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Our MISSION 

Working together to achieve hope, healing, and a 

meaningful life in the community.  

Our VISION 

People with mental illness and addictions recover to 

achieve their hope and dreams, enjoy opportunities to 

learn, work, and contribute to their community.  

Our VALUES 

We honor the potential in everyone.  We value the whole person - mind, body and 

spirit.  We focus on the person, not the illness.  We embrace diversity.  We 

acknowledge that relapse is not a personal failure.  We recognize that authority over 

our lives empowers us to make choices, solve problems and plan for the future.   
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KERN QUALITY ASSESSMENT AND IMPROVEMENT PROGRAM 
 
Kern Behavioral Health and Recovery Services (Kern BHRS) seeks to provide excellence in service through the provision of person-
centered, consumer-driven, recovery-oriented, and culturally competent behavioral health care services that are integrated with 
primary health care and seek to address each beneficiary’s unique needs.  It is our mission to assist individuals with issues of mental 
health and substance misuse to find solutions to the challenges they face so they may live full and healthy lives and function within 
their families and communities.  
 
Kern BHRS is committed to continued program development and compliance efforts as detailed in the Kern BHRS Quality 
Assessment and Improvement Program (QAIP) description.  The QAIP meets the contractual requirements of the Mental Health 
Plan contract with Department of Health Care Services (DHCS), as well as, additional areas of performance improvement as 
identified by The California External Quality Review Organization (CAEQRO).  The scope of the QAIP has been expanded to include 
regulatory requirements associated with the Organized Delivery System waiver issued in the State of California.  The QAIP includes 
all services furnished to beneficiaries.  
 
The QAIP is accountable to the Kern BHRS Director whom is over the MHP and SUD service delivery plans.  The Kern BHRS 
Director is a licensed mental health professional that is under the authority of the Kern County Board of Supervisors.  The 
development and oversight of the QAIP is managed by the Administrator of the Kern BHRS Quality Improvement Division (QID).  

 

REPORTING AND IMPROVING  
 
A vital component of the QAIP is the annual implementation of the Quality Improvement (QI) Workplan.  The QI Workplan is the first 
element within the quality improvement cycle.  The QI Workplan covers the current fiscal year and includes: 
 

• Evidence of monitoring activities including but not limited to review of beneficiary grievances, appeals, expedited appeals, 
fair hearings, expedited fair hearings, provider appeals, and clinical records review.  
 

• Evidence that QI activities, including performance improvement projects, have contributed to meaningful improvement in 
clinical care and beneficiary services. 

 

• A description of completed and in-process QI activities including: 
o Monitoring and tracking of previously identified issues 
o Objectives, scope and planned QI activities for each year   
o Targeted areas of improvement or change in service delivery or program design 

 

• A description of mechanisms implemented to assess the accessibility of services within the service delivery area.  This 
includes goals for responsiveness for the 24-hour toll-free telephones number, timeliness for scheduling of routine 



 

5 

appointments, timeliness of services for urgent conditions, and access to after-hours care. 
 

• Evidence compliance with the requirements for cultural competence and linguistic competence.  An annual update to the 
Cultural Compliance Plan is included as an appendix to the QI Workplan.  

 
The QI Workplan is based on the fiscal year and contains goals, objectives, and the responsible party.  At the conclusion of the fiscal 
year, each goal is evaluated in a report template called Kern BHRS Annual Report.  The template guides the author through a series 
of questions designed to evaluate the implementation and outcomes of the objectives and goals established in the workplan.  The 
Quality Improvement Committee evaluates the implementation of the QI Workplan goals.  Each QI Workplan goal is rated as Met, Not 
Met, or Partially Met.  Each individual Annual Report is complied into a larger document called the Kern BHRS Annual Report and 
Workplan Evaluation then submitted to the members of the Quality Improvement Committee (QIC).  The committee members review 
the reports and use the information to establish the QI Workplan goals for the new fiscal year.  

 

STRUCTURE AND ELEMENTS 
 
The Quality Improvement Committee (QIC) reviews the quality of the service delivery system with the aim of improving the processes 
of providing care and better meeting the needs of its beneficiaries.  The role of the QIC includes:  
 

• Oversight and involvement in QI activities, including Performance Improvement Projects (PIPs) 
 

• Recommends policy decisions 
 

• Reviews and evaluates the results of QI activities 
 

• Institutes needed QI actions 
 

• Ensures follow-up of QI processes 
 

•  Documents decisions and actions taken through committee meeting minutes  
 

The QIC is also referred to as the Executive QIC because it has oversight over four subcommittees.  The subcommittees include the 
System Improvement Committee, the System-wide Quality Improvement Committee, the Network Adequacy Committee, and the 
Regulatory Compliance Committee.  The Executive QIC and its subcommittees are charged with the following activities: 

• Collecting and analyzing data to measure against the goals or prioritized areas of improvement that have been identified 
 

• Identifying opportunities for improvement and deciding which opportunities to pursue 
 



 

6 

• Identifying relevant committees internal and external to ensure appropriate exchange of information with the QIC 
 

• Obtaining input from providers, beneficiaries, and family members in identifying barriers to delivery of clinical care and 
administrative services 

 

• Designing and implementing interventions for improving performance 
 

• Measuring effectiveness of the interventions 
 

• Incorporating successful interventions into system operations 
 

• Reviewing beneficiary grievance and appeals, expedited appeals, fair hearing, expedited fair hearing, provider appeals and 
clinical records review 

 
The Quality Improvement Division (QID) is responsible for much of the measuring, monitoring and reporting required by the QIC and 
the QI Workplan.  All performance monitoring and improvement activities conducted by the QID are consistent with current standards 
of practice in the behavioral health industry.  All monitoring activities are designed to improve the access, quality of care, and outcomes 
of the service delivery system.  In addition, the QID monitors system compliance with all regulatory mandates and department 
standards.  Monitoring activities include but are not limited to beneficiary and system outcomes and performance measurements, 
utilization management, utilization review, provider capacity and utilization monitoring, provider appeals, credentialing and monitoring, 
and monitoring of the problem resolution process.  QID also performs service verification, medication monitoring, performance 
improvement projects, network adequacy monitoring, client/family perception surveys, documentation compliance reviews, and 
houses the Corporate Compliance and Privacy Officer. The QID leads system change using various improvement science 
methodologies such as Lean Six Sigma and PDSA. 
 

ACCREDIDATION 
 
An additional element to Kern BHRS QAIP is our CARF International accreditation.  CARF International is private, nonprofit 
accreditation organization that is committed to continuous improvement of both the organizational management and service delivery 
system. In 2017, Kern BHRS was awarded its sixth consecutive 3-year accreditation decision.  All treatment programs, mental health 
and substance use, under Kern BHRS are accredited including outpatient programs, case management services, crisis stabilization 
units, prevention programs, and the 24/7 toll free hotline.   
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 Kern BHRS QI Program 
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The Executive QIC 

PARTICIPANTS 
A. Director  
B. Deputy Directors  

i. Clinical Services 
ii. Administrative Services 

C. System of Care Administrators: 
i. Adult System of Care 
ii. Children’s System of Care 
iii. Kern Linkage Division 
iv. Crisis Services 
v. Recovery Support Services 
vi. Quality Improvement Division  
vii. Medical Services  
viii. Facilities Officer 
ix. Finance Manager 
x. IT Manager  
xi. Substance Use Disorder Division 

 
DATA REVIEWED 

A. Subcommittee reports 
B. Workplan goal quarterly reports 
C. Annual Reports 
D. Performance Improvement Projects 
E. Quality Improvement Projects 
F. Structure and process measure reports 
G. Clinical Outcome reports 
H. Evaluation of practice guidelines 
I. Evidence Based fidelity monitoring 
J. Negative outcomes through the Morbidity and 

Mortality reports and unusual occurrence 
reporting 

K. Safety related data 
 

SCOPE / AREAS OF RESPONSIBILITY  
A. Quarterly division updates from all division 
B. Determine policy decisions 
C. Monitor and evaluate results of PIP’s 
D. Institute needed quality improvement actions 
E. Ensure follow up of quality improvement 

processes  
F. Prioritize areas of improvement; identify 

opportunities of improvement 
G. Participate in and delegate the collection of data 

and analysis of data to measure against goals 
and prioritized areas of improvements 

H. Ensure appropriate exchange of information 
amongst subcommittees, Executive QIC, 
delivery system and stakeholders 

I. Oversee the design and implementation of 
interventions to improve performance 

J. Review effectiveness of service measures 
K. Ensure validity and reliability of measures 
L. Ensure incorporation of successful interventions 

into operations 
M. Develop and oversee the implementation of the 

Annual Work Plan 
N. Conduct an annual evaluation of the Work Plan 

goals.  
O. Conduct an annual evaluation of the QAPI 

program 
P. Share relevant information with stakeholders 

and staff 
Q. Document minutes including any decisions and 

actions 
R. Oversee Implementation of practice guidelines 
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QIC Subcommittees 

SUBCOMMITTEES 
A. System Improvement Project Committee 
B. System Quality Improvement Committee 
C. Regulatory Compliance Committee 
D. Resource Allocation Committee 

 
 

 

AREAS OF RESPONSIBILITY 
A. Make recommendations to the Primary QIC 

about opportunities for improvement and which 
opportunities to prioritize 

B. Participate in and delegate the collection of data 
and analysis of data to measure against goals 
and prioritized areas of improvements 

C. Obtain information from beneficiaries, family 
members, in identifying barriers to delivery of 
clinical care and administrative services 

D. Recommend interventions for improving 
performance 

E. Measure effectiveness of service 
F. Review reports regarding grievance, appeals, 

expedited appeals, fair hearing, provider 
appeals, and clinical records. Make 
recommendations to Executive QIC for any 
necessary quality improvement actions 

G. Recommend policy decisions, review and report 
results of monitoring activities, report significant 
findings to the Executive QIC 

H. Ensure documentation of minutes including 
decisions and action 
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System Improvement Project Committee 

PARTICIPANTS 
A. Administrator group 

1. Primary Participants (determined by current 
project focus):  

2. Clinical Services Deputy Director 
3. SUD Admin  
4. QID Admin  
5. Adult Admin 
6. KLD Admin 
7. Crisis Admin 
8. RSA Admin 
9. Medical Services Admin 
10. Secondary Participants (participating as 

needed): Executive Management team, 
Deputy of Clinical Services, IT manager, 
Finance Manager, Facilities Manager 

B. Stakeholder group (supervisors) 
 

 
 

 

AREAS OF FOCUS AND RESPONSIBILITY 
A. Designs and implement large change 

strategies as determined by the QIC. 
B. Reduction of negative outcomes 
C. Effectiveness of Services 
D. MHSA Program Outcomes 
E. Clinical Outcomes 
F. Scope of Practice Considerations 
G. Array of Services 

 
 
DATA REVIEWED  

A. Any/All data related to current project focus 
1. Current data reviewed:  

a. ASOC team flow data 
b. SUD Flow data 
c. Clinical Outcomes data 
d. Network Adequacy data 
e. Client Perception 
f. Recidivism Reports 
g. Quality of Treatment 
h. Utilization Management 
i. Performance Outcome standards 
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System-Wide Quality Improvement Committee (SQIC) 

PARTICIPANTS 
A. Behavioral Health Board member(s) (CHAIR) 
B. Direct service staff or designees from 

divisions (ASOC, CSOC, QID, SUD) 
C. Ethnic Services Manager 
D. QID staff person(s) 
E. Representative from each contract provider 
F. Consumer Family Learning Center (CFLC) 

representatives 
G. Clients 
H. Family Members 
I. Community Stakeholders 
 
 

 

SCOPE / AREAS OF RESPONSIBILITY 
A. Customer satisfaction report and 

recommendations 
B. Provider relations report and 

recommendations 
C. Beneficiary protection report and 

recommendations 
D. Cultural competence and diversity report and 

recommendations 
E. Quality Improvement report and 

recommendations 
F. Utilization management report and 

recommendations 
G. Performance Improvement Projects 

 
DATA REVIEWED 

A. Annual Recovery survey 
B. Discharge Surveys 
C. 24/7 test call reports (Quarterly) 
D. UOR reporting  
E. Annual reports 
F. Satisfaction Surveys 
G. Lean Six Sigma projects 
H. Outcome data analysis 
I. Regulatory compliance efforts 
J. Process and structure measures related to 

the implementation of the Cultural 
Compliance Plan 

K. Performance Improvement Projects 
L. Other areas as required by the committee.  
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Network Adequacy Committee 

PARTICIPANTS  
A. Deputy Director of Clinical Care (Co-Chair)  
B. System of Care Administrators and 

appropriate staff persons  
a. ASOC Administrator 
b. Children’s Administrator 
c. KLD Administrator  

C. IT Manager and appropriate staff persons 
D. QID Administrator and appropriate staff 

persons (Current Co-Chair) 
E. Ethnic Services Manager 
 

 

SCOPE /AREA OF RESPONSIBILITY  
A. Network Adequacy  
B. Culturally appropriate services review 
C. Access to Services: 
D. Provider Relations  
E. Service Utilization 
F. Service Capacity 
G. Penetration 
H. Linguistic Capability 
I. Client Perception 
J. Timeliness of Services 

 
DATA REVIEWED  

A. Resource Allocation Table 
B. Flow data review of all clinical service team 

monthly data reports 
C. Bilingual Report  
D. Network Adequacy Certification Data 
E. Service Utilization Reports 
F. Penetration Rate Flex 
G. Timeliness Report 
H. Client Perception Survey (State) 
I. Client Perception Survey (Local) 
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Regulatory Compliance Committee 

PARTICIPANTS 
A. Privacy/ Compliance Officer (CO-CHAIR) 

and staff  
B. Information Security Officer (also the IT 

Manager) (CO-CHAIR) 
C. QID Administrator and designated staff 
D. Adult Administrator 
E. Children’s Administrator 
F. SUD QID representative 
G. Patient’s Rights Supervisor 
H. Appointed Supervisors (Children’s, Adults, 

RSA, Crisis Divisions) 
I. Contract providers representatives 
J. HR representative 

 
 

SCOPE / AREAS OF RESPONSIBILITY  
A. Service verification 
B. Compliance investigations 
C. Security breaches 
D. HIPPA violations 
E. Relevant trainings 
F. Program Integrity 
G. Risk Management 
H. Exclusions Reporting 
I. Confidentiality/Privacy 
J. Staff Education and Training 
K. Credentialing 

 
DATA REVIEWED 

A. Policy review related to Compliance, Privacy 
and Information Security. 

B. Current Compliance, Privacy and Information 
Security concerns that require prompt action. 

C. Relevant updates to Compliance, Privacy 
and Information Security regulations. 
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Quality Improvement Work Plan 

For each of the following QI/QM work plan areas of concern, data or information will be collected, analyzed, and used to 
measure against goals and objectives so opportunities for improvement can be identified. Interventions will be designed and 
implemented to improve performance.  Effectiveness of the interventions will be measured and results will be used to validate 
or modify practices as appropriate. 

 

Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 

NETWORK ADEQUECY:  24/7 Toll-Free Number 

Have 5% of all hotline 
calls monitored by 
silent monitoring. 
 
100% of calls will meet 
all 24/7 access line 
Medi-Cal regulations 
 
 
 
 
 

All calls will meet required 
Medi-Cal and Lifeline 
standards which include: 
 

• Proper greeting 

• Assessment for 
crisis/suicidality as 
specified by AAS and 
SAMHSA questions 
identified.  

• Obtain all identifying 
information 
documented in iCarol 

• Disposition recorded 
in iCarol. 

• Information offered 
regarding the problem 
resolution/complaint 
process.   

• Appropriate closing. 
 

● Continue to monitor and ensure Medi-Cal requirements are 
met 100% of the time. 
● Implement Call Management Hardware/Software that will allow 
better management of calls and ability to record calls for 
supervisor/staff review. 
● Continue with implementation of Zero Suicide (ZS) Initiative by 
announcing ZS philosophy to staff, distributing Workforce Survey 
and start staff training. 
● Comply with PRA Problem Resolution Process for client 
complaints for both MHP & DMC-ODS. 
● Train new Volunteer Coordinator to take over all recruitment 
and retention duties.  
● Continue to further increase outreach, education, recruitment 
and retention efforts. 
● Change focus of report to 24/7 report of hotline monitoring 
● Assist SUD waiver by answering after hours calls and do SUD 
assessment and schedule appointments. 
● Begin providing SUD screening after hours and weekends 
through telephones roll-over. 

 

• QID Quarterly Test 
Calls 

 

• Silent monitoring done 
by staff, volunteers, 
and supervisor 

 

• Team tracking and 
flow data logs. 

Crisis Services 
Administrator 

NETWORK ADEQUECY:  SUD Treatment Access Line 

100% of all access 
request calls will be 
given the correct 
information to link to 
needed services 

All calls will meet 
regulatory requirements of 
the DMC-ODS Standard 
Terms & Conditions which 
include: 

• Implement Call Management Hardware/Software that will 
allow better management of calls and ability to record calls 
for supervisor/staff review 

• Comply with PRA Problem Resolution Process for client 
complains 

• QID Quarterly Test 
Calls 

• Silent monitoring done 
by staff, volunteers, 
and supervisor 

SUD Administrator 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
• Proper greeting  

• Obtain all identifying 
information 
documented 

• Disposition recorded 

• Information offered 
regarding the problem 
resolution/complaint 
process 

• Appropriate closing 
 

• Collect data on recommended ASAM level of care • Monthly call volume 
reports 

• Monthly call drop 
report 

• Referral Notification 
Forms in EHR 

NETWORK ADEQUECY:  Foster Care Penetration Rates  

Increase penetration 
rate to an overall 
monthly average of 
50% for foster youth. 
 
 
 
 
 

Penetration rate for foster 
youth is 50%. 

The onset of the Continuum of Care Reform in January of 2017 
has increased efforts of coordination and it is expected that there 
will be an increased awareness of needs for these youth. 
Specifically, the following will occur during this next year to 
increase the percentage of foster youth receiving mental health 
treatment to a minimum of 50%: 
A. Kern BHRS will continue universal screening and 

assessment for all new foster youth entering the system. 

 
B. Kern BHRS will stand ready to assess all Foster youth within 

two (2) days of referral to the Foster Care team by DHS. 

 
C. Kern BHRS will continue to encourage DHS to implement a 

process to identify behavioral health issues and referrals for 

annual assessments.  With the implementation of the Child 

and Adolescent Needs and Strengths (CANS) assessment 

tool we are hopeful this will assist with identifying areas of 

need and therefore encouraging referral from DHS to Kern 

BHRS for assessment and mental health services. 

 
D. Kern BHRS will continue to provide trainings to DHS to 

provide information about the impact of trauma on children, 

the importance of early intervention, and the process to 

identify and refer youth.  

 

The Foster Child 
Penetration Rate Report 
reflects the percentage of 
foster youth served per 
month.  

Children’s System 
of Care 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
E. Processes to identify sub class eligible youth will continue to 

be strengthened and monitored through the SMART 

Committee. 

 
F. Kern BHRS will remain committed to supporting and 

participating in Child and Family Teams for children who 

need behavioral health services.  
 

G. Kern BHRS will continue to provide 2 mental health staff to 

be co-located at DHS and will continue to employee 2 DHS 

social workers that are co-located on Mental health sites. 
 

Kern BHRS will also monitor the Foster Youth Client Category in 
the electronic health record to assist with increasing services to 
foster youth 
 

NETWORK ADEQUECY:  Maintain Penetration Rates  

Ensure access to 
specialty mental health 
services for the Medi-
Cal beneficiaries of the 
county by increasing 
penetration rates for all 
areas served to meet 
or exceed goal of 
4.52%. 
 

The current contract 
standard for all outpatient 
mental health providers is 
to reach and maintain a 
penetration rate of 4.20 % 
in each GSA.  
 
This penetration rate goal 
of 4.20% is determined by 
the Medi-Cal claims data 
received by EQRO for 
large counties – CY 2016 

For FY 18/19, the penetration rate goal of 4.20% will continue, 
with the expectation it will change consistent with the 2017 
EQRO data for large counties once that information is received.  
The RAC will continue to review data to ensure progress towards 
meeting the penetration rate standard, and direct resources as 
needed.  
 
The MHP will continue to work towards expansion of service 
hours across all GSA’s. 
 
The contract standards will be amended to shape the service 
delivery system for provision of increased home-based and 
community-based services to ensure easier access for 
consumers.  
 
Strategies and programming to reach specific populations, 
including foster care youth, Transition Age Youth (TAY), 
homeless population, and cultural populations are will continue 
to be implemented. 
 
The MHP will request plans of correction from each GSA service 
provider not meeting the established penetration rate standard. 

The Resource Allocation 
Performance Table 
includes the tracking of the 
Penetration rate, which is 
based on the Penetration 
Rate Analysis Flex Report. 
The table tracks additional 
information (e.g. 
performance and strategic 
factors) that contribute to a 
more informed decision-
making process when 
determining resource 
allocation among GSA’s 

ASOC 
Administrator 
 
CSOC 
Administrator 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
Plans will be monitored through a quarterly reporting process 
that is already established with each provider.  
 
Prevention & Early Intervention (PEI) services including the 
Youth Brief Treatment Program, which provides for same day 
access, will continue to increase knowledge about mental health 
and resources available, provide outreach to traditionally 
underserved youth and families, and provide immediate brief 
mental health care to increase effective coping skills and 
improve social relationships. 
 
The outreach program implemented through Prevention & Early 
Intervention (PEI) will be expanding in metropolitan Bakersfield.  
It will include additional street and homeless shelter outreach as 
well as outreach to existing consumers who have disengaged 
from treatment, and aftercare contact with individuals who have 
transitioned to community providers 
 

NETWORK ADEQUECY:  Outreach Efforts to the Homeless and Hard to Reach 

Increase the number of 
hard to reach clients 
whom enter the 
system by 20% 
 
Increase the number of 
post-assessment direct 
services provided to 
each hard to reach 
individuals by 25%. 
 
At least 70% of 
transitional age youth 
will demonstrate 
treatment engagement 
by participating in 5 or 
more specialty mental 
health services.  
 
 

It is the standard of 
KernBHRS to provide 
access to treatment for all 
beneficiaries that qualify 
for services within 
fourteen (14) days of the 
first point of contact.  
 

• Utilize the outcome data within the EHR, dashboards, and 
Excel spreadsheets for easy accessibility. 

 

• Discharge planning services to be made available to 
inmates at all Sheriff Detention facilities. 

 

• Continue to implement Laura’s Law/Assisted Outpatient 
Treatment (AOT) to increase engagement and capacity for 
hard to reach to reach individuals which includes those that 
are hospitalized and incarcerated. Staff will provide 
increased presentations to local community 
organizations/businesses/citizens to educate on the 
program and how to refer to services.  

 

• Initiated a Request for Proposal (RFP) for REACH services 
to increase engagement of homeless population and hard to 
reach individuals in the greater Bakersfield area. 

 

• Staff additional outreach workers in outlying areas to 
increase engagement of homeless population and hard to 
reach individuals. 

A. Correctional setting 
 

1. In-Custody 
 

A number of services and 
deliverables are tracked 
and monitored by 
Correctional Behavioral 
Health (i.e. screenings, 
assessments, crisis calls, 
suicide and post suicide 
watch, medical services, 
etc) using various Excel 
spreadsheets and Cerner 
reports.  In addition, our 
community partner, Kern 
County Sheriff’s Office 
(KCSO), provides 
KernBHRS with additional 
data. 

 

Adult SOC 
Children’s SOC 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
 

• Increased collaboration with the Homeless Collaborative: 
includes funding for the HMIS Homeless Tracking System, 
support for the Coordinated Entry System, and funding for 
the Homeless Collaborative’s 10-year strategic plan which 
identifies how they will work with homeless individuals with 
behavioral health issues in Kern County.  

 

• Will explore possible expansion of VSOP to increase 
outreach of seniors in the community as well as continue to 
attend outreach events to provide early screening services 
and early intervention. 

 

• Streamline the contact to the homeless clients by creating a 
contact person at the Rescue Mission and Homeless Shelter 
to refer hard to reach individuals and provide assessments 
directly at these locations when possible. 

 

• KernBHRS Housing team will continue to provide training to 
all housing providers to ensure a quality of care standard at 
each facility.   

 

• The TAY team will have two TIP Fidelity Assessment’s 
completed over the next fiscal year for continuing quality 
improvement in the application of the TIP Model.    

 

• The TAY team will continue to work with the Information 
Technology (IT) department to secure a way to 
communicate with TAY youth via text message, as this is 
the preferred method of contact by youth served.  

 
The TAY team will begin a Seeking Safety Group and other 
groups at the Dream Center to assist in engagement of youth 
 

2. Out of custody 

 
The Electronic Health 
Record (EHR) from Cerner 
and Data Collection and 
Reporting (DCR) system 
are used to track and 
measure all outcome data.  
B. Individuals within the 

community that are 
homeless and are hard 
to reach  
 

1. Kern Linkage Division 
(KLD) utilizes P.A.T.H. 
tracking procedures 
and the EHR to track 
all Flood Ministry 
Referrals and 
assessments provided 
to the homeless.  
Flood Ministries 
records each contact 
made.  

 
2. Homeless Adult Team 

(HAT) makes monthly 
contact with local 
homeless shelters in 
coordination with the 
homeless collaborative 
outreach events at 
local shelters. 

 
3. Employers Training 

Resource (ETR) and 
Transitional Age Youth 
Team (TAY) work 
collaboratively to 
obtain outcomes.  ETR 
provides a Monthly 
Participant Report in 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
Excel which includes 
the number of 
participants receiving 
services during the 
report month. The 
report includes the 
following information 
about each participant: 
full name, case 
number, date referred 
to ETR, date enrolled, 
mental health case 
manager, activity, job 
search, workshops, 
work experience or 
inactive, employer 
name, start date, job 
title, rate of pay, 
benefits, hours per 
week, temporary or 
permanent.  TAY 
Team tracks housing 
and mental health 
services provided 
throughout the EHR.  

 
4. The Risk Reduction 

Education & Reduction 
Education & 
Accelerated Alternative 
Community Behavioral 
Health (REACH) team 
and Laura’s 
Law/Assisted 
Outpatient Treatment 
(AOT) team utilize 
Excel spreadsheets to 
track flow data for 
program participants.   

 
5. The Volunteer Senior 

Outreach Program 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
(VSOP) manages 
Excel spreadsheets 
which includes 
information regarding 
outcome data at VSOP 
sites.  

 

NETWORK ADEQUACY:  Timeliness of Access to Services 

Ensure all standards 
for access are met or 
exceeded. When 
standards for 
timeliness of service 
provision are not met, 
plans of correction 
should be developed 
and implemented. 
 
All timeliness 
standards set by 
DHCS, as well as 
those set by 
KernBHRS will be met 
in all access points for 
the MHP & DMC-ODS 
throughout the county.  
 

First request to 
assessment: 14 calendar 
days 
 
First request to first 
service: 21 calendar days 
 
Follow-up appointment 
following an inpatient 
admission: 7 calendar 
days 
 
Urgent appointment: 
within 24 hours 
 
% of services provided 
outside of regular working 
hours: 4% 
 
 
 
 

• Using the timeliness self-assessment as the main reporting 
device, provide the QIC with quarterly reports detailing the 
systems compliance with established timeliness standards.  
 

• Add measures specific to foster care youth  

Report showing average 
number of days to the initial 
mental health assessment. 
 
Self-Report tool used by 
contract providers 
 
Quarterly test calls 
(access) 
 
Report comparing date of 
discharge from the hospital 
to the time they first service 
was provided, using the 
electronic health record. 
 
Report produced using the 
Cerner scheduler program, 
that measures the number 
of services provided 
outside of traditional hours 
and the percent of those 
services within the total 
amount of services 
provided. 
 
Samples of completed 
“Urgent/Emergent Service 
Request” forms within the 
EHR. 
 

QID 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 

BENEFICIARY PROTECTION:  Change of Provider / Second Opinion Requests 

Improve Change of 
Provider monitoring 
quarterly process. 
 
 
 

All beneficiaries have the 
right to request a change 
of provider and/or a 
second opinion.  
 
Whenever feasible, their 
request will be granted. 
 
The MHP will track and 
monitor requests to 
ensure compliance. 
 

Our system appears to be effective in making sure that 
information is posted and provided to consumers informing them 
of their rights to request a change of provider/second opinion. 
However, due to the significant discrepancy between the number 
of requests in Cerner and the actual number submitted to QID 
per policy 10.1.11, the ability to dedicate resources to 
restructuring the monitoring process needs to be given priority.  
 
Goals are: 
1. Revise the Change of Provider/Second Opinion request 

form in Cerner to include information that can be reported 
on, eliminating the need for providers to submit copies to 
QID. 

2. Enhance the electronic form and reporting capabilities to 
provide detailed information by sub-unit, resulting in the 
ability to provide team-specific feedback when necessary 

3. Update policy 10.1.11 to reflect new language and notice 
requirements 

4. Provide training to all KernBHRS and contract provider staff 
on revised policy and procedures 

5. Develop a comprehensive and effective monitoring system. 
6.  Developing a quarterly QIC reporting process  
 

Tools used include: 

• Annual review of all 
provider lobbies to 
ensure the Change of 
Provider/Second 
Opinion Consumer 
Request Forms are 
present. 

• Annual review of all 
provider lobbies to 
ensure grievance 
forms are provided and 
accessible.  

• Monthly reports 
provided by Patient’s 
Rights Office of all 
requests for change of 
provider and second 
opinions 

 
Reports created using the 
database that QID uses to 
enter the Change of 
Provider/Second Opinion 
Request forms received 
from the teams/providers.  
 

QID 

BENEFICIARY PROTECTION:  Fair Hearings 

All MHP and DMC-
ODS State Fair 
Hearings will be 
reported to the Quality 
Improvement 
Committee (QIC) to 
review, identify, and 
implement system 
improvements. 
 

Kern BHRS, the Mental 
Health Provider (MHP), 
will respond to all requests 
for a State Fair Hearing no 
more than one (1) week 
from the receipt of the 
request. 
 

Develop a checklist to ensure all required steps are followed and 
documented appropriately for each State Fair Hearing equally. 
 
If possible, receive the final results of all State Fair Hearing 
requests to be used for future reference. 
 
Duties to be transitioned to the Quality Improvement Division by 
September 2018. Until QID takes over completion of State Fair 
Hearing responses, another staff person will be trained on the 
process to assure continuity 

Upon receiving a State Fair 
Hearing request, a hard 
copy file is developed, and 
a written checklist and log 
of each event is noted.  
The checklist contains the 
beneficiary information, 
pertinent dates, contacts 
made, materials sent out, 
and notes.  Hard copies of 

RSA Administrator 



 

22 

Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
Educate 100% SUD 
providers on process 
and procedures.  
 
Track State Fair 
Hearings to ensure 
compliance. 
 

e-mails, progress notes, 
and other information are 
also retained in this file.   
 
Once the hearing has been 
scheduled, the County’s 
Position Statement will be 
completed using the 
electronic health record, 
clinical staff interviews, 
speaking with the client, 
and referring to department 
policies.  The position 
statement is to be done no 
later than two (2) days prior 
to the date of the 
scheduled hearing 
Once the hearing has taken 
place, all documents are 
scanned and retained 
electronically.  These 
documents are also sent 
via secure e-mail to the 
Quality Improvement 
Division (QID) for review 
and retention.  
 

BENEFICIARY PROTECTION:  Grievances and Appeals / Problem Resolution 

Decrease the number 
of “Change of 
Provider” and “Quality 
of Care” grievances by 
3%. 
 
Ensure 100% of DMC-
ODS providers and 
KernBHRS staff are 
knowledgeable about 
the grievance and 
appeal process.  

KernBHRS reinforces 
quality customer service 
with each person and 
family receiving services, 
and at each point of 
contact.  Our treatment 
model emphasizes client 
and family-centered 
communication and care 
 

While there was a slight decrease in the number of grievances 
regarding dissatisfaction with providers or the care received, we 
expect with repetitive attention to quality interaction and service 
to each individual, that this will provide better results. The goal 
for the upcoming fiscal year is to decrease the number of 
Change of Provider and Quality of Care grievance by 3%. 
 
Implement SUD problem resolution process. Record all 
grievances and appeals in log 
 
Add SUD log to problem resolution trend analysis report.  
 

The KernBHRS Grievance 
& Appeal Log maintains 
detailed data for each filed 
grievance and appeal.  
A revised policy, reports 
provided from the 
Grievance & appeal system 
database, and copies of 
completed grievance and 
appeals will provide 
evidence of compliance to 
the new regulations. 

Patients’ Rights  
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
 
Improving reporting 
and documenting 
resolution. 
 

While the revision process is still in progress, it is expected that 
all providers will have completed the initial training by the end of 
the first fiscal quarter.  It is also expected that there will be 100% 
compliance with the Medi-Cal Grievance & Appeal Log. 

BENEFICIARY PROTECTION:  Notices of Adverse Beneficiary Determination (NOABD) 

The Quality Monitoring 
Team will monitor 
100% of all NOABD’s 
and report result to the 
Quality Improvement 
Committee (QIC).  
 
The QID will evaluate 
the NOABD data then 
identify and implement 
system improvements.  
 
 

Medi-Cal beneficiaries 
must be issued an NOA 
form 100% of the time 
when any of the following 
decisions are made: 
● An LPHA determines 
the beneficiary does not 
meet medical necessity 
for Medi-Cal specialty 
mental health services 
(SMHS) 
● The MHP denies, 
modifies, or defers a 
payment authorization 
request from a provider 
● The MHP denies 
payment authorization for 
a service already provided 
● The MHP fails to make 
decisions within the 
required timeframes for 
standard grievances, the 
resolution of standard 
appeals, or the resolution 
of expedited appeals 
● The MHP/Contract 
Provider fails to provide a 
service in a timely manner 
(based on the MHP’s 
defined timeliness 
standards  
 

The goals for the next fiscal year 18-19 are: 
 

1. Finalize revisions and implement all Notice of Adverse 
Benefit Determination (NOABD) forms (formerly known as 
Notice of Action) as required in the DHCS MHSUDS 
Information Notice 18-010E, published March 27, 2018. 

2. Update policy 10.1.9 Notice of Action to reflect new 
language and notice requirements 

3. Provide training to all KernBHRS and contract provider staff 
on new forms and issuance requirements for both MHP and 
SUD   

4. Develop a comprehensive and effective monitoring system 
that includes: 
a. The ability to utilize the electronic health record (EHR) 

reporting capabilities, to the extent possible, to identify 
when adverse determinations have been made that 
require the issuance of an NOABD 

b. Identifying adverse determination decisions that are not 
documented in the (EHR) and developing data 
collection processes that will ensure accurate reporting 

c. Eliminating the requirement for staff to send copies of 
NOABD’s issued to QID – this has resulted in 
inaccurate data being reported 

d. A record review to determine if there is evidence that 
the appropriate NOABD  

was issued to the beneficiary as required 
e. Developing a quarterly QIC reporting process that will: 

1. Quantify the number of NOABD’s issued by 
each type. 

2. Be capable of reporting information at the sub-
unit level 

3. Identify any areas that are out of compliance  
4. Identify trends or problem areas 

5. Require a plan of correction process when 
necessary.  

The KernBHRS policy 
requires that a copy of all 
NOA’s issued to 
beneficiaries must be sent 
to the Quality Improvement 
Division (QID). Information 
from the NOA’s received is 
entered into a database 
and quarterly reports are 
produced, identifying how 
many of each of the five 
types of NOA’s have been 
issued by KernBHRS and 
contract provider teams. 
Data from all four quarters 
of the fiscal year gets 
compiled into an annual 
report and given to the 
department’s Quality 
Improvement Committee 
(QIC) for review over the 
past year, NOA compliance 
has been reinforced 
through discussions at the 
QQID meetings and 
quarterly QIC reporting. 
QID was unable to develop 
and implement an 
improved monitoring 
system over the past fiscal 
year due in part to the 
priority of other projects 
and responsibilities within 
the QID Documentation 
Compliance and Quality 

Quality 
Improvement 
Division Quality 
Monitoring 
Program 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
 Monitoring teams as well 

as waiting for DHCS to 
finalize extensive revisions 
being made to the forms 
and requirements because 
of the Medicaid Final Rule 
 

BENEFICIARY PROTECTION:   Privacy, Compliance and Security 

Develop and 
implement a 
Compliance and 
Privacy risk 
assessment for SUD 
and MH administration, 
consistent with OIG 
recommendations, 
including development 
of the duties/role of the 
Risk Management 
Officer.  
 
Develop and 
implement a method 
for auditing contracted 
providers’ Corporate 
Compliance Programs, 
ensuring compliance 
with the updated MHP 
and SUD contract 
requirements. 

COMPLIANCE 
PROGRAM:  Maintain 
required compliance 
program, designed to 
detect and prevent fraud, 
waste and abuse.  
 
SERVICE 
VERIFICATION:  Maintain 
or improve method to 
verify whether services 
reimbursed by Medicaid 
were actually furnished to 
beneficiaries. 
 
EXCLUDED PROVIDER:  
Maintain verification that 
new and current providers 
and contractors are not on 
the Excluded Provider 
List(s). 
 
COMPLIANCE PRIVACY 
STANDARDS:  Ensure 
consistent compliance 
with all privacy standards 
as required by the Health 
Insurance Portability and 
Accountability Act 
(HIPAA) and the HITECH 
Act (ARRA) by 
maintaining processes for 

Develop a method for auditing Contracted Providers’/Business 
Associates’ for compliance with the Program Integrity contract 
requirements, including Corporate Compliance Programs. 

Strengthen provider relations through collaboration and support 
to Contracted Providers in developing/ensuring staff are provided 
with training and resources for HIPAA Privacy and Security and 
the development/expansion of Corporate Compliance programs. 

Incorporate Privacy related regulations, policies and procedures 
when completing annual updates to the Corporate Compliance 
program. 

Continue to develop a Compliance and Privacy risk assessment 
tool, consistent with CFR, Title 42, § 438.608(a) and OIG 
recommendations. 

Finalize revisions to the KernBHRS Release of Information, 
consistent with updates to 42 C.F.R. Part 2 (federal regulations 
governing the confidentiality of drug and alcohol abuse treatment 
and prevention records) and provide training to staff on the use 
of the updated authorization form. 

Develop training materials for collaborative partners on the 42 
C.F.R. Part 2 “Lawful Holder” requirements, when information is 

obtained as the result of informed consent. 

 
 

Reports from KernBHRS’ 
privacy and compliance 
hotline. 
 
Reports through direct 
contact with the 
Privacy/Compliance 
Officer. 
 
Documented compliance 
and privacy investigation 
reports. 
 
Quality Improvement 
Committee (QIC) reports 
presented to the 
management team. 
 
Regulatory Compliance 
Committee (RCC) meeting 
agenda and minutes. 
 
Service Verification forms 
and processes. 
 
Monthly Exclusion reports 
 

Privacy and 
Compliance 
Officer 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
reporting, investigation 
and resolving all privacy 
breaches, concerns and 
complaints. Additionally, 
provide notification 
following a breach of 
unsecured protected 
health information. 
 

CUSTOMER SATISFACTION:  Consumer and Family Satisfaction – Local Recovery Survey 

Kern Behavioral Health 
and Recovery Services 
is committed to 
achieving optimal 
outcomes for all 
individuals and family 
members receiving 
services. Satisfaction 
is one indicator of this 
goal. 
 
Increase survey 
participation by 10% 

 

Maintain at least 85% on 
the overall satisfaction 
rating for systems and 
teams.  
 
 

Increase the number of surveys completed by implementing 
telephone surveys in addition to written.  
 
The QIC will review the benefits of utilizing the DHCS mandated 
Consumer Perception Survey (CPS) as an additional satisfaction 
measure that will allow us to compare our outcomes with other 
counties.  
 
The QIC will determine if the CPS survey results can be relied 
upon to accurately measure satisfaction and identify areas of 
improvement, possibly allowing the department to reduce the 
frequency of the LRS. 
 
The QIC will determine a standard overall satisfaction rating that 
would be applied across all service provider teams, including 
contract providers.  
 
Assure that ASAM Criteria is implemented throughout the 
system of care and that treatment is individualized for each client 
through quality reviews.  
 
The following should be added to the written provider contracts: 
a. Participation in the surveys is required with the expectation 

of a specified minimum # of surveys to be returned 
b. The standard expectation for the overall satisfaction rating 
 
KernBHRS Divisions and contract providers that fall below the 
established overall satisfaction rating will be expected to submit 
a written plan that identifies the specific area(s) of focus for the 
upcoming year and describes the strategies for improvement to 

The Local Recovery 
Survey, developed by 
KernBHRS, has been used 
since 2011 to measure the 
level of satisfaction 
consumer and family 
members receiving mental 
health services from 
KernBHRS and mental 
health contracted 
providers.   
 
There are four types of 
surveys (Adult, Youth, 
Parent, and CFLC) with 
each one having a Spanish 
version. Each survey 
contains approximately 16 
questions related to 
satisfaction of services and 
perception of progress 
toward goals, as well as an 
option to add additional 
comments.  One of the 
questions asks specifically 
about overall satisfaction 
with services 

QID 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
the QIC. The ratings from the subsequent recovery survey will be 
used to measure progress toward that established goal.  

 

CUSTOMER SATISFACTION:  Consumer and Family Satisfaction – Consumer Perception Survey 

Increase client, family 
member, and direct 
service staff 
participation in the 
System Quality 
Improvement 
Committee  
 

The System-wide Quality 
Improvement Committee 
will include participation 
by Direct Service Staff, 
Clients, and Family 
Members.  
 

1.Utilize previously developed posters to advertise meetings 
2. Partner clients with peers when first attending meetings 
3. Announce at KernBHRS meetings the SCQIC purpose and 
occurrence. 
4. Provide information at community outreach events 
5. Post information on the department webpage 
6. Offer transportation vouchers to clients 
7. Work with PIO office to establish marketing plan 
 

Attendance at the monthly 
meetings 

QID 

CUSTOMER SATISFACTION:  Substance Use Division (SUD) Adult Satisfaction 

Maintain SUD Adult 
Customer Satisfaction 
at greater than 85% 
within Kern Behavioral 
Health and Recovery 
Services’ Substance 

Use Disorder division.  

At least 85% of adult 
substance use disorder 
respondents will report 
they are satisfied with the 
services they received. 

 

Current changes to our SUD system of care have been a 
challenge for provider staff and contractors’ leadership, which 
can in turn affect how satisfied clients are with the services they 
receive. Integrating clients in Narcotic Treatment Programs after 
DMC-ODS services begin will be a high priority to improve their 
treatment outcomes. In order to ensure providers maintain a high 
level of quality in their SUD treatment programs, goals will 
include: 

• Individualized treatment planning through monitoring 
reviews 

• Ensuring transitions within the full continuum of care occur 
smoothly to avoid clients abandoning treatment 

Reviewing medication assisted treatment guidelines with all 
outpatient and residential providers to ensure that clients with an 
opioid use disorder receive all modalities of treatment they need. 

 

A consumer satisfaction 
tool was developed based 
upon a National Institute for 
Drug Abuse (NIDA) project 
with the American Institutes 
of Research to measure 
quality of care in substance 
use disorder treatment 
programs. 
 
In preparation for the Drug 
Medi-Cal Organized 
Delivery System Waiver 
changes, the Substance 
Use Disorder division 
utilized questions from the 
Treatment Perception 
Survey developed by UCLA 
for the survey period in 
April of 2018. 
 
 
 

SUD Administrator 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 

CUSTOMER SATISFCATION: Substance Use Division (SUD) Points in Time Surveys 

Establish baseline 
customer satisfaction 
data as measured in 
different points of time 
though out treatment, 
i.e. admission, 
discharge, midway, 
post treatment.  
 

Beneficiaries receiving 
services from KernBHRS 
will report a high level of 
satisfaction at various 
points during and after 
treatment.  

 

Develop brief satisfaction survey applicable to various points in 
treatment  
 
Establish process through the RISE team to implement survey  
 
Report results of survey to QIC and evaluate for program 
improvement opportunities.  

 

Brief SID treatment 
satisfaction survey 
 
Bi-annual survey trend 
analysis report to QIC 
 

SUD Administrator 

EFFECTIVENESS OF SERVICES:  Clinical Outcome Measurement: Ongoing Measurement System 

Produce quarterly 
Clinical Outcomes 
report that captures 
results of key 
indicators such as 
discharge reasons and 
impairment ratings and 
MORS score. 
 
Create standardized 
reporting across all 
teams. 

 

Department standards 
established via the 
standards set by the 
Department of Health 
Services, CALEQRO and 
CARF, are that the 
department monitor and 
assess performance, 
based on measurable 
goals in order to 
determine clinical service 
outcomes. As baseline 
data is established, quality 
improvement targets may 
be established to monitor 
and improve performance. 

 

Goals for FY 18-19 will include: 
 
Establish key measures for monitoring and improvement 
activities across each service division/team 
 
Merge objective of Strategic Plan 1.2: Establish meaningful 
goals, outcomes and deliverables for every team and program to 
align with goals in Annual Work Plan 
 
Training and deployment of all revised assessment and progress 
note tools for clinical monitoring. This will allow the establishment 
of baseline data for key measures. 
 
Establish specific targets for improvement based on key 
measures established. 
 
Incorporate global assessment tools into screening and 
assessment for further evaluation of clinical outcomes based on 
service. 
 
Incorporate a suicide risk assessment tool for evaluation of 
suicide risk. 
 
Deploy a dashboarding system for clinical monitoring of all key 
measures. 
 
 
 

The electronic medical 
record will extract data for 
reporting current outcome 
measures.  Measures that 
can be tracked include: 

• Improvement across 
life functioning 
impairments 

• Severity of symptoms 
rating 

• Self-assessment 
ratings 

• MORs ratings 

• Housing status 

• Inpatient recidivism 
rates 

• Incarceration rates 

• Timeliness standards 
for services. 

QID 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 

EFFECTIVENESS OF SERVICES:  Co-Occurring Disorders (COD) Project 

During chart reviews, 
95% of charts 
containing substance 
use diagnosis on the 
assessment or 
reassessment will also 
have a substance use 
objective on the 
treatment plan. 

When a substance use 
diagnosis is recorded in 
the electronic health 
record of a mental health 
client, the treatment plan 
of the individual will 
include at least one 
objective related to 
treating the substance use 
disorder 

Goals for FY 18-19 will include the following: 

• Collect baseline data of KernBHRS internal teams and 

contract providers regarding utilization of the UNCOPE-HF 

• Are teams identifying the correct number of people? 

• Analyze data regarding outcomes (i.e., are clients 

improving?) 

• Explore appropriate Identification Standards based on 

incidence and prevalence with more granular analysis based 

on Children Age Groups and Adult Age Groups 

• Explore options of creating an UNCOPE-HF report to be 

used to help inform teams 

Items 22-24 of QID EHR 

Survey Tool was used 

based on QID’s 

documentation audits of 

each department treatment 

team (adult and child). 

These items screen for the 

presence of SUD treatment 

plan objectives.  

Crisis 

Administrator 

EFFECTIVENESS OF SERVICES:  Substance Use Division (SUD) Outcome Measures 

Average length of stay 
in Outpatient and 
Intensive Outpatient 
modalities will increase 
to 75 days and 30 day 
respectively. 
 
 
 

There is no current 
department standard for 
this measure. Current 
monitoring efforts have 
demonstrated fluctuation 
in the percentage 
successful linkages to 
treatment after screening 
in part due to the 
establishment of phone 
screening in addition to 
maintaining in-person 
locations 
 
Length of stay in 
outpaitent programs 
should exceed 90 days in 
order to have a postive 
effect symptom reduction 
in substance use 
disorders. 
 

Increase SUD providers use of evidence-based practices 
including Motivational Interviewing. 
 
Increase use of individualized treatment plan goals to address 
client-directed progress  

Length of Stay reports for 
outpatient and intensive 
outpatient programs. 
 
Documentation reviews 
 

SUD Administrator 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 

EFFECTIVENESS OF SERVICES:  KLD Hospital and Incarceration Reduction  

Reduce hospital 
recidivism by 65%. 
 
Reduce number of 
days clients were 
incarcerated by 75%. 

 
 
 

The current departmental 
standard is to maintain a 
hospital recidivism rate of 
less than 23%.  
 
Additionally, ATT/HAT 
have a goal to reduce the 
number of days clients 
were incarcerated by 
90%.   

Implement measures to capture qualitative data for Spoken 
Word, Visual Arts, and the anger management curriculum. 
 
Deliver “Thinking for a Change” (T4C) in the next fiscal year in 
the Spanish language. 
 
Continue to work toward increasing quality housing options. 
 
Increase frequency of pertinent services to at-risk clients and 
utilizing WRAP plans when deemed appropriate. 
 
Enhance Seeking Safety curriculum to include “animal therapy”. 
Attend weekly hospital inpatient meeting with all contract 
providers to address recidivism, client status, and discharge 
planning.  
 
ATT staff will provide ongoing training to Law Enforcement, 
Public Defender, District Attorney and the Courts to provide 
information on individuals who may at high risk to recidivate. 
 
ATT staff will continue participation in the High Utilizer 
Committee to further discuss coordinating services for high 
utilizer clients 
 
The ATT will continue to serve as the treatment team for 
Sustained Treatment and Recovery (STAR) Court clients. 
 
The ATT members will continue to assist with the application 
process for acquiring Medi-Cal and Social Security benefits for 
clients 

 

We measured recidivism 
rates by obtaining outcome 
data from the Data 
Collection and Reporting 
(DCR) system.  This 
includes data from full 
service partnership 
assessment forms, key 
events tracking, and full-
service quarterly reports. 

Kern Linkage 
Division 

EFFECTIVENESS OF SERVICES:  Hospital Recidivism  

Reduce the 30-day 
recidivism rate for 
outpatient teams and 
inpatient units to the 
national standard of 
14% or less. 

Previous department 
standards for recidivism 
were set at 23% in 2012.  
Current goals established 
are to reduce the 
department inpatient 

Goal for FY 18-19 will be to determine causes for an increase in 
recidivism, considering the number of improvement activities 
implemented to reduce recidivism, and reduce inpatient 
recidivism by 3% annually, striving to reduce the overall average 
among outpatient teams from 19.4% to 16.4% working towards 
the national average of 14%. 

Inpatient and outpatient 
team recidivism rates are 
monitored via a Recidivism 
Tracking program which 
pulls data from the 
electronic medical record, 

Care Coordination 
Unit 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
 
 
 

recidivism rate by 3% 
annually until the overall 
goal of 14% or less is 
achieved.   
 
Average recidivism for 
inpatient units in FY 16-17 
was 11.6%. 
 
Average recidivism rates 
for all department 
outpatient teams for FY 
16-17 was: 15.2% 
 
Goal for FY 17-18 would 
be to reduce recidivism 
rate for the department 
outpatient teams by 3% 
annually, with a target 
goal of 12.3%. 
 

 measuring open 
admissions on inpatient 
units and re-admissions 
within the 30 days following 
discharge 

EFFECTIVENESS OF SERVICES:  Psychiatric Consultations 

At minimum, for 
FY2018-2019 our goal 
is to cumulatively have 
a minimum of 75 
consultations. 
 

Departmental Standard is 
that any Primary Care 
Physician within the 
community has free 
access to Psychiatric 
Consultation to ensure 
safe and effective care.  
 
Ensure that our Managed 
Care partners, and 
Primary Care Physicians, 
have the ability and 
access to consult with 
Kern BHRS Psychiatrists. 
Inform community 
partners of availability and 
report on number of 
completed consultations. 

While our current efforts have increased the number of 
consultations, we are well behind our goal to support our Primary 
Care Providers in safe and effective care of individuals with 
Psychiatric needs. The next Fiscal Year will focus on Curbside 
consultations, evaluation of an alternative to the current e-
consult system as well as an evaluation of alternative 
approaches to advertisement of this service. Our detailed goals 
are as follows: 

• Increase the Curbside consultations to the Children’s 
services and Substance Use realms. The implementation of 
Child consults on July 1, 2018 has already resulted in 7 
consultations. 

• Within the next year our goal is to increase community 
knowledge of this no-cost service and increase the number 
of successful consultations by advertising in new and 
innovative ways. 

 

Utilizing 2 forms of 
consultation, we have 
tabulated the number of 
community consults that 
the department has 
received.  
1. The first form of 

consultation is a 
traditional “call and 
fax” request for 
consultation. This is 
tabulated and 
compiled monthly for 
Child and Adult 
Consultation 

2. The second form is a 
“Curbside” consultation 
that is compiled 

Medical Services 
Administrator 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
 
 

At minimum, for FY 2018-2019 our goal is to cumulatively have a 
total of 75 consultations. This is over 3 times our goal set for FY 
2018 

monthly and tabulated 
for Adults. This was 
implemented in 
January 2018. 
Children’s curbside 
consults were 
implemented July 1, 
2018 and will impact 
the following year’s 
consultation numbers. 

 

SERVICE MONITORING:  Documentation Reviews 

Improve 
documentation 
standards for 
compliance across all 
service teams.   
 
85% of teams 
reviewed will achieve a 
disallowance rate of 
5% or less. 
 
 

The Department standard 
is that KernBHRS and 
contract providers need to 
achieve a 5% or less 
disallowance rate in chart 
audits conducted by QID. 
This standard aligns with 
the Department of Health 
Care Services (DHCS) 
standard for achieving a 
grade of “Excellent” in the 
triennial audits 

While KernBHRS teams and contract provider had made 
improvements in their documentation compliance in previous 
years and were getting closer to the goal of 5% disallowance, the 
changes to the audit process this year caused a more accurate 
picture of documentation of services and yielded higher rates of 
disallowances.  
KernBHRS will strive to improve the compliance in 
documentation for both internal teams and contract providers 
and work toward achieving DHCS compliance grade of 
“Excellent”. To help teams and contract providers achieve this 
level of excellence, QID will do the following: 
 
● Improve the QA review process to include a requirement that 
teams are to make the necessary corrections to charts or 
documentation within 30 days of completing their own QA and 
inform QID of the corrections. 
● Continue to provide monthly compliance reports to 
management identifying the level of team compliance with 
performing QA reviews so Administrators can follow-up with 
underperforming teams  
● Continue to audit all teams quarterly and request that items 
found to be out of compliance in charts are corrected within 30 
days of results and QID is provided proof of the corrections.  
● Ensure that every staff on the team is represented in the 
quarterly audit samples. This will help in identifying compliance 
issues and correcting them in a more timely manner 
● Redesign the Plan of Correction process when teams have a 
certain percentage of disallowance and required that teams 

The Quality Improvement 
Division’s (QID) 
Compliance Team 
conducts quarterly 
documentation reviews for 
all KernBHRS teams and 
contract providers that 
provide and bill for Medi-
Cal specialty mental health 
services. The reviews 
cover a random sample of 
services billed by the teams 
over a period of 2 months. 
The two tools utilized to 
evaluate documentation 
compliance are: 
 1) The Electronic Health 
Record (EHR) survey tool 
consisting of 27 questions 
that focus on required chart 
documentation areas, and 
2) The QID Progress Note 
Audit Tool consisting of 21 
questions which focuses on 
key components required in 
the progress note 
documentation of a service. 
The team’s quarter 

QID 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
complete them and submit them in a timely manner as well as 
required that this plan of correction is in placed to prevent any 
further disallowances in future audits. 
●Provide an advance documentation training for staff who have 
gotten the basics of documenting services but continue to have 
difficulty documenting their services according to KernBHRS and 
DHCS Standards.  
● Continue to reach out to team supervisors and their staff to 
offer assistance in any way possible and work closely with those 
teams with high disallowances to develop a process in helping 
them improve their documentation compliance. 
● Continue to provide ongoing training through the monthly basic 
documentation trainings for new staff, team level trainings, 
QQID, SUD QID and to individual staff that find themselves 
struggling 
●Enhance current SUD chart review process by increasing 
frequency of current reviews.  
●Improve current SUD chart review tool.  

disallowance is calculated 
by dividing the number of 
notes being disallowed by 
the total number of 
progress notes reviewed 
during the quarter. This 
gives the percentage of 
notes disallowed in the 
team’s total review sample. 
For the annual 
disallowance rate, the 
percentage is calculated by 
adding all notes reviewed 
and disallowed for all 4 
quarters and dividing the 
total number of disallowed 
services by the total 
number of reviewed 
services 
 
SUD Chart Monitoring Tool 
 

SERVICE MONITORING:  Medication Monitoring 

Regularly monitor 
medication services 
provided by all 
KernBHRS physicians 
and NTPs to ensure 
safety and 
effectiveness of 
medication prescribing 
practices.  
 

The department standard 
is that each physician will 
achieve an average 
overall compliance rating 
of 80% or higher. 

● All physicians will have 3-4 of their client records reviewed to 
evaluate the safety and effectiveness of their individual 
prescribing practices 
 
● As a department, we want the number of charts reviewed to be 
increased to 25 per month and 300 per year to have a better 
sample of services for all KBHRS physicians. 
 
● QID will continue to work closely with Kings View Corporate 
Services to ensure they have the technical support necessary to 
complete all 300 reviews as stated in contract.  
 
● Medical Services will review all monitoring results and develop 
a corrective action plan to address physician results falling below 
the department standard of 90% 
 

The reviewers utilized the 
Quality Assurance 
Medication Monitoring 
Review tool to evaluate the 
physician’s prescribing 
practices through evidence 
in their documentation. The 
tool consists of eleven 
questions that were 
determined through 
collaboration between 
KernBHRS and Kings View 
staff to be the key criterion 
for evaluating safety and 
effectiveness 

QID 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
 ● Medical Services will continue to provide training to medical 
staff on any thematic issues found across multiple 
physicians/client records and keep records of all trainings 
provided 
 
● Although we have policies for prescribing medication for 
certain populations (women of child bearing age), a psychotropic 
medication monitoring practice guideline and procedure needs to 
be developed for monitoring psychotropic medication used in the 
system of care and it must include monitoring psychotropic 
medication prescribing/use for children/youth  
 

SERVICE MONITORING:  MHP Utilization Management 

Increase UM 
monitoring and 
reporting in the 
department, expanding 
reviews from 5 areas 
consistently applied. 
 
25% of Service 
Authorizations will be 
reviewed.  Results will 
be reported to QIC on 
a bi-annual basis 
 
Establish a Service 
Authorization Program. 

Kern Behavioral Health 
and Recovery Services is 
committed to assuring all 
beneficiaries have access 
to specialty mental health 
services. As part of our 
continued utilization 
management program, 
regular reviews are 
conducted to ensure 
consistency with the 
department’s established 
guidelines and ASAM 
criteria 
 

While the department has the goal to evaluate medical 
necessity, appropriateness and deficiency of services as well as 
having a review process for authorization and the approval of 
payment for services, this goal is still needing to be fully 
developed and implemented. To achieve this QID will do the 
following: 
 
QID will enhance the QA process to ensure all teams are 
completing the QAs and are assessing for Medical necessity. 
 
QID will continue to provide training and assistance to all 
KernBHRS teams as requested when completing monthly QA or 
when developing a process within the teams. 
 
QID will develop and implement an auditing process to review 
assessments and reassessments completed by all teams to 
evaluate medical necessity, level of service needs and 
appropriateness of services recommended. 
 
QID will develop and implement a tool to review authorizations 
for Inpatient services approved by the authorization team to 
ensure we have a standardized criteria and that it is meeting our 
required standards. 
 
Authorizations will continue to contract with Kings View 
Corporate Services to review any TARs they are denying and will 

KernBHRS has the 
following activities in place 
to ensure the evaluation for 
medical necessity, eligibility 
for services and approval of 
payment for these services 
are monitored 
 
Documentation of Medical 
Necessity-Outpatient Medi-
Cal Services System-Wide.  
During the QID audits of 
documentation, consumers 
charts are audited for a 
variety of areas, including 
questions related to the 
effective documentation of 
medical necessity on 
mental health assessments 
and reassessments. The 
tools used to measure 
consistency are the 
Electronic Health Record 
Documentation tool and the 
Quality Assurance 
Supervisory Quality 
Review. The EHR tool is 

QID 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
continue to provide feedback and training to all county hospitals 
in documenting medical necessity 
 
Identify ASAM interrater reliability tool for use in SUM UM 
reviews 
 

completed by QID staff 2x 
year for all KernBHRS 
teams and contract 
providers. The QA tool is 
completed by all 
KernBHRS team 
supervisors monthly for 
25% of all new cases open 
to their team during the last 
month and 25% of all the 
cases that were open a 
year ago that are still 
receiving services from that 
team. Supervisors QA tools 
are tracked and their 
results reported to 
management.   
 
Documentation of Medical 
Necessity-Kern County 
Inpatient Unit.  The 
department continues to 
conduct reviews of the 
documentation of medical 
necessity on the County 
inpatient unit based on the 
DHCS’s protocol criteria.  
 
Consistency Reviews of 
Authorization Decisions 
(TARS). KBHRS 
authorization reviews all 
TARS submitted for 
approval and submits any 
possible denied services to 
a contract provider (Kings 
View Corporate Services) 
who reviews the 
documentation for medical 
necessity/approval of 
payment 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 

SERVICE MONITORING:  QI when Negative Clinical Outcome: Mortality and Morbidity (M&M) Summary 

Improve the Quality 
Improvement activities 
across the department 
for all adverse events.   
 
Ensure the M&M 
Committee reviews 
100% of adverse 
events for the 
department and makes 
quarterly reports with 
improvement 
recommendations to 
the QIC.  

Per the Kern BHRS 
contract with DHCS, the 
committee will review all 
cases and make 
recommendations to the 
department following 
review of these events 
and cases. Goals for 
monitoring activities are 
documented in the Quality 
Improvement Work Plan.  
The department standard 
is to review all cases 
submitted through the 
M&M committee with 
recommendations made 
to the Quality 
Improvement Committee 
on a quarterly basis 
 

1. Continue 100% review of all M&M Events reported to M&M 
Committee. 

2. Provide structured recommendations to QIC with actionable 
steps that can be implemented if chosen by the 
QIC/Management Team. 

3. Maintain quarterly reporting of M&M events to QIC, including 
data on trends specific to types of event and teams noted. 

4. Maintain feedback letters to teams/SOC (Adult, SUD & 
Children’s) making M&M reports to ensure follow up is 
provided. 

5. Maintain rotation of supervisors or designated staff into 
committee for further educational and quality improvement 
efforts 

 

Reports of M&M events are 
made directly through the 
M&M committee.  Case 
reviews are completed 
following the referral and 
recommendations are 
made for improvement 
through the QIC/ 
Management Team. 
 

M&M Committee 
Chair 

SERVICE MONITORING:  Reduction of Restraints Used in PEC 

Reduce PEC/CSU 
Physical Restraints, 
Chemical Restraints, 
and Seclusions to 2% 
or less. 
 
This is calculated by 
dividing the total 
number of admissions 
into the total combined 
number of Physical 
Restraints, Chemical 
Restraints, and 
Seclusions. 
 

PEC/CSU staff will 
continue to use the least 
restrictive methods in 
working with the individual 
served to reduce the 
number of Physical 
Restraints, Chemical 
Restraints, and 
Seclusions to the least 
number possible. 
 

While the goal of 5% or less was met, PEC/CSU strives to 
further reduce the number of S&Rs administered to individuals 
being.  Further recommendations include: 
1. Emphasis on staff working in the day area or quiet rooms 

with clients when possible (rather than in the nursing station, 
back offices, etc.) to more closely monitor individuals who 
may require earlier interventions to reduce the need for 
S&R; this is reinforced in the monthly mandatory staff 
meetings. 

 
2. Regular Patient Rights Advocates (PRA) meetings with PEC 

staff to review S&R incidences. PRA also meets with 
individuals after a S&R and will share what the individual 
involved said to PRA to see if the individual believed 
something different could have been done to prevent the 
S&R. 

 

Performance Outcome 
Measures are used to 
report the frequency of 
Physical restraints, 
Chemical restraints, and 
Seclusions administered in 
PEC/CSU. 

Crisis Services 
Administrator  
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
3. There will be more discussion with outpatient teams and 

contract providers, emphasizing the importance of ‘red flags’ 
in the individual’s chart that would possibly assist PEC/CSU 
staff in more effectively treating the person. 

 
Staff trainings (i.e., ASIST, AEGIS, Pro-ACT, WRAP, crisis 
communication, solution focused) will continue.  ASIST and 
AEGIS trainings are offered monthly and all PEC staff are 
required to attend, which is reflected in Employee Performance 
Reviews 
 

SERVICE MONITORING:  Site Certification 

Ensure that all county 
owned/operated and 
contracted 
organizational 
providers providing 
Specialty Mental 
Health Services are 
certified and recertified 
per title 9 regulations 
(chapter 11, section 
1810.435 d.) and 
DMC-ODS waiver 
 

The department standard 
is for 100% of provider 
certifications and 
recertification’s to be 
completed and up-to-date. 
 

Start collecting team safety plans along with program 
descriptions prior to recertification onsite reviews.  
 
Fully train back-up to assist in the provider site certification 
duties to ensure QID always meet the Department Standard of 
100% of provider certifications and re-certifications are 
completed and up to date. 
 
To work closely with internal maintenance department to ensure 
fire clearance visits are scheduled at least 60 days prior to the 
fire clearance expiration date 

The QID Site Certification 
Coordinator (SCC) runs a 
monthly provider report 
directly from the state’s 
ITWS website to monitor all 
provider certification 
expiration dates, ensuring 
no certifications have 
expired 

QID 

SERVICE MONITORING: Therapeutic Behavioral Services (TBS) Utilization  

Continue to meet state 
standard of 4% to 
provide Therapeutic 
Behavioral Services 
(TBS) to full scope 
EPSDT youth in order 
to decrease 
hospitalizations, 
placement changes, 
incarcerations, and 
crisis services. 
 
 

Four percent (4%) of 
unique youth served will 
receive TBS. In 2017 this 
goal was met and 
exceeded at 5.67%  

The outcomes of our interventions demonstrate that TBS 
utilization rates have continued to stay above the standard for 
calendar year 2017.  Kern Behavioral Health & Recovery 
Service’s TBS penetration rate for unique youth served, including 
equivalency services, was at 5.67%.  Over the past few years we 
have also seen a positive trend in meeting our goal and 
maintaining above that 4% much earlier in the calendar year.  
For CY 2015 we exceeded the 4% threshold in October of that 
year.  For CY 2016 we exceeded the 4% threshold in July of that 
year. For CY 2017 we were able to exceed the 4% goal by May 
indicating that TBS has become well integrated into the service 
delivery system 

The Children’s System of 
Care (CSOC) created a 
monthly tracking log to 
measure TBS utilization 
rate with both TBS and 
equivalent services.  The 
Service Summary Report 
and Cerner electronic 
health record are utilized in 
order to complete the 
monthly tracking log. 
 
The CSOC also utilizes 

Children’s System 
of Care 
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Goal(s) Standard Objective(s) 
Tools Used to 

Measure Outcome 
Responsible 

Party 
quarterly reports to monitor 
TBS utilization rates for our 
geographic providers 
 

SERVICE MONITORING:  Unusual Occurrence Reports 

Improve UOR 
reporting and 
monitoring by 
ichanging reporting 
structure from paper 
process to web 
application 
 
 
 

All critical 
incidents/unusual 
occurrences will be 
reported to the Quality 
Improvement Division. 

• Continue communication with contract providers and 
administrators to encourage UOR reporting from 
contractors, specifically outpatient contractors.    

 

• Continue to address the quality of reporting by providing 
further training to staff and include reference and training 
material annually to teams. 

 

• Revise UOR Reporting Tool to include new categories for 
any of the incidents marked as “Other” for the past years to 
be able to have less “other” reports and provide more 
accurate information.  

  

• Implement an electronic reporting system for the Unusual 
Occurrences which should include all teams and contract 
providers secured access to the same reporting tool and 
system to standardized reporting. Having this electronic 
system will increase efficiency and accuracy, as well as 
provide consistency of reporting, thereby decreasing the 
number of incidents categorized as “other”; provide 
opportunities for more administrative follow-up; will 
encourage all staff to report incidents thereby receiving a 
more accurate number of UORs; and will allow for greater 
disaggregation of data to address the most critical needs. 

 

• Develop a system in which the incidents are monitored 
using the web-based application to ensure the teams are 
doing everything possible to prevent the same type of 
occurrence to happen in the future. If there are areas of 
improvement that were not addressed by the actions taken 
by the team or by the recommendations of the supervisor 
and/or administrator, QID will provide recommendations to 
the teams and supervisors as needed to improve the quality 
of care provided to the individuals served 

 

This goal will be met when 
a web-based system is in 
place to record and monitor 
all UORs.  

QID 
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PERFORMANCE IMPROVEMENT PROJECTS (PIP): Non-Clinical  

2017-2018 2018-2019 
Person 

Responsible 

KernBHRS has a low rate of family/support person involvement in client services as was first discovered in reports 
generated through the Family Inclusion Committee.  From July 2017- April 2018, the Family Inclusion rate was consistently 
below 5%.  For this same baseline reporting period, the Adult System of Care (ASOC) rate was 3.3%, and the West 
Recovery and Wellness Center (West RAWC) team had a rate of 2.7%.  KernBHRS conducted a small survey at West 
RAWC (n = 56) showing that 63% of clients surveyed indicated that they Strongly Agree or Agree that if their family or 
support person were involved in their treatment, it would help in their recovery.  Due to the small sample size, a larger 
survey was conducted for the entire ASOC (n = 269).  From these results, 56% of clients Strongly Agree or Agree that if 
their family or support person were involved in their treatment, it would help them in their recovery.  In addition, 58% of 
clients Strongly Agree or Agree that they want family/support person to receive written information about BH facts and 
treatment.  This larger survey provided evidence that low family inclusion is a problem for clients within the larger system 
 
This PIP was designed to increase family involvement at West RAWC from 2.7% to 5% with the following interventions: 
 

• Family Inclusion Letters distributed to all clients (modeled after Connecticut DMHAS) to broadly define family and 
support persons, encourage clients to include family/support persons in their treatment, and provide list of upcoming 
family and support person services offered through the Consumer Family Learning Center or other community 
providers. 
 

• Provide West RAWC staff training to gain skills to engage with clients and families/support persons with a research-
based curriculum and outlined in best practices mentioned above: Systems Theory overview, Benefits for 
Client/Family/Staff, Staff perceptions, Caregiver information, and Family strategies.  

 

• Following the training, the Family Handbook (developed by KernBHRS’ Family Advocate) will be used as a tool for 
staff to engage clients and family/support persons to provide education, help navigating the system, and share 
resources and coping strategies. 

 

• Developed brief family/support persons checklist to build into the team’s client orientation process 
 
KernBHRS used the following standards for measuring Family Inclusion rates as well as positive outcomes believed to be 
affected by increase in Family Inclusion: 
 

1. Family Inclusion Rate: Number and percentage of services in which West RAWC staff used “Client with Family” 
or “Family” contact types in the services provided.  
 

2. Client’s Rating of Progress Toward Recovery Scores: These scores will be measured from baseline to the 
most recent score to evaluate if client perceives he/she is making progress in his/her recovery. Please see 
Attachment 5 for an example. 

 

This Performance 
Improvement Project will 
continue during the 
2018-2019 fiscal year.  
During this time 
additional interventions 
will be added.  The 
interventions will expand 
from 1 team to 4 teams 
within the service 
delivery system.  Data 
will continue to be 
collected and used to 
improve efforts.  

Kelly Levig 



 

39 

3. Staff’s Rating of Client’s Progress Toward Recovery Scores: These scores will be measured from baseline to 
the most recent score to evaluate if staff perceives client is making progress in his/her recovery. Please see 
Attachment 5 for an example. 

 
4. Crisis Services: Number and percentage of crisis services (i.e., crisis codes) provided by West RAWC staff. 

Baseline to be established. 
 

Data has been collected primarily through the electronic health record (EHR), Cerner/Anasazi, for all indicators listed above.  
The reports generated to retrieve and calculate the Family Inclusion rate pull directly from specified Contact Types (i.e., 
“Client with Family” and “Family”) that staff enter documentation and billing information for services provided. 
 

PERFORMANCE IMPROVEMENT PROJECTS (PIP): Clinical  

2017-2018 2018-2019 
Person 

Responsible 

The likely causes of 30-day psychiatric re-hospitalization in Kern County are similar to those throughout the nation. 
The causes fall into two broad categories: system causes and client barriers. 
 
System causes include: lack of engagement of seriously mentally ill people in ongoing treatment after discharge from 
the psychiatric hospital; lack of treatment resources 24/7 to prevent mental health crises; a breakdown in 
communication between members of the treatment team; and often a lack of treatment resources that are 
geographically convenient, culturally suitable, and targeted at the appropriate level of severity for the client. Following 
are key elements of solutions which have been implemented successfully elsewhere, which can be adapted for 
reducing 30-day psychiatric re hospitalization in Kern: 
 
1. Care will most likely require multiple levels of services in a team environment. Discharge decisions from 

one level of care (e.g., hospital care) must incorporate linkages to other necessary levels of care (e.g., 
intensive outpatient, private therapist, pharmacological therapy). Organizations must recognize, accept, 
and implement shared service responsibilities both among various clinical staff within the organization and 
among providers in the larger community. 

 
2. Productive Interactions between Persons at Risk and Persons Providing Care - Positive health and 

behavioral health outcomes are partly dependent on a functional relationship between the person requiring 
help and the persons delivering help. This assistance should respect the cultural preferences and values of 
the individuals as much as possible. Trusting therapeutic alliances are fundamental to reducing suicide risk 
and promoting recovery and wellness. Such alliances are most productive when the care is collaborative, 
where the client is actively engaged in making choices that will keep him/her safe, and when the clinician 
feels confident that he/she has the training and skills to support the client's safety and treat the suicide risk. 

 
Client barriers and factors that contribute to re-hospitalizations were identified in a previous study completed by 
KernBHRS. This information is included as Attachment B and focus on the following factors: 

• Criminogenic Factors: 

o Antisocial values and beliefs 

This Performance 
Improvement Project will 
be retired during the 
2018-2019 fiscal year. 
Topics of a new PIP are 
being investigated by the 
QIC. 

Kelly Levig  
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o Personality traits 

o Family dysfunction 

o Low self-control 

o Antisocial peers 

o Substance Abuse 

• Environmental Factors: 

o Lack of transportation 

o Money management challenges; 

▪ Poverty, including homelessness 

o Unstable housing 

o Lack of social support 

o Cultural and linguistic barriers 

o Stigma against having mental illness and substance use disorders, and against seeking 

treatment; especially within the Hispanic community;  

• Behavioral Health Factors 

o Substance Use Disorder 

o Symptomology of the mental illness or addiction that cause the client to refuse treatment; 

▪ Difficulties with Activities of Daily Living; 

▪ Difficulties with Executive Functioning; 

▪ Lack of Reality Orientation; 

o Past negative experiences with incarceration and/or psychiatric hospitalization or treatment.  

 
This PIP is designed to ensure that the rate of 30-day psychiatric re-hospitalizations in Kern County remains below 
the national rate of 14%1 and continues to decline by at least 1% for subsequent years. Interventions that are proven 
by data tracking and analysis to reduce Recidivism are designed to be expanded across the SOC in future years. 
Each distinct year of the PIP will pilot new interventions focused on the reduction of Recidivism. 
 
Offering timely, Evidence-Based proactive services as identified on the Integrated Enhanced Service Plan (IESP) will 
improve the quality of life for mental health clients and reduce inpatient admissions through intensifying services. The 
expectation will be that clients served by outpatient teams will be provided with a minimum of three outpatient service 
appointments within 30 days of inpatient discharge, with at least one appointment being a psychiatric med visit. The 
IESP will focus treatment and services by identifying client needs (What), the service provider (Who) and the 
frequency of contacts and services (When). 
This improvement will be measured by a range of tools including but not limited to the Recidivism Report , IESP 
tracking in Cerner/Anasazi and fidelity monitoring of the IESP. The IESP tracks and monitors services required to 
reduce inpatient admission including needs for: 

• Medications 

• Housing 

• Food 

• Medical care 

• Substance use 

• Finances 

• Risk factors including danger to self or others 
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• Legal 

• Transportation 

• Hygiene 

• Social Support 

• Sleep 

• Schedule 

• Linkage to other services 
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Introduction 

 The Kern Behavioral Health and Recovery Services (KernBHRS) continues to abide to the 
standards set forth in the California Department of Mental Health Cultural Competence Plan 
Requirements (CA-CCPR) Modification (2010) standards and criteria (per California Code of 
Regulations, Title 9, Section 1810.410).  KernBHRS utilizes the CCPR standards in order to work 
toward achieving the requirement set forth in the Cultural and Linguistical Appropriate Services 
(CLAS) Final Rule requirement.   

 The KernBHRS CCPR annual update addresses two (2) main areas:   

1) PRIOR YEAR REVIEW OUTCOMES AND ACTIVITIES FY 2017-2018  

2) CULTURAL COMPETENCE IMPROVEMENT PLAN FY 2018-2019   

The CCPR annual plan has been developed to reduce mental health and substance use 
disorders disparities experienced among racial, ethnic and diverse populations that may be 
classified as unserved, underserved, and difficult to reach or inappropriately served in the 
behavioral health system.  The CCPR annual plan also incorporates culturally effective 
service needs based on ethnicity, culture, age, gender, sexual orientation, spiritual beliefs, 
socioeconomic status, language, and other human diversity factors.   

The CCPR annual update consisted of the integrated and collaborative information from 
members in various individuals and groups to effectively address the improvement plan 
required of KernBHRS.  The stakeholders consisted of KernBHRS staff, Cultural Competence 
Resource Committee (CCRC), Training Review Committee (TRC), Ethnic Services Manager 
(ESM), Patient’s Rights Advocate (PRA), Outreach and Education (O&E) Coordinator, Mental 
Health Service Act (MHSA) Coordinator, Quality Improvement Division (QID), Public 
Information Officer (PIO), Information Technology Division (ITD), and other internal teams 
and community partners. 
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Definitions of Status Ratings: 

Status Definition 
 
Met 

 
Identified issue has been resolved/completed.   
 

 
 
 
Partially 
Met 

The Cultural Competence Plan Annual Update meets one of the below: 
• Established clear plans and is in the early stages of initiating 

activities to address the recommendations; 
OR 

• Addressed some but not all aspects of the recommendations or 
related issues. 

 
 
Not Met 

 
No meaningful activities have been completed.   
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PRIOR YEAR REVIEW OUTCOMES AND ACTIVITIES FY 2017-2018 

KernBHRS’ Standards: 

The KernBHRS Cultural Competence Annual Plan continues to be consistent with the CA-CCPR 
Modification (2010) which consists of the EIGHT (8) Domains related to Culturally and Linguistically 
Appropriate Services (CLAS) requirements, which is integrated into the EIGHT (8) Criterions.   

Kern County strives to practice the follow standards related to the domains and criterions: 

DOMAINS Areas of Assessments CRITERION Areas to Examine 
 

Domain 1 Organizations Values Criterion 1 COMMITMENT TO CULTURAL 
COMPETENCE 

Domain 2 Policies/Procedures/ 
Governance 

Criterion 2 COUNTY MENTAL HEALTH SYSTEM 
UPDATED ASSESSMENT OF SERVICE NEEDS 

Domain 3 Planning/Monitoring/ 
Evaluation 

Criterion 3 COUNTY MENTAL HEALTH SYSTEM 
STRATEGIES AND EFFORTS FOR REDUCING 
RACIAL, ETHNIC, CULTURAL, AND 
LINGUISTIC MENTAL HEALTH DISPARITIES 

Domain 4 Communication Criterion 4 COUNTY MENTAL HEALTH SYSTEM 
CLIENT/FAMILY MEMBER/COMMUNITY 
COMMITTEE: INTEGRATION OF THE 
COMMITTEE WITHIN THE COUNTY 
MENTAL HEALTH SYSTEM 

Domain 5 Human Resources Criterion 5 COUNTY MENTAL HEALTH SYSTEM 
CULTURALLY COMPETENT TRAINING 
ACTIVITIES 

Domain 6 Community and 
Consumer 
Participation 

Criterion 6 COUNTY MENTAL HEALTH SYSTEM 
COUNTY’S COMMITMENT TO GROWING A 
MULTICULTURAL WORKFORCE: HIRING 
AND RETAINING CULTURALLY AND 
LINGUISTICALLY COMPETENT STAFF 

Domain 7 Facilitation of Broad 
Service Array 

Criterion 7 COUNTY MENTAL HEALTH SYSTEM 
LANGUAGE CAPACITY 

Domain 8 Organization 
Resources 

Criterion 8 COUNTY MENTAL HEALTH SYSTEM 
LANGUAGE CAPACITY 
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Criterion 1 Outcome Status Summary:   

Goals Strategies Status 

Goal I Strategy 1 Met 
 Strategy 2 Met 
 Strategy 3 Met 
Goal II Strategy 1 Met  
 Strategy 2 Met 
 Strategy 3 Met 
Goal III Strategy 1 Met  
 Strategy 2 Met 

 
CRITERION 1: 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. 
Goal I:  Enhance organization structure and processes to ensure and promote multicultural 
and diversity practices. 
 
Strategy 1:   
Connect with other counties to review CC Plan.  Met.   
 
Activities:   
Attended various meetings and conferences such as Southern Counties Regional 
Partnership (SCRP) for ESMs. 

 
Strategy 2:   
Review County Behavioral Health Directors Association of California (CBHDA) Framework 
for Advancing Cultural, Linguistic, Racial & Ethnic Behavioral Health Equity document.  Met.   
 
Activities:   
Obtained and reviewed copy of document from CBDHA on 2/21/2018. 

 
Strategy 3:  
Contact and collaborate with San Mateo Behavioral Health Office of Diversity and Equity to 
consult on ideas in efforts to enhancing CC Plan, activities, and programs for a diverse 
workforce and organization.    Met.   
 
Activities:  
ESM met and consulted with Dr. Jei Africa 2.26.2018 regarding training of new ESM in 
California.  Obtained information related to upcoming trainings such as March 2018 ESM 
Bootcamp Conference & October 2018 Cultural Competence Annual Conference in order 
to familiarize with role of an ESM and CC Plan Requirements. 

 

Goal II:  Enhance the community’s social and emotional well-being through collaborative 
partnerships and sharing information and resources. 
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Strategy 1:   
Create partnerships that advance an effective model of integration of mental health, 
physical health, spiritual health, and substance use services to achieve parity in the content 
of health care reform.  Met.   
 
Activities:   
Monthly or continuous partnership meetings such as CCRC, Public Health,  NAMI, 
Recovery Supports Administration, System Quality Improvement Committee (SQIC), Kern 
Disability Collaborative, and other community agencies to improve integrated health 
services. 
See Attachment C - CCRC Meetings Calendar. 
See Attachment C.1-Training Review Committee. 
 
Partnership in the state level to assess and identify needs and gaps of the community with 
various populations including, but not limited to LGBTQ Plus and NAMI related 
populations.   
See Attachment C.2 - LGBTQ Bakersfield Flyer Town Hall Flyer. 
See Attachment C.3 - NAMI Regional Advocacy Meeting - Kern County. 

 
Strategy 2:   
Enhance KernBHRS mission statement and goals consistent with Policies, Procedures & 
Practices Related to Cultural and Linguistic Service Area such as Hearing Impaired MH 
Access, Language Interpreters, Service Area Advisory Committees, Bilingual Bonus, and 
Employee Trainings Minimum Requirements Standards.  Met.   
 
Activities:   
Updated Policies:   
3/21/2018 - 1.5.1 Bilingual/Sign/TTY Relay Interpreter Services. 
3/12/2018 - 1.5.2 Bilingual Plan for Kern Behavioral Health & Recovery Services. 
3/21/2018 - 1.5.3 Accessing Language Interpreters. 

 
Strategy 3:   
Create, support, and enhance partnerships with community - based organizations in natural 
setting such as park and recreational facilities to support social and emotional well-being of 
communities. Met.   
 
Activities:   
Outreach & Education efforts in the following natural settings such as parks and 
recreation arena have been completed:  Mill Creek Park, Lowell Park, Martin Luther King 
Park, and Lake Ming Recreational area.   
See Attachment N - Outreach in Natural Settings.   

 

Goal III: Create and enhance a culturally diverse client and family driven, mental health 
workforce capable of meeting the needs of our diverse communities.   
 
Strategy 1:  
Train mental health and substance use staff in evidence-based, promising, emerging, and 
community-defined cultural competence mental health practices.  Met.   
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Activities:   
Various trainings have been offered in FY 17-18.   
See Attachment A - Cultural Competence Trainings. 

 
Strategy 2:   
Recruit, hire, train, and support mental health clients and family members at all levels of 
the mental health workforce. Met.   
 
Activities:   
According to RSA Report: 
46 Total RSA Employees. 
18 Peer Support Employees that are primary assigned to Consumer Family Learning 
Center (CFLC) or Self-Empowerment Team (SET).   
7 of the 18 peer support employees were new hires for FY 17-18. 
 
32 Volunteers with lived experience.   
2 Family members volunteers with lived experience.   
*All new employees attend Core Academy trainings. 
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Criterion 2 Outcome Status Summary  

Goals  Strategies Status 

Goal I Strategy 1 Met 
 Strategy 2 Met 
Goal II Strategy 1 Met  

 
CRITERION 2:  COUNTY MENTAL HEALTH SYSTEM UPDATED ASSESSMENT OF 
SERVICE NEEDS 
Rationale: A population assessment is necessary to identify the cultural and linguistic needs 
of the target population and is critical in designing, and planning for, the provision of 
appropriate and effective mental health services. 
Goal I:  Enhance integrating stakeholders in the process of identifying training gaps and 
training needs of the community.   
 
Strategy 1:   
CCRC, ESM, and TRC meet regularly to discuss potential cultural competence trainings to offer to 
KernBHRS staff and contractors.  Met.   
 
Activities:   
Monthly CCRC and TRC meetings occur.   
See Attachment C – CCRC Meetings Calendar 2018.   
See Attachment C.1 – Training Review Committee Schedule 2018. 

 
Strategy 2:   
ESM collaborates with Training Services and Human Resources (HR) to track, monitor, and reflect 
cultural competence trainings in the annual Employee Performance Review (EPR) evaluation for 
each employee.  Met.   
 
Activities:   
Employee’s Training Transcripts are reviewed annually to ensure required minimum six (6) 
hours of cultural competence training is met. 

 

Goal II:  Enhance evidence-based practices for diverse ethnic groups. 
 
Strategy 1:   
Review with CCRC and TRC on various training topics, so that trainers can be identified to offer 
diverse trainings in various populations, which include, but not limited to the below:  Met.   

o Cultural of Humility  
o Diversity in the Workplace 
o Cultural Formulation in Clinical Practice 
o Structural and Organizational Cultural 
o Multicultural Knowledge and Lens 
o Cultural Sensitivity versus Cultural Competence 
o Poverty and Homelessness training 
o Lesbian, Gay, Bisexual, Transgender and Questioning (LGBTQ+) Populations 

Training 
o Cultural of Transitional Youth 
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o Individuals with Disability 
o Spirituality and Religion Integration in Treatment 
o Mental Health Interpreter & Written Translation Training 
o Client Cultural Training (clients’ lived experience) 
o Role of the Interpreter in the Behavioral Health Setting 
o Human Trafficking Culture 
o Foster youth Culture 
o The Role of Interpreters for Diverse Populations  

 
Activities:   
Live and web-based evidence-based culturally competent trainings have been offered and 
completed. 
See Attachment A - Cultural Competence Trainings. 
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Criterion 3 Outcome Status Summary  

Goals  Strategies Status 

Goal I (Hispanic/Latino) Strategy 1 Partially Met 
 Strategy 2 Partially Met 
 Strategy 3 Met 
Goal II (Spanish Threshold Language) Strategy 1 Partially Met 
Goal III (African American) Strategy 1 Met 
 Strategy 2 Partially Met 
 Strategy 3 Met 
 Strategy 4 Met 
 Strategy 5 Met 
 Strategy 6 Met 
 Strategy 7 Met 
 Strategy 8 Not Met 
 Strategy 9 Met 
 Strategy 10 Partially Met 
 Strategy 11 Met 
Goal IV (Asian Pacific Islander) Strategy 1 Met 
 Strategy 2 Partially Met 
 Strategy 3 Partially Met 
 Strategy 4 Met 
 Strategy 5 Partially Met 
 Strategy 6 Partially Met 

Kern County Demographics (according to Mental Health Services Act Three Year Plan, 2017-2020): 

Kern County’s total population is 886,507 people. Bakersfield has an estimated population of 
379,110 people, which is approximately 43 percent of the county’s total population.   

Around 88 percent of the county’s total population resides in or around various urbanized areas, 
while the remaining 12 percent live in more undeveloped, rural areas. English and Spanish are the 
primary threshold languages in Kern County. 
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CRITERION 3:  COUNTY MENTAL HEALTH SYSTEM STRATEGIES AND EFFORTS FOR 
REDUCING RACIAL, ETHNIC, CULTURAL, AND LINGUISTIC MENTAL HEALTH DISPARITIES 
Rationale: “Striking disparities in mental health care are found for racial and ethnic 
populations. Racial and ethnic populations have less access to and availability of mental 
health services, these communities are less likely to receive needed mental health services, 
and when they get treatment they often receive poorer quality of mental health care. 
Although they have similar mental health needs as other populations they continue to 
experience significant disparities, if these disparities go unchecked they will continue to 
grow, and their needs continue to be unmet...” (U.S. Department of Health and Human 
Services, Surgeon General Report, 2001). 
Goal I:  Enhance outreach and education efforts and projects that are aimed at increasing the 

penetration rate of the Hispanic/Latino populations. 
 
Strategy 1:   
ESM will continue to research ethnic practices, projects, and/or programs aimed at increasing the 
Hispanic penetration rate and seek the assistance of the QID administrator and CCRC for guidance 
and implementation. Partially Met.   
 
Activities:   
CCRC continues to discuss ongoing outreach and education, ethnic specific practices, etc. 
to increase penetration rate for Hispanic/Latino populations.   
 
Goal: 5 %.   
Per Penetration Rate Analysis Report:  2. 9 % 
According to Hard to Reach Population Report, 
Total Number of Events: 664 
Total Attendance: 395,686  
O&E activities include, but not limited to:  Inga Barks Radio Station, Toys For Tots 
Community Event in Delano, Leaders in Life Youth Conference in Kern County, etc.   

 
Strategy 2:   
ESM will have monthly contact with The La Clave Outreach Program to identify needs and gaps to 
outreach and educate the community with access to care and behavioral health services to 
Hispanic/Latino Penetration Rate. Partially Met.   
 
Activities:   
The La Clave Outreach Program implementation is aimed to increase Spanish-speaking 
persons’ literacy on behavioral health issues such as psychosis education and treatment.   

 
Strategy 3:   
ESM will work with Public Information Officer (PIO).  Met. 
 
Activities: 
PIO attends TRC and CCRC to ensure any cultural competence items are discussed, and 
information such as emailing and broadcasting events, activities, etc. are relayed to staff 
and/or the community. 
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Goal II:  Enhance threshold language assistance (Spanish) among Medi-Cal Working Poor 
Population. 
 
Strategy 1:  
ESM will work with ITD to improve KernBHRS forms and electronic 
systems to accurately capture this population, such as revising Demographic forms, running 
reports in various ethnic population, etc.  Partially Met.   
 
Activities:   
Penetration Rate Analysis Report has been completed to run reports on various ethnic 
groups, however CCRC/ESM will continue to work with ITD to identify specific 
methodologies needed to capture language assistance in Spanish.     
 
Demographic Forms are currently being revised.  This will be an ongoing goal.     

 

Goal III:  Enhance Outreach & Education efforts and projects that are aimed at increasing the 
penetration rate of the African American (AA) populations. 
 
Strategy 1:  
ESM and QID monitor and track AA penetration rate.  Met.   
 
Activities:  
Goal: 5 %.   
Per Penetration Rate Analysis Report:  5. 31 % 
Ongoing efforts to increase penetration rate for AA population. 

 
Strategy 2:   
ESM collaborates with ITD and Cerner Form Committee to identify process, forms, data 
collections, and accurate reporting to capture data of outreach and services being offered.  
Partially Met. 
 
Activities:   
According to Hard to Reach Population Report, 
Total Number of Events: 28 
Total Attendance: 4,233 

 
Strategy 3:   
Enhance culturally competent trainings on how to outreach, engage, treat, and provide effective 
services to AA population.  Met.   
 
Activities:   
See Attachment A – Cultural Competence Trainings. 
See Attachment D – African American for specific events.   

 
Strategy 4:   
CCRC to maintain and continue to recruit a minimum of six AA members for the AA 
subcommittee.  Met.   
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Activities:   
There are currently six (6) members of the CCRC.   

 
Strategy 5:   
AA Liaisons and/or members of the CCRC subcommittee will maintain ongoing contact with key 
agencies, cultural brokers, professional leaders and spiritual leaders to assist in identifying gaps 
and training needs to effectively work with this population.  Met.   
 
Activities:   
In CCRC, there are ongoing efforts to partner with various community members so that 
outreach and training gaps and needs are addressed.   
See Attachment D- African American for specific key community agencies activities.   

 
Strategy 6:   
Overall AA Trainings and Community based trainings to be coordinated include, but not limited 
to:  reducing stigma, accessing resources and mental health and substance use disorders, 
recognizing mental health problems and benefits of treatment, etc.  Met.   
 
Activities:   
Various trainings such as Multi-Cultural & Diversity Trainings and Crisis Intervention 
Trainings, and Outreach & Education activities have been completed.   
See Attachment A- Cultural Competence Trainings. 
See Attachment D- African American.  

 
Strategy 7:   
CCRC and PIO will develop culturally appropriate public relations/Information community 
campaign to support the above listed activities.  Met.   
 
Activities:   
Community Events announcements and fliers.  
See Attachment D- African American. 
Example of flyer shared with the community is related to the “The Power of Music” event 
on May 19th, 2018.  
See Attachment E- May Mental Health Month Flyer 2018. 

 
Strategy 8:   
CCRC to review the implementation of the Emotional Emancipation Circle- Community (EECC) 
Support Groups, an evidence-based practice according to California Institute Behavioral Health 
System, where the model addresses negative experiences and historical factors of AAs and the 
process of healing and psychological freedom.   Not Met. 
 
Activities:   
Due to changes in Ethnic Service Coordinator, this strategy is not met.  The new ESM will 
work with CCRC and begin to research this approach further and discuss and present to 
CCRC to determine appropriateness of the program.      
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Strategy 9:   
CCRC, PIO, O & A, and partner agencies continued efforts to highlight and celebrate AA historical 
and current significant contributions to society in order to increase positive image of AA.  Met.   
 
Activities:   
2/24/2018 - KernBHRS participated in the Black History Parade. 
5/19/2018 – KernBHRS participated in Power of Music Festival 
See Attachment D- African American for other AA activities and events completed. 

 
Strategy 10:   
Enhance culturally appropriate images, reading materials, and behavioral health services 
information in alignment with AA health by providing these items in KernBHRS team locations 
and clinic sites, and geographically located near AA communities.  Partially Met.   
 
Activities:   
4/2017 - The KernBHRS public website was updated.   
Since then, continued enhancement and updating have occurred- to increase culturally 
appropriate images of various diverse groups.  There are ongoing efforts to enhance 
images, reading materials, and behavioral information on AA populations in various 
locations and clinic sites.  

 
Strategy 11:   
CCRC (ESM, O&E & PIO) to communicate AA events, resources, and other mental 
health related items to staff and the community.   Met.   
 
Activities:   
See Attachment D - African American events and activities. 
See Attachment E - May Mental Health Month events and activities. 

 

Goal IV:  Enhance Outreach & Education efforts and projects that are aimed at increasing the 
penetration rate of the Asian Pacific Islander (API ) populations. 
 
Strategy 1:   
ESM and QID monitor and track API penetration rate.  Met. 
 
Activities:   
Goal: 5 % 
According the Penetration Rate Analysis Report:  1.01 %. 
 
See Attachment F - Asian Pacific Islander. 
See Attachment G - Stakeholder Community meetings in various locations such as Delano, and 
Bakersfield, where there is a high rate of API residents. Ongoing efforts to aim at increasing the 
penetration rate of the API populations. 

 
Strategy 2:   
ESM collaborates with ITD and Cerner Form Committee to identify process, forms, data 
collections, and accurate reporting to capture data of outreach and services being offered.  
Partially Met.  
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Activities:   
According to Hard to Reach Population Report, 
Total Number of Events: 2 
Total Attendance: 48 
See Attachment F- Asian Pacific Islander for various events. 

 
Strategy 3:   
Enhance culturally competent trainings on how to outreach, engage, treat, and provide effective 
services to API population.  Partially Met.  
 
Activities:   
API specific trainings completed: 
9/15/2017 MH Treatment in Asian-American Populations. 
See Attachment F - Asian Pacific Islander listing of 11/7/2017 & 12/19/2017 API Outreach 
in community events. 
See Attachment G - Stakeholder Community meetings in various locations in Kern County 
locations - Delano, Bakersfield, etc.   

 
Strategy 4:   
Increase the representation of the API members in the CCRC.  Met. 
 
Activities:   
From zero (0) members to one (1) member.    
Ongoing efforts with this goal.   

 
Strategy 5:  
Identify API Sub-committee of the CCRC and to outreach and partner with API agencies in the 
community to address access to care and behavioral health and substance use services.  Partially 
Met.   
 
Activities:   
With the new API member, continued effort to coordinate with O & E Coordinator, MHSA 
Coordinator, other API agencies in the community.   

 
Strategy 6: 
Increased API Cultural Competence trainings to KernBHRS staff and community.    Partially Met.   
 
Activities:   
9/15/2017- Mental Health Treatment in Asian-American Populations. 
Ongoing efforts to provide evidence-based trainings in the API population.   
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Criterion 4 Outcome Status Summary  

Goals  Strategies Status 

Goal I Strategy 1 Met 
 Strategy 2 Met 
Goal II Strategy 1 Met  
 Strategy 2 Met 

 
CRITERION 4  
COUNTY MENTAL HEALTH SYSTEM CLIENT/FAMILY MEMBER/COMMUNITY COMMITTEE: 
INTEGRATION OF THE COMMITTEE WITHIN THE COUNTY MENTAL HEALTH SYSTEM  
Rationale: A culturally competent organization views responsive service delivery to a 
community as a collaborative process that is informed and influenced by community 
interests, expertise, and needs. Services that are designed and improved with attention to 
community needs and desires are more likely to be used by patients/consumers, thus 
leading to more acceptable, responsive, efficient, and effective care (CLAS, Final Report). 
Goal I: Enhance diversity of workforce staff in the organization to reflect community needs. 
 
Strategy 1:   
ESM work with HR for continued recruitment efforts on increasing diverse workforce.  Met. 
 
Activities:   
According to KernBHRS Demographics Report:   
330 Hispanic/Latino 
263 White 
  72 Black/African American 
  40 Asian Pacific Islander (22 of 40 is Filipino) 
  39 Other 
  10 Native American 
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KernBHRS has participated in various outreach to recruit and train diverse individual and 
groups. 
24 Total events. 
See Attachment K - Community Events & Recruitment Efforts FY 2017-2018. 

 
Strategy 2:   
ESM will work with HR to track new employees hired who have diverse characteristics of 
workforce such as ethnicity, language, and other diverse characteristics.  Met. 
 
Activities:   
Threshold language - Spanish: 
 
According to KernBHRS Tier I Staff Report -  
66 Employees are certified to verbally interpret in threshold language, Spanish. 
 
According to KernBHRS Tier II Staff Report - 
60 Employees are certified to complete written translation in threshold language, Spanish.  
 
12 Other Languages fluently spoken by Employees: 
Arabic, Bengali, Cantonese, Farsi, French, Filipino dialects (Ilocano & Tagalog), Japanese, 
Mandarin, Norwegian, Punjabi, and Vietnamese. 
 
2 Employees are fluent in American Sign Language (ASL).  

 

Goal II:  Enhance collaborations with community partners to improve effective mental 
health services. 
 
Strategy 1:   
ESM collaborates with O&E Coordinator to identify community partners and work with 
them in identifying gaps and needs of mental health services in the community.  Met. 
 
Activities:   
KernBHRS partners with contract providers, including community partners to offer 
effective cultural competence trainings such as Transition to Independence (TIP) Model 
Training- Multi-cultural perspective and Mental Health First Aid.   
See Attachment H- TIP Cultural Competence Training.  
See Attachment H.1- MHFA Training. 
 
CCRC has ongoing discussions to identify and recruit new CCRC members, identifying and 
participating in community events, and identifying gaps and needs of specific trainings 
needed for specific populations.   
MH Public Website allows individuals and groups to view Members Job Description to 
join the committee.   

 
Strategy 2:   
ESM works with MHSA Prevention & Early Intervention Coordinator to obtain stakeholder’s 
meeting schedules and obtain identified gaps and needs from the meetings in order to help 
efforts in providing cultural competence trainings and services in the community.  Met. 
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Activities:   
See Attachment G- Stakeholder Community meetings. 
Community Planning and Stakeholder feedback- 
Top identified unserved or underserved populations were: 
Children/Families, Older Adults and those in the outlying areas of Kern.  
Top two programs chosen by stakeholders were:   
Access and Linkage to behavioral health care for Adults experiencing mental health crisis 
and Early Intervention Programs for Children/Families.   
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Criterion 5 Outcome Status Summary  

Goals  Strategies Status 

Goal I Strategy 1 Met 
Goal II Strategy 1 Met  
 Strategy 2 Met 

 
CRITERION 5:  COUNTY MENTAL HEALTH SYSTEM CULTURALLY COMPETENT TRAINING 
ACTIVITIES  
Rationale: Staff education and training are crucial to ensuring culturally and linguistically 
appropriate services. All staff will interact with clients representing different countries or 
origins, acculturation levels, and social and economic standing. Staff refers not only to 
personnel employed by the organization but also its subcontracted and affiliated personnel 
(CLAS, Final Report). 
Goal I:  Enhance cultural competence trainings to address diverse groups, unserved or 
underserved populations. 
 
Strategy 1:   
Annual cultural competence trainings topics may include, but not limited to:  Cultural 
Formulation, Cultural Sensitivity and Competence, Mental Health Interpreter Training, 
Social/Cultural Diversity groups such as LGBTQs, SES, Elderly, Disabilities, Veterans, 
Homeless and Poverty, etc.  Met. 
 
Activities:   
See Attachment A - Cultural Competence Trainings List FY17-18. 
With input from the CCRC and TRC, KernBHRS has offered a multitude of training opportunities 
to staff, contractors, and/or community, enabling them to better serve our 
underserved populations. A sampling of the trainings include ‘Transition to Independence’  
aimed at assisting foster youth, ‘Poverty Realities’ aimed at understanding a large part of our 
customer base, across all populations, “Aging & Adults Annual Conference’ geared to address 
mental health and substance use on Seniors, exhibiting various types of disabilities and 
environmental issues such as homeless and poverty, military/veterans issues, etc.  in Kern County,  
and ‘Bakersfield Town Hall,’ offered in collaboration with #OUT4MENTALHEALTH, aimed at 
bringing issues experienced by our local LGBTQ community to light.  

 

Goal II:  Improve analysis of the effectiveness of cultural competence trainings. 
 
Strategy 1:  
Review course evaluations of trainings. Met. 
 
Activities:   
Review course evaluations of trainings completed 
 
June- December 2017: 
According to the Types of Training and Average Rating graph, Cultural Competence was 
rated 4.8, and TIP- Multi-Cultural perspective training was rated 4.7.   
Ratings of courses range from 1 to 4, 4 indicating Excellent in overall rating.     
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April 16th – 21st, 2018: 
Reviewed sample of course evaluations on various cultural competence trainings such as  
Multi-cultural & Diversity Training & Transition to Independence- Multi-cultural 
perspective. 
75 reviewed 
73 excellent (4) 
 2  good (3) 
 
See Attachment I- KernBHRS Course Evaluation Form, to review the definition of the ratings, and 
to also note cultural competence as one (1) of the four (4) Department Core Principles that 
must be addressed in all trainings offered.     

 
Strategy 2:   
Create pre and post-test evaluations of course.  Met 
 
Activities:   
Fall 2017- 
Core Academy Trainings Survey were completed Fall 2017 for all new employees 
onboarded from June 2017 thru December 2018.   
 
Feedback: 
Course post evaluations of the various trainings attended, including cultural competence 
trainings were rated from 4.3 to 4.9.   
Ratings of courses range from 1 to 4, 4 indicating Excellent in overall rating.     
See Attachment J- Core Academy Training Survey. 
 
6/4/2018- 
Revised KernBHRS Course Evaluation Form. 
Revision completed to address the four (4) Department Core Principles, and to ensure core 
principles are integrated to all trainings:  cultural diversity and competency, recovery-oriented 
principles, co-occurring and integrated principles, and family inclusion, supports systems, or 
peer support system.   
See Attachment I- KernBHRS Course Evaluation Form. 
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Criterion 6 Outcome Status Summary  

Goals  Strategies Status 

Goal I Strategy 1 Met 
 Strategy 2 Met 
Goal II Strategy 1 Met  
 Strategy 2 Met 

 
CRITERION 6  
COUNTY MENTAL HEALTH SYSTEM COUNTY’S COMMITMENT TO GROWING A 
MULTICULTURAL WORKFORCE: HIRING AND RETAINING CULTURALLY AND LINGUISTICALLY 
COMPETENT STAFF  
Rationale: The diversity of an organization’s staff is necessary, but not a sufficient condition 
for providing culturally and linguistically appropriate health care services. Although hiring 
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). 
Goal I:  Enhance recruitment efforts to onboard diverse workforce. 
 
Strategy 1:   
Increase outreach to various community partners such as Universities to recruit and train 
diverse individuals and groups.  Met. 
 
Activities:   
KernBHRS has participated in various outreach to recruit and train diverse individual and 
groups. 
24 Total events. 
See Attachment K- Community Events & Recruitment Efforts FY 2017-2018. 

 
Strategy 2:   
Increase the use of media work collaboratively with PIO to target recruiting a multicultural 
workforce.  Met. 
 
Activities:   
PIO and HR have participated in various community events to recruit a multicultural 
workforce.   
See Attachment K- Community Events & Recruitment Efforts FY 2017-2018.   

 

Goal II:  Enhance efforts to support consumers as part of a diverse workforce.   
 
Strategy 1:   
ESM and HR identify internal and external committees and meetings that need to be 
involved to help efforts of recruiting and hiring diverse groups.  Met. 
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Activities:   
Recruitment efforts continue to be discussed in various forums such as management 
team and community outreach.   
 
24 Total Community outreach efforts are the following:   
California State University, Bakersfield Nursing, Master of Social Work, and Master is 
Marriage Family Therapists programs, University outside of Kern such as Loyola 
Marymount, Fullerton, and various Job Fairs in and outside of Kern County.  
 
See Attachment K for Community Events & Recruitment Efforts FY 2017-2018.    

 
Strategy 2:   
ESM collaborates with Recovery Service Administration (RSA) to identify steps needed to 
recruit and retain individuals with lived experiences.  Met. 
 
Activities:   
According to RSA Report: 
7 Total Peer Support Employees were hired in FY 17-18. 
34 Total Volunteers with lived experience, including 2 Total Family members volunteers 
with lived experience.   
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Criterion 7 Outcome Status Summary  

Goals  Strategies Status 

Goal I Strategy 1 Met 
 Strategy 2 Met 
 Strategy 3 Met 
 Strategy 4 Partially Met 
 Strategy 5 Met 
Goal II Strategy 1 Met  
 Strategy 2 Partially Met 

 

CRITERION 7:  COUNTY MENTAL HEALTH SYSTEM LANGUAGE CAPACITY  
Rationale: Accurate and effective communication between clients, providers, staff, and 
administration is the most essential component of the mental health encounter. Bilingual 
providers and other staff who communicate directly with clients must demonstrate a 
command of both English and the 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. 
Goal I:  Enhance linguistic capabilities to meet the threshold languages of the county.   
 
Strategy 1:   
Enhance trainings with staff and interpreters to provide effective and culturally appropriate 
approaches.  Met. 
 
Activities:   
4 Total Interpreter Trainings such as Communicating Through an Interpreter & Using 
Communication Strategies to bridge Cultural Divides. 
CCRC developed Language Fluency Categorization System 
See Attachment A – Cultural Competence Trainings. 

 
Strategy 2:   
Enhance resources related to language assistance such as Language Line, 24/7 telephone 
line, and other innovative translation services, etc.  Met. 
 
Activities:   
Contracts with the following agencies to continue and/or enhance resources: 
 
Language Line Solutions- 
510 Total assisted in verbal interpreting. 
15 Different Languages interpreted.  
80 % was in Spanish- Kern BHRS threshold language.  
See Attachment L- Language Line Interpreter Report FY 2017-2018, for specific languages. 
 
Revised Language Line Solution Contract to include Translation services in FY 17-18.   
Utilized written Translations requests for brochures, pamphlets, fliers, clinical forms, 
grievance forms, etc.    
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Independent Living Center of Kern County- 
100 Total ASL individuals assisted FY 2017-2018. 

 
Strategy 3:   
CCRC and O&E strategize to involve stakeholders to increase  the representation 
of Limited English Proficient (LEP) persons in order to identify needs and gaps of trainings 
and services.  Met. 
 
Activities:   
Stakeholder meetings provide an interpreter in threshold language, which is Spanish.   
See Attachment G-  Stakeholder Community Feedback Schedule.   

 
Strategy 4:   
Work with ITD and QID to improve ways to monitor and track data on the LEP penetration 
rate.  Partially Met. 
 
Activities:   
Ongoing work to monitor and track data on LEP penetration rate.  Continued work on 
Demographic Form to capture data related to language assistance. 

 
Strategy 5:   
Evaluation assessment and monitoring tools needed in order to measure the outcome of 
outreach activities, projects, and programs aimed at increasing the LEP penetration rate. 
Met. 
 
Activities:   
Outreach & Education Training completed for  ongoing efforts to provide staff on Data 
Collection and Monitoring. 
 
9/29/2017 Outreach & Education Training completed. 
See  Attachment M- O&E Data Collection Training. 

 

Goal II:  Create a method to analyze the effectiveness of trainings offered to staff and 
interpreters.   
 
Strategy 1:  
Training Services and TRC, including ESM review course evaluations of trainings. Met. 
 
Activities:   
All Relias web-based trainings such as The Role of the Behavioral Health Interpreter & 
Overview of the Behavioral Health System for behavioral Health Interpreters consist of 
Final Examination Questionnaires to evaluate effectiveness of the training.   
See Attachment A- Culture Competence Trainings.   
For live trainings such as Communicating Through an Interpreter on 10/27/2018, Training 
Course Evaluations are completed, with a general rating of 4, indicating quality of the 
training is rated as “good” overall.   

Strategy 2:   
Create pre and post-test evaluations of the courses.  Partially Met. 
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Activities:   
KernBHRS has post-test evaluations such as the Final Examination Questionnaires Relias 
Interpreter trainings, however pre-test evaluation is a continued goal.   
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Criterion 8 Outcomes Status Summary  

Goals Strategies Status 

Goal I Strategy 1 Met 
 Strategy 2 Partially Met 
Goal II Strategy 1 Met  
 Strategy 2 Met 

 
CRITERION 8  
COUNTY MENTAL HEALTH SYSTEM ADAPTATION OF SERVICES  
Rationale:  Organizations should ensure that clients/consumers receive from all staff 
members, effective, understandable, and respectful care, provided in a manner compatible 
with their cultural health beliefs and practices and preferred language (CLAS Final Report). 
Goal I:  Enhance the county’s client-driven/operated recovery and wellness programs.  
Strategy 1:   
Improve current programs to include individuals and groups who are racially, ethnically, 
culturally, and linguistically diverse.  Met. 
 

Activities:   
KernBHRS aims to employ a diverse workforce, including peer support, volunteers, 
and/or permanent staff: 
 
According to KernBHRS Demographics Report:   
754 Total Employees- 
330 Hispanic/Latino 
263 White 
  72 Black/African American 
  40 Asian Pacific Islander (22 of 40 is Filipino) 
  39 Other 
  10 Native American 
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Kern Threshold language- Spanish: 
 
According to KernBHRS Tier I Staff Report-  
66 Employees are certified to verbally interpret in threshold language, Spanish. 
 
According to KernBHRS Tier II Staff Report- 
60 Employees are certified to complete written translation in threshold language, 
Spanish.  
 
12 Other Languages fluently spoken by Employees: 
Arabic, Bengali, Cantonese, Farsi, French, Filipino dialects (Ilocano & Tagalog), Japanese, 
Mandarin, Norwegian, Punjabi, and Vietnamese. 
 
2 Employees are fluent in American Sign Language (ASL). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Strategy 2:   
All staff to complete the Wellness Recovery Action Plan (WRAP) training to ensure that 
KernBHRS staff are trained in the recovery and wellness-oriented engagement, approach, 
and treatment.  Partially Met. 
 

Activities:   
According to Training Services Report on WRAP training from FY 2017-2018, total of 82 
attendees. Ongoing strategies to ensure new employees and existing employees 
complete this training.   

 

Goal II:  Enhance the beneficiary problem resolution process that are culturally and 
linguistically appropriate to identify, prevent, and resolve Grievance and Appeals.   
Strategy 1:   
Work with Patient’s Rights Office to improve accessibility of Grievance & Appeal Procedures 
brochures.  Met. 
 

Activities:   
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Federal regulations in 42 Code of Federal Regulations (CFR) required updates to the Mental 
Health Plan’s Grievance and Appeal System (formerly called the Problem Resolution Process).  
Changes in the process primarily included the name of the process and timeframes for  
completing grievances and appeals.  Written Beneficiary Notices templates were provided by the  
State to create uniformity for all beneficiaries who file grievances and appeals.  All beneficiary  
brochures and grievance and appeal forms were updated, as well as translated into Spanish.   
 
See Attachments below: 
Attachment O-Grievance and Appeal Form-English. 
Attachment O.1 Grievance and Appeal Process Spanish. 
Attachment O.2 Non-Discrimination Notice-Spanish. 
Attachment O.3 Notice of Adverse Benefit Determination Spanish. 
Attachment O.5 Notice of Appeal Resolution Adverse Benefit Determination Upheld Spanish 
Attachment O.6 Notice of Appeal Resolution Your Rights Under Medi-Cal Spanish. 
Attachment O.7 Notice of Grievance Resolution 
 
Trainings FY 2017-2018- 
System-wide provider training took place to promote accessibility for all beneficiaries to the 
Grievance and Appeal System.   Training was provided to leadership and provider teams, 
including contractor:  March 10, 2017, April 13, 2017, & January 2, 2018. 

 
Strategy 2:   
Track and monitor post- grievance evaluations of the grievance completed and their 
outcomes.  Met. 
 

Activities:  
All grievances and appeals are tracked via the Grievance and Appeal Form.  Problems themes or 
categories are quantified, and outcomes monitored by the Mental Health Plan’s Quality 
Improvement Committee.  With an increased emphasis from the Plan’s management team and 
division teams on quality customer service and beneficiary access to the grievance and appeal 
process, it is anticipated that the number of captured complaints will increase, and the quality of 
services complaints will decrease this coming fiscal year.   
 
See Attachments below:  
Attachment O- Grievance and Appeal Form. 
Attachment O.7- Notice of Grievance Resolution Form. 
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CULTURAL COMPETENCE IMPROVEMENT PLAN FY 2018-2019 

The KernBHRS Cultural Competence Annual Plan continues to be consistent with the California 
Department of Mental Health Cultural Competence Plan Requirements (CA-CCPR) Modification 
(2010) standards and criteria (per California Code of Regulations, Title 9, Section 1810.410).   

The CA-CCPR Modification (2010) consists of the EIGHT (8) Domains related to Culturally and 
Linguistically Appropriate Services (CLAS) integrated into the EIGHT (8) Criterions.   

Kern County strives to practice the follow standards, domains, and criterions.  

DOMAINS Areas of Assessments CRITERION Areas to Examine 
 

Domain 1 Organizations Values Criterion 1 COMMITMENT TO CULTURAL 
COMPETENCE 

Domain 2 Policies/Procedures/ 
Governance 

Criterion 2 COUNTY MENTAL HEALTH SYSTEM 
UPDATED ASSESSMENT OF SERVICE 
NEEDS 

Domain 3 Planning/Monitoring/ 
Evaluation 

Criterion 3 COUNTY MENTAL HEALTH SYSTEM 
STRATEGIES AND EFFORTS FOR REDUCING 
RACIAL, ETHNIC, CULTURAL, AND 
LINGUISTIC MENTAL HEALTH DISPARITIES 

Domain 4 Communication Criterion 4 COUNTY MENTAL HEALTH SYSTEM 
CLIENT/FAMILY MEMBER/COMMUNITY 
COMMITTEE: INTEGRATION OF THE 
COMMITTEE WITHIN THE COUNTY 
MENTAL HEALTH SYSTEM 

Domain 5 Human Resources Criterion 5 COUNTY MENTAL HEALTH SYSTEM 
CULTURALLY COMPETENT TRAINING 
ACTIVITIES 

Domain 6 Community and 
Consumer Participation 

Criterion 6 COUNTY MENTAL HEALTH SYSTEM 
COUNTY’S COMMITMENT TO GROWING A 
MULTICULTURAL WORKFORCE: HIRING 
AND RETAINING CULTURALLY AND 
LINGUISTICALLY COMPETENT STAFF 

Domain 7 Facilitation of Broad 
Service Array 

Criterion 7 COUNTY MENTAL HEALTH SYSTEM 
LANGUAGE CAPACITY 

Domain 8 Organization Resources Criterion 8 COUNTY MENTAL HEALTH SYSTEM 
LANGUAGE CAPACITY 

Note:  Goals that were either Partially Met or Not Met in FY 17-18 are continued goals in the FY 
18-19 CC Plan below.   

 
 
 
 
 
 



31 
 

CRITERION 1: 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. 
Goal I:  Enhance organization structure and processes to ensure and promote multicultural 
and diversity practices. 
 
Strategy 2:   
Annual update on policies, procedures or practices that reflect steps toward 
incorporating the recognition and values of racial, ethnic, and cultural diversity within the 
system.   
 
Strategy 3:   
Attend Annual Cultural Competence Conference to learn strategies to enhance 
organizational structure and process to promote culturally and linguistically appropriate 
practices.     
 
Strategy 4:   
Participate in various state-wide forums such as the County Behavioral Health Directors  
Association of California (CBHDA) and SCRP ESM meetings/calls related to CC Plan and 
requirements.  
 
Strategy 5:  
Be proficient with the CBHDA Framework for Advancing Cultural, Linguistic, Racial & Ethnic 
Behavioral Health Equity document in order to integrate into the improvement of CC Plan.   
 
Goal II:  Enhance documents to ensure the commitment to cultural and linguistic 
competence services are reflected throughout the entire system.   
 
Strategy 1:   
Continue to enhance KernBHRS mission statement and goals of providing culturally 
effective behavioral health services through standardized sharing of information and 
resources by updating and being consistent with Policies, Procedures & 
Practices Related to Culturally and Linguistically Service Areas such as Hearing-Impaired MH 
Access, Language Interpreters, and Bilingual Bonus.    
 
Strategy 2: 
Ensure that cultural competence requirement training of 6 hours and other diversity 
training needs are documented and addressed in supervision. The current Supervision Form 
is being revised to address cultural competence training. 
   
Strategy 3:   
Enhance Human Resource Training and Recruitment Policies, Contractor Language 
Requirements, and other key documents that demonstrate system-wide commitment to 
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cultural and linguistic competence.    
 
Goal III:  Enhance trainings for a culturally diverse workforce in both MH and SUD in order 
to provide effective services of our diverse communities.   
 
Strategy 1:   
Provide engagement trainings to all direct service staff to effectively work with diverse 
individuals, groups, and families.   
 
Strategy 2:   
Continue to recruit, hire, train, support, and retain mental health workforce such as peer 
support, volunteers with lived experiences, and/or with diverse backgrounds and 
experiences in order to enhance a diverse MH and SUD workforce.   
 

 
CRITERION 2:  COUNTY MENTAL HEALTH SYSTEM UPDATED ASSESSMENT OF SERVICE 
NEEDS 
 
Rationale: A population assessment is necessary to identify the cultural and linguistic needs 
of the target population and is critical in designing, and planning for, the provision of 
appropriate and effective mental health services. 
Goal I:  Enhance integrating stakeholders in the process of identifying training gaps and 
training needs of the community.   
 
Strategy 1:  
CCRC, ESM, and TRC continue to meet regularly to assess and discuss feedback obtained from 
various stakeholders meetings and/or cultural populations such as NAMI, LGBTQs, SQIC, MHSA, 
etc. for potential cultural competence trainings to offer to KernBHRS staff, Contract Partners, and 
Community.     
 
Strategy 2: 
Participate in state-wide efforts such as surveys and interviews related to Kern, to identify gaps 
and needs of diverse populations and the community.  KernBHRS is also participating in the 
Southern California Regional Partnership (SCRP). 
 
Goal II:  Enhance evidence-based practices for diverse ethnic groups. 
 
Strategy 1:   
From the Stakeholders feedback on training needs on diverse groups, the CCRC, TRC, and other 
key entities will review training topics, so that trainers can be identified to offer 
diverse trainings in various populations, which include, but not limited to the below:     

o Immigrant Families 
o Cultural Humility & Diverse Families 
o Human Trafficking Culture 
o Diversity in the Workplace 
o Poverty and Homelessness training 
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o Lesbian, Gay, Bisexual, Transgender and Questioning Plus (LGBTQ Plus) 
Populations Training 

o Cultural of Transitional Youth 
o Individuals with Disability 
o Spirituality and Religion Integration in Treatment 
o Mental Health Interpreter & Written Translation Training 
o Role of the Interpreter in the Behavioral Health Setting 
o Foster youth Culture 
o Trauma Informed Care (TIC) 

 
CRITERION 3:  COUNTY MENTAL HEALTH SYSTEM STRATEGIES AND EFFORTS FOR REDUCING 
RACIAL, ETHNIC, CULTURAL, AND LINGUISTIC MENTAL HEALTH DISPARITIES 
  
Rationale: “Striking disparities in mental health care are found for racial and ethnic 
populations. Racial and ethnic populations have less access to and availability of mental 
health services, these communities are less likely to receive needed mental health services, 
and when they get treatment they often receive poorer quality of mental health care. 
Although they have similar mental health needs as other populations they continue to 
experience significant disparities, if these disparities go unchecked they will continue to 
grow and their needs continue to be unmet...” (U.S. Department of Health and Human 
Services, Surgeon General Report, 2001). 
Goal I:  Enhance O&E efforts and projects that are aimed at increasing the penetration rate of the 

Hispanic/Latino populations. 
 
Strategy 1:   
Continued discussion to identify ways to increase penetration rate for outreach, access, 
engagement, linkage, and services for MH & SUD through various meetings, events and/or 
stakeholder participations. 
 
Strategy 2:   
Continued work with MHSA and relevant team to ensure contract with The La Clave Outreach 
Program is complete, assisting with outreach and education in the community, access to care and 
provide training of engagement and behavioral health services to Hispanic/Latino populations.     
 
Strategy 3:   
Continued work with O&E and ITD to ensure Outreach and Education efforts, events, activities are 
captured accurately for data reporting.  For example updating Demographic Form. 
Goal II:  Enhance threshold language assistance (Spanish) among Medi-Cal Working Poor 
Population. 
 
Strategy 1:   
Ensure documents and forms are translated in the threshold Spanish language and other 
languages.      
 
Strategy 2: 
Enhance Language Line contract to explore video solutions to assist with language and/or ASL 
services. 
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Goal III:  Enhance Outreach & Education efforts and projects that are aimed at increasing the 
penetration rate of the AA populations. 
 
Strategy 1:   
Continued discussion to identify ways to increase penetration rate for outreach, access, 
engagement, linkage, and services for MH & SUD through various meetings, events and/or 
stakeholder participations. 
 
Strategy 2:   
Continued work with O&E, PIO, MHSA, and ITD to ensure outreach and education efforts, events, 
activities are captured accurately for data reporting.   
 
Strategy 3:   
Provide specific AA culturally competent trainings on how to outreach, engage, treat, and provide 
Effective services to AA population.   
 
Strategy 4:  
Continued AA CCRC sub-committee recruitment from the community.  
 
Strategy 5:   
CCRC to research and review the Emotional Emancipation Circle- Community (EECC) Support 
Groups, an evidence-based practice according to California Institute Behavioral Health System, 
where the model addresses negative experiences and historical factors of AAs and the process of 
healing and psychological freedom.    
 
Goal IV:  Enhance Outreach & Education efforts and projects that are aimed at increasing the 
penetration rate of the API populations. 
 
Strategy 1:   
Continued discussion to identify ways to increase penetration rate for outreach, access, 
engagement, linkage, and services for MH & SUD through various meetings, events and/or 
stakeholder participations. 
 
Strategy 2:   
Continued work with O&E, POI, and ITD to ensure Outreach and Education efforts, events, 
activities are captured accurately for data reporting.   
 
Strategy 3:   
Enhance culturally competent trainings on how to outreach, engage, treat, and provide effective 
services to API population.    
 
Strategy 4:  
Continued work with POI and O&E to recruit API CCRC sub-committee members from internal 
system and and/or community.  
 

 



35 
 

CRITERION 4  
COUNTY MENTAL HEALTH SYSTEM CLIENT/FAMILY MEMBER/COMMUNITY COMMITTEE: 
INTEGRATION OF THE COMMITTEE WITHIN THE COUNTY MENTAL HEALTH SYSTEM  
Rationale: A culturally competent organization views responsive service delivery to a 
community as a collaborative process that is informed and influenced by community 
interests, expertise, and needs. Services that are designed and improved with attention to 
community needs and desires are more likely to be used by patients/consumers, thus 
leading to more acceptable, responsive, efficient, and effective care (CLAS, Final Report). 
Goal I: Enhance diversity of workforce staff in the organization to reflect community 
demographic. 
 
Strategy 1:   
Continued in-county and out-of-county recruitment efforts to increase diverse workforce.   
 
Strategy 2:   
Continued efforts to track workforce diverse demographics such as ethnicity, language, and 
other diverse characteristics.  
 
Goal II:  Enhance collaborations with community partners to identify gaps and needs to 
improve effective behavioral health services. 
 
Strategy 1:   
Continued participation in various collaborative meetings and events such as the SQIC, 
CCRC, Public Health, and/or other community entities in order to identify needs of diverse 
community.   
 
Strategy 2:   
Continued work with MHSA Coordinator, O&E Coordinator, and other public forums 
to obtain stakeholder’s and/or community feedback regarding gaps and needs of cultural 
competence trainings and services in the community.   
 

 
CRITERION 5:  COUNTY MENTAL HEALTH SYSTEM CULTURALLY COMPETENT TRAINING 
ACTIVITIES  
Rationale: Staff education and training are crucial to ensuring culturally and linguistically 
appropriate services. All staff will interact with clients representing different countries or 
origins, acculturation levels, and social and economic standing. Staff refers not only to 
personnel employed by the organization but also its subcontracted and affiliated personnel 
(CLAS, Final Report). 
Goal I:  Enhance cultural competence trainings to address diverse groups, unserved or 
underserved populations. 
 
Strategy 1:   
Continued tracking and monitoring that 80% of staff, including Contract providers receive a 
minimum of 6 hours cultural competency training annually. 80% of KernBHRS staff will be in 
compliance with the 6 hours of cultural competency training within their annual Employee 
Performance Review.  
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Strategy 2: 
Work with specific teams such as SUD to ensure diverse target population, i.e. Human 
Trafficking training is added to staff’s training plan.     
 
Strategy 3: 
Continue to discuss, review, and track in CCRC and TRC gaps and needs of cultural 
Competence trainings topics relevant to Kern County such as Mental Health Interpreters, 
LGBTQs, Aging & Elderly, Disabilities, Veterans, Homeless and Poverty, Immigration & 
Acculturation, TAY, Foster youths, etc.   
 
Goal II:  Improve analysis of the effectiveness of cultural competence trainings. 
 
Strategy 1:  
Ongoing review of course evaluations of quality of trainings to identify improvement areas.  
 
Strategy 2:   
Research ways to improve obtaining pre and post evaluations on trainings attended, 
identifying electronic ways to obtain feedback to improve the quality of trainings.   
 
Strategy 3: 
Research ways to create post evaluations online surveys to obtain feedback on the quality 
and effectiveness of trainings such as measuring enhance cultural competence skills of 
staff.      
 

 
CRITERION 6  
COUNTY MENTAL HEALTH SYSTEM COUNTY’S COMMITMENT TO GROWING A MULTICULTURAL 
WORKFORCE: HIRING AND RETAINING CULTURALLY AND LINGUISTICALLY COMPETENT STAFF  
Rationale: The diversity of an organization’s staff is necessary, but not a sufficient condition 
for providing culturally and linguistically appropriate health care services. Although hiring 
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). 
Goal I:  Enhance recruitment and retention efforts to onboard diverse workforce. 
 
Strategy 1:   
Continue to outreach to various community partners such as Universities to recruit and 
train diverse individuals and groups.  
 
Strategy 2:   
Continued efforts to work with PIO and HR to target recruiting a multicultural workforce in 
all levels.   
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Strategy 3: 
Work with MHSA Coordinator and HR  to identify goals and objectives related to Workforce 
Education Training (WET), to ensure continued assessment of behavioral health workforce needs 
to guide efforts in inclusion activities, recruitment, and retention. 
 
Goal II:  Enhance efforts to support consumers as part of a diverse workforce.   
 
Strategy 1:   
Continued efforts to work with RSA and HR to recruit and retain peer support and family 
members with lived experiences.   
 
Strategy 2: 
Improve ways to track new hires and existing peer support and family members with lived 
experiences, whether they are employees or volunteers. 

 
CRITERION 7:  COUNTY MENTAL HEALTH SYSTEM LANGUAGE CAPACITY  
Rationale: Accurate and effective communication between clients, providers, staff, and 
administration is the most essential component of the mental health encounter. Bilingual 
providers and other staff who communicate directly with clients must demonstrate a 
command of both English and the 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. 
Goal I:  Enhance linguistic capabilities to meet the threshold languages of the county.   
 
Strategy 1:   
Continue to provide a minimum of annual interpreter trainings to new staff and existing 
staff who assist in interpreting in the threshold language- Spanish.   
 
Strategy 2:   
Enhance current resources/contracts such as Language Line Solutions related to interpreter 
and translation assistance and/or LEP, including ASL to improve interpreter services.   
 
Strategy 3: 
Pilot innovative earpiece translation (Waverly Laboratory) to determine if equipment is 
effective and consumer friendly in providing interpreting assistance to clients.   
  
Strategy 4:  
Continued work with ITD and QID to improve ways to monitor and track data on the 
interpreting services provided, translation services provided, and/or LEP such as ASL 
assistance.   
 
Strategy 5: 
Monitor and track Bilingual staff who are assisting in interpreting services. 
 
Strategy 6: 
Work with ITD to identify ways to run reports on amount of services provided in threshold 
language and/or other LEP assistance.   
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Goal II:  Create a method to analyze the effectiveness of trainings offered to staff and 
interpreters.   
 
Strategy 1:  
Ensure that interpreter trainings have evaluations at the end of the courses to ensure 
that learning objectives have been completed, as well as ensuring that attendees have 
retained the information, and able to apply learned skills.   
 
Strategy 2: 
Develop Bilingual Definition and Rating Levels of language proficiency of staff.  Staff will complete 
self-rating of their language proficiency, whether it is certified, fluent, good, fair, or poor.   
 
Strategy 3:   
Research an external provider to train and assess staff who are assisting in interpreting 
assistance to ensure quality of interpreting skills.   
 

 
Criterion 8 Outcomes Status Summary  

Goals  Strategies Status 

Goal I Strategy 1 Met 
 Strategy 2 Partially Met 
Goal II Strategy 1 Met  
 Strategy 2 Met 

 
CRITERION 8  
COUNTY MENTAL HEALTH SYSTEM ADAPTATION OF SERVICES  
Rationale:  Organizations should ensure that clients/consumers receive from all staff 
members, effective, understandable, and respectful care, provided in a manner compatible 
with their cultural health beliefs and practices and preferred language (CLAS Final Report). 
Goal I:  Enhance  programs to effective provide adaptation services to diverse individuals 
and groups.   
 
Strategy 1:   
Improve staff’s engagement skills to effectively identify core and cultural beliefs and 
practices of individuals and families to integrate into a culturally and linguistically 
appropriate services to clients.   
 
Strategy 2:   
Specific direct service staff complete the Wellness Recovery Action Plan 
(WRAP) training to ensure that KernBHRS staff are trained in the recovery and wellness 
oriented engagement, approach, and adaptation of treatment.   
 
Goal II:  Enhance the beneficiary problem resolution process that are culturally and 
linguistically appropriate to identify, prevent, and resolve Grievance and Appeals.   



39 
 

 
Strategy 1:   
Continued work with PRA to improve and/or update accessibility of 
Grievance & Appeal Procedures brochures translated in threshold language, Spanish. 
 
Strategy 2: 
Continued system-wide trainings to promote accessibility for all beneficiaries to the 
Grievance and Appeal Systems.   
 
Strategy 3:   
Continued work with PRA to improve tracking and monitoring of post- grievance 
evaluations of the grievance completed and their outcomes.  Specifically, complaints 
related to quality customer service grievances and efforts to resolve complaints.   
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Summary 

The strategies outlined in the Cultural Competence Plan FY18-19 mentioned above in this report have 

been developed with the purpose of eliminating stigma, discrimination, and disparities for underserved 

and difficult to engage populations seeking mental health and substance abuse services in Kern County.  

The CCRC, ESM, QID, PRA, TRC, ITD, PIO, O&E Coordinator, MHSA Coordinator, and KernBHRS 

Administration, along with partner agencies will continue to work collaboratively and intentionally in 

order to ensure that the improvement plans mentioned in this annual update are completed and 

evaluated at the end of FY 2018-2019.  Evaluating the activities performed will assist with identifying 

areas of strengths and concerns towards establishing new or continued goals and strategies for Kern 

County system improvement efforts and projects. 
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Summary 

The strategies outlined in the Cultural Competence Plan FY18-19 mentioned above in this report have 

been developed with the purpose of eliminating stigma, discrimination, and disparities for underserved 

and difficult to engage populations seeking mental health and substance abuse services in Kern County.  

The  CCRC, ESM, QID, PRA, TRC, ITD, PIO, O&E Coordinator, MHSA Coordinator, and KernBHRS 

Administration, along with partner agencies will continue to work collaboratively and intentionally in 

order to ensure that the improvement plans mentioned in this annual update are completed and 

evaluated at the end of FY 2018-2019.  Evaluating the activities performed will assist with identifying 

areas of strengths and concerns towards establishing new or continued goals and strategies for Kern 

County system improvement efforts and projects. 
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Live Training Opportunities 
Date Presenter Title Target Audience Training Format Training Length (hours) 

2017 
7/13/2017 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
7/23/2017 KernBHRS Staff (CSOC staff) Transition to Independence KernBHRS Clinical staff In-person 16 
8/8/2017 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person  8/18/2017 Contract Speaker (Dr. Lorin Lindner) Alternate Treatments for PTSD for Military Veterans All KernBHRS staff In-person 3 
9/6/2017 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
9/15/2017 Contract Speaker (Dr. Lorin Lindner) MH Treatment in Asian-American Populations All KernBHRS staff In-person 3 
10/3/2017 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 

10/27/2017 KernBHRS Staff (Estela Padilla) Communicating Through an Interpreter All KernBHRS staff In-person 3 
10/31/2017 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
11/28/2017 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
12/8/2017 KernBHRS Staff (Dr. Kirsten Mason) Gang Culture All KernBHRS staff In-person 4 

12/10/2017 KernBHRS Staff (CSOC staff) Transition to Independence KernBHRS Clinical staff In-person 16 
2018 
1/9/18 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training NewKern BHRS staff In-person 3.5 
2/5/18 KernBHRS Staff (CSOC staff) Transition to Independence KernBHRS Clinical staff In-person 16 
2/6/18 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
2/7/18 KernBHRS Staff (CSOC staff) Transition to Independence KernBHRS Clinical staff In-person 16 
3/6/18 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
4/3/18 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
4/16/18 KernBHRS Staff (CSOC staff) Transition to Independence KernBHRS Clinical staff In-person 16 
4/16/18 SAMHSA & Latino Behavioral Health Association Treatment and Recovery Best Practices for Latinos All KernBHRS staff Webinar 2 
4/24/18 #OUT4MENTALHEALTH, collaborative of NorCal Mental Health America 

and the California LGBT Health & Human Services Network 
Bakersfield Town Hall All KernBHRS staff In-person 3 

Webinar Outside Staff (Dr. Donna Beegle) Poverty Realities-Strategies for Fostering Inclusion in Your Work KernBHRS Clinical staff Webinar 1.5 
4/26/18 Outside Staff (Dr. Donna Beegle) See Poverty…Be The Difference KernBHRS Clinical staff In-person 6 
5/1/18 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
5/7/18 SAMHSA & Latino Behavioral Health Association Treatment and Recovery Best Practices for Latinos All KernBHRS staff Webinar 2 
5/30/18 KernBHRS Staff (Jewelle Scales) Multi-Cultural & Diversity Training New KernBHRS staff In-person 3.5 
6/14/18 Kern County Aging and Adult Services Behavioral Health & Opioid Crisis Impacts on Seniors in Kern 

County 
KernBHRS ASOC staff In-person 4 

Relias Courses- Open enrollment dates 
Date Presenter Title Target Audience Training Format Training Length (hours) 
Open Relias A Cutlure Centered Approach to Recovery All KernBHRS Staff online 1 
Open Relias Advocacy and Multi Cultural Care All KernBHRS Staff online 1.5 
Open Relias Cultural Diversity All KernBHRS Staff online 1.25 
Open Relias Cultural Issues for Tratment for Paraprofessionals All KernBHRS Staff online 2.25 
Open Relias Groundwork for Multiultural Care All KernBHRS Staff online 1.25 
Open Relias Infusion of Culturally Resonsive Practices All KernBHRS Staff online 1.75 
Open Relias Military Cultural Competence All KernBHRS Staff online 1.25 
Open Relias Patient Cultural Compentency for Non-Providers All KernBHRS Staff online 1 
Open Relias Relapse Prevention: Cultural Issues All KernBHRS Staff online 1.25 
Open Relias Using Communication Strategies to Bridge Cultural Divides All KernBHRS Staff online 0.5 

Open Relias Legal Procedures and Client Rights for Behavioral Health 
Interpreters 

Staff who provide interpreter 
services 

online 0.5 

Open Relias The Role of the Behavioral Health Interpreter Staff who provide interpreter 
services 

online 1 

Open Relias Overview of the Behavioral Health System for Behavioral Health 
Interpreters 

Staff who provide interpreter 
services 

online 1 

 



Outreach & Events Activities FY 2017-2018 

Underserved/Hard to Reach Populations: Hispanic Beneficiaries 

Date Description Total Attendees 
7/21/2017 Monthly Leadership Meeting - Promotoras 20 
7/21/2017 Monthly General Meeting - Promotoras 25 
8/18/2017 Monthly Leadership Meeting - Promotoras 19 
8/18/2017 Monthly General Meeting - Promotoras 28 
8/24/2017 Promotoras Health Fair "Abriendo Puertas" 60 
9/15/2017 Monthly Promotoras Meeting 28 

9/26/2017 
Mental Health First Aid Training for the Spanish Speaking 
Community 25 

9/27/2017 
Mental Health First Aid Training for the Spanish Speaking 
Community 25 

10/5/2017 
13th Annual Kern County Binational Health Week - Opening 
Ceremony 85 

10/23/2017 MHSA Stakeholder meeting for Spanish Speaking Community 2 
11/1/2017 Pre-planning Meeting with Promotoras - Mental Health Trainings 2 

11/7/2017 
Planning Meeting with Dignity Health and Promotoras - Mental 
Health Trainings 26 

11/15/2017 
Mental Health First Aid Training for the Spanish Speaking 
Community 24 

1/19/2018 Monthly Promotoras Meeting 28 
5/15/2018 Simposio de Salud Mental (MH Symposium) 80 
7/21/2017 Monthly Leadership Meeting - Promotoras 20 
7/21/2017 Monthly General Meeting - Promotoras 25 
8/18/2017 Monthly Leadership Meeting - Promotoras 19 
8/18/2017 Monthly General Meeting - Promotoras 28 
8/24/2017 Promotoras Health Fair "Abriendo Puertas" 60 
9/15/2017 Monthly Promotoras Meeting 28 

9/26/2017 
Mental Health First Aid Training for the Spanish Speaking 
Community 25 

9/27/2017 
Mental Health First Aid Training for the Spanish Speaking 
Community 25 

10/5/2017 
13th Annual Kern County Binational Health Week - Opening 
Ceremony 85 

10/23/2017 MHSA Stakeholder meeting for Spanish Speaking Community 2 
11/1/2017 Pre-planning Meeting with Promotoras - Mental Health Trainings 2 

11/7/2017 
Planning Meeting with Dignity Health and Promotoras - Mental 
Health Trainings 26 

11/15/2017 
Mental Health First Aid Training for the Spanish Speaking 
Community 24 

1/19/2018 Monthly Promotoras Meeting 28 
5/15/2018 Simposio de Salud Mental (MH Symposium) 80 
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Kern Behavioral Health & Recovery Services 
Cultural Competence Resource Committee (CCRC) 

Meeting Calendar 2018 
(Westchester Building – Aspen Room, 2001 28th Street, Bakersfield, CA, 93301) 

DATE TIME LOCATION 

January 25, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

February 22, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

March 22, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

April 26, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

May 24, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

June 28, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

July 26, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

August 23, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

September 27, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

October 25, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

November 15, 2018 9:00 a.m. – 10:00 a.m. Aspen Room 

December 20, 2018 – No meeting scheduled 

Meetings are held on the fourth Thursday of the month in the Aspen Room at Westchester. For any 
additional information, please contact Dr. Joy Quiton-Buaya at JQuiton@kernbhrs.org or 661-868-7852 
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MEMORANDUM 

TO: Training Review Committee DATE:  February 5, 2018 

FROM: Joy Quiton-Buaya, Psy. D., LMFT- Administrator, Dept. Supports Division 

a. 2018 Training Review Committee Meeting Live Schedule:

i. January 9 – 9-10AM

ii. February 13 – 9-10AM

iii. March 13 – 9-10AM

iv. April 11 (Wednesday) – 9-10AM

v. May 8, 9-10AM

vi. June 12, 9-10A

vii. July 10, 9-10AM

viii. August 14 – 9-10AM

ix. September 11 – 9-10AM

x. October 9 – 9-10AM

xi. November 13 – 9-10AM
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LGBTQ – COME AND HAVE YOUR VOICE HEARD!
Bakersf ield Town Hall 
This is an opportunity for members of LGBTQ communities to share their unique 
experiences and offer insight into the needs of LGBTQ people and family members 
in Kern County.

R S V P :

Event Brite  http://bit.ly/O4MHBakersfield

Facebook  http://bit.ly/O4MHBakersfieldFB

E M A I L :

info@out4mentalhealth.org

W H E N :

April 24, 2018
6 pm - 9 pm
Light Dinner Provided 

M E E T I N G  A D D R E S S :

Kern County Behavioral Health & 
Recovery Services
3300 Truxtun Avenue
Bakersfield, CA 93301
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African American Outreach & Events Activities FY 2017-2018 

Date Description 
9/28/2017 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
10/26/2017 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community  
10/28/2017 Bakersfield’s 2nd Annual Spiritual Food Festival @ Lowell Park. 
10/29/2017 Community church outreach event @ Church of Christ Christian Ministries 
11/5/2017 Annual Natural Hair Festival @ Marriott 
11/12/2017 Community church outreach event  @ Pleasant View Missionary Baptist Church 
1/11/2018 Crisis Intervention Training (CIT): “Behavioral Health within the African American 

Community” 
1/25/2018 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
1/31/2018 Public Health Black Infant Program event @ Mary K. Shell 
2/22/2018 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
2/24/2018 Black American History Parade @ Downtown 
3/20/2018 Crisis Intervention Training (CIT): “Behavioral Health within the African American 

Community” 
5/19/2018 Church of Christ Christian Ministries Youth 2nd Annual Walkathon #OPTIONS 
5/19/2018 The Power of Music @ MLK Park 
5/24/2018 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
7/26/2018 Crisis Intervention Training (CIT): “Behavioral Health within the African American 

Community” 
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Join us throughout the month of May and help spread 
the word about 

#MentalHealthAwarenessMonth 
Chances are, you’ve been touched in some way by Mental Health or Substance Use issues.  Whether 
you know someone suffering, or you yourself have suffered, May presents a chance for you to spread 
awareness and help us wipe out stigmas attached to those who have, and will, battle mental health issues 
in their lifetimes.

Join us as we spread the word

For more information, visit
www.KernBHRS.org/mentalhealthmonth   

changing
m inds
About Mental Health

B E H A V I O R A L
HEALTH&RECOVERY
S E R V I C E S

will face a MENTAL HEALTH 
CHALLENGE in our lifetime.

ofUSin1 5

THE

POWER
OF MUSIC
May 19th, 9am-1pm
MARTIN LUTHER KING JR. PARK

ACADEMY
AWARDS
19th annual

2018

Wednesday, May 23 
11:30 a.m. - 1:30 p.m.
Hodel’s Country Restaurant

At The FOX THEATER
May 30 @ 6:00PM

SPECIAL MOVIE PRESENTATION

At The BEALE LIBRARY
May 10 @ 4:30PM

MOMMY, ME & A MOVIE 
PRESENTS

Simposio de Salud Mental
Mental Health Symposium for 

the Spanish Speaking Community
May 15, 9:00am

Casa Royal Banquet Hall

CHANGINGMINDS
ABOUT MENTAL HEALTH

WHEN
ILLNESS
BECOMES
WELLNESS

ART SHOW

MONTH LONG ART SHOW
May 1-5:  
CFLC Bakersfield (2001 28th Street)
May 9-30:  
The Bakersfield Fox Theater
May 1-31:  
Guild House (1905 18th Street) 

May 3rd at CFLC BAKERSFIELD
RESOURCEFAIRE

ConsumerFamilyLearningCenter

Anniversary Celebration 
AND

FAMILY

Spreading Awareness 
with GREAT DEALS 

All Month Long
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Outreach & Events Activities FY 2017-2018 

Underserved/Hard to Reach Populations: Asian/Pacific Islanders 

Date Description Total Attendees 
11/7/2017 Outreach Event at St. Michael’s Church in Ridgecrest 25 
12/19/18 Outreach Event at St. Michael’s Church in Ridgecrest 23 
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2017 Community Planning and Stakeholder Feedback Schedule 

May 23, 2017: Delano, Calif. 

May 24, 2017: Lamont, Calif. 

May 25, 2017: Delano, Calif. 

May 26, 2017: Frazier Park, Calif. 

May 30, 2017: Tehachapi, Calif. 

May 30, 2017: Lake Isabella, Calif. 

May 31, 2017: Ridgecrest, Calif. 

June 1, 2017: Bakersfield, Calif. 

June 8, 2017: Bakersfield, Calif. 

Aug. 9, 2017: Ridgecrest, Calif. 

Sept. 14, 2017: Wasco, Calif. 

Sept. 20, 2017: Lamont, Calif. 

Sept. 21: Bakersfield, Calif. 

Sept. 26, 2017: Tehachapi, Calif. 

Sept. 27, 2017: Lake Isabella, Calif. 

Sept. 28, 2017: Taft, Calif. 

Sept. 29, 2017: Ridgecrest, Calif. 

Oct. 2, 2017: Bakersfield, Calif. 

Oct. 3, 2017: Frazier Park, Calif. 

Oct. 3, 2017: Delano, Calif. 

Oct. 5, 2017: Bakersfield, Calif. 

Oct. 19, 2017: Oildale, Calif. [Scheduled] 

Nov. 29, 2017: Bakersfield, Calif. 
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Transition to Independence Process (TIP) 

Model Training- Multi-cultural perspective 

PRESENTED BY:  Brenda Story, MSW, LCSW Dates: April 16-17, 2018 

Time: 8:00 A.M. to 4:30 P.M. (must attend both days) 
Location: East Training Room, Commonwealth Building (3300 Truxtun Ave.) 
Target Audience: All Clinical Staff 
Training Description:  
This course provides the definition of the TIP system, an evidence-supported model for improving the progress and outcomes on youth 
and young adults with emotional/behavioral difficulties and be responsive to the needs of their families. The TIP model is driven by 
seven principles that guide the Transition Facilitator’s work with youth and young adults, their families and other supports on a moment 
to moment, day to day and week to week basis. The TIP model is comprehensive in scope, multi-cultural in perspective, encompassing 
work with diversity in young people across relevant interests and goals. 
Objectives:  

1. As a result of this training, participants will:
Utilize at least three of the seven Core TIP Model Competencies.

2. Apply the TIP Qualitative Interactions to work with diverse young persons.
3. Demonstrate and apply TIP Transition Domains to clinical practice, considering cultural competence with young persons.
4. Engage youth and young adults (14-29 years old) in their own futures planning process.

Agenda: 
Day 1 Day 2 
8:00 – 8:30 Registration/Introduction 8:15 – 9:45 TIP Core Practice 4 
8:30 –10:15  Orientation 9:45 –10:00    Break 
10:15 –10:30  Break 10:00 – 12:00  TIP Core Practice 5 
10:30 – 12:00 TIP Core Practice 1 12:00 –1:00  Lunch 
12:00 – 1:00 Lunch 1:00 – 2:30 Tip TIP Core Practice 6 
1:00 – 2:45   TIP Core Practice 2:30 – 2:45    Break 
2:45 – 3:00    Break 2:45 - 4:30 TIP Core Practice 7 
3:00 – 4:00 TIP Core Practice 3 4:30 – 5:00 Evaluations 

4:00 – 4:30 Questions/Review 

This Course is approved for 12 hours of Cultural Competency Training 
Provider approved by the California Board of Registered Nursing, Provider Number CEP 12160, for 12 contact hours 
Provider approved by CAADAC, Provider Number 3S-99-458-0119 for 12 CEH’s 
Course meets the qualifications for 12 hours of continuing education credit for LMFTs, LCSWs, LPCCs, and LEPs as required by the California Board of 
Behavioral Sciences; KCMH is approved by CAMFT to sponsor continuing education for LMFTs, LCSWs, LPCCs and LEPs. KCMH maintains responsibility 
for this program/course and its content. KCMH is approved by CAMFT to sponsor continuing education, provider # 69261. 

KernBHRS Staff: Registration available through your Relias Training Account 
Outside Agencies: Registration available by emailing Training Services at BHRSTraining@kernbhrs.org 

Please be advised course registration closes 5 days prior to course start date.  
For questions contact Training Services at BHRSTraining@kernbhrs.org 

Facilities and programs are accessible to persons with disabilities.  If you have a special need, please call 868-7833; allow as much time as possible to 
ensure we have the opportunity to meet your need 

For grievances or to place a complaint, call 661-868-7833 or email BHRSTraining@kernbhrs.org  
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www.MentalHealthFirstAid.org info@MentalHealthFirstAid.org 202.684.7457 

 

Consumer Family Learning Center 
2001 28th Street, Bakersfield 

Thursdays, 3:00 PM to 5:00 PM 

8-hour course conducted once a week in 2-
hour sessions.  The first session is required
to attend the other sessions.  Course must
be completed within two (2) months.

To register for the class, contact:  Estela Padilla at EPadilla@KernBHRS.org or call (661) 868-6674. 
Please provide your full name, phone number, and e-mail address when registering. 

More information can be found at www.KernBHRS.org. 
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COURSE EVALUATION 

FORM CONTINUES ON REVERSE 

Course Title: _____________________________________ 

Presenter: _______________________________________ 

Date: ________________Time: ____________ AM or PM 

Name (Print Clearly): 

Current Job Classification: 

Course Content/Objectives 
Excellent 

4 
Good 

3 
Fair 

2 
Poor 

1 
This course was consistent with the specific learning 
goals and objectives ⃝ ⃝ ⃝ ⃝ 
This course is appropriate to my education and 
experience ⃝ ⃝ ⃝ ⃝ 
What I learned in this course will be useful to me in 
my work/relevant to my practice ⃝ ⃝ ⃝ ⃝ 
The information presented is current and accurate ⃝ ⃝ ⃝ ⃝ 

Instructor Information 
Excellent 

4 
Good 

3 
Fair 

2 
Poor 

1 
The instructor was knowledgeable about the subject ⃝ ⃝ ⃝ ⃝ 
The technology used by the instructor was 
appropriate and supportive to learning ⃝ ⃝ ⃝ ⃝ 
The instructor was clear and easy to understand ⃝ ⃝ ⃝ ⃝ 
Instructional materials used in this course were 
useful/suitable to the course ⃝ ⃝ ⃝ ⃝ 

Venue and Program 
Administration 

Excellent 
4 

Good 
3 

Fair 
2 

Poor 
1 

The registration process was smooth and efficient ⃝ ⃝ ⃝ ⃝ 
The training staff was responsive and helpful ⃝ ⃝ ⃝ ⃝ 
The materials advertising this course were accurate ⃝ ⃝ ⃝ ⃝ 
The location of the course is appropriate ⃝ ⃝ ⃝ ⃝ 

Department Core Principles Excellent 
4 

Good 
3 

Fair 
2 

Poor 
1 

This training addressed cultural diversity and 
competency 

⃝ ⃝ ⃝ ⃝ 

This training included recovery-oriented principles/ 
interventions/ models 

⃝ ⃝ ⃝ ⃝ 

This training included discussion of co-occurring 
disorders/ interventions 

⃝ ⃝ ⃝ ⃝ 

This training addressed values of family inclusion, 
support systems, or peer support system ⃝ ⃝ ⃝ ⃝ 
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How will you utilize what you learned today in your delivery of services? 

Please leave additional comments here: 

Value Excellent 
4 

Good 
3 

Fair 
2 

Poor 
1 

Please rate the overall value of this course ⃝ ⃝ ⃝ ⃝ 

If you wish to place a complaint or grievance regarding this training, please contact 
Training Services at BHRSTraining@kernbhrs.org  

You will receive a written response to your complaint within 30 calendar days 

For additional questions/concerns please contact Training Services at 
(661) 868-7833

Attachment I cont.
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Community Events & Recruitment Activities FY 2017-2018 

Date Description 

7/31/2017 CSUB Clinic/Referral Networking Fair #CSUB Social Sciences Students 
8/16/2017 Argosy University Los Angeles 2016/2017 MACP Luncheon #grads 
8/30/2017 2017 BC Student Involvement Festival 
9/6/2017 CSUB Fall Volunteer Fair 

9/27/2017 
1st annual Community Outreach Resource Fair at High Desert 
Medical College (10am-2pm & 6:30pm-7pm) 

10/16/2017 CSUB Psychology Club meeting 
10/25/2017 CSUB Fall Career Expo 
11/9/2017 CSUSB Natural Sciences Career Fair 
12/7/2017 Delano Elementary School Morning Presentation 
12/12/2017 First Kern BHRS Job Fair Meeting 
1/23/2018 BC Spring Involvement Festival 
1/31/2018 CSUB Spring Volunteer Fair /CSUB Nursing Students Meeting HR 
2/13/2018 CSUSB Social and Behavioral Sciences Fair  
2/21/2018 Cal State Fullerton PDSA Club Meeting 

2/22/2018 
Loyola Marymount University Career and Professional Development 
& KC Career Expo  

2/26/2018 CSUB Panel Discussion 
3/8/2018 Mojave Job Fair 
3/14/2018 Bakersfield Job Fair at Robobank 
3/21/2018 CSUB Spring Career Expo 
4/16/2018 2018 Future of Work 
4/18/2018 Tehachapi Transition Fair 
4/23/2018 CSUB MSW Program 
5/15/2018 CSUB Nursing Program Fair 
6/14/2018 Delano Job Fest 
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 ClientLangRpt.exe

Kern County Mental Health - 22453 

 

07/01/2017 thru 06/30/2018           

Total Total Avg Length Pct of Total 
Language Minutes Calls of Call Minutes

298343 Kern County Mental Health

 SPANISH 6850 438 15.6 80.8%
 PUNJABI 711 43 16.5 8.4%
 Yemeni Arabic 262 3 87.3 3.1%
 LAOTIAN 135 3 45.0 1.6%
 RUSSIAN 132 2 66.0 1.6%
 KOREAN 126 4 31.5 1.5%
 ARABIC 117 4 29.3 1.4%
 VIETNAMESE 57 4 14.3 0.7%
 ROMANIAN 39 2 19.5 0.5%
 CANTONESE 19 2 9.5 0.2%
 FARSI 11 1 11.0 0.1%
 MANDARIN 8 1 8.0 0.1%
 HINDI 5 1 5.0 0.1%
 TAGALOG 4 1 4.0 0.0%
 ITALIAN 2 1 2.0 0.0%

Lang Count: 15 8478 510 16.6

Total  Total  Total Avg Length 
Languages Minutes Calls of Call

 Total IDs:  1 15 8478 510 16.6

LLS Proprietary - Use pursuant to Company Instructions 
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What is considered an Outreach and Education activity? 

An Outreach and Education (O&E) 
activity is a formal, planned and 
organized activity that promotes 
community awareness of mental 
illness and resources available to 
promote positive mental health and 
reduce stigma.    

If you perform any activities that meet the above criteria, you must 
attend this important training. 

To register, please contact Estela Padilla at Epadilla@kernBHRS.org 
Facilities and programs are accessible to persons with disabilities. If you have a special need, please call 868-6674; 

allow as much time as possible to ensure we have the opportunity to meet your need. 
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Outreach In Natural Settings Events & Activities FY 2017-2018 
Hispanic/Latino Popuations 

Date Description 

7/21/2017 Monthly Leadership Meeting - Promotoras 
7/21/2017 Monthly General Meeting - Promotoras 
8/18/2017 Monthly Leadership Meeting - Promotoras 
8/18/2017 Monthly General Meeting - Promotoras 
8/24/2017 Promotoras Health Fair "Abriendo Puertas" 
9/15/2017 Monthly Promotoras Meeting 
9/26/2017 Mental Health First Aid Training for the Spanish Speaking Community 
9/27/2017 Mental Health First Aid Training for the Spanish Speaking Community 
10/5/2017 13th Annual Kern County Binational Health Week - Opening Ceremony 
10/23/2017 MHSA Stakeholder meeting for Spanish Speaking Community 
11/1/2017 Pre-planning Meeting with Promotoras - Mental Health Trainings 
11/7/2017 Planning Meeting with Dignity Health and Promotoras - Mental Health Trainings 
11/15/2017 Mental Health First Aid Training for the Spanish Speaking Community 
1/19/2018 Monthly Promotoras Meeting 
5/15/2018 Simposio de Salud Mental (MH Symposium) 
7/21/2017 Monthly Leadership Meeting - Promotoras 
7/21/2017 Monthly General Meeting - Promotoras 
8/18/2017 Monthly Leadership Meeting - Promotoras 
8/18/2017 Monthly General Meeting - Promotoras 
8/24/2017 Promotoras Health Fair "Abriendo Puertas" 
9/15/2017 Monthly Promotoras Meeting 
9/26/2017 Mental Health First Aid Training for the Spanish Speaking Community 
9/27/2017 Mental Health First Aid Training for the Spanish Speaking Community 
10/5/2017 13th Annual Kern County Binational Health Week - Opening Ceremony 
10/23/2017 MHSA Stakeholder meeting for Spanish Speaking Community 
11/1/2017 Pre-planning Meeting with Promotoras - Mental Health Trainings 
11/7/2017 Planning Meeting with Dignity Health and Promotoras - Mental Health Trainings 
11/15/2017 Mental Health First Aid Training for the Spanish Speaking Community 
1/19/2018 Monthly Promotoras Meeting 
5/15/2018 Simposio de Salud Mental (MH Symposium) 

African American Popluations 

Date Description 
9/28/2017 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
10/26/2017 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community  
10/28/2017 Bakersfield’s 2nd Annual Spiritual Food Festival @ Lowell Park. 
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10/29/2017 Community church outreach event @ Church of Christ Christian Ministries 
11/5/2017 Annual Natural Hair Festival @ Marriott 
11/12/2017 Community church outreach event  @ Pleasant View Missionary Baptist Church 
1/11/2018 Crisis Intervention Training (CIT): “Behavioral Health within the African American 

Community” 
1/25/2018 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
1/31/2018 Public Health Black Infant Program event @ Mary K. Shell 
2/22/2018 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
2/24/2018 Black American History Parade @ Downtown 
3/20/2018 Crisis Intervention Training (CIT): “Behavioral Health within the African American 

Community” 
5/19/2018 Church of Christ Christian Ministries Youth 2nd Annual Walkathon #OPTIONS 
5/19/2018 The Power of Music @ MLK Park 
5/24/2018 Bakersfield Police Dept. Community Meeting @ BPD: Engaging w/African American & 

Hispanic Community 
7/26/2018 Crisis Intervention Training (CIT): “Behavioral Health within the African American 

Community” 
Outreach & Events Activities FY 2017-2018 

Asian/Pacific Islanders Populations 

Date Description 
11/7/2017 Outreach Event at St. Michael’s Church in Ridgecrest 
12/19/18 Outreach Event at St. Michael’s Church in Ridgecrest 
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GRIEVANCE AND APPEAL FORM 

Type of complaint:  Grievance  Appeal  Expedited Appeal 

Please secure email completed form to BHRS Patients’ Rights 

Name of Beneficiary/(Representative, if applicable): 

Date & Time of Receipt: 

Name of Representative Recording Grievance or Appeal (completed by Patients’ Rights Office): 

Description of Complaint: 

Beneficiary’s Desired Resolution: 

Description & Date of the Action(s) by the Plan or Provider to Investigate and Resolve Grievance or Appeal: 

Proposed Resolution by the Plan or Provider: 

Name of the Plan Provider or Staff Person Responsible for Resolving Grievance or Appeal: 

Date of Notification to the Beneficiary of the Resolution (completed by Patients’ Rights Office): 
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PROCESO DE QUEJA FORMAL Y APELACIÓN 

Usted tiene derecho a presentar una queja formal acerca de cualquier aspecto de su tratamiento en una clínica o por 

parte de un proveedor de “Pago por servicio” de Medi-Cal (psiquiatra, psicólogo, Licensed Clinical Social Worker 

[Trabajador social clínico licenciado, LCSW] o Licensed Marriage and Family Therapist [Terapeuta licenciado en 

matrimonio y familia, LMFT] privado). También tiene derecho a apelar de una “Determinación de beneficios adversa” 

según lo decidido por el Plan de salud mental y el Sistema organizado de entrega de medicamentos de Medi-Cal del 

condado (Consulte a continuación la definición de “Determinación de beneficios adversa”). 

 Usted puede presentar una Queja formal o una Apelación de forma verbal o escrita. Las resoluciones de quejas
formales estándar se tomarán dentro de 90 días calendario desde el recibo de la queja formal. Las apelaciones
estándar se resolverán dentro de 30 días calendario desde el recibo de la apelación. Las apelaciones expeditas
se resolverán, a más tardar, dentro de 72 horas desde la fecha y la hora de recibo de la apelación expedita.

 Los Formularios de queja formal y los Formularios de apelación están disponibles en la sala de espera de la
clínica o del Proveedor de “Pago por servicio”.

 Un representante autorizado puede actuar en su nombre.
 Es posible solicitar Apelaciones expeditas si el beneficiario o el proveedor del beneficiario certifican que usar el

tiempo de resolución de una Apelación estándar puede poner en peligro serio la salud mental o el trastorno por
consumo de sustancias del beneficiario y su capacidad para alcanzar, mantener o recobrar al máximo sus
funciones.

 Usted puede solicitar una Audiencia estatal justa solo después de recibir el aviso de que el Plan ha decidido
mantener una determinación de beneficios adversa.

Una “Determinación de beneficios adversa” se define así: 

 Rechazo o limitación de una autorización de un servicio solicitado, lo que incluye el tipo o nivel de servicio, la
necesidad médica, la idoneidad, la implementación o la eficacia de un beneficio cubierto.

 Reducción, suspensión o cancelación de un servicio previamente autorizado.
 Rechazo del pago de un servicio en parte o en su totalidad.
 No prestar servicios de manera oportuna, según lo determinado por el Plan.
 No actuar dentro de los plazos obligatorios para una resolución estándar de quejas formales y apelaciones.
 Rechazo de la solicitud de impugnar la responsabilidad financiera de un beneficiario.

Derechos del beneficiario sobre quejas formales y apelaciones: 

 Recibir un trato digno y respetuoso
 Presentar una queja formal o una apelación de manera verbal o por escrito en el idioma principal o preferido
 Solicitar ayuda con el proceso de queja formal y apelación
 Autorizar a otra persona para que actúe en su nombre
 Identificar a un miembro del personal u otra persona para que lo ayude con el proceso de queja formal

o apelación
 Identificar a un miembro del personal u otra persona para que le proporcione información sobre el estado del

proceso de queja formal
 No ser víctima de discriminación ni cualquier otra falta por presentar una queja formal o apelación

 Seguir recibiendo los servicios mientras la apelación está pendiente
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AVISO DE NO DISCRIMINACIÓN 

La discriminación es ilegal. KernBHRS acata las leyes federales de 
derecho civil. KernBHRS no discrimina ni excluye personas ni las 
trata de manera diferente por raza, color, nacionalidad, edad, 
discapacidad o sexo. 

KernBHRS entrega: 

 Ayuda y servicios gratuitos para que las personas con
discapacidades se comuniquen mejor como, por ejemplo:

 Intérpretes calificados en lenguaje de señas

 Información escrita en otros formatos (impresión grande,
audio, formatos electrónicos accesibles u otros formatos)

 Servicios gratuitos de idiomas para personas que no hablan
inglés como idioma principal, como:

 Intérpretes calificados

 Información escrita en otros idiomas

Si necesita estos servicios, comuníquese con KernBHRS 24 horas 
al día, 7 días a la semana, con solo llamar al 800-991-5272. De lo 
contrario, si no puede escuchar o hablar bien, llame al 711 para 
Telecommunications Relay Service. 
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CÓMO PRESENTAR UNA QUEJA FORMAL 

Si cree que KernBHRS no ha prestado estos servicios o lo ha discriminado de otra forma por raza, 
color, nacionalidad, edad, discapacidad o sexo, puede presentar una queja formal ante 
KernBHRS.Usted puede presentar una queja formal por teléfono, por escrito, en persona o de 
manera electrónica: 

 Por teléfono: Llame al 844-360-8250, de 8:00 a. m a 5:00 p. m. para comunicarse con
Patients’ Rights Office. De lo contrario, si no puede escuchar o hablar bien, llame al 711 para
Telecommunications Relay Service.

 Por escrito: Presente un formulario de queja formal o escriba una carta y envíela a:

KernBHRS Patients’ Rights Office
P.O. Box 1000
Bakersfield, CA 93302

 En persona: Vaya a la oficina de su proveedor o a KernBHRS y diga que quiere presentar una
queja formal.

OFICINA DE DERECHOS CIVILES 

Usted también puede presentar una queja de derechos civiles ante la U.S. Department of Health and 
Human Services, Office for Civil Rights (Oficina de derechos civiles del Departamento de Salud y 
Servicios Humanos de EE. UU.) por teléfono, por escrito o de manera electrónica: 

 Por teléfono: Llame al 1-800-368-1019. Si no puede hablar o escuchar bien, llame al TTY/TDD
1-800-537-7697.

 Por escrito: Entregue un formulario de queja o envíe una carta a:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

Los formularios de quejas están disponibles en http://www.hhs.gov/ocr/office/file/index.html.

 De forma electrónica: Visite el Office for Civil Rights Complaint Portal (Portal de Quejas de la
Oficina de Derechos Civiles) en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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AVISO DE DETERMINACIÓN DE BENEFICIOS ADVERSA 
Acerca de su solicitud de tratamiento 

Date 

Beneficiary’s Name Treating Provider’s Name 
Address Address 

City, State Zip City, State Zip 

ASUNTO: [Service requested] 

Nuestros registros muestran que usted llenó una grievance or appeal ante Plan or (Name of provider) 

el date filed. Lamentablemente, el Plan no terminó de revisar la grievance or appeal dentro del 

período obligatorio. 

Nos disculpamos por el retraso en el procesamiento de su grievance or appeal. Estamos trabajando 

en él y le daremos una decisión lo antes posible. 

Usted puede apelar de esta decisión. El aviso de información “Sus derechos” adjunto le explica 
cómo. También le indica dónde puede conseguir ayuda con su apelación. Esto también significa 
ayuda legal gratuita. Junto con su apelación, le recomendamos que envíe toda la información o los 
documentos que puedan ayudar con dicha apelación. El aviso de información “Sus derechos” adjunto 
entrega los períodos que usted debe seguir cuando solicita una apelación. 

El Plan puede ayudarlo con cualquier pregunta que tenga sobre este aviso. Para obtener ayuda, 

puede llamar a Patients’ Rights Office de KernBHRS de lunes a viernes entre 8:00 a. m. y 5:00 p. m. 

al 844-360-8250. Si tiene problemas para hablar o escuchar, llame al número TTY/TDD 711 para 

Telecommunications Relay Service para recibir ayuda. 

Si necesita este aviso u otros documentos del plan en un formato 

alternativo de comunicación, como letra grande, Braille o un 

formato electrónico, o si quiere recibir ayuda para leer este 

material, llame al 800-991-5272 para comunicarse con la línea 

directa de KernBHRS. 
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Si no está conforme con la ayuda del Plan o necesita ayuda adicional, State Medi-Cal Managed Care 
Ombudsman Office (Oficina del defensor público de atención controlada de Medi-Cal) puede 
ayudarlo con cualquier pregunta. Puede llamar de lunes a viernes, de 8:00 a. m. a 5:00 p. m. PST, 
excepto en días festivos, al 1-888-452-8609. 

Este aviso no afecta ninguno de sus otros servicios de Medi-Cal. 

Signature Block 

Adjunto: “Sus derechos” 

Enclose notice with each letter 



AVISO DE RESOLUCIÓN DE LA APELACIÓN 

Date 

Member’s Name Treating Provider’s Name 
Address Address 
City, State Zip City, State Zip 

ASUNTO: Service requested 

Usted o Name of requesting provider or authorized representative, en su nombre, apeló de denial, 
delay, modification, or termination de Service requested. Kern Behavioral Health & Recovery 
Services (KernBHRS) ha revisado la apelación y ha decidido anular la decisión original. Esta solicitud 
ahora está aprobada. Esto se debe a Using plain language, insert: 1. A clear and concise explanation 
of the reasons for the decision; 2. A description of the criteria or guidelines used, including a 
reference to the specific regulations or plan authorization procedures that support the action; and 3. 
The clinical reasons for the decision regarding medical necessity. 

KernBHRS tiene la obligación de autorizar o prestarle el servicio dentro de 72 horas. 

El Plan puede ayudarlo con cualquier pregunta que tenga sobre este aviso. Para obtener ayuda, 
puede llamar a Patients’ Rights Office de KernBHRS de lunes a viernes entre 8:00 a. m. y 5:00 p. m. 
al 844-360-8250. Si tiene problemas para hablar o escuchar, llame al número TTY/TDD 711 para 
Telecommunications Relay Service para recibir ayuda. 

Si necesita este aviso u otros documentos del plan en un formato 
alternativo de comunicación, como letra grande, Braille o un 
formato electrónico, o si quiere recibir ayuda para leer este 
material, llame al 800-991-5272 para comunicarse con KernBHRS. 

Si no está conforme con la ayuda del Plan o necesita ayuda adicional, State Medi-Cal Managed Care 
Ombudsman Office (Oficina del defensor público de atención controlada de Medi-Cal) puede 
ayudarlo con cualquier pregunta. Puede llamar de lunes a viernes, de 8:00 a. m. a 5:00 p. m. PST, 
excepto en días festivos, al 1-888-452-8609. 

Signature Block 
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AVISO DE RESOLUCIÓN DE LA APELACIÓN 
Date 
Member’s Name Treating Provider’s Name 
Address Address 
City, State Zip City, State Zip 

ASUNTO: Service requested 

Usted o Name of requesting provider or authorized representative, en su nombre, apeló de denial, 
delay, modification, reduction or termination or other adverse benefits determination de Service 
requested. Kern Behavioral Health & Recovery Services (KernBHRS) ha revisado la apelación y ha 
decidido mantener la decisión. Esta solicitud sigue siendo rechazada. Esto se debe a Using plain 
language, insert: 1. A clear and concise explanation of the reasons for the decision; 2. A description 
of the criteria or guidelines used, including a reference to the specific regulations or plan authorization 
procedures that support the action; and 3. The clinical reasons for the decision regarding medical 
necessity.   

Usted puede pedir copias gratuitas de toda la información que se usó para tomar esta decisión.  
Esto incluye una copia de la prestación de beneficios, la pauta, el protocolo o el criterio real en el  
que basamos nuestra decisión. Para solicitar esto, llame a Patients’ Rights Office de KernBHRS al 
844-360-8250.

Usted puede solicitar una Audiencia estatal para apelar de esta decisión. El aviso de información 
“Sus derechos” adjunto le explica cómo. También le indica dónde puede conseguir ayuda con su 
apelación. Esto también significa ayuda legal gratuita. Le recomendamos que envíe toda la 
información que pueda ayudar con su caso. El aviso de información “Sus derechos” adjunto entrega 
los períodos que usted debe seguir cuando solicita una apelación. 

El Plan puede ayudarlo con cualquier pregunta que tenga sobre este aviso. Para obtener ayuda, 
puede llamar a Patients’ Rights Office de lunes a viernes entre 8:00 a. m. y 5:00 p. m. al  
844-360-8250. Si tiene problemas para hablar o escuchar, llame al número TTY/TDD 711 para
Telecommunications Relay Service para recibir ayuda.

Si necesita este aviso u otros documentos del plan en un formato 
alternativo de comunicación, como letra grande, Braille o un 
formato electrónico, o si quiere recibir ayuda para leer este 
material, llame al 800-991-5272 para comunicarse con la línea 
directa de KernBHRS. 

Si no está conforme con la ayuda del Plan o necesita ayuda adicional, State Medi-Cal Managed Care 
Ombudsman Office (Oficina del defensor público de atención controlada de Medi-Cal) puede 
ayudarlo con cualquier pregunta. Puede llamar de lunes a viernes, de 8:00 a. m. a 5:00 p. m. PST, 
excepto en días festivos, al 1-888-452-8609. 

Signature Block 

Adjunto: “Sus derechos” 

Attachment O.5



SUS DERECHOS SEGÚN MEDI-CAL 

Si necesita este aviso u otros documentos del plan en un formato 

alternativo de comunicación, como letra grande, Braille o un 

formato electrónico, o si quiere recibir ayuda para leer este 

material, comuníquese con el Plan de salud mental de KernBHRS 

al 800-991-5272 o el Sistema Organizado de Entrega de 

Medicamentos de Medi-Cal al 866-266-4898. 

Si de todas maneras no está de acuerdo con la decisión del plan, usted puede solicitar una 

“Audiencia estatal” y un juez revisará su caso. 

Usted debe solicitar una Audiencia estatal dentro de 120 días desde la fecha de esta carta. Sin 

embargo, si actualmente recibe tratamiento y quiere continuarlo mientras apela, debe solicitar 

la Audiencia estatal dentro de 10 días desde la fecha en que esta carta se mataselló o se le envió 

a usted O antes de la fecha en la que el plan de salud dice que los servicios terminarán o se 

reducirán. Cuando solicite una Audiencia estatal, debe decir que quiere mantener el tratamiento.  

No tendrá que pagar por una Audiencia estatal. 

Puede solicitar la Audiencia estatal por teléfono, de forma electrónica o por escrito: 

 Por teléfono: Llame al 1-800-952-5253. Si no puede hablar o escuchar bien, llame al
TTY/TDD 1-800-952-8349.

 De forma electrónica: Puede solicitar una Audiencia estatal en línea. Visite el sitio web del
California Department of Social Services (Departamento de Servicios Sociales de California)
para llenar el formulario electrónico:
https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx

 Por escrito: Entregue un formulario de Audiencia estatal o envíe una carta a:

California Department of Social Services 

State Hearings Division 

P.O. Box 944243, Mail Station 9-17-37  

Sacramento, CA  94244-2430 
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Asegúrese de incluir su nombre, dirección, número de teléfono, Fecha de nacimiento y el 
motivo por el que quiere una Audiencia estatal. Si alguien lo ayuda a solicitar una Audiencia 
estatal, agregue su nombre, dirección y número de teléfono al formulario o la carta. Si 
necesita un intérprete, díganos en qué idioma habla. No tendrá que pagar por un intérprete. 
Nosotros le asignaremos uno. 

Después de solicitar la Audiencia estatal, podrían pasar hasta 90 días para decidir su caso y darle 

una respuesta. Si cree que esperar tanto puede afectar su salud, podría recibir una respuesta dentro 

de 72 horas. Le recomendamos que pida a su médico o al plan de salud mental que escriban una 

carta para usted o que usted mismo escriba una. La carta debe explicar en detalle la forma en que 

esperar hasta 90 días para la decisión de su caso pondrá en riesgo serio su vida, su salud o su 

capacidad para alcanzar, mantener o recobrar al máximo sus funciones. Luego, asegúrese de 

solicitar una “audiencia expedita” y entregue la carta con su solicitud de audiencia. 

Representante autorizado 

Usted puede hablar en la Audiencia estatal u otra persona puede hablar por usted, como un familiar, 

amigo, defensor, médico o abogado. Si quiere que otra persona hable por usted, debe decir en la 

Audiencia estatal que la persona está autorizada para hablar en su nombre. A esta persona se le 

denomina “representante autorizado”. 

Ayuda legal 

Es posible que usted obtenga ayuda legal gratuita. Usted puede llamar al programa local de 

Asistencia legal en su condado al 888-804-3536. 
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AVISO DE RESOLUCIÓN DE LA QUEJA FORMAL 

Date 

Beneficiary’s Name  Treating Provider’s Name 
Address Address 
City, State Zip City, State Zip 

RE: SU QUEJA FORMAL 

Usted o Name of requesting provider or authorized representative, en su nombre, presentó una queja 
formal ante Kern Behavioral Health & Recovery Services (KernBHRS) el DATE.  KernBHRS ha 
revisado su queja formal. Este aviso describe los pasos que se siguieron para resolver su queja 
formal. 

Using plain language, insert: 1. A summary of the grievance filed by the beneficiary; 2. Steps taken to 
resolve the grievance (e.g., investigation, speaking with provider); 3. A clear and concise explanation 
of how the grievance was resolved, including if it was resolved in favor of the beneficiary; and, 4. The 
reasons for the decision. 

Si usted no está satisfecho con la resolución de su queja formal, puede presentar otra ante 

KernBHRS. 

El Plan puede ayudarlo con cualquier pregunta que tenga sobre este aviso. Para recibir ayuda, 
puede llamar a KernBHRS de lunes a viernes al 800-991-5272 para servicios de especialidad de 
salud mental o al 866-266-4898 para servicios por trastorno de consumo de sustancias. Si tiene 
problemas para hablar o escuchar, llame al número TTY/TDD 711 para Telecommunications Relay 
Service para recibir ayuda.  

Si necesita este aviso u otros documentos del plan en un formato 
alternativo de comunicación, como letra grande, Braille o un 
formato electrónico, o si quiere recibir ayuda para leer este 
material, comuníquese con la línea directa de KernBHRS al 
800-991-5272.

Si no está conforme con la ayuda del Plan o necesita ayuda adicional, State Medi-Cal Managed Care 
Ombudsman Office (Oficina del defensor público de atención controlada de Medi-Cal) puede 
ayudarlo con cualquier pregunta. Puede llamar de lunes a viernes, de 8:00 a. m. a 5:00 p. m. PST, 
excepto en días festivos, al 1-888-452-8609. 

Signature Block 
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