1

Clinical Nurse Specialist 2 2

Licensed Clinical Psychologist 2 2 4

Licensed Clinical Social Worker (LCSW) 8 2 10

Licensed Psychiatric Technician 1 1

LPCC 2 2

Marriage and Family Therapist (LMFT) 23 5 28

MSW, registered intern (or waivered) - (ASW) 2 2

Psychiatric or Family Nurse Practitioner 3 1 4

Psychiatrist, child/adolescent 1 1

Psychiatrist, General 9 1 10

RN 5 5

Managerial and Supervisory 38 33 71

CEO or manager above direct supervisor 5 17 22

Licensed supervising clinician 17 5 22

Other managers & supervisors 15 11 26

Supervising psychiatrist (or other physician) 1 1

Other Health Care Staff (direct service) 15 5 20

Other Health Care Staff (direct service to include traditional cultural healers) 10 3 13

Other Therapist (e.g. physical, recreation, art, dance) 3 3

Physician 1 1

Registered Nurse 2 1 3

Admin Staff/ Front Desk/Medical Records (direct-service) 24 4 28

Admin Staff/Front Desk/Medical Records (direct service) 18 2 20

Analysts, tech support, quality assurance 1 1 2

Clerical, secretary, administrative assistants 4 1 5

N/R 1 1

Support Staff (non-direct service) 25 5 30

Admin Staff/Front Desk/Medical Records (direct service) 1 1

Analysts, tech support, quality assurance 10 10

Clerical, secretary, administrative assistants 3 3

Education, Training, research 1 4 5

Other support staff (non-direct services) 9 1 10

N/R 1 1

N/R 2 2

N/R 2 2

Grand Total 208 83 291

Race/ Ethnicity .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

African-American/Black 12 2 14

Asian/Pacific Islander 22 10 32

Hispanic/Latino 42 8 50

Multi Race or Other 14 6 20

White/Caucasian 116 57 173

Native American 1 1

N/R 1 1

Grand Total 208 83 291

by Language Marin County HHS All Other (CBOs) Grand Total

English 208 83 291

Can also speak: Spanish 60 20 80

Can also speak: Vietnamese 7 2 9

Can also speak: French 3 3 5

Can also speak: Germany 3 1 4

Can also speak: Italian 3 0 3

Can also speak: Tagalog 1 2 3

Can also speak: Thai 2 1 3

FTE .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

Full time employee (1.0) 158 62 220

Half time employee (0.5) 9 10 19

Part time (>0.5) 11 6 17

Part time (<0.5) 6 2 8

Volunteer 1 1

Extra Hire 6 6

Intern 6 6

Other 12 2 14

Grand Total 208 83 291
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Marin County/ CBOs Count

Marin County HHS (employees, independent contractors, volunteers) 208

MH 188

AOD 20

All Other (CBOs, CBO subcontractors, network providers arid volunteers) 83

MH 48

AOD 35

Grand Total 291

Type of Employment/ Role .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

Unlicensed Mental Health Direct Service Staff 46 24 70

Case Manager/Service Coordinator 12 12 24

Consumer Support Staff 3 3

Mental Health Rehabilitation Specialist 11 11

Other Unlicensed MH Direct Service Staff 23 9 32

Licensed Mental Health Direct Service Staff (direct service) 58 12 70

certified addiction treatment counselor 1 1

Clinical Nurse Specialist 2 2

Licensed Clinical Psychologist 2 2 4

Licensed Clinical Social Worker (LCSW) 8 2 10

Licensed Psychiatric Technician 1 1

LPCC 2 2

Marriage and Family Therapist (LMFT) 23 5 28

MSW, registered intern (or waivered) - (ASW) 2 2

Psychiatric or Family Nurse Practitioner 3 1 4

Psychiatrist, child/adolescent 1 1

Psychiatrist, General 9 1 10

RN 5 5

Managerial and Supervisory 38 33 71

CEO or manager above direct supervisor 5 17 22

Licensed supervising clinician 17 5 22

Other managers & supervisors 15 11 26

Supervising psychiatrist (or other physician) 1 1

Other Health Care Staff (direct service) 15 5 20

Other Health Care Staff (direct service to include traditional cultural healers) 10 3 13

Other Therapist (e.g. physical, recreation, art, dance) 3 3

Physician 1 1

Registered Nurse 2 1 3

Admin Staff/ Front Desk/Medical Records (direct-service) 24 4 28

Admin Staff/Front Desk/Medical Records (direct service) 18 2 20

Analysts, tech support, quality assurance 1 1 2

Clerical, secretary, administrative assistants 4 1 5

N/R 1 1

Support Staff (non-direct service) 25 5 30

Admin Staff/Front Desk/Medical Records (direct service) 1 1

Analysts, tech support, quality assurance 10 10

Clerical, secretary, administrative assistants 3 3

Education, Training, research 1 4 5

Other support staff (non-direct services) 9 1 10

N/R 1 1

N/R 2 2

N/R 2 2

Grand Total 208 83 291

Race/ Ethnicity .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

African-American/Black 12 2 14

Asian/Pacific Islander 22 10 32

Hispanic/Latino 42 8 50

Multi Race or Other 14 6 20

White/Caucasian 116 57 173

Native American 1 1

N/R 1 1

Grand Total 208 83 291

by Language Marin County HHS All Other (CBOs) Grand Total

English 208 83 291

Can also speak: Spanish 60 20 80

Can also speak: Vietnamese 7 2 9

Can also speak: French 3 3 5

Can also speak: Germany 3 1 4

Can also speak: Italian 3 0 3

Can also speak: Tagalog 1 2 3

Can also speak: Thai 2 1 3

FTE .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

Full time employee (1.0) 158 62 220

Half time employee (0.5) 9 10 19

Part time (>0.5) 11 6 17

Part time (<0.5) 6 2 8

Volunteer 1 1

Extra Hire 6 6

Intern 6 6

Other 12 2 14

Grand Total 208 83 291



 

  
 

PG. 41 OF 63 

 
 

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. 

 

Response: 

 

 

Marin County/ CBOs Count

Marin County HHS (employees, independent contractors, volunteers) 208

MH 188

AOD 20

All Other (CBOs, CBO subcontractors, network providers arid volunteers) 83

MH 48

AOD 35

Grand Total 291

Type of Employment/ Role .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

Unlicensed Mental Health Direct Service Staff 46 24 70

Case Manager/Service Coordinator 12 12 24

Consumer Support Staff 3 3

Mental Health Rehabilitation Specialist 11 11

Other Unlicensed MH Direct Service Staff 23 9 32

Licensed Mental Health Direct Service Staff (direct service) 58 12 70

certified addiction treatment counselor 1 1

Clinical Nurse Specialist 2 2

Licensed Clinical Psychologist 2 2 4

Licensed Clinical Social Worker (LCSW) 8 2 10

Licensed Psychiatric Technician 1 1

LPCC 2 2

Marriage and Family Therapist (LMFT) 23 5 28

MSW, registered intern (or waivered) - (ASW) 2 2

Psychiatric or Family Nurse Practitioner 3 1 4

Psychiatrist, child/adolescent 1 1

Psychiatrist, General 9 1 10

RN 5 5

Managerial and Supervisory 38 33 71

CEO or manager above direct supervisor 5 17 22

Licensed supervising clinician 17 5 22

Other managers & supervisors 15 11 26

Supervising psychiatrist (or other physician) 1 1

Other Health Care Staff (direct service) 15 5 20

Other Health Care Staff (direct service to include traditional cultural healers) 10 3 13

Other Therapist (e.g. physical, recreation, art, dance) 3 3

Physician 1 1

Registered Nurse 2 1 3

Admin Staff/ Front Desk/Medical Records (direct-service) 24 4 28

Admin Staff/Front Desk/Medical Records (direct service) 18 2 20

Analysts, tech support, quality assurance 1 1 2

Clerical, secretary, administrative assistants 4 1 5

N/R 1 1

Support Staff (non-direct service) 25 5 30

Admin Staff/Front Desk/Medical Records (direct service) 1 1

Analysts, tech support, quality assurance 10 10

Clerical, secretary, administrative assistants 3 3

Education, Training, research 1 4 5

Other support staff (non-direct services) 9 1 10

N/R 1 1

N/R 2 2

N/R 2 2

Grand Total 208 83 291

Race/ Ethnicity .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

African-American/Black 12 2 14

Asian/Pacific Islander 22 10 32

Hispanic/Latino 42 8 50

Multi Race or Other 14 6 20

White/Caucasian 116 57 173

Native American 1 1

N/R 1 1

Grand Total 208 83 291

by Language Marin County HHS All Other (CBOs) Grand Total

English 208 83 291

Can also speak: Spanish 60 20 80

Can also speak: Vietnamese 7 2 9

Can also speak: French 3 3 5

Can also speak: Germany 3 1 4

Can also speak: Italian 3 0 3

Can also speak: Tagalog 1 2 3

Can also speak: Thai 2 1 3

FTE .

MH & AOD Marin County HHS All Other (CBOs) Grand Total

Full time employee (1.0) 158 62 220

Half time employee (0.5) 9 10 19

Part time (>0.5) 11 6 17

Part time (<0.5) 6 2 8

Volunteer 1 1

Extra Hire 6 6

Intern 6 6

Other 12 2 14

Grand Total 208 83 291

Demographic Population Percentage %

 Total population 252409 100

0-19 years old 56,452 22.2

20-24 years old 10,308 4.1

25-64 years old 143,557 56.9

65 years old and older 42,192 16.8

 Male population 124072 49.2

 Female population 128337 50.8

White 211,647 83.9

Black or African American 8,941 3.5

American Indian and Alaska Native 3,787 1.5

Asian 18750 7.4

Native Hawaiian and Other Pacific Islander 1132 0.4

Some Other Race 19,769 7.8

 Hispanic or Latino (of any race) 39069 15.5

Not Hispanic or Latino 213340 84.5

Sex

Age

Marin County by 2010 Census Data

Hispanic or 

Latino

Race
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Marin County Medi-Cal Population*

Race: White 15,803

Black or African American 2,269

American Indian or Alaska Native 98

Asian 1,986

Other Asian or Pacific Islander 1,019

Other Race 299

Two or More Races N/A

Not Reported 2,400

** Hispanic **19,921

Ethnicity: Hispanic or Latino 19,921

Not Hispanic 23,874

Language: English 24,923

Spanish 16,934

Vietnamese 448

Other 1,490

Age: 0-15 10,969

16-25 5,738

26-29 2,953

30-39 7,027

40-49 5,346

50-59 5,072

60-64 2,356

65+ 4,334

Gender Male 20,620

Female 23,175

Unknown/ Not Reported N/A

Fiscal Year 2015-2016
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200% of Poverty (minus Medi-cal Population)***

Race: White 23,713

Black or African American 1,078

American Indian or Alaska Native 221

Asian 766

Other Asian or Pacific Islander 1,628

Other Race 5,741

Two or More Races 1,322

Not Reported N/A

Ethnicity: Hispanic or Latino 10,676

Not Hispanic 23,793

Language: English 20,492

Spanish 9,442

Vietnamese 179

Other 4,356

Age: 0-15

16-25

26-29

30-39 4,587

40-49 4,656

50-59 4,886

60-64 2,270

65+ 5,727

Gender Male 15,795

Female 18,674

Unknown/ Not Reported N/A

Fiscal Year 2015-2016

12,343 

{Age(0-9)=2,531; (10-19)=3,538; (20-29)=6,274}

Race

County 

Population       

2010

Medi-Cal 

Population       

2015-16

200% Poverty 

(minus         

Medi-Cal 

Population     

2015-16)

Consumers 

Served          

2015-16

BHRS Staff 

2016

CBO 

Staff 

2016

White 83.9 23.4 34.4 47.9 55.7 68.7

Black or 

African 

American

3.5 3.4 1.6 6.1 5.7 2.4

American 

Indian or 

Alaska Native

1.5 0.1 0.3 0.4 0.5

N/A

Asian 7.4 2.9 1.1 2.6 10.6 12.0

Other Asian or 

Pacific 

Islander

0.4 1.5 2.4 1.2

N/A N/A

Other Race 7.8 0.4 8.3 15.6 6.7 7.2

Two or More 

Races
N/A 0.0 1.9 0.0 N/A

N/A

Not Reported N/A 3.5 N/A 7.5 0.5 N/A

Hispanic 15.5 29.4 15.5 18.6 20.2 9.6

Not Hispanic 84.5 35.3 34.5 62.8 N/A N/A
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The table above represents percentages in all categories. The racial/ethnic staffing composition for 

BHRS in proportion to the county population of 2010 indicates that the workforce is relatively diverse. 

Of the 208 responses received from BHRS staff who provide direct services, 77 are Caucasian, 34 

Latinos, 8 African Americans, 12 Asian/Pacific Islander, 14 multiracial or other. However, of the 38 

responses received from BHRS staff in management and supervisory positions 26 are Caucasians, 3 

Latinos, 7 Asian/Pacific Islander, 1 African American and 1 Native American. Among BHRS’ CBO 

contractors, of the 83 responses received from staff who provide direct service, 31 are Caucasian, 4 

Latinos, 3 Asian/Pacific Islander and 1 African American. Of the 33 responses received from CBO who 

are in management and supervisory positions, 24 are Caucasians, 1 Latino, 5 Asian/Pacific Islander, 1 

African American and 2 multiracial.  

 

African American and Latino staffing among CBOs are under-represented on all levels of these 

organizations while Asian/Pacific Islanders are well represented in both BHRS and CBO’s workforce 

demographics relative to the county population.  

 

C. Provide a summary of targets reached to grow a multicultural workforce in rolling out county WET 

planning and implementation efforts. 

 

Response: 

 

Within the re-designed WET Plan framework and strategies, summary of targets reached to grow a 

multicultural workforce are as follows: 

 

Graduate Clinical Internship Program- This program has significantly improved its recruitment efforts 

over the years to attract and retain interns who represent un/underserved and culturally/linguistically 

populations. In FY2015/16 offered internship opportunities to eight (8) bilingual/bicultural clinical 

graduate interns, (Spanish, Vietnamese and Tagalog) out of fifteen (15) total number of graduate 

clinical interns. Within the past five years, BHRS have hired and retained six (6) bilingual/bicultural 

former graduate clinical interns, all of whom are still working for the organization 

 

Scholarships for Consumers and Family Members- This scholarship program for consumers and 

family members produced positive outcomes. This program, which is also the County of Marin and 

Health and Human Services Department’s 5-year Equity Initiative Business Plan, awarded scholarship 

funds and/or mentor support to forty one (41) Marin residents with lived experience. Twenty (20) 

scholarship recipients have already graduated at a drug/alcohol certification program; one (1) obtained 

a domestic violence peer counseling certificate; one (1) obtained a mental health peer counseling 

certificate; and the rest of the nineteen (19) are still in the process of completing their coursework. 6 out 

22 graduates have either found or maintained gainful employment as drug/alcohol counselors in the 

county. The remaining 16 graduates are either placed in a public behavioral healthcare setting as 

volunteers and/or interns. Of the 41 scholarship recipients, twenty (20) males and twenty one (21) 

females; Eighteen (18)-Caucasian, sixteen (16)-African American, three (3)-Latinos, four (4)-

other/multiple; five (5)-TAY, thirty( 30)-Adults, six (6)-Older Adults. A public graduation ceremony was 

held at the Board of Supervisors Chambers where one of the Board of Supervisors, Steve Kinsey, was 

the keynote speaker who addressed the graduates and their families. Public newspaper media also 

covered the event to honor the graduates and their families. 
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System-wide Dual Diagnosis Training- Based on FY2014/15 feedback and evaluations received from 

BHRS clinical staff, supervisors and managers to offer substance use trainings, the WET coordinator 

worked closely with the division’s Substance Use Services managers to offer two (2) ASAM trainings in 

FY2015/16. Plans are underway to provide a comprehensive training series on substance use in 

FY2016/17. Also, WET funded an innovative Peer Counseling Program that were taught by two 

instructors with lived experience. Named Co-Occurring Peer Education (COPE), this two-part nine 

month course was offered in Marin City, the highest concentration of African American residents in the 

county. The first of the two-part program enrolled 12 students and finished with graduated 9 students 

and became certified Peer Counselors. Of the 9 graduates, 3 are males and 6 are females; 6-African 

Americans, 2-Spanish speaking Latinas, 1-Caucasian. It is expected that COPE will continue for at 

least another year to fully determine the effectiveness of the program. 

 

The biggest impact the WET scholarship program has had so far in the system is in the substance use 

counseling field. This program has enabled the County to increase the number substance use 

counselors with lived experience and continues to look for opportunities to impact diverse communities 

who would benefit from this program. In particular this field is has seen an under-representation of 

professionals in the Spanish speaking community. In FY 2016-2017 BHRS will continue outreach and 

identify opportunities for scholarships for Spanish speaking individuals with lived experience. 

 

Additionally, the advocacy efforts undertaken and the collaborative working relationship between CCAB 

members and some of BHRS’ programs and hiring authorities have resulted in the hiring and retention 

of four (4) Asians; five (5) Latinos/Hispanics; five (5) African American staff throughout the organization 

in FY2015/16. Of great significance from this data, BHRS hired its first African American program 

manager after several months of exhaustive recruitment effort and energy to fill this vacant position.  

Refer To:  Attachment A11: 2015/16 BHRS Hires  

 

D. Share lessons learned on efforts in rolling out county WET implementation efforts. 

 

Response:  

 

FY2015/16 was a year of evaluation and re-assessment period of the WET’s three-year plan. The WET 

steering committee, in partnership and consultation with CCAB, laid a new foundation, vision and 

strategic approach to growing a multicultural workforce. There were many lessons learned as a result of 

the WET Plan re-design process. One of the key lessons learned was that the existing 3-year MHSA 

WET Plan was not achieving some of its stated goals, objectives and tactics in building a multicultural 

workforce, as evidenced by either poor outcomes or lack of evidence that the stated plan(s) were 

appropriately implemented.   

 

For example, one of the stated WET Plan outcomes states: 

 

“The outcomes of the WET program are to reach at least 300 people per year with the various 

training series. In all of the trainings offered through the WET program we gather data on 

attendees: what setting they are working in, level of experience, applicability of training to their 

work, evaluation of trainer and ideas for future trainings.” 
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While approximately 300 people per year have attended various trainings, and that there are records of 

participants who attended offered trainings, there has been no data gathered on the attendee in terms 

of their work setting, level of experience and applicability of training to their work.  

 

Another example is the CBO intern stipend program in which the WET plan states that: 

 

“The CBO intern stipends will allow us to support up to 24 interns each year who are bi-lingual and are 

serving the SMI population in Marin through the local counseling centers. They offer individual therapy 

and evidence based group interventions such as Seeking Safety.”  

 

During the succession/transition planning that occurred in 2015 between the current WET coordinator 

and the former WET coordinator, it was reported that this program was challenging to implement as 

recruiting bilingual/bicultural interns by CBOs were difficult. Additionally, the amount of the stipend 

awards that were set aside to recruit interns were not competitive, relative to other organizations in 

surrounding counties and organizations who were able to offer higher stipend amount.  

 

Other strategies identified in the 3-year WET Plan were difficult to evaluate for its effectiveness due to 

the small size and number of people served such as the Peer Mentoring program.  

 

On the other hand, the BHRS Intern Stipend program has consistently improved in its recruitment and 

retention of a diverse pool of interns. The intern program has provided invaluable culturally and 

linguistically appropriate services to racially/ethnically un/underserved populations, primarily among 

Spanish speaking Latino and Vietnamese consumers. Additionally, within the last five years BHRS 

have hired and retained six (6) bilingual/bicultural former graduate clinical interns, all of whom are still 

working in the organization.  

 

While BHRS and its contract agency partners have made great strides and efforts to grow a 

multicultural workforce, unfortunately, much work is still needed to provide better opportunities for 

racial/ethnic representatives of un/underserved populations to be considered for supervisory and 

management-level positions. Also, the lack of African American staffing within BHRS is an area of 

needed growth despite the fact that African Americans are meeting or exceeding the state’s prescribed 

threshold penetration rate, particularly within the adult system of care. However, the children/youth 

system of care has had difficulty recruiting and hiring African American clinicians and penetration rate 

of African American children/youth have declined over time.  An important data to review that can 

provide valuable insight into the quality of culturally appropriate services that are provided to African 

Americans would be into the treatment outcomes of this consumer population.  

 

With regards to the un/underserved LGBTQ populations, BHRS does not have a formal tracking system 

in place that would identify the number of LGBTQ staff in BHRS and its contract agency partners. 

However, there is anecdotal evidence to suggest that there is staff from all levels of BHRS who 

represent the LGBTQ population as evidenced by staff’s voluntary personal disclosure.  

 

Due to the low number and supply of available licensed/license-eligible clinicians of color throughout 

the state (as reported by the California Institute for Behavioral Health Solutions-CIBHS), the demands 
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to grow a multicultural workforce has been a quite challenging endeavor. Furthermore, this challenge is 

further exacerbated by the county’s high cost of living, lack of affordable housing, lack of county 

demographic racial/ethnic diversity, non-competitive salaries and worsening Bay Area work traffic 

commute conditions results in an unappealing area to work in for many potential out-of-county job 

candidates or applicants.  

 

Developing collaborative relationships/partnerships with local colleges such as the community college 

(College of Marin) and the private university (Dominican University) could be a strategy to pursue in 

growing a multicultural workforce in the future. In the meantime, the WET Plan has committed to 

growing a multicultural workforce, by shifting its attention and resources to the untapped wealth of 

talent and expertise within the consumer/family member populations, particularly within the racial/ethnic 

un/underserved communities, to consider becoming Peer, Substance Use and/or Domestic Violence 

counselor/specialists. Also, strategies which include the development of county classified Peer 

Counselor positions and the piloting of new policies, procedures and practices in recruitment, applicant 

review and panel interviews hope to produce positive results in growing a multicultural workforce. 

 

Lastly, the Mental Health Loan Assumption Program (MHLAP) have been helpful in the retention of 

some of BHRS’ staff, particularly among bilingual (Spanish and Vietnamese speaking) positions which 

are difficult to fill/retain. Providing this benefit also enables BHRS to incentivize psychiatrists, clinical 

staff with co-occurring experience and competency and/or criminal justice experience and competency, 

and registered/licensed psychiatric mental health nurse practitioners.  

 

E. Identify county technical assistance needs. 

 

Response: 

 

BHRS cannot identify any technical assistance needs at this time. However, it welcomes feedback and 

recommendations. 
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CRITERION 7 

MARIN COUNTY BEHAVIORAL HEALTH AND RECOVERY SERVICES 

 

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 threshold 

language 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 Modification (2010): 

 

A. Evidence of dedicated resources and strategies counties are undertaking to grow bilingual staff 

capacity, including the following: (Counties shall document the constraints that limit the capacity to 

increase bilingual staff.) 

Response: 

 

CCAB has been actively monitoring staffing and hiring patterns of BHRS since it became fully 

operational in mid-2014. Representative staff of BHRS, particularly staff who work in the adult system 

of care who are members of CCAB have, in their respective ways, advocated for an increase in 

bilingual/bicultural staffing throughout the organization, especially in the hiring and retention of 

bilingual/bicultural clinicians, supervisors and management positions. Attempts to employ strategies by 

staff and consumer/family members who represent underserved communities have produced mixed 

results. While some of the efforts undertaken by certain individual CCAB members have yielded 

positive results such as the hiring of an Asian Adult Team supervisor who is a bilingual Spanish-

speaker, certain programs of BHRS where there is clear evidence of need based on persistent under-

penetration of Spanish and Vietnamese-speaking consumers have not successfully produced the hiring 

of qualified and needed bilingual/bicultural staff that may have improved penetration rates and access 

to services.  

 

Extenuating factors such as high cost of living, lack of affordable housing, lack of county behavioral 

healthcare workforce, non- competitive salaries and benefits compared to other Bay Area counties and 

difficult commute due to worsening Bay Area traffic conditions are some of the significant constraints 

that limit the capacity to increase bilingual staffing. However, another likely cause of difficulty in hiring 

and retaining qualified bilingual/bicultural staff is BHRS’ and the department’s Human Resources 

recruitment, screening, interview and hiring strategies, procedures and practices.  

 

Some CCAB members who have participated in parts or throughout BHRS’ and the department’s 

recruitment and hiring processes have reported to the ESM and CCAB about their concerns in the 

county’s application system, vetting procedures, interview and hiring practices. They perceive that 
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implicit biases exist throughout the system of recruitment, application review and interview processes 

that perpetuate inequities and significantly contribute to the difficulties in the recruitment, hiring and 

retention of not only bilingual/bicultural staff, but especially among candidates of African Americans 

and/or African descent.   

Attachment A17: Family Member Letter 

 

To mitigate some or many of these concerns, real or perceived, CCAB has continued to advocate for 

the improvement in access to and in the quality of culturally responsive care of un/underserved and 

inappropriately served consumers through the improvement of BHRS’ recruitment, hiring and retention 

policies, procedures and practices. In January 2016, CCAB held its annual strategic planning retreat 

and worked to develop a strategic plan intended to increase the number of bilingual/bicultural staff hired 

in BHRS. The ESM who chairs CCAB was directed by the board to directly work with the department’s 

Human Resources by developing a one-year pilot project that would better engage BHRS staff who 

represent ethnically, culturally and linguistically underserved communities to serve on application 

screening and interview panels. As of date, there appears to be some positive gains that have been 

made to increase the number of bilingual/bicultural staff in BHRS as evidenced by the recent hire of the 

division’s first known African American program manager in the organization’s history. Also, in a recent 

recruitment for a vacant bilingual support service worker position in the STAR program, a high number 

of bilingual applicants applied for this position, which resulted in the hiring of a bilingual/bicultural staff. 

BHRS will closely monitor results of this pilot project as it appears that it is emerging to become a 

possible best practice approach in the recruitment, application review, interview and hiring processes to 

hire and retain qualified bilingual/bicultural staff who represent un/underserved consumer populations.   

 

At CCAB’s upcoming annual retreat in January 2017, the board will evaluate the gains that have been 

made to increase the hiring and retention of bilingual/bicultural staff, especially in programs where there 

is a persistent under-penetration of Spanish and Vietnamese-speaking consumers.  

 

The Health Professions Education Foundation’s Mental Health Loan Assumption Program (MHLAP) 

awarded seven (7) out of twenty (20) applicants in FY15/16. These recipients serve to increase the 

supply of mental health professionals in hard-to-fill or retain positions within California’s public mental 

health system. Of the seven recipients, five (5) are Spanish-speaking bilingual and bicultural clinicians 

of BHRS. Hard-to-fill and retain positions in Marin were Adult and Child Psychiatrists; Latina(o) 

Spanish-speaking Clinicians; Clinicians with Co-Occurring Mental Health and Substance Use 

Competency; Vietnamese and Vietnamese-speaking Clinicians; Clinicians with Older Adult experience; 

and African or African American Clinicians.  

Attachment A18: MHLAP 

 

In the 2015-2016 fiscal year BHRS has made available a monolingual Spanish speaking substance use 

services outpatient program to the community. This is the first County funded/Drug Medi-Cal program 

the County has been able to offer to the community. The services are located in San Rafael. It serves 

all mono-lingual Spanish speaking clients in the County who want access to these services regardless 

of ability to pay and or insurance status. No client is turned away for inability to pay. BHRS has seen 

positive outcomes with this program and would like to duplicate its success in other areas of the County 

where these services are needed such as West Marin and Novato. In FY 2016-2017 plans are in place 
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to develop/plan for additional Spanish speaking substance use services in both of these geographical 

areas.   

 

1. Evidence in the Workforce Education and Training (WET) Plan on building bilingual staff 

capacity to address language needs. See appendix-- attachment WET visual strategic plan, and 

supporting documents (scholarship awards, intern plan, CCAB subcommittee work including pilot 

recruitment and hiring initiative)  

Refer to: Attachment A8: WET Program, COPE, WRAP, BHRS Peer Counselor Class 

Specification, WCC and accompanying information 

 

Response:  

 

Marin County services system data shows an ongoing under-representation of adults of Hispanic or 

Latino descent participating in mental health and substance use services, as compared to Marin 

demographic data.  Information provided through focus groups and key informant interviews with 

community stakeholders corroborate these findings.  In order to begin to reduce the current disparity—

and in alignment with the national Culturally and Linguistically Appropriate Services (CLAS) standards 

that promote the provision of equitable and effective treatment in a culturally and linguistically 

appropriate manner—BHRS began to strategically develop and implement co-occurring capable 

substance use treatment services that are culturally and linguistically appropriate for underserved 

segments of the Spanish Speaking Hispanic or Latino population in Marin County. 

The minimum staffing requirements is that direct service staff are bi-lingual (Spanish and English)/bi-

cultural and possess the following professional qualifications:  

 

 Supervision Requirements: Licensed Master’s or Doctoral Level with at least two (2) years of 

experience in supervising staff and/or providing co-occurring competent treatment services for 

adults 

 Clinician Requirements: Certified Alcohol and Drug Counselor/Registered Addiction 

Specialist(s) or licensed clinician with at least two (2) years of direct service experience. 

BHRS contracted with Marin Outpatient and Recovery Services (MORS) to supply drug/alcohol 

services to the monolingual Spanish speaking community. Currently, Marin Outpatient and Recovery 

Services employ culturally and linguistically qualified, culturally competent certified drug counselors to 

implement Spanish Speaking Intensive Outpatient Treatment Services. They have a diverse staff that 

provides appropriate chemistry and client-counselor match when counseling assignments are made. All 

intake, assessment, treatment materials and evidence-based educational media are in Spanish.  

The program complies with the National CLAS standards. These standards serve to provide effective, 

equitable, understandable and respectful quality care and services that are responsive to diverse 

cultural health beliefs and practices, preferred languages, health literacy and other communication 

needs.  MORS implemented this policy by recruiting and supporting a culturally and linguistically 

diverse workforce responsive to the Spanish Speaking population. They support this workforce by 

educating and training in appropriate policies and practices on an ongoing basis.  The program offers 

language assistance to individuals who have limited English proficiency, by employing bi-lingual 

counselors fluent in both English and Spanish. They provide multimedia materials in Spanish, including 
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the intake forms, the evidence based Matrix Model DVD's and handouts. MORS establishes culturally 

and linguistically appropriate goals and policies for this population reflected in their treatment plans, and 

informed consent documents. They collect and maintain accurate data to evaluate effectiveness and 

treatment outcomes to insure CLAS standards are upheld. Culturally and linguistically appropriate 

conflict and grievance resolution policies are included in intake packets and communicated to 

participants to prevent and resolve conflicts or complaints. They employ male and female counselors, 

and have a culturally diverse staff that provides appropriate chemistry and client-counselor fit when 

assignments are made post assessment. 

 

Additionally, the WET program shifted some of its financial resources to enhance the shortage of 

available and qualified bilingual/bicultural substance use counselors in the county by offering and 

providing scholarship awards to qualifying county residents with lived experience who are interested in 

becoming certified substance use counselors. Although this effort did not produce a significant number 

of interested bilingual scholarship recipients to become substance use counselors (two Spanish-

speaking Latina/o), the program yielded a high number of African American scholarship awardees, all 

of whom have lived experience as required to be eligible to be considered to receive the scholarship.  

With regards to WET’s Graduate Clinical Internship Program, FY15/16 produced eight (8) bilingual 

clinical graduate interns (Spanish, Vietnamese and Tagalog languages) out of fifteen (15) total.  

In the Spring 2015, the WET plan included providing two (2) trainings; a 2-day interpreter training for 

interpreters and a 1-day training on the use of interpreters. These trainings were a part of a multi-

county training collaborative that was planned for by the California Institute for Behavioral Health 

Solutions (CIBHS).  

 

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.  

 

Response: 

 

In FY15/16, BHRS’ CSS hired and retained nine (9) bilingual and bicultural staff (Spanish and 

Vietnamese speakers). WET’s Graduate Clinical Internship Program also recruited and retained eight 

(8) bilingual and bicultural graduate students.  

Refer to: Cultural Competence Staff Survey, Page 40-42 of this document.  

 

3. Total annual dedicated resources for interpreter services in addition to bilingual staff.  

 

Response: 

Attachment A19: Interpreter Services Contract  

 

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

services.  

The county shall include the following in the CCPR Modification (2010): 

A. Evidence of policies, procedures, and practices for meeting clients’ language needs, including the 

following: 

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 



 

  
 

PG. 52 OF 63 

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 as resources are available. 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 including staff training protocol.  

 

Response to 1-3: 

Attachment A20: Language Line Services 

 

B. Evidence that clients are informed in writing in their primary language, of their rights to    language 

assistance services. 

 

Response: 

Attachment A21: Consumer / Grievance / Beneficiary Rights Handbook – Pamphlet 

 

C. Evidence that the county/agency accommodate persons who have LEP by using bilingual staff or 

interpreter services. 

 

Response: 

Attachment A22: Use of Interpreters Policy  

D. Share historical challenges on efforts made on the items A, B, and C above. Share lessons learned. 

 

Response: 

 

Not all staff is trained on the effective use of interpreters or interpreter services. Attempts were made in 

CY15 to offer and provide this type of training. However, participation to this training was low. BHRS’ 

Access Team continues to conduct periodic test call for quality management purposes which has 

proven to be an effective ongoing assessment tool to determine the quality and efficiency of the 

interpreter services. BHRS will need to require that all staff receive adequate training in this area and to 

offer similar training that was provided in 20915.  

 

D. Identify county technical assistance needs. (DMH is requesting counties identify language access 

technical assistance needs so that DMH may aggregate information and find solutions for small county 

technical assistance needs.) 

 

Response: 

 

BHRS cannot identify any technical assistance needs at this time. However, it welcomes any technical 

feedback to improve language capacity. 

 

III. Provide bilingual staff and/or interpreters for the threshold languages at all points of contact. 
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Note: The use of the language line is viewed as acceptable in the provision of services only when other 

options are unavailable. Counties should train their staff for the proper use of language lines but should 

seek other options such as training interpreters or training bilingual community members as 

interpreters. 

The county shall include the following in the CCPR Modification (2010): 

 

A. Evidence of availability of interpreter (e.g. posters/bulletins) and/or bilingual staff for the languages 

spoken by community.  

 

Response: 

 

Visible posters and bulletins located throughout BHRS’ access points (waiting rooms and reception 

areas) inform consumers about the availability of interpreters at their request.  

 

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

to the offer is recorded.  

 

Response:  

 

There is no consistent standard of practice that interpreter services are offered and provided to clients 

and the response to the offer is recorded. However, all written public announcements that is hosted and 

sponsored by BHRS (i.e. trainings, celebrations, etc.) offers special accommodations, including 

interpreters. Refer to appendix—training and events flyers 

 

C. Evidence of providing contract or agency staff that are linguistically proficient in threshold languages 

during regular day operating hours.  

 

Response:  

 

Refer to Attachment A22: Fact Sheet on Translation, Contract and Consumer beneficiary rights 

 

D. Evidence that counties have a process in place to ensure that interpreters are trained and monitored 

for language competence (e.g., formal testing).  

 

Response: 

 

Language competence for interpreters is certified by Language Line and International 

Effectiveness Centers. All county bilingual staff are tested during the interview process 

for fluency in writing and speaking. Also, in FY2015/16, an interpreter training and the use of 

interpreters by service providers training were offered to BHRS staff.  

 

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 

Modification (2010): 
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A. Policies, procedures, and practices 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.  

 

Response: 

 

Refer to pamphlet—policy and procedure Marin Mental Health Plan Beneficiary Rights 

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.  

 

Response:  

 

Refer to: Attachment A21: Consumer / Grievance / Beneficiary Rights Handbook – Pamphlet, 

Member Handbook, Marin Mental Health Plan  

 

C. Policies, procedures, and practices that comply with the following Title VI of the Civil Rights Act of 

1964 (see page 27) 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.  

Response: 

 

Refer to--Interpreter policy 

 

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. 

 

Response: 
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Attachment A21: Spanish Survey 

 

B. Documented evidence in the clinical chart, that clinical findings/reports are communicated in the 

clients’ preferred language.  

 

Response: 

 

Documented evidence in the clinical chart that clinical findings/reports are communicated in the clients’ 

preferred language will be available 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). 

 

Response:  

 

BHRS will have a sample copy of the consumer satisfaction survey translated in the threshold language 

and summary report of the results during the compliance visit.  

 

D. Report mechanisms for ensuring accuracy of translated materials in terms of both language and 

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

 

E. Report mechanisms for ensuring translated materials are at an appropriate reading level (6th grade).  

Source: Department of Health Services and Managed Risk Medical Insurance Board 

Responses to D and E: 

Written materials that require translation are sent to BHRS’ contract interpreter services organization. 

Thereafter, the translated materials are vetted by bilingual staff for accuracy in terms of both language, 

culture and appropriate reading level. 

 

Responses to D and E: 

 

Written materials that require translation are sent to BHRS’ contract interpreter services organization. 

Thereafter, the translated materials are vetted by bilingual staff for accuracy in terms of both language, 

culture and appropriate reading level. 
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CRITERION 8 

MARIN COUNTY BEHAVIORAL HEALTH AND RECOVERY SERVICES 

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 Modification (2010): 

 

A. List client-driven/operated recovery and wellness programs and options for consumers that 

accommodate racially, ethnically, culturally, and linguistically specific diverse differences.  

 

Response: 

 

BHRS has been contracting with a community-based organization, Community Action Marin, for many 

years to provide a client-driven recovery and wellness program. Named Enterprise Resource Center 

(ERC), this peer run facility day drop-in center also operates numerous programs which includes 

outreach, telephone counseling, companion programs, education, peer case management and 

employment. All services are provided by trained Mental Health Peer Counselors. Activities range from 

working with individuals and families as peer case managers to helping people through times of crises. 

Referrals are made through a variety of ways including self-referrals, family members, friends, law 

enforcement officers, community agencies, therapists and physicians.  

Attachment A23: Community Action Marin Brochure and Accompanying Documents  

 

There are no other client-driven/operated recovery and wellness programs and options for consumers 

that accommodate racially, ethnically, culturally and linguistically specific diverse differences. However, 

most substance use services programs that BHRS contracts with in the community have “Alumni” 

programs where former clients can participate for as long as they choose. Since each such program is 

required to implement CLAS standards and be culturally responsive to the clients they serve, former 

clients do have an opportunity to support each other as well as be peer support to current clients and 

influence their organizations by racially, ethnically, culturally and linguistically specific diverse means. 

 

II. Responsiveness of mental health services 

 

The county shall include the following in the CCPR Modification (2010): 

 

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 
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to include additional culture-specific community providers and services in the range of programs offered 

by the county). 

 

Response:  

 

BHRS relies on the cultural expertise and culturally appropriate intervention strategies and approaches 

of other multi-service contract agency and informal community partners that are not solely providing 

behavioral healthcare services. Contract agency partners and informal community partners such as the 

Canal Alliance (Promotores), Marin Outpatient Recovery Services, Marin Asian Advocacy Project, 

Canal Welcome Center, The Phoenix Project (Marin City), individual contractors who are 

representatives of racially/ethnically un/underserved communities and the faith/spiritual communities. 

CCAB and its membership also have the capability to access “non-traditional” mental health provider 

due to the diverse racial, ethnic and cultural composition of the board. There are some board members 

of CCAB who are community leaders and residents from the county’s racial/ethnic communities. Their 

level of knowledge about non-traditional behavioral health services, practices and providers have been 

an invaluable resource for BHRS and its staff.  

 

BHRS contracts with a community provider, Marin Outpatient and Recovery Services to provide 

Spanish speaking, monolingual substance use services to the community. This program employees 

Spanish speaking substance use counselors and offers case management to clients to help them 

access Spanish speaking supportive services in the County. It is the intent and model of the program to 

help the client holistically in regards to supportive services, community participation, and focalized 

family involvement. 

 

In addition to all listed services and resources identified above and having bilingual/bicultural BHRS 

staff across and throughout the county’s behavioral healthcare plan, there are culture-specific programs 

that serve the unique needs of other populations. They are as follows: 
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Program 

 

Culturally/Linguistically Specific Programs 

Triple P 

Evidence based program that is culturally appropriate for racial and ethnic 

target populations 

At least half of services provided are in Spanish 

School Age 

PEI 

Services at a primarily African American K-8 school were determined by 

the community and are provided by community members who reflect 

culture of students served 

Transition 

Age Youth 

PEI 

Group services provided for recent Latino immigrants have been 

developed in response to the needs of the participants 

Direct service staff mostly bilingual/bicultural 

Latino 

Community 

Connection 

Promotores from local Latino population conduct outreach 

Services provided within trusted community organization serving Latino 

immigrants 

Direct service staff all bilingual and mostly bicultural 

Vietnamese 

Community 

Connection 

Community Health Advocates from the Vietnamese community conduct 

outreach 

Services provided at trusted community organization serving Vietnamese 

immigrants 

Staff all bilingual/bicultural 

Older Adult 

PEI 

Evidence based practices appropriate for target populations 

Staff bilingual/bicultural 

Suicide 

Prevention 

The hotline employs interpretation service to provide services in many 

languages 

PEI 

Training 

Includes Mental Health First Aid in Spanish, cultural competence 

trainings/conferences/events 

Statewide CalMHSA provides culturally and linguistically competent materials 
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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. 

 

Response:  

 

The availability of the above listing is not included in the member services brochure at this time. 

However, a provider directory is available at the beneficiaries’ request and at the point of entry to Marin 

County MHP.  

 

C. Counties have policies, procedures, and practices to inform all Medi-Cal beneficiaries of available 

services under consolidation of specialty mental health services. 

 

(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.) 

 

Response: 

 

BHRS has several ways to inform Medi-Cal beneficiaries about access to services: 

 

1. Attachment A24: Policy and Procedure 210-06 Marin Mental Health Plan Authorization 

Criteria  

2. BHRS website: https://www.marinhhs.org/behavioral-health-recovery-services 

3. Drug Medi-Cal clients are informed at access to services about availability of services in 

Spanish language.  

4. All Drug Medi-Cal programs are required to make available pertinent documents in both English 

and Spanish if requested.   

5. Attachment A25: MHSA Three Year Plan Meeting Flyer  

6. Attachment A26: May Mental Health Event Flyer  

7. Refer to: Criterion 3 - Attachments A8-12, Community meetings, events and activities   

 

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.) 

https://www.marinhhs.org/behavioral-health-recovery-services
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Response: 

 

The innovative Marin Health and Wellness Campus brings a spectrum of services and 

clinics together in one inviting place. It is a result of local individuals, organizations, 

businesses, and government pulling together in the spirit of cooperation and neighborhood 

revitalization. The project involved the design and renovation of approximately 74,000 square feet in 

five buildings. A sixth campus building, located a few hundred feet away, houses a new branch of the 

Marin Community Clinics, and provides additional parking. Seagate 

Properties, prior owner of the five adjacent buildings, managed the renovation of the 

buildings. 

 

The Campus is built to LEED-NC Gold standard and is designed around principles of 

sustainability and ecological health. It integrates state-of-the-art green building practices 

for design, construction, and site operation. Highlights of this commitment to a sustainable environment 

include: 

 

1. Re-use and recycling of materials and supplies during construction 

2. Use of solar energy 

3. Easy site access via alternative modes of transportation (walking, biking, mass 

transit) 

4. Extensive on-site recycling program 

5. Landscaping with native plants to minimize water use 

6. Energy-efficient heating, ventilation and cooling systems 

 

These and other green practices offer benefits that significantly reduce costs while 

creating a safe and healthy setting for Campus visitors and staff. 

 

Marin County's Health and Human Services is proud to be a partner in this amazing 

effort to help strengthen health, well-being, and wellness throughout the county. 

 

Navigating community resources can be challenging. The following resource directories 

were developed by Health and Human Services and other collaborating agencies in 

Marin to assist community members in finding the services they need: 

• Connection Center Programs 

• Marin County Food Resource Guide 

• Assistance Programs in Marin County 

• Assistance Programs in Marin County (Spanish) 

• Income & Asset-building Resource Guide 

• Marin Community Resource Guide 

• Commission on Aging Nutrition Resources 

 

The Connection Center is the heart of the campus. With its soaring glass walls, large lobby, café, and 

state-of-the-art conference rooms, clients, staff, and community members are welcomed to a variety of 

programs. Unlike a traditional lobby, the Connection Center is the focal point for health promotion, 
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prevention activities, and contact information for other County and community services. The reception 

area, hosted by bilingual, multi-cultural staff members, offers information about Campus programs and 

community resources, referrals, billing services, case management, health insurance enrollment, and 

assistance navigating and accessing services. 

 

Our Mission: To create a system of H&HS and community resources and referrals that supports 

primary prevention and is integrated and accessible to the Campus and communities. 

Prevention is a primary strategy in addressing the health and wellness of our community. By working 

“upstream” to address the key preventable risk factors that affect health and quality of life, the 

Connection Center encourages and supports healthy choices. Two large LCD screens feature health 

promotion and education materials, streaming in Spanish and English, and there are exhibits and 

displays which highlight various Marin community services and health-related activities. Prevention 

topics for the screens and for classes were prioritized through a series of community focus groups and 

meetings, as well as by H&HS staff surveys and focus groups. 

 

Situated in the Canal area, the Marin Health and Wellness Campus is in an ideal central location to 

serve residents from across Marin. The Campus is easy to reach - via public transit, bicycle, walking 

path, and car - and is a place where people can connect with and learn from each other, realize their 

full potential, and help create a healthier Marin. The Connection Center is located on the Campus at the 

corner of Kerner and Bellam (3240 Kerner Blvd) in San Rafael. 

 

DRIVING DIRECTIONS:  

From the South: From Highway 101N, take the (San Rafael) I-580 / Richmond Bridge / Francisco Blvd 

exit. Turn left onto Bellam at the light, staying in the right-most left turn lane. Travel under the freeway 

and follow directions from Bellam Blvd. below. 

 

From the North: From Highway 101S, take the I-580 exit toward Richmond Bridge / Francisco Blvd exit. 

Take the first exit to Bellam Blvd / Francisco Blvd. Move to the right-most left turn lane and turn left onto 

Bellam Blvd. Travel under the freeway and follow directions from Bellam Blvd below. 

 

From the East: Continue on I-580 West from the Richmond Bridge. Take the exit toward Francisco Blvd 

/ US-101. Turn right onto Bellam Blvd and follow directions from Bellam Blvd. 

 

From Bellam Blvd: After traveling under the freeway, make an immediate right onto Francisco Blvd E 

/The Loop. Turn left onto Irene St / The Loop. Turn left onto Kerner Blvd. Proceed .3 mi. to the Campus 

on your right. Enter the driveway at the sign that reads “Marin Health and Wellness Campus”. The 

Connection Center is in building 3240 immediately in front of you. 

 

PARKING: 

2 or less weekday hours: There are a number of 2-hour spaces around the Campus buildings. If you 

don’t find parking at Building 3240, continue around the perimeter of the Campus until you locate 

available parking. NOTE: The lot is patrolled by the Marin County Sheriff’s Department and tickets are 

given for parking beyond the 2-hour limit. 
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More than 2 weekday hours: Long-term weekday parking near the Campus is extremely limited. 

Suggested parking is in the rear of the Marin Community Clinics building located at 3110 Kerner. 

Immediately after turning onto Kerner from Irene, look for the signs on the right that read “Marin County 

Staff Parking”. Any spaces allocated to County staff can be used by placing a guest pass on the dash 

of your car. The .3 mile distance is an easy walk down the sidewalk to the right.  

 

ADA-accessible & Carpool parking: There are a number of ADA-accessible spaces on the Campus and 

participants who carpool may use any of the carpool/vanpool spaces around the buildings. 

 

After 3:00 PM: Participants can park in any open space around the campus after 3:00 PM. 

 

NOTE: Please do not park in the large parking lot on the north-side of the Campus. This is the property 

of a local business and is not open to the Health and Wellness Campus participants. 

 

GOLDEN GATE TRANSIT: 

 

Buses 29, 35 and 36 all stop within 4 blocks of the Kerner and Bellam intersection. Check the transit 

schedule for exact stops and schedules. 3240 Kerner Blvd, San Rafael 94901 | 

hhsfacilities@marincounty.org | (415) 473-4300 

 

III. 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 Modification (2010): 

 

A. 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. 

 

Response: 

 

BHRS tracks the Consumer Grievance Resolution Process through the submission of an annual Quality 

Improvement Committee (QIC) for review. Thereafter, BHRS’ QIC compiles data and report the number 

of cases submitted, types of issues, number of unresolved grievances, number of resolved grievances, 

number of appeals and the number of state fair hearings. The QIC will identify trends that surface in the 

annual reports and make recommendations for improvement to program staff.  

Refer to:  

Attachment A10 & A26 Consumer Grievance Resolution  
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In FY2015/16, there were a total of 19 grievances (see table below).  

 

Grievance 15/16 People Count 

Black or African American 1 

Caucasian or White 13 

Hispanic 2 

Korean 1 

Unknown / Not Reported 2 

Grand Total 19 

 

At this time, BHRS does not have a system in place that distinguishes between Medi-Cal and non-Med-

Cal grievances and complaints/issues that it can analyze to compare rates between the general 

beneficiary population and ethnic beneficiaries.  
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2 COUNTY OF MARIN 5 YEAR BUSINESS PLAN 2015-2020

W
E

LC
O

M
E One of the most important duties of an elected official is to lead an organization that is 

responsive and effective in the delivery of services to the community. This 5 Year Business 
Plan process has given our organization the opportunity to gather stakeholders together, 
evaluate recent trend data and make plans to improve our organization over the next five 
years. By understanding the challenges we will face over the next 5 years, our plan 
provides focus to change the organization for the benefit of our residents and employees. 

To effectively respond to complex issues such as poverty, climate change, changing 
demographics and emerging technology, we need to develop strategies so that we have 
the right people and the right technology in place to adapt to the changing needs of our 
community. Whether it is examining our recruitment practices to ensure that we are 
attracting the best workforce, developing our current workforce or creating resident self-
service on our website so that our community can do business from home, we need to be 
a responsive and responsible government for our community. 

We recognize that this plan does not provide all the answers, but it does identify very 
important initiatives the County will prioritize in the next 5 years. This plan creates the 
foundation for excellent services and accountability that will benefit our residents for years 
to come. That foundation will rely on our talented workforce who helped create the plan 
and will be called upon to implement our action plan over the next 5 years.

On Behalf of the Board of Supervisors,

Katie Rice, President
Board of Supervisors

WELCOME FROM  
THE BOARD PRESIDENT
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3 COUNTY OF MARIN 5 YEAR BUSINESS PLAN 2015-2020

A MESSAGE FROM  
THE COUNTY ADMINISTRATOR

IN
T

R
O

D
U

C
T

IO
N

The 5 Year Business Plan is not a one-time project, but rather a way of doing business. It 
builds upon our past efforts and strives to create a more dynamic workplace where we 
encourage engagement, learning and leadership at all levels of our organization. By doing 
so, we will provide a better workplace for our employees and better service to our 
residents.

This plan was developed after twelve months of collaborative work in the County. The plan 
was created by our employees. We heard they want a more inclusive, innovative and 
engaged workplace. We heard that on-going training and development opportunities for 
County employees were pivotal for the success of the organization. On one level the plan 
provides action steps for our departments to follow to ensure that we are attracting the 
best employees, adapting to new technologies and allocating our resources as effectively 
as possible. On a deeper level, it strives to create a learning organization where 
employees own their growth and development and management encourages collaboration 
across all levels of the organization so we can better address the complex issues we face. 

A countywide effort such as this would not have been possible without the help of:

Our Executive Steering Committee Members: Chana Anderson, Marin Community 
Foundation; Dr. Denise Lucy, Dominican University of California; Douglas Mundo, Canal 
Welcome Center; Eli Gelardin, Marin Center for Independent Living; Gregg Adam, Labor, 
Safety; Charlie Haase, Marin County IST Director; Jonathan Reichental, City of Palo Alto; 
Jose Varela, Marin County Public Defender; Michael Daly, Marin County Probation; Robert 
Eyler, Economic Forensics and Analytics, Inc.; Rudy Collins, Kaiser Permanente; Sara 
Jones, Marin County Free Library; Supervisor Rice, Board of Supervisors; and Supervisor 
Sears, Board of Supervisors

“ Leadership and learning are indispensable to each other.” 
JOHN F. KENNEDY

3



4 COUNTY OF MARIN 5 YEAR BUSINESS PLAN 2015-2020

All of the Employees who participated in the Working Groups, including: 

Civic Engagement/Public Information: Facilitator, Susan Stuart Clark; Clarissa Daniel, 
CAO; Jacalyn Mah, CAO; Brent Ainsworth, CAO; Talia Smith, CAO; Damon Hill, Library; Doug 
Pittman, Sheriff-Coroner; Erin Cochran, HHS; Janet Boddington, Cultural Services; Kemplen 
Robbins, Public Works; Ken Mercer, HHS; Kiki La Porta, Board of Supervisors; Mike Giannini, 
Fire; Oscar Guardado, HHS; Reuel Brady, Public Works; Yvonne Zupkow, Parks

Technology Tools and Resident Self-Service: Facilitator, Kristen Firpo; Gordon 
Haberfelde, IST; John Aliotti, DA; La Dell Dangerfield, PD; Elizabeth Clark, Finance; 
Jeremy Tejirian, CDA; Fred Vogler, CDA; Pejmahn Choupani, Finance; Christophe 
Meneau, IST; Chris Mai, HHS; Laurie Williams, Public Works; Jane Crownover, Elections

Resource Management: Clarissa Daniel, Facilitator, CAO; Dan Eilerman, CAO; Bret 
Uppendahl, CAO; Anthony (AJ) Brady, DA; Heather Burton, IST; Alison Clayton, HHS; 
Qiana Davis, Public Works; Maureen Lewis, HHS; Paul Mushrush, Public Works; Jessica 
Ruiz, HHS; Jason Weber, Fire; Mariano Zamudio, Probation; Ron Miska, Parks

Organizational Culture and Inclusion Practices: Facilitator, Juan T. Lopez; Chantel 
Walker, HR; Janell Hampton, CAO; Cicily Emerson, HHS; D’Angelo Paillet, HHS; Teresa 
Torrence-Tillman, Probation; Otis Bruce, DA; Laney Morgado, Public Works; Berenice 
Davidson, Public Works; Cindy Brown, HR; Eva Patterson, Library; David Escobar, Board 
of Supervisors; Elise Lenox, HHS; Brent Ainsworth, CAO; Qiana Davis, Public Works; 
Adora Gutierrez, DA; Tom Lai, CDA; Solange McGirr, HR; Ralph Hernandez, CAO; Jose 
Varela, PD; Margie Roberts, Finance; Dodie Goldberg, Public Works; Alisa Samuel, HR; 
Phillip Thomas, Public Works; Jim Selmi IST; Danielle Romo, HR

IN
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T
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N A MESSAGE FROM THE COUNTY ADMINISTRATOR (CONTINUED)
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Career Development: Facilitator, Madelyn Mackie; Angela Nicholson, CAO/HR; Chantel 
Walker, HR; Herman Barahona, HHS; Guiliana Ferrer, Probation; Jeanene Gibson, Public 
Works; Martin Graff, HHS; Ralph Hernandez, CAO; Lorene Jackson, CDA; Dean Joyner, 
Public Works; Kathy Koblick, HHS; Heather Ravani, HHS; Shelly Scott, ARCC; Christy 
Wick, Sheriff-Coroner; Terry Corde, IST; Sandra Rosenblum, HHS; Kellie Sullivan, Fire; 
Phoenicia Thomas, Fire; Ed Berberian, DA; Jose Varela, PD; Mark Brown, Fire; Mike Daly, 
Probation; Scott Bauer, Library; Tom Lai, CDA

Talent Attraction and Retention: Facilitator, Dianna Wilusz; Diane Ooms, HR; Royal 
Atkinson, Sheriff-Coroner; Tim Flanagan, IST; Lauren Houde, ARCC; Michael Kelleher, 
ARCC; Yvette Martinez-Shaw, DA; Matt Perry, Probation; Adriana Rasquiza, HHS; Kerri 
Reidy, Child Support Services; Wendy Sorensen, ARCC; Leelee Thomas, CDA

Labor Management Partnership participants, Assistant Department Heads  
and Department Heads. 

The contributions of these individuals and the leadership of Angela Nicholson, Joanne 
Peterson, and Chantel Walker cannot be understated. Thank you. 

Although I am confident that this plan will benefit our organization, we are not guaranteed 
to succeed. Successful implementation will only come with a willingness to change by all 
levels of our workforce and with many mid-course corrections along the way. In the long 
run, if we learn as we go, the organization and our community will be better because of it.  
I welcome you to engage in this journey as we become a more responsive government. 

Matthew Hymel

County Administrator

IN
T

R
O

D
U

C
T

IO
N A MESSAGE FROM THE COUNTY ADMINISTRATOR (CONTINUED)
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OUR JOURNEY
B
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D This 5 Year Business Plan builds upon, replaces, and learns from our past strategic 
planning efforts. Using major trends, challenges and opportunities, it is designed to create 
a more compelling future by encouraging innovation and positive organizational change; 
supporting the development of a learning organization; embracing diversity; and enhancing 
employee communication and engagement.

In 2001, the County adopted its first Strategic Plan: A Blueprint for Excellence, which was 
composed of four strategic areas: the customer, the employee, communication and 
performance management.  It was the beginning of a new way of working together to fulfill 
the County’s mission which was: to provide excellent services that support healthy, safe 
and sustainable communities; preserve Marin’s unique environmental heritage; and 
encourage meaningful participation in the governance of the County by all. Since fourteen 
years have passed, the 5 Year Business Plan takes a fresh approach to the new 
challenges and opportunities we face in the next 5 years.

Over the previous 14 years, various administrative services departments developed 
focused strategic plans. For example, in 2004, Information Services and Technology 
developed an operational plan. It is no surprise that technology has rapidly changed in the 
past 11 years and there are great demands for innovation both internally and externally. 

In 2010, the County Administrator’s Office developed the Long-Term Restructuring Plan, 
which responded to the budgetary realities of an economy in downturn. By planning ahead 
the County sought to minimize the impact of service reductions by addressing structural 
budget issues and improving our business practices to better adapt to diminishing 
resources. The plan was used to inform many of the adopted budget reductions which 
balanced our budget and resulted in over $30 million in ongoing savings.

6
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In 2011, the County, led by Human Resources, took an internal analysis of its workforce 
and produced a comprehensive Workforce Strategic Plan: Building a Thriving 
Organization. This strategic initiative addressed emerging workforce issues and set out to 
create a thriving organization, providing meaningful careers in public service with the 
following goals: Serve as Change Agents, Support our People, and Promote a Positive 
Culture. 

While many of the initiatives identified in the above Plans are still relevant today, it became 
clear that a combined strategic document with one voice and one vision will best meet our 
future needs of the organization. We know that, if done well, these efforts will create a 
more responsive government for our residents. 

OUR JOURNEY (CONTINUED)
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The County of Marin has stabilized after the economic downturn and is positioning  
itself for success in an environment where technology is an ever present tool, multilevel  
diversity must be understood and embraced to achieve success, and workforce 
development will be impacted by a large wave of retirements and high demand for new 
multi-talented workers. 

These changes offer opportunities to analyze these trends and change the way we do 
business to adapt and better serve our community. The 5 Year Business Plan development 
process became the vehicle to assess our responsiveness as local government and 
outline how the County can be more resilient and thrive in an ever changing landscape. 
The 5 Year Business Plan is designed to address three overarching trends:

Economic Trends
Over the past 5 years, the County has reduced its spending by over $30 million and has 
reduced its workforce by about 10%. The County’s revenue picture has improved, though 
at a slower pace than neighboring counties that are benefiting from greater sales and hotel 
tax growth. Growth in property values is the main driver of County revenue. In 2014/15 the 
County experienced a 5.8% increase in property tax, equivalent to the cumulative growth 
of the previous 5 years. While the County’s budget is now stable, we still face the 
challenges of aging infrastructure, increases in workers compensation costs, and 
continued need to reduce our unfunded pension liabilities. Although our local economy  
has certainly improved, not all in our community are sharing in the benefits. 

“The secret of change is to focus your  
energy, not on fighting the old, but building the new.”
SOCRATES

OUR TRENDS
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OUR TRENDS (CONTINUED)

The wage gap in our community continues to grow. With housing costs growing greater 
than wage growth, the number of Marin households living below self-sufficiency standard 
has dramatically increased since 2007. 
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LIVING BELOW THE 
SELF SUFFICIENCY 
STANDARD 
$102,223 for a family  
of 4 in Marin, $86,400  
in Alameda
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 California  19.5 80.5 29.7 10.7 90.0 $31,551

 Marin County  7.8 92.2 53.9 22.4 96.2 $44,246

 Marin Whites  2.7 97.3 60.7 25.5 100.0 $51,462

 Marin Asian Americans  7.6 92.4 61.5 24.2 100.0 $43,534

 Marin African Americans  16.8 83.2 21.8 8.4 100.0 $31,608

 Marin Latinos  37.3 62.7 20.3 8.2 79.0 $23,795

Source: American Human Development Project analysis of data from the U.S. Census Bureau, American Community Survey, 2005-2009

EDUCATION LEVELS AND EARNINGS BY RACE/ETHNICITY 

MARIN COUNTY:

ALAMEDA COUNTY:

35%
38%
6.5% OF MARIN RESIDENTS ARE 

BELOW THE FEDERAL POVERTY 
GUIDELINE OF $23,850

Marin households 
living below the SSS 
have increased 28% 
since 2007

Source: Insight Center for Community Economic Development

9



10 COUNTY OF MARIN 5 YEAR BUSINESS PLAN 2015-2020

OUR TRENDS (CONTINUED)

T
R

E
N

D
S

Demographic Trends
Marin County residents are growing in diversity, in terms of age and ethnic background, 
more quickly than ever before. In the 2000 Census, it was reported that Marin had  
a 78.6% White population, an 11.1% Hispanic population, a 4.5% Asian population,  
and a 2.8% African American population. The figure below depicts Marin’s population  
according to the 2010 census. There has been significant growth in both the Asian  
and Hispanic populations.

Our County systems and social environment will need to be supported to align and 
function effectively for the evolving Marin County population. Paralleling the demographic 
trends of our residents, the County of Marin government workforce is becoming more 
diverse. As of December 31, 2014 our workforce is 70.9% white, 14% Hispanic, 8.7% 
Asian, 5.7% African American, 55.4% women, and the average age of employee is 49.  
A large wave of retirements is expected to lead to 1 in 3 workers retiring over the next  
5 years. With such dramatic turnover predicted, there is a need for knowledge transfer. 
The increase in diversity in both our employee population and our residents calls for  
a greater commitment to cultural competency and the inclusion of those with multiple 
perspectives and backgrounds in our decision making.

Access and Engagement Trends
Rapidly changing technology tools have led to expectations from residents and employees 
that include around the clock access to County services and transactions and the 
implementation of modern systems that increase efficiency. On-line services and mobile-
accessible information are the new norm. These expectations are positive, as they clearly 
indicate that our residents want to be engaged in the activities of the County and our 
workforce must stay current in order to provide the best possible service to our community. 

MARIN COUNTY 
RACIAL AND 
ETHNIC 
BREAKDOWN

Marin County  
Total Population 252,409

n 72.8% White (183,830)
n 15.5% Latino (39,069)
n 5.4% Asian American (13,577)
n 3.7% Other Race(s) (9,312)
n 2.6% African American (6,621)

Sources: U.S. Census Bureau 2010. Summary File 1.
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OUR PROCESS
P
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S The 5 Year Business Plan is designed to build on past successes and embrace new 

opportunities to become a more adaptive organization. Data gathering for the 5 Year Plan 
was qualitative and quantitative, internal and external. The County convened a 5 Year 
Business Plan Steering Committee composed of local leaders, two-thirds of whom were 
external County partners from law, business and community based organizations. The  
5 Year Business Plan Steering Committee helped to evaluate trend data to determine 
where additional County-specific data needed to be gathered. Six Employee Working 
Groups were convened to deeply evaluate the following topics: 

• Civic Engagement/Public Information
• Technology Tools and Resident Self Service
• Resource Management
• Organizational Culture and Inclusion Practices
• Career Development
• Talent Attraction and Retention 

The Employee Working Groups, made up of 10 to 12 employees each, were asked to 
create a problem statement, a vision, a mission and strategies to improve the County  
in their area of focus. Their work highlighted gaps in the County’s structure and 
recommended strategies for County growth and excellence. The Employee Working 
Groups included more than 70 working group members and also surveyed 260 additional 
employees to ensure all voices were heard. Their final reports were thoughtful, well-
researched and comprehensive. These reports included many shared recommendations 
and informed the 5 Year Business Plan Action Plan. 

While the action plan is complete, we now transition to implementation. Finding a way to 
keep the 5 Year Business Plan Steering Committee and the Employee Working Groups 
engaged in our success is imperative. 

11
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MARIN COUNTY  
5 YEAR BUSINESS PLAN
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FOCUS AREAS 

VISION 
Working together to be a more  

responsive government

CORE VALUES 

MISSION 
To become a more adaptive 

organization where we encourage 
engagement, learning and  

leadership at all levels

D I V E R S I T Y
+ I N C L U S I O N

I N N O VAT I O N
+ C H A N G E

G R O W T H
+ D E V E L O P M E N T

C O M M U N I C AT I O N
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FOCUS AREA 1 
CREATE AN INCLUSIVE ORGANIZATION
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N STRATEGY 1: ENSURE 
DIVERSITY AT ALL LEVELS  
OF THE ORGANIZATION

Action  
Create partnerships with Dominican,  
College of Marin, and Sonoma State, to 
develop specific career tracks.
Metric 
At least 5 clear career paths are developed 
with institutes of higher education.

Action 
Develop and deliver cultural competency 
training for all County employees; Develop 
and deliver an advanced curriculum for hiring 
managers that focuses on anti-bias strategies 
in hiring.
Metrics  
All Employees have completed the County’s 
cultural competency training within 2 years.
All hiring managers have completed the 
County’s anti-bias course within 2 years or 
within 6 months of being hired.

Action 
Increase gender and ethnic diversity on every 
selection and oral board panel. 
Metrics 
With the approval of this plan, at least one man 
and one woman are on every oral board and 
selection panel.
Using year one of the plan as our baseline, 
compare successive years of the plan to ensure 
greater ethnic diversity on oral board and 
selection panels.

Action 
Create a diversity hiring tool kit for hiring 
managers and departments.
Metric 
Increase diversity of candidate pools for  
County recruitments.

STRATEGY 2: STREAMLINE 
TALENT ATTRACTION 
PROCESSES TO ENSURE  
THE BEST QUALITY  
CANDIDATE POOL

Action 
Revise minimum qualifications for County 
classifications to eliminate unnecessary 
barriers to employment.
Metric 
20% of the County classifications are 
reviewed and revised, as necessary, within 
the next 2 years.

Action 
At the Assistant Department Head and 
Department Head levels, pilot strategies to 
ensure that there is a diverse candidate pool 
and that diverse applicants are interviewed.
Metric 
With the approval of this plan, at least one 
woman and one person of color are 
interviewed in each assistant department 
head and department head recruitment. In 
the instance this doesn’t occur, document 
barriers to diversity in the applicant pool. 

Action 
Branding the County of Marin, complete  
the development of a world-class internship 
program. 
Metric 
Increase in the number of interns working in 
the County by 10% in the next two years.
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FOCUS AREA 2 
PROVIDE ENHANCED PUBLIC SERVICE  
THROUGH INNOVATION
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E STRATEGY 1: SUPPORT  
THE IMPLEMENTATION OF 
CHANGED BUSINESS 
PRACTICES

Action  
With support from the ATOM Team, 
successfully implement Tyler-Munis.
Metric 
100% of employees and managers use 
self-service options to complete time entry 
and enroll in all benefits.

Action 
Develop and deliver Tyler-Munis user training 
and documentation.
Metric  
After a survey conducted following 
implementation, over 80% of users report  
that training is good or very good. 

STRATEGY 2: INCREASE 
ONLINE OPTIONS FOR THE 
COMMUNITY TO CONDUCT 
BUSINESS WITH THE COUNTY 
 
Action 
The County is able to accept online 
payments in departments such as Cultural 
Services, Community Development Agency, 
Parks and Open Space, and the Assessor 
Recorder County Clerk’s office.
Metric 
The top 5 County online payments are 
available within the next two years.

Action 
Automate the highest-use forms so they can 
be completed, saved, and fully processed 
online, including the use of electronic 
signatures.
Metrics 
Electronic signature has been implemented 
and is an available tool for forms that do not 
require a wet signature.
7 of the highest-use forms have been 
automated within the next 2 years.

Action 
Develop mobile apps for use by members  
of the public. 
Metric 
The top 6 mobile apps are implemented within 
the next two years.
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FOCUS AREA 3 
INVEST IN CAREER GROWTH AND DEVELOPMENT  
THROUGH PROGRAMS, SERVICES, AND INITIATIVES
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T STRATEGY 1: DEVELOP A 
CULTURE OF FEEDBACK FOR 
ALL EMPLOYEES

Action  
Deliver training to all managers/supervisors 
and employees on the performance 
evaluation process and its expectations.
Metric 
100% of County employees have received 
training on the performance management 
process, which details individual roles and 
responsibilities, within the next two years. 

Action 
Implement an integrated learning and 
performance management platform for all 
County employees (TalentQuest).
Metrics  
All County employees use the new learning 
and performance management system 
(TalentQuest).
Through a pulse survey, 75% of employees 
rate TalentQuest as a helpful tool.
All employees have TalentQuest performance 
evaluation and training course access by 
December 2016. 

Action 
All County employees receive a meaningful 
yearly performance evaluation.
Metrics  
100% evaluation completion in each  
calendar year. 
A pulse survey establishes that 75% of 
employees indicate that the meaningfulness 
of evaluations is increasing.
A pulse survey establishes that an increasing 
number of employees seek regular feedback 
on performance.

STRATEGY 2: PROMOTE  
AND PROVIDE CAREER 
DEVELOPMENT OPPORTUNITIES

Action 
Develop a coaching curriculum, providing 
coaching training to supervisors and “what is 
coaching” training to employees to ensure a 
culture of development and learning. 
Metrics 
Training is received by all employees in six 
“pilot” departments within year 1 of the plan.
In the six pilot departments, supervisors  
are held accountable for offering regular 
coaching to employees.
In the pilot departments, great coaches  
are recognized.

Action 
Regular hire employees may apply for limited-
term opportunities without relinquishing 
regular hire position security.
Metric 
Increased internal competition for limited  
term appointments.

Action 
Develop a “stretch assignment” policy to 
support ongoing employee growth and 
succession planning.
Metrics 
Identify clear expectations of the manager 
and employee during a stretch assignment, 
including classification and pay issues.
Pulse survey indicates that employees 
identify “stretch assignments” as a valuable 
career growth tool. 
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FOCUS AREA 4 
STRENGTHEN EFFECTIVE COMMUNICATION AND INCREASE 
ENGAGEMENT- INFORMATION SHARING CREATES A STRONGER 
COUNTY AND BETTER SERVICE TO OUR COMMUNITY
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N STRATEGY 1: IMPROVE THE 
COUNTY’S INTERNAL AND 
EXTERNAL COMMUNICATION

Action  
Redesign and redeploy the County  
intranet (MINE).
Metric 
80% of employees report that County 
information is much easier to access, which 
is confirmed by survey within one year of 
implementation.

Action 
Hire a full-time Media Manager to coordinate 
countywide communications and an 
additional media-focused employee to 
supplement and coordinate countywide social 
media efforts. 
Metric  
20% increase in Marin County presence on 
social media forums within the next 2 years.

Action 
Develop an accessible, annual County of 
Marin video report for residents.
Metrics  
At least 1000 people, including employees, 
view the annual video.
75% of residents who watch the annual video 
report knowing more about the County. 

Action 
Deliver an annual “State of the County” 
address for employees which includes the 
strategic focus for the year, County values, 
and important status updates on County 
programs and services.
Metric  
After the “State of the County” video or 
brown-bag series, employees surveyed 
indicate that they are more aware of County 
projects and initiatives.
 

STRATEGY 2: INCREASE 
EMPLOYEE ENGAGEMENT

Action 
“Reboot” the Managing for Results (MFR) 
Program to focus on high-level, more 
meaningful indicators; incorporates resident 
feedback with a community survey in 2016; 
and ensures that departments engage their 
employees in development of their two-year 
work plans and key metrics.
Metrics 
County employees report being aware of 
Departmental Performance Plan in the pulse 
surveys.
Increase ratings on CAO annual survey on 
MFR so that 80% of departments report being 
satisfied or highly satisfied with the MFR 
program. 

Action 
Inclusive decision making is utilized in  
County departments.
Metrics 
Inclusive decision making training is 
developed during year 1 of the plan. 
At least 50% of departments have 
participated in this training within years 2  
and 3 of the plan.
Surveyed employees report that inclusive 
decision making tools are being utilized in 
their departments.
Collaboration is a competency evaluated 
during the recruiting process. 

Action 
Develop and support three additional, regular, 
departmental labor management meeting groups. 
Metrics 
Employees in these three departments report 
knowing about the labor management 
meetings.
Employees in these departments report 
higher engagement.
Departments initiating labor management 
meetings report receiving support to establish 
labor management meetings.
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IMPLEMENTATION 
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N Implementation of the 5 Year Business Plan will be an organization-wide effort with roles 

for staff at all levels. It will call on all of us to be nimble, measure success regularly, and 
make modifications along the way.

The County Administrator’s Office will convene a 10-12 person County-Wide 5 Year 
Business Plan Implementation Steering Group whose role will be to develop an 
implementation guide, monitor Plan progress, develop a strategy for surveying the County 
to evaluate success, and guide the County-wide communication about the Plan. Members 
of this group will include employees at different levels of the organization who bring 
different skills, knowledge and abilities to the Group. 

We will continue to rely on the support and guidance from the 5 Year Business Plan 
Steering Committee and the Employee Working Groups who provided so much guidance 
during the development of this Plan. 

Every employee has a role in the implementation of this plan. For example, employees in 
Administrative Departments will be responsible for establishing many new practices, 
programs, and tools to achieve the actions in the Plan. Department Heads and Assistant 
Department Heads will be responsible for implementing the Plan priorities within the 
Department, including ensuring that employees are involved in department and County-
wide initiates and goals for the year. Employees at every level will be responsible for his/
her career growth and development and responsible to stay engaged with this important 
work. Engagement will make this plan a measured success. 

A plan is only as good as its implementation. All of us will benefit if the Plan is successful 
and we are all responsible for its success. We don’t want to be victims of change. Instead 
we want to embrace opportunities, enjoy the journey, and make a difference for our 
community.
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Cultural Competence Advisory Board 

Tuesday, November 8, 2016 
11:00-1:00 

3240 Kerner Blvd., San Rafael, room 109 
Agenda 

11:00 Welcome 

  -Introductions of guest(s) 

11:05 Marin County Annual Cultural Competency Plan Update and Discussion 

11:15 MHSA 3-year Community Planning Update 

11:20 January strategic planning retreat 

11:30 Committee updates 

Policy 

-BHRS/HR Application review pilot project (Maria Abaci) 

Access 

-Update on peer classification and job descriptions 

-Penetration rates of ethnic communities in STAR and HOPE programs follow-up 

-Increase in Latino service providers to serve mild/moderate consumers (Kristen Gardner) 

Training 

-Consumer Advocacy Training Pilot Project Update 

-Cultural competency case consultation Update 

Media and Outreach 

-TV show updates Update 

Ad-Hoc Volunteer Consumer/Consumer Advocates 

-Expansion of consumer/family membership into CCAB 

12:45 General Announcements/Updates  

1:00 Adjourn 

Next Meeting: January Retreat—date/time/location TBD 
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Cultural Competence Advisory Board (CCAB) 

Minutes 

Tuesday, November 8, 2016, 11am-1pm, Wellness Center 

Members Present: Cesar Lagleva, Kerry Peirson, Marta Flores, Leticia McCoy, Kristen Gardner, 
Cammie Duvall, David Escobar, Sandy Ponek, Vinh Luu, Cheryl August, Maria Donnell-Abaci, Ellie 
Boldrick, Cat Wilson, Gustavo Goncalves 

Members Absent:, Marisol Munoz-Kiehne, Brian Robinson, Cecilia Guillermo, Laurie Hunt, Jessica 
Diaz, Robbie Powelson, Ngoc Loi, Douglas Mundo, Sadegh Nobari, Leah Fagundes, Brian Robinson, 
Darby Jaragosky, Robert Harris  

UPDATES 

 Asking the members for possible ideas: 8 criterions, suggestions for MHSA 3 year Community 
Planning before submission in December 3rd  

 Prop 63 (Mental health Service Act) 3 year plan—3 community meetings Nov. 10th, 13th, Dec 
5th. Followed by possible focus groups (intended to be engaging for the consumers, hear directly 
from them) 

 January Strategic Planning Retreat: who will be available or willing to do that retreat again? 
As a group? (Friday, mid-afternoon, supply lunch, until around 4pm is preferred by most—
comfortable setting with lots of parking space) 
=Around 27th, 12pm to 4pm, lunch provided 
=Agenda: possibility for Mental Health Month? Projects/events/activities we want to take on? 

 Need to look closely at Complaints from consumer—review the data and how to evaluate those 
information—nature of the complaints, grievances (What is it about? Tx? Follow-up?), the 
patterns of data—how to actively address them? Give us the base-line, and what areas to 
improve 

 Use the friends and family of the membership to take a closer look at the consumers 

 Stipends and the issues: changes in policies, funds towards the volunteers, consumers (require 
all consumers and family members so much instead of breaking barriers, created more barriers). 
SSIA, audit issues. =Now consumers must go and self-advocate for themselves—people in 
Cesar’s level has already tried 
=Inappropriate, disrespectful, unfair treatment by the county towards consumers who are 
volunteering to serve the country and communities. (Those who want to advocate, contact: C. 
Allen. Suzan Turvano) 
=Those that are nonemployee should collectively come together and write letters/requests 
(Meeting with Suzanne, Talk with Suzanne)/follow-up, coordination by Cesar 
 

Policy 

BHRS/HR Application Review Pilot Project 
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 Main agenda: recruitment, interview, panels, hire—application reviewers with culturally diverse 
viewpoints (Diverse requirement for certain positions reviewed by diverse group of people). 
Counter the implicit biases and blind-spots within the workplace—embrace diversity (qualified 
applicants are overlooked because of that). 

 Tactic in recruiting candidates: use of social networking (e.g. Facebook), word-of-mouths 

 Support Service worker, Social service worker recruitments—people of color & lived 
experience/BA,BS or no lived experience with MA (minimum qualification) were the two 
main factors they looked for (provided as supplemental questions) + bilingualism 
=Broader recruitment, bigger applicant pool 
=Definition of “lived experience” is needed (some are confused; those who has not had 
PERSONAL but family member thought they did not qualify even though they actually do) 

 Interview panel: Diverse age, gender, race (All people of color—differences of opinions that 
were respected mutually) 

 Results of who they picked! Internal candidates who are bilingual and has had lived 
experiences 
Human resources department=make this process as policy? The diversity/underserved of the 
reviewer is as important as diverse applicants. 

Access 

Update of Peer Classification and Job Descriptions:  

 The positions should be approved and formalized by Jan. 2017—how many peer-counselor does 
BHRS want to have/could have? Peer-counselor supervisor position? 

 Possible conflict between these “paid”, county-based workers vs. Non-profit workers? 

 Peer-counselor position—demands? Promotion? Competition with other positions?—needs 
driven/funding allocation 

 How to differentiate support service workers (SSW) and peer counselors (PC)? 
=PC—hired based on their lived experience (rather than educations, case-management 
experience), explicit lived experience—stigma and discrimination reduction 
--High school diploma/GED is basically only need in addition to lived experience 
=SSW—lived experience is not prominent nor absolute requirement 

 Caser will be doing presentation on the use of PC from Jan and June 2017 

Penetration Rates of Ethnic Communities in STAR and HOPE programs follow-up: 

 Ad-hoc committee: identity and discuss the challenges of recruitment and penetration 

 New advisor Paula 

 Follow-up meeting with Darby, Paula, Alana, and David (Drug court, STAR court) 
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 HOPE: lack of community education and out-reach around the criteria for admission/referral to 
the program; lack of data, lack of information about PC program; increase in Latino 
population/CASA group; changes and possible issues with ACM; shift in access 
--Accountability by the Health and Human services? Questions should be raised by non-profit 
organizations 

Increase in Latino service providers to serve mild/moderate consumers (Kristen Gardner): 

 Highest priority: increase clinical stuff (expanding to canal alliance?) 

 Considering the Latino culture and stigmatization, proper training of the providers is needed 
(dysfunctional process of care) 

 West-Marin, need for service (esp. population with mild-moderate severity) with bilingual and 
bicultural workers 

 Need for therapists??? (Currently only 1) therapy vs. case management (office base will not 
work)—want from 4 to 6 therapists 

 Need for greater integration/embedded of programs in Marin City (e.g. Latino program, 
Vietnamese program) + fold-in substance use issues 

 Novato as penetration area for Spanish community? Spanish-speaking clinicians? 

 Mobile unit in West Marin (rural area of Marin)—need for expand, show auditors our services 
is broader (e.g. psychoeducation) 

 Marin City: from Jan to June—scoping sessions to look at Mental Health and Substance Use 
needs, what attempt failed, and what could work for the community?  
--Hope to employ community residents, recovery oriented model, community oriented, 
culturally appropriate movement 
--Hope to get community response and enthusiasm  

 Lack of cultural sensitivity=lose African American population/consumers  

Training 

Consumer Advocacy Training Pilot Project Update: provide 8 courses towards adult consumer 
advocacy (setting up by Kerry)—in four locations (Marin City, Novato, San Rafael).  
--Out reach and recruitment are planned—5 to 10 people to closely work with (call Kerry, whoever 
want to learn advocacy) 

Cultural Competency Case Consultation Update: best consultation is done over the phone (timing 
issues)—what about creating the list and use that resource directory consultants—document the calls so 
that we can show the community that call is available in reach for support (rather than drop-ins) 

Media and Outreach 

TV Show Updates: Topic discussed in retreat: Cheryl, Cat—by January data of viewers of the show 
(number and who are watching, where) 

Ad-Hoc Volunteer/Consumer/Consumer Advocates 

 Will be discussed further at the retreat 
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General Announcement 

 Alana is leaving!!!!!  

 Nov. 11th Vietnamese free lunch! 

 Suicide support group search on Facebook 

Feedback & Recommendation 

Meeting Adjourned 

Next Meeting January 27th from 12:00 to 4:00 pm (Lunch served) RETREAT 
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