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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 (KernBHRS) 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. 
 
KernBHRS is committed to continued program development and compliance efforts as detailed in the KernBHRS 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 KernBHRS Director whom is over the MHP and SUD service delivery plans.  The KernBHRS 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 KernBHRS 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 
o Monitoring of Key Performance Standards 

 
• 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 and corresponding objectives are evaluated in a report template called KernBHRS Annual Report.  The template 
guides the author through a series of questions designed to evaluate the implementation and outcomes of each specific goal 
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 compiled into a larger document called the 
KernBHRS 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  
 

• Monitoring Performance Standards 
 
The QIC is also referred to as the Executive QIC because it has oversight over three subcommittees.  The subcommittees include the 
System-wide Quality Improvement Committee, the Key Performance Indicator Committee, and the Regulatory Compliance 
Committee.  The Executive QIC and its subcommittees are charged with the following activities: 
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• 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 
 

• 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. 
 
The QIC has several other system committees that are tasked with the oversight of specific areas and/or system functions.  These 
committees are not sub-committees of the QIC.  However, they provided the QIC regular updates on their improvement activities.  
 
These committees include:   
 

• Length of Stay Committee 

• Morbidity and Mortality Committee 

• Internal Psychiatric Strategy meeting 
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• Cultural Competency Resource Committee  

• Full-Service Partnership meeting  

 
The System also uses Key Performance Indicators to track performance against a set of standards.  The list of performance indicators 
includes both process and clinical outcome measures.  Most of the standards are linked to National Quality Indicators or best practices.  
KernBHRS continues to expand its list of key performance Indicators but is currently limited by the ability of the electronic health 
record to captures the necessary data.  All reports on Key Performance Indicators are reviewed by the QIC and/or on of its committees.  
 

ACCREDIDATION 
 
An additional element to KernBHRS 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, KernBHRS was awarded its sixth consecutive 3-year accreditation decision.  All treatment programs, mental health 
and substance use, under KernBHRS are accredited including outpatient programs, case management services, crisis stabilization 
units, prevention programs, and the 24/7 toll free hotline.  KernBHRS will be pursuing another 3-year accreditation during the 
spring/summer of 2020. 
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 KernBHRS QI Program 

    QIC  
SUB-COMMITTEES 

System-Wide 
Quality 

Improvement 
Committee 

Key Performance 
Indicator 

Committee 

Regulatory 
Compliance 
Committee 

EXECUTIVE 
       QIC Management Team 
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The Executive QIC 
PARTICIPANTS 

A. Director  
B. Deputy Directors  

i. Adult Clinical Services 
ii. Administrative Services 
iii. Specialty Clinical Services- 

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

 
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 and Unusual Occurrence reports 
K. Safety related data 

 

SCOPE / AREAS OF RESPONSIBILITY  
A. Participate in and delegate the collection of data 

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

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. Ensure appropriate exchange of information 

amongst subcommittees, Executive QIC, 
delivery system and stakeholders 

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

I. Ensure incorporation of successful interventions 
into operations 

J. Develop and oversee the implementation of the 
Annual Work Plan 

K. Conduct an annual evaluation of the Work Plan 
goals.  

L. Conduct an annual evaluation of the QAPI 
program 

M. Share relevant information with stakeholders 
and staff 

N. Document minutes including any decisions and 
actions 

O. Oversee Implementation of practice guidelines 
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QIC Subcommittees 
SUBCOMMITTEES 

A. System-Wide Quality Improvement Committee 
(SQIC) 

B. Regulatory Compliance Committee (RCC) 
C. Key Performance Indicator Committee (KPIC) 

 
 

 

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-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. Provide feedback to guide system improvement  
B. Make recommendations to Executive QIC 
C. Identify system improvement opportunities 
D. Incorporate perspectives and feedback from 

direct service staff, clients, family members, 
stakeholders, and contract providers. 

E. Hold open meetings advertised to the public.  
F. Fulfill applicable regulatory requirements such 

as those with the Brown Act  
 

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

implementation of the Cultural Competence Plan 
J. Performance Improvement Projects 
K. MHSA Implementation 
L. Monthly Division updates 
M. Progress toward Work Plan goals 
N. Other areas as required by the committee  
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Key Performance Indicator Committee 

PARTICIPANTS  
A. Deputy Director of Clinical Care  
B. System of Care Administrators and appropriate 

staff persons  
i. ASOC Administrator 
ii. Children’s Administrator 
iii. KLD Administrator  
iv. Medical Services Administrator 
v. Crisis Services Administrator 
vi. IT Manager and appropriate staff persons 
vii. QID Administrator  
viii. Ethnic Services Manager 
ix. QID Data Analytics staff  

 

SCOPE /AREA OF RESPONSIBILITY  
A. Key Performance Indicators 
B. Network Adequacy  
C. Performance Improvement Projects 
D. Culturally appropriate services review 
E. Access to Services 
F. Provider Relations  
G. Service Utilization 
H. Service Capacity 
I. Penetration 
J. Linguistic Capability 
K. Client Perception 
L. Timeliness of Services 
M. Review effectiveness of service measures 
N. Ensure validity and reliability of measures 
O. Clinical Outcomes 
P. Data Governance 

 
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 Analyses 
G. Timeliness Report 
H. Client Perception Survey (State) 
I. Client Perception Survey (Local) 
J. FSP Quarterly Summary Reports 
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Regulatory Compliance Committee 
PARTICIPANTS 

A. Privacy/ Compliance Officer (CHAIR) and staff  
B. Information Security Officer (also the IT 

Manager) 
C. QID Administrator and designated staff 
D. Adult System of Care Administrator 
E. Children’s System of Care Administrator 
F. SUD Administrator 
G. Patient’s Rights Supervisor 
H. Appointed Supervisors (Children’s, Adults, RSA, 

Crisis Divisions) 
I. Contract providers representatives 
J. HR representative 
K. Crisis Services Administrator 
L. Medical Services Administrator 
M. Recovery Support Administrator 
N. Contracts Administrator 

  
 

 

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 
L. Quality Monitoring Results 
M. Documentation Compliance Reviews 
N. Timeliness of documentation compliance 

reviews 
O. Information Notice implementation efforts 
P. Beneficiary Protection reports 

 
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. 

D. Sequestered chart audits 
E. Service Verification completion 
F. Trends reports related to Privacy breaches 
G. APGAR 
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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) Responsible 
Party 

NETWORK ADEQUACY:  24/7 Toll-Free Number 
Ensure that 100% of 
monitored calls adhere 
to Medi-Cal standards 
 

All calls will meet required 
Medi-Cal and Lifeline 
standards which include: 
 
● 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/compliant process.  

 

Hotline supervisor will outline expectations and establish monthly goals for staff, 
volunteers, and self to ensure that each staff is regularly engaging in silent monitoring in 
order to meet the 5% benchmark. This will be added to Hotline staff's EPR's. 
 
Hotline supervisor will ensure that all pertinent data regarding Medi-Cal regulations is 
included on monthly POMs data collection. 
 
Hotline supervisor will use silent monitoring forms in real-time (when possible), in 
individual supervision, and at team meetings in order to address themes in meeting Medi-
Cal regulations in order to work toward the 100% benchmark.  

Crisis Services 
Administrator 

NETWORK ADEQUACY:  Foster Care Penetration Rates  
Increase penetration 
rate to an overall 
monthly average of 
50% for foster youth. 
 

Penetration rate for foster 
youth is 50%. 

KernBHRS will continue to partner with DHS to ensure that trauma informed services are 
provided to youth in need of behavioral health services evidenced by meeting the goal of 
50% penetration rate for foster youth.  Action steps shall include the following:  

A. Continue to provide universal assessment to all children that enter into protective 
custody.  

B. Continue to stand ready to assess all foster youth that are referred by DHS. 

C. Continue to meet with DHS on a quarterly basis to review data and discuss strategies 
to encourage referrals to KernBHRS. 

Children’s System of 
Care Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

D. Continue to work with DHS in monthly Child and Adolescent Needs & Strengths 
(CANS) implementation meetings and assign dedicated staff to attend CFT meetings that 
do not have a GSA provider already assigned. 

E. Continue to provide ongoing trainings to DHS line staff regarding trauma informed care 
and the benefit of early referral and intervention. 

F. Request DHS to continue ongoing training with their staff and have ongoing messaging 
about sending over secondary screenings 

G. Continue to review and update foster care aid codes, when appropriate, to improve 
penetration rates. 
 

NETWORK ADEQUACY:  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 19/20 the penetration rate goal of 4.20% will continue, with the expectation that it 
will change consistent with the 2017 EQRO data for large counties once that information 
is received.  The Resource Allocation Table is now being reviewed by the KPIC (a revised 
and expanded version of the RAC committee).  The KPIC will continue to review data to 
ensure progress towards meeting the penetration rate standard, and direct resources as 
needed. 
 
Continue to work with GSA service providers to expand service hours and increase 
community-based and family inclusive services to ensure easier access for clients. 
 
Continue to work with IT to redefine the GSA boundaries in the Penetration Rate Analysis 
Flex Report to enable tracking of the penetration rates across all the GSAs. 
 
Continue the implementation of the Adult Redesign Project: 
A. Make each clinic site an access point in order to ensure easier access to clients. 

 
B. Continue site visits to implement and train staff on service delivery system. 

 
C. Initiate REACH meetings for problem solving/collaboration among REACH staff. 
 

Adult System of 
Care Administrator 
 
Children’s System of 
Care Administrator 

NETWORK ADEQUACY:  Outreach Efforts to the Homeless and Hard to Reach 
Increase the number of 
hard to reach clients 
whom enter the 

It is the standard of 
KernBHRS to provide access 
to treatment for all 

For the next fiscal year, we are recommending the following goals: 
 

Adult System of 
Care Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

system by a total 
average of 5% from 
previous year  
 

beneficiaries that qualify for 
services within fourteen (14) 
days of the first point of 
contact.  
 

The Homeless Outreach Program will decrease the number of individuals in the Point of 
Time count with mental health and substance use challenges by 5%. 
 
HAT will increase the amount of walk-in for homeless individuals by 20%. Last fiscal year 
we had 7. 
 
The VSOP team will increase outreach efforts for volunteers by 10%   
 
The REACH team will increase linkage of individuals to adult outpatient teams by 15% 
 
The AOT team will increase outreach efforts by 10% and increase linkage of individuals to 
adult outpatient teams by 15%. 
 
We are modifying our goal to make it more specific to each treatment team and division.  
With the Adult System Redesign, we have added additional Reach staff in outlying areas 
that will engage more individuals in the community with the hope of linking them to 
treatment.  The Homeless Outreach Program is a new team with focus placed on 
engaging more homeless individuals and connecting them to appropriate services.  The 
HAT team began to provide walk-in assessments this fiscal year and will be tracking the 
number of individuals that utilize this service. 
 

At least 70% of 
transitional age youth 
will demonstrate 
treatment engagement 
by participating in 5 or 
more specialty mental 
health services.  
 

 The Transitional Age Youth (TAY) team has successfully completed two Transition to 
Independence Process (TIP Model) Fidelity Assessments over FY 18/19 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 conducted a Seeking Safety Group, Dual Recovery Anonymous group, 
Spoken Word, and a Visual Arts group at the Dream Center to assist in engagement of 
youth. 

 
The TAY Team exceeded the goal of retaining 70% of the Transition Age Youth hard to 
reach population, with 83% of youth participating in at least five (5) services during FY 
18/19. In order to maintain this standard of care, the TAY Team will continue to:  
 
1. Provide wraparound services to at risk youth, as evidenced by individuals receiving at 

least three (3) services per week. 
 

2. Demonstrate a non-judgmental approach.  
 

Children’s System of 
Care Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

3. Maintain a non-stigmatizing atmosphere in which youth can receive services. 
 

NETWORK ADEQUACY:  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: 
• Proper greeting  
• Obtain all identifying 

information documented 
• Disposition recorded 
• Information offered 

regarding the problem 
resolution/complaint 
process 

• Appropriate closing 
 

Training for the Gateway team has been ongoing, and it is regularly reviewed during staff 
meetings. In order to ensure this information is available to all staff.  
 
Silent monitoring among Gateway staff indicated that initially there were challenges in 
addressing member services inquiries and responding with high quality customer service 
focus. Over the last quarter this improved, and the focus shifted to staff identifying what 
category of call they were answering: member services, request for services, grievance or 
appeal, or call from a provider to assist a client.  
 
QID Test calls began in June of 2019, and preliminary results indicate that there were 
some negative experiences for callers. Further analysis will continue in order to determine 
whether this was a significant pattern in need of intervention. The Gateway team 
supervisor was advised to emphasize quality customer service regardless of whether 
monitoring or test calls are occurring. 
 

Substance Use 
Administrator 

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% 
 
 
 
 

To achieve the goals above, the System of Care must complete the following action 
items: 
 
• Administrators and clinical supervisors must enforce the use of the External Timeliness 
Web App, ensuring line staff document 100 percent of clients' requests for services line 
staff document 100 percent of clients' requests for services. 
 
• QID must create GIS maps of direct-service sites compared to clients' residences by 
January 2, April 1, July 1, and October 1 of each year. 

Quality Improvement 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

BENEFICIARY PROTECTION:  Change of Provider / Second Opinion Requests 
100% of Change of 
Provider request will 
be resolved 
 
 
 

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. 
 

Quality Monitoring (QM) team will work on updating and enhancing the current process for 
receiving and processing a request for Change of Provider/Second Opinion, the QM team 
will: 
1. Update all the forms related to Change of Provider/Second Opinion (including those 

in the lobby and in the EHR) to ensure the correct information is provided/entered 
based on the request. 
 

2. Work with IT to develop a more streamlined reporting process that allows for more 
specific and a meaningful reporting of any trends and/or areas to be addressed within 
the system of care.   
 

3. Update the policy based on the process developed. 
 
4. Continue to report quarterly to QIC. 
 

Quality Improvement 
Administrator 

BENEFICIARY PROTECTION:  Fair Hearings 
100% of State Fair 
Hearings will be 
performed within the 
mandated time frame. 

KernBHRS, 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. 
 

The Recovery Supports Division tracked and reported to QID a summary all the dates that 
the ACMS database was checked or not checked (for weekdays only) by the designated 
staff person with access to ACMS. 
 
All request for State Fair Hearings were reported to QIC 
 
BHRS responded to requests for State Fair Hearings within five days from receipt of each 
request. 
 

Recovery Supports 
Administrator 

BENEFICIARY PROTECTION:  Grievances and Appeals / Problem Resolution 
Maintain 100% of 
timeliness in 
addressing and 
resolving grievances 
and appeals. 

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 
 

The Patients' Rights Office is revising the goal to better address the customer service and 
client accessibility to filing grievances and appeals. We believe that when clients are 
asked about their satisfaction with services and encouraged to express themselves when 
dissatisfied, that the Plan is actually showing improvement in the area of quality service to 
our clients. 
 
Quality assurance will be measured by the effectiveness of timeliness in this area, as well 
as evidence that grievances and appeals are filed by clients throughout the MHP and 
DMC-ODS system. Actions include strategic efforts to provide available and current client 
information regarding the Grievance and Appeal System via physical provider sites and 
online access.  Further, the Plan's Patients' Rights Office and the Information Technology 

Patients’ Rights 
Office   
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Goal(s) Standard Objective(s) Responsible 
Party 

Division will implement an effective electronic system to decrease the number of steps 
involved for providers to address client complaints and effectively record grievances and 
appeals on the MHP and DMC-ODS Grievance and Appeal Logs. 
 

BENEFICIARY PROTECTION:  Notices of Adverse Beneficiary Determination (NOABD) 
95% of all MHP 
NOABD’s will be in 
compliance with all 
regulations.  
 

Medi-Cal beneficiaries must 
be issued a Notice of Adverse 
Benefit Determination 
(NOABD) in required 
situations as prescribed by 
federal law 100% of the time.  
 
 

Beginning July 2019, Quality Monitoring (QM) team will be: 
 
Reviewing the following monthly: 
● 100% of the charts where the Assessment has “no” selected for the question, “Does the 
client meet medical necessity?” to ensure the “Delivery System Notice” was given to the 
client.  
 
● 100% of the charts where the Reassessment has “no” selected for the question, “Does 
the client meet medical necessity?” to ensure the “Termination Notice” was given to the 
client.  
 
● The Authorizations Team logs to ensure clients are being given the “Payment Denial 
Notice” and “Authorization Delay Notice” appropriately. 
 
Reviewing the following quarterly: 
● The Patient Rights logs to ensure “Grievance Resolution Notice” and Grievance and 
Appeal Timely Resolution Notice” is being provided to client appropriately. 
 
● QM will analyze the data from these reports to identify areas of improvement and 
provide recommendations for system improvements each quarter in QIC. 
 
● QM is still developing a monitoring/review/reporting process for the “Timely Access 
Notice”. 
 

Quality Improvement 
Administrator 
 

95% of all SUD 
NOABD’s will be in 
compliance with all 
regulations. 
 
 

Medi-Cal beneficiaries must 
be issued a Notice of Adverse 
Benefit Determination 
(NOABD) in required 
situations as prescribed by 
federal law 100% of the time.  
 

● Complete NOABD web-application and post on SharePoint.  Ensure SUD system 

knows how to use web-application for completing NOABDs 

● Review data monthly; report to QIC and RCC 

● Use data to identify training needs and implement needed training 

● Identify most efficient method for ensuring NOABDs are completed within appropriate 

timeframes. 

 

Quality Improvement 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

BENEFICIARY PROTECTION:  Privacy, Compliance and Security 
100% of compliance 
programs will have 
passed a risk 
assessment 

COMPLIANCE PROGRAM:  
Maintain required compliance 
program, designed to detect 
and prevent fraud, waste and 
abuse.  
 
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 reporting, 
investigation and resolving all 
privacy breaches, concerns 
and complaints. Additionally, 
provide notification following 
a breach of unsecured 
protected health information. 
 

Develop and design a roadmap for implementing 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. 

Privacy and 
Compliance Officer 

CUSTOMER SATISFACTION:  Consumer and Family Satisfaction – Consumer Perception Survey 
Each MHP service 
provider will each 
achieve a minimum 
satisfaction rating of 
85% or greater on the 
bi-annual Consumer 
Perception Survey. 

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

To achieve the goals the following action steps are recommended: 
 
A. Discontinue the Local Recovery Survey (LRS) and fully replace it with the CPS to 

streamline survey efforts, better use limited resources such as staff and time, reduce 
"survey fatigue," improve staff morale, and collect more statistically significant survey 
results. 

 
B. QID will inform the MHP of KernBHRS policy 11.1.11, which mandates a participation 

rate and satisfaction rate among applicable teams. 
 
C. System of Care Administrators in the MHP will ensure their Divisions increase their 

participation by at least 10 percent between the Spring 2019 and Spring 2020 CPS. 
 
D. System of Care Administrators in the MHP will develop strategies to maintain a 

satisfaction rating of at least 85 percent among their Divisions. 
 

Quality Improvement 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

CUSTOMER SATISFACTION:  Substance Use Division (SUD) Adult Satisfaction 
Each SUD Adolescent 
and Adult service 
provider will each 
achieve a minimum 
satisfaction rating of 
85% or greater on the 
Treatment Perception 
Survey. 

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

SUD Administration recommends continuing this goal as more and more clients access 
DMC-ODS services, and as providers become better equipped to serve those with more 
complicated mental health and medical needs.  
 
Recommendations for next fiscal year will continue to include individualized treatment 
driven by treatment plans, evaluating providers' use of evidence-based practices including 
Motivational Interviewing, and continuously enforcing the availability of multiple levels of 
treatment available. 
 

Substance Use 
Administrator 

CUSTOMER SATISFCATION: Substance Use Division (SUD) Points in Time Surveys 
Baseline satisfaction 
will be obtained for 
clients at different 
points in time including 
admission, during 
treatment, at discharge 
and post-treatment. 
 

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

Initial steps were taken among SUD Administrator, SUD Provider Liaison supervisor, 
RISE Team supervisor and START supervisor. The Treatment Perception Survey was 
reviewed to determine which questions could be assigned to the various points in time of 
interest (Admission, During Treatment, Discharge and Follow up). Initial drafts of the 
surveys were created, and a process is in development with the RISE team. Peer support 
specialists will begin administering the brief surveys while transporting clients to various 
appointments in order to gather initial data. 

Substance Use 
Administrator 

EFFECTIVENESS OF SERVICES:  Clinical Outcome Measurement: Ongoing Measurement System 
Implement two (2) 
universal outcome 
measures for Adult 
mental health services 

 The department continues in making global efforts to establish and develop mechanisms 
for reporting and tracking clinical outcomes which include development of forms for 
clinical tracking and working toward dashboard system that include more key 
performance indicators that focus specifically on clinical outcomes to support immediate, 
accessible, and meaningful data. 
 

Quality Improvement 
Administrator 

EFFECTIVENESS OF SERVICES:  Substance Use Division (SUD) Outcome Measures 
At least 30% of 
individuals contacting 
the SUD treatment 
access line through 
Gateway will attend 
assessment 
appointment. 
 

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 

SUD Administration recommends continuing to monitor increasing lengths of stay in 
treatment, as they are still not at the recommended 90 days. Intensive outpatient 
programs will now be offered at multiple provider locations in the outlying areas, which 
should facilitate smooth transitions to higher levels of care with the same clinical staff 

Substance Use 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

Average length of stay 
for 1.0 Outpatient level 
of care will increase to 
75 days in year 19/20. 
 
Average length of stay 
for 2.1 Intensive 
Outpatient will 
increase to a minimum 
of 30 days in year 
19/20. 
 

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. 
 

EFFECTIVENESS OF SERVICES:  Psychiatric Consultations 
100 consultations for 
FY 2019-20. 

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 KernBHRS Psychiatrists. 
Inform community partners of 
availability and report on 
number of completed 
consultations. 
 

Over the last year the Medical Services Division has implemented the following to support 
increased Consultations within the community:  
 
Distributed Consultation flyer at the Managed Care Plan and Mental Health Plans 
Quarterly meetings and emailed flyer to primary community contacts to answer questions 
regarding this free service and distribute this information regarding the availability of this 
no cost consultative service.  
 
Become figures in 2 community physical health clinics weekly to be available for both 
Adult and Child Consultations. 

Medical Services 
Administrator 

SERVICE MONITORING:  Documentation Reviews 
Improve 
documentation 
standards for 
compliance across all 
service teams to 
achieve 5% or less 
disallowance rates for 
85% of the teams 
reviewed. 

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 

Although 5% of disallowance for a team is not easy to do, the goal should remain that the 
teams achieve a 5% disallowance or less as this standard aligns with the Department of 
Health Care Services (DHCS) standard for achieving a grade of “Excellent” in the triennial 
audits. 
 
To help teams and contract providers achieve this level of excellence, QID will do the 
following: 

Quality Improvement 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

grade of “Excellent” in the 
triennial audits 1. Continue to monitor completion of monthly QAAs and corrections of items found out 

of compliance during those internal team audits. 
 

2. QID will provide monthly reports to administrators detailing what teams are and are 
not in compliance with this requirement. 

 
3. QID will continue to contract supervisors when corrections are not submitted for 

QAAs. 
 

4. Continue to audit all internal and contract provider teams quarterly and will increase 
the number of services from 30 to 40 for audits to ensure staff is documenting 
services appropriately. 

 
5. QID will continue to request teams in a 15% of above to complete and submit a plan 

of correction on what actions steps will be done to improve those results. 
 

6. QID will continue to provide specific team trainings to those with a 30% and above of 
disallowance and as requested by supervisors or administrators.  

 
7. QID will continue to provide monthly advanced writer workshops for those individual 

needing additional support in their documentation. 
 

8. QID will expand the time of the Progress Note beginners training from 4 hours to 8 
hours to allow staff to practice documenting services before they go to their teams 
and have a better understanding of the documentation requirements. 

 
9. QID will work with training department and EHR support to explore changes in the 

training format/schedule and see if Progress Note training can be move to a different 
day other than Friday to help staff retain the information better and be able to go to 
their teams the following day after training and practice 

 

SERVICE MONITORING:  Medication Monitoring 
Each physician will 
achieve an average 
overall compliance 
rating of 80% or 
higher. 

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

Update the Quality Assurance Medication Monitoring Review Tool to allow for reviewing 
children specific prescribing in Mental Health. 
 
There have not been reviews of the NTP providers or Mental health contract providers 
within the last year, the QM team will work together with the Substance Use Disorder 
Division, Adult and Children's Division Administrators to develop a universal procedure for 
contractors.  
 

Quality Improvement 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

Create a tool for reviewing the NTPs 
 
Work with IT to develop a database/web app in order to automate the current manual 
process, allow for better data reporting, analysis and monitoring for both areas of review. 
 
Assist with developing the contracts team to increase the medication monitoring contract 
in order to support the need to expand the medication monitoring process to include the 
contract providers' physician and the NTPs. 
 
Add the contract provider's physicians into the current audit process with the expectation 
these physicians will be reviewed at least once during the next fiscal year, develop a 
procedure to get feedback to the contractors through their Contract Administrators and 
Contract Monitoring processes.  
 
Develop an audit process for the NTPs and implement within the next fiscal year, identify 
a goal for NTP prescribers, and develop a procedure to communicate the results to these 
contractors through their Contract Administrator and Contract Monitoring processes. 
 

SERVICE MONITORING:  MHP Utilization Management 
95% of all reviewed 
service authorizations 
will have successfully 
demonstrated a 
medical necessity for 
authorizing specialty 
mental health services 

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 
 

QID will continue to monitor access to specialty mental health services by monitoring 
assessments that were found not to meet criteria for services auditing for Medical 
Necessity, Recommended level of Service Needs and Recommendation for treatment.  
 
QID will work with Authorizations if a client is found to meet criteria during this evaluation 
to ensure client is linked to the appropriate services. 
 
QID will continue to provide monthly assessment trainings for the department and ensure 
staff is clearly understanding the differences in level of care and recommendations for 
treatment. 
 
QID will continue to contact team supervisors and LPHA's when documentation needs 
improvement. 
 
QID would work with training department to explore possibilities of providing a training on 
diagnosing individuals during assessments and reassessments to ensure client's 
diagnosis is matching the symptoms described. 
 
 
 

Quality Improvement 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

SERVICE MONITORING:  QI when Negative Clinical Outcome: Mortality and Morbidity (M&M) Summary 
Ensure the M&M 
Committee continues 
to review 100% of 
adverse events for the 
department and makes 
quarterly reports with 
improvement 
recommendations to 
the QIC. 
 

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 
 

Provide structured recommendations to QIC with actionable steps that can be 
implemented if chosen by the QIC/Management Team. 
 
Maintain quarterly reporting of M&M events to QIC, including data on trends specific to 
types of event and teams noted. 
 
Maintain feedback letters to teams/SOC (Adult, SUD & Children’s) making M&M reports 
to ensure follow up is provided. 
 
Maintain rotation of supervisors or designated staff into committee for further educational 
and quality improvement efforts 
 

M&M Committee 
Chair 

SERVICE MONITORING:  Reduction of Restraints Used in Psychiatric Evaluation Center (PEC)/Crisis Stabilization Unit (CSU) 
Maintain PEC/CSU 
Physical Restraints, 
Chemical Restraints, 
and Seclusions to 2% 
or less. 
 
 

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. 

 
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 
 
 
 
 

Crisis Services 
Administrator  
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Goal(s) Standard Objective(s) Responsible 
Party 

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. 
 

Complete the five (5) recertifications scheduled. 
 
Work with the STRTPs on the site certifications requirements and protocol to prepare 
each site for certification, and when ready complete the site certifications.  Currently, 
there will be eight (8) STRTPs requiring new certifications. 
 
Request site schematics identifying the location of specific rooms, i.e., Medication Rooms, 
chart rooms, etc.  
 
Coordinate with DHCS to obtain certification of those county/owned and operated sites 
(Mary K Shell and Stockdale) with new construction, new suites and new medication 
rooms.  
 
Collaborate with Medical Services on ensuring the medication rooms meet all the 
standards required in the protocol and any follow up or CAP for the medication rooms 
 

Quality Improvement 
Administrator 

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%  

In order to maintain the department's success with meeting the state mandated 4% 
benchmark, the CSOC will: 
 
Continue to closely monitor all mental health providers monthly, as well as quarterly. 
 
Continue to monitor those youth who exit the PEC or hospital to ensure the appropriate 
level of services are provided and require providers to respond in writing when TBS is not 
being rendered. 
 
Continue to meet with providers and department staff to discuss TBS on a monthly basis 

Children’s System of 
Care Administrator 

SERVICE MONITORING:  Unusual Occurrence Reports 
100% of all UOR will 
be address in an 
appropriate manner. 

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

QID will monitor 100% of UORs submitted and make recommendations to teams to 
improve quality of care provided to the individuals served by: 
 
1. QID will implement the electronic application to submit UORs for both KernBHRS and 

contract providers teams. 
 

Quality Improvement 
Administrator 
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Goal(s) Standard Objective(s) Responsible 
Party 

2. QID will monitor UORs Submitted and review their content to ensure teams are 
providing the highest quality of care to their clients. 

 
3. QID will provide recommendations to teams when areas of concerns were identified 

during the UOR reviews.  
 
4. QID will provide training and support to the contract providers to ensure they 

understand when and how to complete UORs. 
 
5. QID will work report trends and areas of concern/improvement to QIC on a quarterly 

basis to ensure concerns are addressed at a management level 
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PERFORMANCE IMPROVEMENT PROJECTS (PIP): Non-Clinical  

2018-2019 2019 Person 
Responsible 

Problem 
 
KernBHRS’ Non-Clinical PIP is designed to address the high no show rates for psychiatric appointments. 
 
Study Question: 
 
Will offering an open access schedule (Walk-In Clinic hours) at SEBA (Southeast Bakersfield Adult) increase 
client access to psychiatric services by decreasing the no-show rate from approximately 30% to 18%? 
 

This Performance 
Improvement Project 
may continue during the 
2019 fiscal year.  During 
this time additional 
interventions may be 
added.  

Kelly Levig 

PERFORMANCE IMPROVEMENT PROJECTS (PIP): Clinical  

2018-2019 2019 Person 
Responsible 

Problem 
 
KernBHRS Clinical PIP is designed to address the low rate of family/support person involvement in client services. 
 
Study Question 
 
Will implementing Recovery Oriented Decisions for Relative’s Support (REORDER) clinical approach and utilizing 
the Family Involvement in Treatment Scale (FIT) increase the family inclusion rate from 2.7% to 5%? 
  

This Performance 
Improvement Project 
may continue during the 
2019 fiscal year.  During 
this time additional 
interventions may be 
added.   

Kelly Levig  
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Introduction 
Kern Behavioral Health and Recovery Services (KernBHRS) establishes intentional 
strategies to improve cultural and linguistic competence.  KernBHRS, consists of Mental 
Health (MH) and Substance Use Disorder (SUD) programs, and continues to adhere 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 
CA-CCPR standards, along with Mental Health Services Act (MHSA) General Standards 
(per California Code of Regulations, Title 9, Section 3320) in order to work towards 
achieving the requirement set forth in the Culturally and Linguistically Appropriate 
Services (CLAS) Final Rule Requirement.   
 
The KernBHRS Cultural Competence (CC) Plan Annual Update addresses two (2) main 
areas:   

1) Fiscal Year (FY) 2018-2019 Prior Year Review Outcomes and 
Activities 

2) FY 2019-2020 Cultural Competence Improvement Plan    
 

The CC Plan Annual Update has been developed to reduce MH and SUD disparities 
experienced among racial, ethnic and diverse populations that may be classified as 
unserved, underserved, and difficult to reach or may be inappropriately served in the 
behavioral health system.  The CC Plan Annual Update also works towards the 
development of the most culturally and linguistically competent and effective programs 
and services to meet the needs of California’s diverse racial, ethnic, and cultural 
communities in the MH system of care.  The objective of the CC Plan Annual Update is 
to integrate the MHSA requirements, SUD and the Drug Medi-Cal Organized Delivery 
System (DMC-ODS) requirements, and the Mental Health Plan (MHP) CC requirements.  
Specifically, the intent of the CC Plan Annual Update is to improve the development of 
culturally effective services based on ethnicity, culture, age, gender, sexual orientation, 
spiritual beliefs, socioeconomic status, acculturation and immigration status, language, 
and other human diversity factors.   
 
The CC Plan Annual Update consists of reporting on the status of the FY18-19 Prior Year 
Review Outcomes and Activities and outlining goals and strategies for the FY 19-20 CC 
Improvement Plan.  The CC Plan Annual Update is a continuous process, integrating and 
collaborating on various CC issues.  The integration of information gathered, reviewed, 
planned, and/or developed derived from various individuals and groups representative of 
Kern County populations, to effectively address the FY 18-19 Prior year Review 
Outcomes and Activities and FY 2019-2020 Improvement Plan strategies and activities 
of KernBHRS System.  Stakeholders consisted of KernBHRS staff, Cultural Competence 
Resource Committee (CCRC), which includes MH and SUD members, as well as 
Contracted staff and other community members, MHSA Team, Cultural 
Competence/Ethnic Services Manager (CC/ESM), Ethnic Services Coordinator (ESC), 
Training Services Team, Training Review Committee (TRC),  Patient’s Rights Advocate 
(PRA),  SUD, Outreach and Education (O&E), Quality Improvement Division (QID), Public 
Information Officer (PIO), Information Technology Division (ITD), Community Partners, 
and other internal staff and community agency partners. 
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Kern County Demographics 
 
Geography 
Kern County is located on the southern edge of the San Joaquin Valley. With 8,163 
square miles of mountains, valleys, deserts, and ag-yielding valley. Kern County is 
geographically the third largest county in California. Kern County borders eight (8) 
counties: Kings, Tulare, Inyo, Ventura, San Bernardino, Los Angeles, Santa Barbara and 
San Luis Obispo. Located within the Central Valley, Kern County (primarily the city of 
Bakersfield) is on a thoroughfare for travelers and commuters as it connects many on the 
north-south route via Interstate 5 and Highway 99 and to the east via Highway 58. 
 
Economy 
Major industries include oil and agriculture, with Kern County producing over 70% of oil 
in California. With the overwhelming decline in oil prices over the last several years, Kern 
County has been substantially adversely affected by the decrease in the number of jobs 
in that industry.  Likewise, local economy has also suffered because of revenue sources 
being directly linked to property taxes associated with oilfields. Agriculture is another 
leading Kern County industry that has been adversely affected in recent years by the 
drought. Kern County has risen to the largest agricultural producer in the nation. Leading 
agricultural products are table grapes, almonds, citrus, pistachios and dairy. Kern is 
known for producing over 300 agricultural commodities and is also known as “the 
breadbasket of the world”. This has been an ongoing concern for animal and crop-based 
agriculture. Less prominent, but strong industries are military-based avionic production 
and manufacturing, located primarily within East Kern County.  Edwards Air Force Base 
and China Lake Naval Air Weapons Station provide jobs in those industries to many within 
the Ridgecrest, Mojave and Rosamond area.  Solar and wind energy has also been a 
growing industry over the last several years, generating construction and operational jobs 
throughout Kern County.  Wind energy-based jobs are provided primarily in the Tehachapi 
Mountain and Mojave Desert areas.  
 
According to the Employment Development Department of California, the unemployment 
rate in December 2018 was estimated at 7.6%, down .8 % compared to 2017, and 3.5% 
above the unadjusted 4.1% unemployment rate for California.  December 2018 saw an 
increase of 6,700 jobs compared to the year prior. 
 

  



6 
 

 

Population Breakdown 

The below graph represents the number of residents in each Kern County community, 
based on 2017 Census estimates. 

Lamont, Lake Isabella, Mojave, Frazier Park, Kern River Valley, Boron, Buttonwillow and Lost Hills have 
a population of less than 5,000. Therefore, no data was available on the 2017 census. 

 

Demographics 
Bakersfield holds the majority of Kern County’s population, with over 380,000 of 
approximately 893,119 residents.  Around 88% of Kern County’s total population resides in 
or around various urbanized areas, while the remaining 12% live in more undeveloped, rural 
areas.  Approximately 35% of the population in Kern County is aged 35-64. Children under 
15 also make up a substantial portion of the population, approximately 24%. Individuals 
occupy approximately 30 % of the Kern County population.  Adults over 65 years make up 
approximately 11%.  According to the California Economic Forecast report, Kern County is 
forecasted to continue to attract growth and population that will modestly accelerate. By 
2019, the total population is anticipated to reach 908,111 individuals and to reach 920,584 
in 2021. 
 
English and Spanish are the primary threshold languages in Kern County. Hispanic/Latin 
persons constitute 53.4% of the population, which is also made up of White, non-
Hispanic/Latin (34%), African American/Black (6.2%), Asian (5.4%), multi-racial (3.1%), Native 
American (2.6%) and Native Hawaiian/Pacific Islander (0.3%). 
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Definitions of Status Ratings: 
Status Definition 

 
Met 

 
Identified issue has been resolved/completed.   
 

 
 
 

Partially 
Met 

The CC 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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FY 2018-2019 PRIOR YEAR REVIEW OUTCOMES & ACTIVITIES 
 
The KernBHRS CC Plan Annual Update continues to be consistent with the 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 CLAS 
integrated into the EIGHT (8) Criterions.   

 
Kern County strives to practice the follow Domains, Criterions, and Standards: 

 
DOMAINS Areas of 

Assessments 
CRITERIONS 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 
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 
adaptation of services 
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FY 2018-2019 Overall Status Summary: 8 Criterion Goals 
Note:  All Goals & Activities for FY18-19 were completed 

 
Criterion 1 Outcome Status Summary 

GOALS STRATEGIES STATUS 
Goal I Strategy 1 Met 

 Strategy 2 Met 
 Strategy 3 Met 
 Strategy 4 Met 

Goal II Strategy 1 Met 
 Strategy 2 Met 
 Strategy 3 Met 

Goal III Strategy 1 Met 
 Strategy 2 Met 
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Criterion 1 Criterion 2 Criterion 3 Criterion 4 Criterion 5 Criterion 6 Criterion 7 Criterion 8

Outcome Summary of 8 Criterions 

Goals Goals Met
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Goal I Goal 2 Goal 3

Criterion 1 Goals

Strategies Strategies 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:   
Annual update on policies, procedures and/or practices that reflect steps toward 
incorporating the recognition and values of racial, ethnic, and cultural diversity within 
the system.  Met 
Activities/Evidence:   
New policy:   
See Attachment A- 11.01.12-Cultural Competence Resource Committee. 
Policies updated:   
See Attachment B- 1.5.1- Accessing Bilingual, ASL, and TTY Relay Interpreter 
Services. 
See Attachment C- 5.1.23 Translation of Documents into The Threshold 
Language(s). 

Strategy 2:   
Attend Annual Cultural Competence Conference to learn strategies to enhance 
organizational structure and process to promote culturally and linguistically 
appropriate practices.    Met 
Activities/Evidence:   
Attended:  Cultural Competence Annual Conference Oct. 23rd & 24th, 2018.   
Attended:  Ethnic Service Manager Meeting Oct. 25th, 2018.   
See Attachment D- Cultural Competence Annual Summit 2018.   

Strategy 3:   
Participate in various state-wide forums such as the County Behavioral Health 
Directors Association of California (CBHDA) and Southern Counties Regional 
Partnership (SCRP) ESM meetings/calls related 
to CC Plan and requirements. Met 
Activities/Evidence:   
*Ongoing participating in monthly calls with state-wide forums such as ESM 
meetings and/or to address CC Plan items, including but not limited to discussions 
on standardizing CC Plan. 
 
*Participation in various SCRP meetings discussing CC Formal Assessments and/or 
Trainings such as Multicultural Clinical Supervision.    

Strategy 4:  
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. Met     
 
Activities/Evidence:   
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Ongoing research and familiarization of new updates and information.   
Attended California Institute for Behavioral Health Solutions (CIBHS) Cultural 
Competence & Health Equity Training with Dr. Jei Africa on May 16th, 2019.   

 

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.   Met 
Activities/Evidence:   
Refer to policies:  
See Attachment B- 1.5.1 Accessing Bilingual, American Sign Language (ASL), and 
Teletypewriter (TTY) Relay Interpreter Services. 
See Attachment C- 5.1.23 Translation of Documents into The Threshold 
Language(s). 
See Attachment E- 1.5.2 Bilingual Plan for Kern Behavioral Health & Recovery 
Services. 

Strategy 2: 
Ensure that CC requirement training of six (6) hours and other diversity 
training needs are documented and addressed in supervision. The current Supervision 
Form is being revised to address CC training. Met  
Activities/Evidence:   
CC training is addressed in supervision and reflected in staff’s Annual Employee 
Performance Review.  Trainings are reflected in staff’s Relias training Transcript 
account.  Supervisors utilization of the developed Supervision Forms to ensure that 
staff complete required training. 
See Attachment F- Cultural Competence Training Courses FY18-19.   
See Attachment G- Supervision Form for Direct Services Staff. 
See Attachment H- Supervision Form for Non-Direct Service Staff. 

Strategy 3:   
Enhance Human Resource Training and Recruitment Policies, Contractor Language 
Requirements, and other key documents that demonstrate system-wide 
commitment to cultural and linguistic competence.   Met 
Activities/Evidence:   
KernBHRS policies include Mental Health, SUD, and/or Contract Agencies. 
See Attachment I- 1.6.15 Accessibility Plan. 
See Attachment E- 1.5.2- Bilingual Plan for Kern Behavioral Health & Recovery 
Services. 
See Attachment J- Language Line Services Amendment Contract FY18-19.  
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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.  Met.   
Activities/Evidence:   
The System-Wide Engagement Training for all client direct service staff began in 
February 2019.  The training will occur in a five (5)-year span.  So far 120 staff have 
completed the training. 

Strategy 2:   
Continue to recruit, hire, train, support, and retain MH and SUD 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.  Met 
Activities/Evidence:   
Total of 36 Peers Onboarded, according to Human Resources (HR) and Recovery 
Services Administration (RSA) for FY18-19.   
Total of Peer Employees Hired= 5. 
Total of Peer Volunteers Onboarded= 26. 

 

 
Criterion 2 Outcome Status Summary 

GOALS STRATEGIES STATUS 

Goal I Strategy 1 Met 

 Strategy 2 Met 

Goal II Strategy 1 Met 
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Criterion 2 Goals

Strategies Strategies Met
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CRITERION 2:  COUNTY MENTAL HEALTH SYSTEM UPDATED ASSESSMENT 
OF SERVICE NEEDS 

 
Rationale: A population assessment is necessary to identify the cultural and  linguistic 
needs of the target population and is critical in designing, and planning for, the 
provision of appropriate and effective mental health services. 
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 
National Alliance on Mental Illness (NAMI), Lesbian, Gay, Bisexual, Transgender, 
Queer/Questioning (LGBTQ+), System Quality Improvement Committee, MHSA, etc. 
for potential CC trainings to offer to KernBHRS staff, Contract Partners, and 
Community.    Met 
Activities/Evidence:   
Trainings completed/offered are provided under MH and/or SUD programs, which 
are related to LGBTQ+, Homelessness, Zero Suicide, Trauma Informed Care 
trainings.   
Total Live & Relias Trainings= 51. 
Total Attendance= 5,142. 
See Attachment F- CC Trainings Courses FY18-19.   

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 SCRP.  Met. 
Activities/Evidence:   
SCRP Formal Assessment on CC is currently in process.   
Survey sent for June thru July 2019 for KernBHRS and Contract Agencies Staff.  
Data gathered will be reviewed to identify needs, gaps, and improvement needed 
key areas to address. 
Total Participants= 810. 
Total Survey Response/Completed= 629 (77%). 

 

Goal II:  Enhance evidence-based practices for diverse ethnic groups. 
Strategy 1:   
From 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:    Met 

o Immigrant Families 
o Cultural Humility & Diverse Families 
o Human Trafficking Culture 
o Diversity in the Workplace 
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o Poverty and Homelessness training 
o LGBTQ+ Populations Training 
o Culture of Transitional Age Youth 
o Individuals with Disability 
o Spirituality and Religion Integration in Treatment 
o MH Interpreter & Written Translation Training 
o Role of the Interpreter in the Behavioral Health Setting 
o Foster youth Culture 
o Trauma Informed Care  

Activities/Evidence:   
Continuous CC trainings completed/offered.   
Total Live & Relias Trainings= 51.  Total Attendance= 5,142.   
See Attachment F- Cultural Competence Training Courses FY 18-19.   o  

 
Criterion 3 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 

Goal III Strategy 1 Met 
 Strategy 2 Met 
 Strategy 3 Met 
 Strategy 4 Met 
 Strategy 5 Met 

Goal IV Strategy 1 Partially Met 
 Strategy 2 Met 
 Strategy 3 Met 
 Strategy 4 Met 



15 
 

 

 
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 participants.  Met 
Activities/Evidence:   
Goal= 4.2 % Penetration Rate Met Goal.   
10.7% According to the Penetration Rate Report.   
Continuous activities and partnership with MHSA, PIO, CCRC & QID to 
maintain and/or increase penetration rate.  See Attachment K- Outreach & 
Events Activities FY 2018-2019 Underserved/Hard to Reach Populations:  
Hispanic/Latino Beneficiaries. 

Strategy 2:   
Continued work with MHSA and relevant team(s) to ensure contract with La CLAVE 
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outreach program is complete, assisting with O&E in the community, access to care 
and provide training of engagement and behavioral health services to 
Hispanic/Latino populations.  Met 
Activities/Evidence:   
Met with RSA and La CLAVE/Dr. Lopez in January 2019.  Program has 
begun to work with the Adult teams for O&E to Hispanic/Latino populations.  
RSA is beginning to track data of individuals who have received services 
from La CLAVE.   

Strategy 3:   
Continued work with O&E and ITD to ensure O&E efforts, events, activities are 
captured accurately for data reporting.   For example, updating Demographic 
Forms. Met 
Activities/Evidence:   
Strategic Plan with MHSA, PIO & ITD is ongoing addressing demographic 
questions on sexual identify, ethnicity, and race.   
A video will be used for training purposes of clinicians only.  Currently, it is 
in draft version.  Continuous improvement work on this goal.    

 

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.  Met 
Activities/Evidence:  
See Attachment L- Language Line Translated Materials FY 18-19.   

Strategy 2: 
Enhance Language Line Services contract to explore video solutions to assist with 
language and/or ASL services. Met 
Activities/Evidence:   
See Attachment J- Language Line Solutions Amendment Contract FY18-
19.  See Attachment M- Independent Living Center of Kern County ASL 
Interpreting Services Agreement. 

 

Goal III:  Enhance O&E efforts and projects that are aimed at increasing the 
penetration rate of the African American (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. Met 
Activities/Evidence:   
Goal= 4.2% Penetration Rate 
Met Goal.   
22.29 % According to the Penetration Rate Report.  
 
Total= 18 events.  Attendance= 1,859. 
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Continuous activities and partnership with MHSA, PIO, CCRC & QID to 
maintain and/or increase penetration rate.      
See Attachment K- Outreach & Events Activities FY 2018-2019 
Underserved/Hard to Reach Populations:  African American 
beneficiaries. 

Strategy 2:   
Continued work with O&E, PIO, MHSA, and ITD to ensure O&E efforts, events, 
activities are captured accurately for data reporting. Met 
Activities/Evidence:   
Ongoing collaboration with MHSA and relevant entities to standardize data 
reporting of O&E efforts.  Due to changes in PIO and reorganizing of O&E 
and MHSA, revisiting strategic plan to finalize implementation need to 
occur. 

Strategy 3:   
Provide specific AA culturally competent trainings on how to outreach, engage, 
treat, and provide effective services to AA population.  Met 
Activities/Evidence:   
Trainings completed, but not limited to the below courses: 
CC: Multi-Cultural and Diversity Training 
CC:  Enhancing Cultural Humility in Working With Diverse Families in 
Community Based-MH Settings 
See Attachment F- Cultural Competence Training Courses FY18-19. 

Strategy 4:  
Continued AA CCRC sub-committee recruitment from the community.   Met 
Activities/Evidence:   
Total AA Members= 4 
Ongoing recruitment of CCRC members. 
See Attachment N- CCRC Organization Chart. 

Strategy 5:   
CCRC to research and review the Emotional Emancipation Circle- Community 
Support Groups, an evidence-based practice according to CIBHS, where the model 
addresses negative experiences and historical factors of AAs and the process of 
healing and psychological freedom.   Met  
Activities/Evidence:   
CCRC reviewed and discontinued this activity.  Group will research other 
options.   

 

Goal IV:  Enhance O&E efforts and projects that are aimed at increasing the 
penetration rate of the Asian/Pacific Islander (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. Met 
Activities/Evidence:   
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Goal= 4.2% Penetration Rate.  
Partially Met Goal. 
3.9% According to the Penetration Rate Report.  
 
Total= 4 events.  Attendance= 69. 
Continuous activities and partnership with MHSA, PIO, CCRC & QID to 
maintain and/or increase penetration rate.      
See Attachment K- Outreach & Events Activities FY 2018-2019 
Underserved/Hard to Reach Populations:  Asian/Pacific Islander 
Beneficiaries. 

Strategy 2:   
Continued work with O&E, PIO, and ITD to ensure O&E efforts, events, and activities 
are captured accurately for data reporting.  Met 
Activities/Evidence:   
Continued various events.   
See Attachment O- Community Guide to Hope Book.  See Attachment P- 
In This Together Ribbons for Awareness Community Event Flyer for May is 
Mental Health Month. 

Strategy 3:   
Enhance culturally competent trainings on how to outreach, engage, treat, and 
provide effective services to API population.   Met 
Activities/Evidence:   
Trainings completed, but not limited to the below courses: 
CC: Multi-Cultural and Diversity Training 
CC:  Enhancing Cultural Humility in Working with Diverse Families in 
Community Based-MH Settings 
 
See Attachment F- Cultural Competence Training Courses FY18-19. 

Strategy 4:  
Continued work with PIO and O&E to recruit API CCRC sub-committee members 
from internal system and/or community. Met 
Activities/Evidence:   
From one (1) CCRC member to three (3) CCRC members. 
See Attachment N- CCRC Organization Chart. 
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Criterion 4 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 

 
 

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 demographics. 
Strategy 1:   
Continued in-county and out-of-county recruitment efforts to increase diverse 
workforce. Met 
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Activities/Evidence:   
Ongoing Recruitment efforts in the community and/or state-wide.   
Total= 17 events.  
See Attachment Q- Community Events & Recruitment Activities FY18-19. 

 
Strategy 2:   
Continued efforts to track workforce diverse demographics such as ethnicity, 
language, and other diverse characteristics. Met 
Activities/Evidence:   
According to HR Report, below is the demographics for KernBHRS staff: 
Spanish Verbal Interpreters= 70. 
Spanish Written Translators= 77. 
Other Dialects Interpreters= 52. 
Filipino dialect=17 Sign- ASL=6 Punjabi=5 French=3 
Turkish=1 Farsi=2 Hindi=3 Urdu=2 Latvian=1 
Tamil=1 Turkish=1 German=1 Arabic=1  
Japanese=1 Bengali=1 Vietnamese=1  
Norwegian=1 Mandarin=1 Serbian=1  
 

 
 

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 
SQIC, CCRC, Public Health, and/or other community entities in order to identify 
needs of diverse community.  Met 
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.  Met 
Activities/Evidence:   
Ongoing Collaborative work with CCRC, MHSA Team, and other entities such 
as SCRP. 
See Attachment R- FY 2018/19 Community Planning and Stakeholder 
Feedback Schedule. 
Examples of Flyers: 
Attachment S- Stakeholder Meeting 3.12.2019. 
Attachment T- Stakeholder Meeting 5.17.2019. 

 

Activities/Evidence:   
Ongoing monthly meetings to discuss and identify improvement key areas to 
address items, such as ongoing penetration rate on various ethnic groups, 
homelessness, trauma informed care and engagement trainings.    
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Criterion 5 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 

 

 
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 CC 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 six (6) hours CC training annually. 80% of 
KernBHRS staff will be in compliance with the six (6) hours of CC 
training within their annual Employee Performance Review. Met 
Activities/Evidence:   
Supervisors track CC training throughout the year.  Supervisors run Relias Reports to 
ensure a minimum of six (6) hours CC training is completed annually.  Supervisors 
monitor CC trainings during supervision with staff.   
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See Attachment G- KernBHRS Direct Service Staff Supervision Form. 
See Attachment H- KernBHRS Non-Direct Service Staff Supervision Form.   
See Attachment F- Cultural Competence Training Courses FY18-19. 

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.    Met 
Activities/Evidence:   
2 Human Trafficking Trainings completed.  Total Attendance:  225 
See Attachment F- Cultural Competence Training Courses FY18-19.   

Strategy 3: 
Continue to discuss, review, and track in CCRC and TRC gaps and needs of 
CC training topics relevant to Kern County such as MH 
Interpreters, LGBTQ+, Aging & Elderly, Disabilities, Veterans, Homelessness and 
Poverty, Immigration & Acculturation, Transitional Age Youth, Foster youth, etc. Met 
Activities/Evidence:   
Total CC Trainings= 51. 
See Attachment F- Cultural Competence Trainings Courses FY18-19.   

 

Goal II: Improve analysis of the effectiveness of CC trainings. 
Strategy 1:  
Ongoing review of course evaluations of quality of trainings to identify improvement 
areas. Met 

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.  
Met 
 
Activities/Evidence:   

Activities/Evidence:   
Example of Course Evaluations reviewed:  Rating is on a scale from 1- 4.   

1= Poor, 2= Fair, 3=Good, 4=Excellent 
*Multi-Cultural & Diversity: 3.9 
*CC: Birth, an Intersection Between Maternity and Mental Health: 3.3 
*CC: Post-Traumatic Stress Disorder/Complex Post-Traumatic Stress Disorder with a 
Focus on Dissociation: 3.9 
*CC: Trauma and Substance Use Mental Health Issues, Trauma Informed Treatment: 
3.9 
*WRAP: 3.9 average  
*TIP-Multi-cultural perspective: 3.9 average 
  
See Attachment F- Cultural Competence Training Courses FY18-19. 
See Attachment U- KernBHRS Course Evaluation Form. 



23 
 

 

Worked with Relias Group and Training Services to identify pre and post 
evaluations.  Reviewed various courses such as the Evaluation Survey Analysis 
Report on:  
1) The Role of the Behavioral Health Interpreter &  
2) CC Plan Training to determine quality of training to identify improvement areas, 
Total of 1,071 evaluations to review.  In process on development improvement at 
this time.     

Strategy 3: 
Research ways to create post evaluation online surveys to obtain feedback on the 
quality and effectiveness of trainings such as measuring enhanced CC skills of staff. Met 
Activities/Evidence:   
Completed/assigned CC Plan Training to staff, June- July 12th, 2019. 
Total= 96 % of KernBHRS completed the training.   
Pending final report on outcome of the evaluation forms to be reviewed to identify key 
improvement areas.   
Completed SCRP CC Plan Formal Assessment Surveys & Focus Group, June- July 
12th, 2019.   
Total= 629 opted to complete the Survey.   
Pending final report on outcome of the data collected for Fall 2019.    

 

 
 

Criterion 6 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 
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CRITERION 6:  COUNTY MENTAL HEALTH SYSTEM COUNTY’S COMMITMENT 
TO GROWING A MULTICULTURAL WORKFORCE: HIRING AND RETAINING 

CULTURALLY AND LINGUISTICALLY COMPETENT STAFF 
Rationale: The diversity of an organization’s staff is necessary, but not a sufficient 
condition for providing culturally and linguistically appropriate health care services. 
Although hiring 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. Met 
Activities/Evidence:   
17 Total Recruitment efforts per HR report.   
See Attachment Q- Community Events & Recruitment Activities FY 2018-2019. 

Strategy 2:   
Continued efforts to work with PIO and HR to target recruiting a multicultural 
workforce in all levels.  Met 
Activities/Evidence:   
Various recruitment efforts occur throughout the year.   
Examples: 
See Attachment V- Behavioral Health Career Expo Flyer. 
See Attachment W- KernBHRS HR Brochure Job Recruitment. 
See Attachment X- KernBHRS Recruitment Announcement - Job Posting. 

Strategy 3: 
Work with MHSA Coordinator and HR to identify goals and objectives related to 
Workforce Education Training, to ensure continued assessment of behavioral health 
workforce needs to guide efforts in inclusion activities, recruitment, and retention.  Met 
Activities/Evidence:   
Completed Workforce Needs Assessment in 2013.   
Key data identified:   

1) Across KernBHRS, direct service staff and non-direct service staff categories 
have the most need for additional staff to meet the needs of current clientele. 

2) Among the direct services staff the greatest need is in the areas of licensed 
clinical social workers, licensed marriage and family therapists, psychologists, 
and medical professionals such as psychiatrists.  

 

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.  Met 
Activities/Evidence:   
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One major activity/training to increase recruitment and retention of peer support is 
the Peer Employment Training and Advanced Peer Employment Trainings twice a 
year.   
Total= (eight) 8 staff completed Peer Employment Training. 
Peer Employment Training is at least 76 hours of class time plus homework.  
 
Total= 10 staff completed Advanced Peer Employment Training. 
Advanced Peer Employment Training is at least 21 hours of class time plus 
homework. 
See Attachment Y- Peer Employment Training Flyer Example. 

Strategy 2: 
Improve ways to track new hires and existing peer support and family members with 
lived experiences, whether they are employees or volunteers.  Met 
Activities/Evidence:   
Continuous partnership with HR & RSA to track peer volunteers and employees.   
Data for FY18-19:  Total Peers Onboarded= 22  
(5 Employees; 17 Volunteer Peers and/or Family Support) 
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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 Met 
 Strategy 5 Met 
 Strategy 6 Met 

Goal II Strategy 1 Met 
 Strategy 2 Met 
 Strategy 3 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 threshold language that includes 
knowledge and familiarity 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.  Met 
Activities/Evidence:   
Interpreting Services Relias Training offered to staff.   
 
Courses:    

0
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3

4

5

6

7

Goal I Goal 2

Criterion 7 Goals

Strategies Strategies Met
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Legal Procedures and Client Rights for Behavioral Health Interpreters 
Overview of the Behavioral Health System for Behavioral Health Interpreters 
The Role of the Behavioral Health Interpreter  
Total Attendees:  312 

Strategy 2:   
Enhance current resources/contracts such as Language Line Services related to 
interpreter and translation assistance and/or Limited English Proficiency, including 
ASL to improve interpreter services.  Met 
Activities/Evidence:   
Ongoing Partnership with Independent Learning Service of Kern County and 
Language Line Services. 
Total= 98 ASL Interpreter Services provided for FY18-19.   
Contract budget for Language Line Services increased for FY19-20.   

Strategy 3: 
Pilot an innovative earpiece translation system (Waverly Laboratory) to determine if 
equipment is effective and consumer friendly in providing interpreting assistance to 
clients.  Met & Discontinued 
Activities/Evidence:   
Assessed and ITD identified that the device is not HIPAA compliant.  Will 
research other products geared towards consumers for stakeholder public 
meetings and efforts. 

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 Limited English 
Proficiency such as ASL assistance.  Met 
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Strategy 5: 
Monitor and track bilingual staff who are assisting with interpreting services. Met 
Activities/Evidence:   
According to HR report, there are a total of 147 Verbal (Tier I) and Written (Tier 
II) Interpreters and Translators in KernBHRS.  The Bilingual Directory is posted 
in 

Activities/Evidence:   
Language Line Services Reports Summary FY18-19: 
Verbal Interpretation Total= 592 
Spanish 483 
Mandarin 46 
Punjabi 34 
Arabic 9 
Cambodian 9 
Tagalog 3 
Vietnamese 3 
Hindi 2 
Hmong 1 
Laotian 1 
Albania 1 

22 Examples of Various Written  
Translations from English to either Spanish, Braille, and/or Arabic: 
 
Patient Rights 
NOABD Notices 
Children's Demographic Form 
Booklet and Provider Directory 
Welcome Packet 
Depression and Stress Relief 
KernBHRS Provider Directory 
KernBHRS Education Form 
Kern ODS Waiver Beneficiary Handbook 
MHP Beneficiary Handbook 
Treatment Plan 
Recovery Form 
JPPS & Children's SOC 
KernBHRS Flyer 
Provider Directory and Info Sheets 
Continuity of Care Lobby Poster 
CalWORKs 
MHP Beneficiary Handbook 
MHP Beneficiary Handbook (Audio) 
NOABD & NAR 
Your Rights - 2019 Update 
Kern Linkage Division Form 

ASL Independent Living Center of Kern County Report 
Total= 98 ASL Interpreting provided FY 18-19. 
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SharePoint.  
Tier I= 70 
Tier II= 77 
Total= 147 

Strategy 6: 
Work with ITD to identify ways to run reports on amount of services provided in 
threshold language and/or other LEP assistance.  Met 
Activities/Evidence:   
Per Penetration Rate Report per Language Interpreter provided, the below is the 
breakdown: 
Total Unique Clients= 15,399 
English= 13,015= 84 % 
Spanish (Threshold Language) = 2,349= 15 % 
Other Languages= 29 = .96 % 
Sign Language= 6= .04 % 

 

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 courses to 
ensure that learning objectives have been completed, as well as ensuring that 
attendees have retained the information and are able to apply learned skills.  Met 
Activities/Evidence:    
Total Course Evaluations Competed= 264. 
Examples of Relias Course Evaluation Survey Analysis Course: 
Legal Procedures and Client for Behavioral Health Interpreters: 
95 % reported Strongly Agree to Agree on Question:  This course was clearly 
presented. 
98% reported Strongly Agree to Agree on Question:  Course Content was 
relevant for my job.   

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.  Met  
 
Activities/Evidence:   
Rating is defined in three (3) categories:  
   1.  Certified 
 2.  Fluent 
 3.  Not Applicable (N/A) 
See Attachment Z- Network Adequacy Certification Tool Bilingual Staff 

Certification Definition. 
 
 
Strategy 3:   
Research an external provider to train and assess staff who are assisting in 
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interpreting assistance to ensure quality of interpreting skill. Met 
Activities/Evidence:   
Identified Independent Learning Center of Kern County to provide 
interpreting training for KernBHRS staff for FY 19-20.   

 

 
 

Criterion 8 Outcomes Status Summary 
GOALS STRATEGIES STATUS 
Goal I Strategy 1 Met 

 Strategy 2 Met 
Goal II Strategy 1 Met 

 Strategy 2 Met 
 Strategy 3 Met 
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Criterion 8 Goals

Strategies Strategies Met
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CRITERION 8:  COUNTY MENTAL HEALTH SYSTEM ADAPTATION OF 

SERVICES 
Rationale:  Organizations should ensure that clients/consumers receive from all 
staff members, effective, understandable, and respectful care, provided in a 
manner compatible with their cultural health beliefs and practices and preferred 
language (CLAS Final Report). 
Goal I:  Enhance programs to effectively 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 culturally and linguistically 
appropriate services to clients.  Met 
Activities/Evidence:   
Implemented 5-year System-Wide Engagement Training February 2019.  Four 
(4) month course consists of engagement skills to outreach and serve various 
ethnic individuals and groups.   
Goal is for KernBHRS direct staff to complete the training.   
February 2019 Cohort # 1 Graduates= 52. 
June 2019 Cohort #2 Participants= 64 in process.   

Strategy 2:   
Specific direct service staff complete the Wellness Recovery Action Plan 
training to ensure that KernBHRS staff are trained in the recovery and 
wellness oriented engagement, approach, and adaptation of treatment.  Met 
Activities/Evidence:   
Total Wellness Recovery Action Plan Training Attendees= 151. 
Total Wellness Recovery Action Plan Advanced Facilitator Training= 2  

 

Goal II:  Enhance the beneficiary problem resolution process that are culturally and 
linguistically appropriate to identify, prevent, and resolve Grievance and Appeals.   
Strategy 1:   
Continued work with PRA to improve and/or update accessibility of Grievance & 
Appeal Procedures brochures translated in threshold language, Spanish. Met 
Activities/Evidence:   
Translated Grievances & Appeals Forms completed.    
Examples are titled in the below documents:   
 
PRA NOABD Notices 
Booklet and Provider Directory 
Welcome Packet 
KernBHRS Provider Directory 

November 2018 
Outreach & Education 
Kern ODS Waiver Beneficiary 

Handbook 
MHP Beneficiary Handbook 
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MHP Beneficiary Handbook 
MHP Beneficiary Handbook (Audio) 
PRA NOABD & NAR 
Your Rights 2019 Update 
Provider Directory and Info Sheets 
Continuity of Care Lobby Poster 

 

Strategy 2: 
Continued system-wide trainings to promote accessibility for all beneficiaries to the 
Grievance and Appeal Systems.  Met 
 
Activities/Evidence:   
Family Engagement & Integration Training under PRA are offered throughout 
the year.  Total Attendance= 226 FY 18-19. 
Strategy 3:   
Continued work with PRA to improve tracking and monitoring of post- grievance 
evaluations of grievances completed and their outcomes.  Specifically, complaints 
related to quality customer service grievances and efforts to resolve complaints.  
Met 
 
Activities/Evidence:   
According to the PRA Report, the below information was related to 
Grievance & Appeals.  Two (2) cases were related to Cultural 
Competence areas, which were resolved successfully: 
Total Grievance & Appeal cases = 310 
Preferred Language Breakdown of the 310: 
94.5 % English Speaking 
  5.5 % Spanish Speaking 
Nature of Problem Categories: 
Access/Linguistic Services=2 
Quality of Care/Appropriateness of Services=1 
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FY 2019-2020 CULTURAL COMPETENCE IMPROVEMENT PLAN  
 

The KernBHRS CC Plan Annual Update continues to be consistent with the 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 Domains, Criterions, and Standards. 
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 
adaptation of services 
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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 within the system. 
Strategy 1:   
Integrate the MHSA Annual Update and DMC-ODS- SUD cultural 

competence 
requirements into the CC Plan.   
Strategy 2:   
Partner with MHSA Team & SUD to identify, track, and monitor 

O&E, Workforce 
Education and Training, and other Prevention and Early 

Intervention 
activities/efforts and integrate information into the CC Plan.  
 
Strategy 3:   
CCRC meets monthly and reviews information and data on cultural 
and diverse factors, and makes recommendations on the planning, 
development, and improvement strategies to address cultural and 
linguistic appropriate services. 
Goal II:  Enhance and update Policies annually related to CC 
to promote culturally and linguistically appropriate practices 
and/or services.   
Strategy 1:   
Update policies (MH, SUD, and/or Contractor’s) related to 

Access & 
Language Line Assistance.   
Strategy 2:   
Update policies related to Patient’s Rights and Grievance 

Process. 
Strategy 3: 
Update policies related to required CC trainings.   
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CRITERION 2:  COUNTY MENTAL HEALTH SYSTEM 

UPDATED ASSESSMENT OF SERVICE NEEDS 
Rationale: A population assessment is necessary to identify the 
cultural and linguistic needs of the target population and is critical 
in designing, and planning for the provision of appropriate and 
effective mental health services. 
Goal I:  Complete MHSA Community Services and Supports 
population assessment and service needs.   
Strategy 1:  
Partner with MHSA Team to extract data collected and summarize 
population assessment by client race, ethnicity, language, age, 
gender and other relevant information.   
Strategy 2: 
Partner with MHSA Team to describe and identify outreach, 

prevention and early 
interventions priority populations in Kern County. 
  
Strategy 3:   
Enhance/Improve existing evidence-based programs and/or 
practices from data collected in the population assessment.     
Goal II:  Complete CC Formal Assessment.   
Strategy 1:   
Partner with SCRP to complete Final Report on KernBHRS Formal 
Assessment to identify needs, gaps, improvements areas, and/or 
other culturally and linguistic services 
Strategy 2:   
CCRC partner with Management Team, QID, MHSA and other key 
entities to review Final Report on KernBHRS Formal Assessment 
and identify key needs, gaps, improvements areas, and/or other 
culturally and linguistic services activities to complete. 
Strategy 3:   
Select key improvement areas to focus on and implement 
appropriate changes related to the Formal Assessment information 
gathered.   
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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. I f 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:  Partner with MHSA Team, SUD and other relevant entities 
to identify target populations with disparities.     
Strategy 1:   
Partner with MHSA Team and other relevant entities to address 
MHSA components such as Community Services and Supports, 
Workforce Education and Training, and Prevention and Early 
Intervention activities and/or programs to address target 
populations.   
Strategy 2:   
Partner with MHSA Team and relevant entities to list strategies to 
reduce population disparities identified such as LGBTQ+, 
homelessness, faith-based programs, and/or diverse groups.   
Strategy 3:  
Collaborate with MHSA team ad PIO to ensure all O&E fliers and 
announcement strategy activities are translated in threshold 
language, Spanish, including but not limited to MHSA Stakeholder 
Schedule Meetings.    
 
Strategy 4:   
Partner with MHSA Team and relevant entities to measure 
effectiveness and monitor activities/strategies for reducing 
population disparities.   
Strategy 5:   
Share with CCRC, Management Team, QID, and in various forums 
what has been 
working well and lessons learned through the process of 
KernBHRS’ development 
and implementation of strategies that work to reduce specific ethnic 
and/or other diverse group disparities (within Medi-Cal, Community 
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Services and Supports, Workforce Education and Training, and 
Prevention and Early Intervention). 
Goal II:  Meet or exceed 4.2 % Penetration Rate of threshold 

ethnic population 
Hispanic/Latino. 
 
Strategy 1:   
Partner with MHSA Team, System of Care Administrators, QID, 
ITD, and other relevant entities on outreach, access, engagement, 
and services activities to penetrate the Hispanic/Latino 
population.    
Strategy 2:   
Partner with ITD, QID & MHSA Team and other relevant entities to 
track and monitor Penetration Rate data.  
Strategy 3:   
Share data with CCRC, Management Team, QID, MHSA Team 
and/or in various forums on activities/strategies that have been 
working well and improvement areas to develop and implement to 
reduce disparities. 
Goal III:  Enhance/Improve Outreach & Education efforts and 
activities that are aimed at increasing penetration rate of the 
Hispanic/Latino population. 
Strategy 1:   
Partner with MHSA Team, O & E, PIO, and other entities to identify 
ways to increase O & E activities to penetrate the Hispanic/Latino 
population.    
Strategy 2:   
Partner with ITD, QID & MHSA Team and other relevant entities to 
track and monitor O & E data.  
Strategy 3:   
Share O & E data with CCRC, Management Team, QID, MHSA 
Team and/or in various forums on activities/strategies that have 
been working well and improvement areas to develop and 
implement to reduce disparities. 
Strategy 4:  
Under Workforce Education and Training funds, attend 2020 CC 
Annual Summit to learn specific strategies to outreach and 
penetrate the Hispanic/Latino population.  
Goal IV:  Meet or exceed 4.2 % Penetration Rate of threshold 

ethnic population 
African American/Black. 
Strategy 1:   
Partner with MHSA Team, System of Care Administrators, QID, 
ITD, and other relevant entities on outreach, access, engagement, 
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and service activities to penetrate the African American/Black 
population.    
Strategy 2:   
Partner with ITD, QID & MHSA Team and other relevant entities to 
track and monitor Penetration Rate data.  
Strategy 3:   
Share data with CCRC, Management Team, QID, MHSA Team 
and/or in various forums on activities/strategies that have been 
working well and improvement areas to develop and implement to 
reduce disparities 
Goal V:  Enhance/Improve Outreach & Education efforts and 
activities that are aimed at increasing penetration rate of the 
African American/Black population. 
Strategy 1:   
Partner with MHSA Team, O & E, PIO, and other entities to identify 
ways to increase O & E activities to penetrate the African 
American/Black population.    
Strategy 2:   
Partner with ITD, QID & MHSA Team and other relevant entities to 
track and monitor O & E data.  
Strategy 3:   
Share O & E data with CCRC, Management Team, QID, MHSA 
Team and/or in various forums on activities/strategies that have 
been working well and improvement areas to develop and 
implement to reduce disparities. 
Strategy 4:  
Under WET funds, attend 2020 CC African American Mental Health 
Annual Conference to learn specific strategies to outreach and 
penetrate the African American/Black population.  
Goal VI:  Meet or exceed 4.2 % Penetration Rate of threshold 
ethnic population 
Asian/Pacific Islander (API). 
Strategy 1:   
Partner with MHSA Team, System of Care Administrators, QID, 
ITD, and other relevant entities on outreach, access, engagement, 
and service activities to penetrate the API population.    
Strategy 2:   
Partner with ITD, QID & MHSA Team and other relevant entities to 
track and monitor Penetration Rate data.  
Strategy 3:   
Share data with CCRC, Management Team, QID, MHSA Team 
and/or in various forums on activities/strategies that have been 
working well and improvement areas to develop and implement to 
reduce disparities. 
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Goal VII:  Enhance/Improve Outreach & Education efforts and 
activities that are aimed at increasing penetration rate of the API 
population. 
Strategy 1:   
Partner with MHSA Team, O & E, PIO, and other entities to identify 
ways to increase O & E activities to penetrate the API population. 
Strategy 2:   
Partner with ITD, QID & MHSA Team and other relevant entities to 
track and monitor O & E data.  
Strategy 3:   
Share O & E data with CCRC, Management Team, QID, MHSA 
Team and/or in various forums on activities/strategies that have 
been working well and improvement areas to develop and 
implement to reduce disparities. 
Strategy 4:  
Under Workforce Education and Training funds, attend 2019 API 
MH Empowerment Conference to learn specific strategies to 
outreach and penetrate the API population. 
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CRITERION 4:  COUNTY MENTAL HEALTH SYSTEM 

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

MENTAL HEALTH SYSTEM 
Rationale: A culturally competent organization views responsive 
service delivery to a community as a collaborative process that is 
informed and influenced by community interests, expertise, and 
needs. Services that are designed and improved with attention to 
community needs and desires are more likely to be used by 
patients/consumers, thus leading to more acceptable, responsive, 
efficient, and effective care (CLAS, Final Report). 
Goal I: Enhance collaborations with community partners by 
maintaining CCRC to address cultural issues, participation from 
cultural groups, that is reflective of the community demographic, 
and integrates its responsibilities into KernBHRS System.   
Strategy 1:   
CCRC meets monthly to ensure CCRC members are diverse to 
review and 
contribute strategies, recommendations, and/or planning and 
development of 
CC items.   
Strategy 2: 
Collaboratively work with MHSA Team, O&E, and other internal 
and external entities to participate and provide feedback in the 
stakeholder’s and/or community events such as the MHSA 
planning process to address gaps and needs of CC services in the 
community.   
Strategy 3:   
Collaboratively work to participate in various meetings and/or 
events such as the 
SQIC, CCRC, QID, MHSA, and/or other community forums so that 
CC issues are included and addressed in committee work.     
Strategy 4: 
Collaboratively work with RSA, SUD and HR to track and monitor # 
of Peers & 
Family Supports staff who are onboarded to ensure they are 
integrated into 
KernBHRS and throughout the system.   
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CRITERION 5:  COUNTY MENTAL HEALTH SYSTEM 
CULTURALLY COMPETENT TRAINING ACTIVITIES 

Rationale: Staff education and training are crucial to ensuring 
culturally and linguistically appropriate services. All staff will interact 
with clients representing different countries or origins, acculturation 
levels, and social and economic standing. Staff refers not only to 
personnel employed by the organization but also its subcontracted 
and affiliated personnel (CLAS, Final Report). 
Goal I:  Utilize MHSA Workforce Education and Training funds to 
ensure education and CC trainings are available to the workforce, 
to address effectively serving diverse groups, unserved, and/or 
underserved populations. 
Strategy 1:   
All Staff (MH, SUD & Contractor) complete minimum six (6) hours 
of cultural competence trainings annually, measured by Relias 
transcript reporting.   
Strategy 2: 
Identify Licensed Professionals to complete the SCRP 12- week 
Multi-Cultural 
Clinical Supervision Training in order to provide effective 
supervision to clinicians.   
Strategy 3:  
Staff to complete System-Wide Engagement Training in order to 
work effectively with diverse groups.   
Strategy 4: 
Provide Peer Education Trainings and refresher courses for Peer 
employees and/or volunteers under MH and SUD. 
Strategy 5: 
CCRC and TRC review, track, monitor, and make 
recommendations on CC gaps and needs of CC training topics 
relevant to Kern County such as, but not limited to Mental Health 
Interpreters, LGBTQ+, Aging & Elderly, Disabilities, Veterans, 
Homeless and Poverty, Immigration & Acculturation, Transitional 
Age Youth, Foster Youths, etc.   
Goal II:  Improve analysis of the effectiveness of CC trainings. 
Strategy 1:  
Ongoing review of course evaluations for quality of trainings to 
identify improvement areas.  
Strategy 2:   
Utilize Relias to develop pre and post evaluations on trainings.      
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CRITERION 6:  COUNTY MENTAL HEALTH SYSTEM 

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

LINGUISTICALLY COMPETENT STAFF 
Rationale: The diversity of an organization’s staff is necessary, but 
not a sufficient condition for providing culturally and linguistically 
appropriate health care services. Although hiring 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:  Complete MHSA Workforce Needs Assessment, under the 
Workforce Education and Training component of MHSA.   
Strategy 1:   
MHSA, HR, and other relevant entities to review Workforce Needs 
Assessment data, compare data with the general Kern County 
population in order to recruit, hire, and retain a multicultural 
workforce to serve diverse populations.   
Strategy 2: 
HR and other entities to participate in recruitment and outreach 
strategies in various community events such as in University arena 
to recruit diverse individuals and groups.  
Strategy 3:   
HR, PIO, and other entities to target recruiting a multicultural 
workforce in all levels.   
Strategy 4:   
RSA, HR and other entities to recruit and retain, and track the # of 
peer support and family members with lived experiences.   
Goal II:  Utilize Workforce Education and Training funds to secure 
various resources and/or conference for staff retention and training.  
Strategy 1: 
Attend the following conferences, but not limited to:  CC Annual 
Conference, Leadership Conference, APA Conference, Annual 
Forensic Conference, and National Council Conference.  
Strategy 2: 
Attend Interpreter Trainings to maintain Tier I (Verbal) and Tier II 
(Written) Interpreter Certification.   
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CRITERION 7:  COUNTY MENTAL HEALTH SYSTEM 

LANGUAGE CAPACITY 
Rationale: Accurate and effective communication between clients, 
providers, staff, and administration is the most essential component 
of the mental health encounter. Bilingual providers and other staff 
who communicate directly with clients must demonstrate a 
command of both English and the threshold language that includes 
knowledge and familiarity 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:  Increase bilingual workforce capacity.   
Strategy 1:   
Dedicate resources to increase Tier I (Verbal) and Tier II (Written) 
Interpreters Certification.   
Strategy 2:   
Maintain contract with Language Line Services to assist with Limited 
English Proficiency, including but not limited to verbal interpreter, 
written translation, and Braille.   
Strategy 3: 
Maintain contract with Independent Living Center of Kern County to 
assist with Limited English Proficiency, including but not limited to 
ASL and Braille interpreter services.   
Strategy 4:  
Utilize MHSA Workforce Education and Training funds to build and 
support recruitment, retention, and/or training of bilingual and 
diverse workforce.   
Goal II:  Provide assistance to persons who have Limited English 
Proficiency by using interpreter services.     
Strategy 1:  
Maintain/update policies related to Language Line assistance, 
including but not 
limited to:24-hour phone line access, Telecommunications Device 
for the Deaf or California Relay Service, and providing interpreters 
in threshold languages at all points of contact (MH Hotline and the 
SUD Access Line).    
Strategy 2: 
Maintain and post posters/bulletins in clinics of the availability and 

information of 
interpreters assistance.   
Strategy 3:   
Track and monitor translated documents in culturally and 
linguistically appropriate 
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written information for threshold languages, including but not limited 
to the  following: member service handbook or brochure, beneficiary 
problem, resolution, grievance, and fair hearing materials, and other 
relevant consumer related documents (relates to both MHP and 
DMC-ODS).   
Strategy 4: 
Partner with Independent Learning Center of Kern County to provide 

interpreting training to staff.   
 

 
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:  Provide and make available culturally and linguistically 
responsive programs to accommodate individual or cultural and 
linguistic preferences in accordance to the American Disability Act. 
Strategy 1:   
Maintain/update the Beneficiary/Member Handbook and provide to 
consumers (relates to MHP and DMC-ODS) 
Strategy 2: 
Maintain/update the Kern Provider Directories and be available for 
consumers. 
Strategy 3: 
Visit physical KernBHRS ((MH, SUD, & Contractors)  clinic facilities 
to access and identify items (posters, magazines, décor, signs, etc.) 
needed to adapt the clinics to be assessible to disabled persons, and 
to adapt clinics to be comfortable and inviting to persons of diverse 
cultural backgrounds and populations served.   
Goal II:  Ensure the Beneficiary Problem Resolution Process 
addresses culturally and linguistically appropriate factors to 
resolve Grievance and Appeals (MHP and SUD).   
Strategy 1: 
Maintain/update policies related to beneficiary grievance and 

appeals.  
Strategy 2:   
Maintain/update Grievance & Appeal Procedures information, and 
to be translated 
in threshold language, Spanish or preferred language. 
Strategy 3: 
PRA track, monitor, and review change of provider/second opinion/ 
and/or grievance cases related to cultural and linguistic issues. 
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Summary 
 

The strategies outlined in the FY19-20 Cultural Competence Plan Improvement 
Goal 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 Use services in Kern 
County. The Cultural Competence Resource Committee, Cultural 
Competence/Ethnic Services Manager, Mental Health Services Act Team, Quality 
Improvement Division, Patient’s Rights Advocate, Substance Use Division, Training 
Review Committee, Information Technology Division, Public Information Officer, 
Outreach & Education Coordinator and KernBHRS Administration, along with 
partner agencies continue collaborative work, planning, and actions to ensure that 
the Cultural Competence Plan Improvement Goals are evaluated and completed at 
the end of FY 2019-2020.  Ongoing evaluation of the activities performed will assist 
in identifying areas of strength and/or improvement opportunities. Once 
improvement opportunities are identified, new goals and improvement strategies for 
KernBHRS, related to cultural competence issues, will be integrated into the daily 
work of all departments named above. Community partner agency efforts may also 
be aligned with the newly identified improvement strategies to ensure those 
individuals and groups seeking Mental Health and Substance Use services in Kern 
County receive consistent, culturally competent services throughout KernBHRS.  
 
The department met 18 out of 19 FY 18-19 goals, including offering training on the 
Cultural Competence Plan to all staff and completed 51 unique cultural competence 
courses.  As KernBHRS works towards accomplishing the 20 identified goals for FY 
19-20, ongoing efforts are not limited to but will highlight the following:  specific 
culturally competent trainings, LGBTQ+ and TAY youths, Zero Suicide, interpreter 
training, Homelessness outreach and treatment, and incorporating family and peer 
support systems.  Overall, KernBHRS is committed to being culturally and 
linguistically competent at all levels, in all services offered.   
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