
 

Are you Interested in helping transform 

 the public mental health system  

by making services more accessible, relevant, & meaningful? 
 

Apply to Join the  
Mental Health Services Act  

Advisory Committee 
 

Meetings are held from 1:30-3pm on the 4th Wednesday of the Month 
 

$30 stipends available per meeting to offset the cost of transportation, child or 
adult care,  or other expenses associated with attending 

 

Submit your application by  June 25th, 2018 

More information on the following pages or contact Galen Main: (415)473-6238 or gmain@marincounty.org 



 
 

 

Mental Health Services Act (MHSA) Advisory Committee Overview 
 

Thank you for your interest in serving as a member of the MHSA Advisory Committee. The 
committee is the primary stakeholder body that monitors the implementation of the Mental 
Health Services Act Plans in Marin County. The committee will include a broad range of 
stakeholder perspectives. We strive to include a balance of representation from the many 
ethnic, cultural and geographic communities within Marin County.  
 
Background 
In November 2004, California voters approved Proposition 63, the Mental Health Services Act 
(MHSA), intended to expand and transform county mental health services throughout California. 
While the proposition passed with 54% of the vote statewide, Marin County voted 63% in favor. 
The MHSA raises additional taxes for the State, which are then allocated to county mental 
health programs. 
 
The MHSA has five (5) separate components:  

 Prevention and Early Intervention (PEI),  
 Community Services and Supports (CSS),  
 Innovation (INN),  
 Workforce Education and Training (WET), and 
 Capital Facilities and Technological Needs (CFTN). 
 

Marin’s MHSA Three-Year Program and Expenditure Plan for FY2014-15 through FY2016-17 can 
be viewed on the County website at:  www.marinhhs.org/mhsa or you can call 415.473.7465 
to request a paper copy by mail. 
 
Committee Member Expectations: 

 Provide input that balances the needs of specific stakeholder groups and needs of the 
broader public mental health system. 

 Commitment to participate for at least 1 year. 
 Attend monthly meetings. Meetings are currently held from 1:30-3:00pm on the fourth 

Wednesday of the month (except November and December) at 20 N. San Pedro Road in 
San Rafael.  

 If missing a meeting, a member may send a person who can represent him/her, but 
permanent alternates are not allowed. 

 
Mental Health Services Act Stakeholder Participation Legal Requirements 
 

WIC § 5848 states that County MHSA plans shall be developed with local stakeholders, 
including adults and seniors with severe mental illness, families of children, adults, and seniors 
with severe mental illness, providers of services, law enforcement agencies, education, social 
services agencies, Veterans, representatives from Veterans organizations, providers of alcohol 



and drug services, health care organizations, and other important interests. Counties shall 
demonstrate a partnership with constituents and stakeholders throughout the process that 
includes meaningful stakeholder involvement on mental health policy, program planning, and 
implementation, monitoring, quality improvement, evaluation, and budget allocations. 
 
CCR § 3300 states that involvement of clients and their family members be in all aspects of the 
community planning process and that training shall be offered, as needed, to stakeholders, 
clients, and client’s family who are participating in the process.   
 
CCR § 3300 further includes:  

 Representatives of unserved and/or underserved populations and family members of 
unserved/underserved populations, as defined in CCR § 3200.300 and CCR § 3200.310 

 Stakeholders that reflect the diversity of the demographics of the county, including but 
not limited to, geographic location, age, gender, and race/ethnicity.  

 Clients with serious mental illness and/or serious emotional disturbance, and their family 
members. 

 
CCR § 3320 states that Counties shall adopt the following standards in planning, implementing, 
and evaluating programs: 

 Community collaboration, as defined in CCR § 3200.060  
 Cultural Competence, as defined in CCR § 3200.100  
 Client Driven, as defined in CCR § 3200.50  
 Family Driven, as defined in CCR § 3200.120 
 Wellness, recovery, and resilience focused, as described in WIC § 5806 and § 5813.5 
 Integrated service experiences for clients and their families, as defined in CCR § 3200.190, 

which is defined as when the client, and when appropriate the client’s family, accesses a 
full range of services provided by multiple agencies, programs and funding sources in a 
comprehensive manner.   

  



MHSA General Standards Regulations 
Community Collaboration: a process by which clients and/or families receiving services, other community members, 
agencies, organizations, and businesses work together to share information and resources in order to fulfill a 
shared vision and goals (Title 9, California Code of Regulations, §§3320 and 3200-060) 
Cultural Competence: incorporating and working to achieve each of the goals listed below into all aspects of policy-
making, program design, administration, and service delivery. Each system and program is assessed for the 
strengths and weaknesses of its proficiency to achieve these goals. The infrastructure of a service, program, or 
system is transformed, and new protocol and procedure are developed, as necessary to achieve these goals. (1) 
Equal access to services of equal quality is provided, without disparities among racial/ethnic, cultural, and linguistic 
populations or communities.(2) Treatment interventions and outreach services effectively engage and retain 
individuals of diverse racial/ethnic, cultural, and linguistic populations.(3) Disparities in services are identified and 
measured, strategies and programs are developed and implemented, and adjustments are made to existing 
programs to eliminate these disparities.(4) An understanding of the diverse belief systems concerning mental illness, 
health, healing and wellness that exist among different racial/ethnic, cultural, and linguistic groups is incorporated 
into policy, program planning, and service delivery. (5) An understanding of the impact historical bias, racism, and 
other forms of discrimination have upon each racial/ethnic, cultural, and linguistic population or community is 
incorporated into policy, program planning, and service delivery. (6) An understanding of the impact bias, racism, 
and other forms of discrimination have on the mental health of each individual served is incorporated into service 
delivery. (7) Services and supports utilize the strengths and forms of healing that are unique to an individual's 
racial/ethnic, cultural, and linguistic population or community. (8) Staff, contractors, and other individuals who 
deliver services are trained to understand and effectively address the needs and values of the particular 
racial/ethnic, cultural, and/or linguistic population or community that they serve. (9) Strategies are developed and 
implemented to promote equal opportunities for administrators, service providers, and others involved in service 
delivery who share the diverse racial/ethnic, cultural, and linguistic characteristics of individuals with serious 
mental illness/emotional disturbance in the community. (Title 9, California Code of Regulations, §§3320 and 3200-
100) 
Client driven:  the client has the primary decision-making role in identifying his/her needs, preferences and 
strengths and a shared decision-making role in determining the services and supports that are most effective and 
helpful for him/her.  Client-driven programs/services use clients input as the main factor for planning, policies, 
procedures, service delivery, evaluation, and the definition and determination of outcomes. 
Family-driven: families of children and youth with serious emotional disturbance have a primary decision-making 
role in the care of their own children, including the identification of needs, preferences, and strengths, and a shared 
decision-making role in determining the services and supports that would be most effective and helpful for their 
children.  Family-driven programs/services use the input of families as the main factor for planning, policies, 
procedures, service delivery, evaluation, and the definition and determination of outcomes.( Title 9, California Code 
of Regulations, §§3320 and 3200-120) 
Wellness-, Recovery-, and Resilience-focused: Planning for services shall be consistent with the philosophy, 
principles, and practices of the Recovery Vision for mental health consumers: To promote concepts key to the 
recovery for individuals who have mental illness: hope, personal empowerment, respect, social connections, self-
responsibility, and self-determination.  To promote consumer=operated services as a way to support recovery. 
(MHSA Section 7, W&I §5813.5(d)) 
Integrated Service Experiences for Clients and their Families: the client, and when appropriate the client's family, 
accesses a full range of services provided by multiple agencies, programs and funding sources in a comprehensive 
and coordinated manner.( Title 9, California Code of Regulations, §§3320 and 3200-190) 

 

 


