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OVERVIEW

OVERVIEW
This document provides community members and stakeholders with an overview of local programs
funded by the Mental Health Services Act (MHSA), and reports on both program successes and –
shaped by stakeholder input – program goals. In addition, this document fulfills MHSA regulatory
requirements: California law requires that each county behavioral health agency prepare a threeyear plan outlining planned use of MHSA funds (called a Three-Year Program and Expenditure
Plan). Regulations require that MHSA plans be updated annually, reflect changes in funding or
program adjustments (called an Annual Update). This document serves as the three-year program
and expenditure plan for fiscal years 2017-18 to 2020-21 as well as the annual update for fiscal
year 2017-18.

Mental Health Services Act (MHSA)
Passed by California voters in 2004, the Mental Health Services Act (MHSA) provides funds to
counties for mental health services and programs. Local agencies must spend MHSA funds to
expand mental health services and cannot use them to replace existing state or county funding.
Proposition 63 provided a significant opportunity to rebuild California’s mental health systems after
years of decline and growing negative consequences.
Funded by a 1% tax on individual taxable income over $1 million, MHSA statewide revenue has
grown to approximately $1.5 billion a year. The state allocates funds to counties based on
population, poverty level and prevalence of mental illness. The bulk of MHSA funds are allocated to
counties to pay for local mental health services. A portion of MHSA funds are used at the state
level for administration costs and to fund certain initiatives.
MHSA is a significant component of Tehama County Health Services Agency (TCHSA) funding:
MHSA funds are approximately 18% of TCHSA’s overall budget and 33% of the Behavioral Health
budget. Figure 1 (page 2) shows that Tehama County receives between $2.5 million and $3.5
million annually in MHSA funding based on fiscal years 2012-13 through 2016-17. Figure 1 (page
2) also shows how much funding varies from year to year—by up to 40%. Because funding levels
vary, TCHSA manages MHSA funds conservatively to avoid disruption that would accompany
opening and closing programs.
MHSA law stipulates different service components: Community Services and Supports (CSS),
Prevention and Early Intervention (PEI), Housing, Innovation (INN), Workforce Education and
Training (WET) and Capital Facilities and Technological (CFT). CSS, PEI and INN are funded on
an on-going basis, with disbursement made monthly, while permanent housing, CFT and WET are
on a different funding scheduled (receiving, for example, one-time funds or funds for a finite period).
MHSA spending is structured, requiring minimum percentages spent on each of several
components: 76% must be spent on CSS (with 51% or more of on a level of care called Full
Service Partnership (FSP, see page 44); 19% must be spent on PEI (51% or more must be spent
on services for youth and transition-aged youth, or “TAY” ages 16 to 25); and innovation (INN)
receives 5%. Counties must maintain a “prudent reserve” of MHSA funds to help mitigate funding
fluctuation. MHSA does allow some cross over between components: For example, up to 20% of
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the average of the previous five years CSS annual funding can be spent on workforce training,
capital facilities and technology and/or prudent reserve.

Figure 1

MHSA funds, Tehama County. Fiscal year totals and % fluctuation
Fiscal years 2012-13 through 2016-17

Figure 2 illustrates that MHSA codifies a new approach to services that includes services being
client and family driven; designed with collaboration from the community; culturally competent;
integrated and comprehensive; focused on wellness, recovery and resilience.
Within the mandate that services are client and stakeholder driven, services are planned and
designed with extensive local stakeholder input: This process, the Community Program Planning
process (CPP), is documented and included—in its form as of January 2018—as Appendix A.

Figure 2

MHSA-mandated approach to services, examples
Client driven
CCR § 3200.50

Wellness, recovery & resilience focused
WIC§5806 and §5813.5
Community collaboration
CCR §3600.060

Culturally
competent
CCR § 3200.100
Family driven
CCR § 3200.120

LOCAL
SERVICES

Integrated service experiences for
clients and their families: accesses a full
range of services provided by multiple
agencies, programs and funding
sources in a comprehensive manner.
CCR §3200.190
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MHSA law requires emphasis on serving people historically unserved or under-served by traditional
mental health services. Finally, MHSA stipulates that a percentage of funding be used for
programs that test innovative, “out of the box” ways to provide services in ways tailored to the
needs of the community: Depending on the outcome of an innovation project, the program may be
integrated into on-going services or outcomes may be used to inform the design of future projects.

Tehama County
Tehama County has a strong local culture
based on long-established, tight-knit
communities in a striking rural setting. The
county’s cultural base includes an important
Native American presence and a substantial
Latino community. Straddling the basin of
California’s Central Valley and framed by
mountainous regions in both the east and west,
the county benefits from tourism while
maintaining an industrial base in agricultural and
animal production.
As of the 2010 census, Tehama County has a population of 63,463. Recent population growth in
the county has been close to level according to California Department of Finance (“County
Population Estimates and Components of Change by Year — July 1, 2010–2017”), increasing by
1.2% between fiscal years 2010-11 and 2016-17, a growth rate that is significantly lower than the
statewide total (5.9%) as well as the national total population increase (also 5.9% as of 2018 and
per the US Census website).
At 22% (2010 census data), Tehama
County’s Latino population is larger than the
national average of 16% and lower than the
California average (38%). Spanish is the
county’s single threshold language, and the
remaining population is predominantly white,
with 1% Black or African American, 5%
American Indian and Alaska Native and 1.6%
Asian.

Figure 3

California counties, population age 65 +
2014 census data via seniorcare.com

While Tehama County maintains a strong and
diverse local culture, it faces unique
challenges in service provision. A significant
county and regional issue is poverty: 2016
American Community Survey (ACS) data
shows that—at 21.5%—Tehama County’s
poverty rate is significantly higher than both
state (16%) and national averages (15%).
Because most counties in the superior region
have similar poverty levels, this may
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compound the effects of rural poverty including, and for example, a regional service level that may
be relatively low, static or limited but that is serving a high needs region.
Also based on federal 2016 ACS data, the median household income in Tehama County is
$40,687: This is 36% less than the California median income of $63,783 and 26% less than the
national median income of $55,322. Conversely, while income is significantly lower than average,
the price of a home is not lower: Home prices in Tehama County are about the same as the
national median, approximately $180,000. The combination of average lower incomes in
conjunction with the average cost of a home not being lower may result in a sharper climb to home
ownership (and the attendant life stability and benefits of home ownership).
Another regional and local issue is an aging population and static population growth. Figure 3
(page 3) and Table 1 (below) show that, by age group, Tehama County and the superior region as
a whole have more older adults than the state-wide average. Specifically, 19% of Tehama County
residents are over the age of 65, a rate significantly higher than the 14% state average but in line
with the high rate in the superior region as a whole (21%).

Table 1

Population by age group, compared to state regions and state average.

2017 CA

Dept of Finance Projection www.dof.ca.gov/Forecasting/Demographics/projections/

Age: 0-5
(2017)
Tehama county
Superior
Central
Bay Area
Southern
Tri Cities
California avg

8%
6%
7%
6%
8%
8%
8%

Age: 6-17 Age: 18-64
(2017)
(2017)
16%
14%
16%
15%
16%
16%
16%

57%
58%
60%
62%
62%
63%
63%

Age: 65+
(2017)
19%
21%
17%
17%
15%
14%
14%

At 7.5%, Tehama’s veteran population is significantly higher than the state average (4.4%) and
higher than the national average (6.0%). Based on federal census ACS data for 2017, Tehama
County—at 15.3%—has more than twice the population of people under age 65 who have a
disability (the California state average is 6.8% and the national average is 8.6%).
Based on federal ACS data, the percent of Tehama County residents who have a bachelor’s degree
or higher is 14%, less than half of the rate for California (34%) and the national average (30%).
Figure 7 (page 5) shows the County’s high school completion rate is better than the state average:
This statistic—combined with a lower population of adults, a higher population of older adults and a
population that has not grown/is static—may indicate that youth who leave to pursue jobs, higher
education and/or training may not return to Tehama County as adults. Overall Tehama’s
population is aging, a demographic that may be augmented by retirees from other California regions
seeking Tehama’s lower cost of living and high quality of life.
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Figure 6 (page 5) shows above-average substantiated rates of child abuse or neglect, rates of
children entering foster care (with higher rates within the white population when compared to
Latino). Recent county Social Services data shows improvement in Child Protective Services
involvement: Specifically, families receiving services towards reunification show 44% fewer cases
from April 2018 compared to April 2017.

Figure 4

Figure 5

First entries into foster care by race/
ethnicity Caucasian. 2013-15. kidsdata.org

First entries into foster care by race/
ethnicity Latino. 2013-15. kidsdata.org

Figure 6

Figure 7

Substantiated rates of child abuse or
neglect. 2015. kidsdata.org

High school completion rates. 2015.
kidsdata.org

5

OVERVIEW
Using 2016 data from the California Department of Public Health’s “epicenter” website
(epicenter.cdph.ca.gov), Table 2 shows Tehama County deaths by suicide are over two times
higher than the state average (25 deaths by suicide per 100,000 while the California average is 11).
Statewide, rates of suicide by men are three times higher than rates for women: This trend is also
reflected in Tehama’s rates where suicides by men (38 per 100,000) are over three times the rate of
suicide by women (12 per 100,000). These patterns are repeated when compared to select
superior region counties, namely higher than average rates of suicide overall, driven by very high
rates for men. Figure 8 is from a RAND Corporation study of earlier data (2008 through 2010)
which again shows significantly higher suicide rates throughout the superior region.

Table 2

Deaths by suicide per 100,000, by gender. California rates compared to select
superior-region counties. 2016
All
California
Tehama County
Butte County
Shasta County
Siskiyou

% over
California Rate

Male
11
25
22
21
34

17
38
36
32
50

124%
113%
91%
196%

Female

% over California
Rate

5
12
8
10
18

145%
58%
97%
255%

Figure 8

California suicide rates by region per 100,000 people, 2008-10

www.rand.org/pubs/research_briefs/RB9737.html
Ramchand, Rajeev and Amariah Becker, Suicide Rates in California: Trends and Implications for
Prevention and Early Intervention Programs. Santa Monica, CA: RAND Corporation, 2014. h.
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Tehama County has characteristics that, in
combination, create unique challenges in both
providing care and to community members
who are accessing care. These
characteristics include poverty, geographic
isolation, transportation barriers, a lack of
providers and stigma.

Figure 9

Tehama County, geographic context

Poverty: Based on 2016 census data, the
percent of people living in poverty in Tehama
County is 20.9%, approximately 25% higher
than both the state average of 14.4% and the
national average of 14%.

Red Bluff to Bay Area
167 miles/ 3 hours by car.

Red Bluff to Sacramento
130 miles, 2.5 hours by
car.

Geographic isolation: Tehama County is
rural and sparsely populated, with a
population density of 22 people per square
mile (the California average is 239 people per
square mile). Tehama County is
geographically isolated, with a car travel time
of two to three hours to the nearest major
metropolitan area (Sacramento).
Within the county, communities are
geographically isolated. 60% of Tehama County residents live in unincorporated areas, almost four
times the state average of 14%. The county’s size (nearly 3,000 square miles) and sparse
population result in significant distances within the county to reach services. Most major
services—including the county’s only acute care hospital—are in the county seat of Red Bluff (pop.
14,076 per 2010 census).
Limited transportation options: Because of the county’s size and
sparse population, public transportation is limited, and travel is privatevehicle dependent. One example regarding public transportation is that
the community of Rancho Tehama receives bus service on Wednesday’s
only, one time a day. Poverty, lack of affordable public transportation
and large distances may result in transportation being an economic
challenge and potential barrier to care.
Workforce shortage: Tehama has a significant behavioral health
workforce shortage. As a behavioral health employer, the County
struggles to find and retain qualified behavioral health staff including
psychiatrists, clinicians, nurses and case managers.
Stigma discourages individuals from seeking services: Tehama
County residents may be wary of accessing mental health services in a
small, deeply interconnected county where maintaining anonymity and
privacy may add a layer of complexity.

“Stigma is
particularly intense
in rural
communities,
where anonymity
and privacy are
difficult to
maintain.”
www.nationalregister.org/pub/thenational-register-report-pub/fall-2012issue/the-state-of-rural-mental-healthcaring-and-the-community/
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MHSA Program Schematic, Tehama County Health Services Agency (TCHSA)
MHSA
COMPONENT
PROGRAM/LOCATION
and PROGRAM
COMMUNITY SERVICES & SUPPORTS

SERVICE TYPES/MODES

EVIDENCE-BASED INTERVENTIONS

COMMUNITY EDUCATION & LATINO OUTREACH
Moved to PEI as of July 1, 2017
ACCESS

See CSS, Access, starting page 24
Youth Empowerment Services (YES)
Wellness and Recovery Center

Case management, rehabilitation, individual
therapy, group therapy, linkage to other services,
psychiatry and tele-psychiatry.

WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT

Corning Center, Los Molinos and Rancho
Tehama

Case management, rehabilitation, individual
therapy, group therapy, linkage to other services.

WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT

On-call clinicians

Crisis intervention

Clinical assessment, interventions

Co-occurring Level I

Primary diagnosis is Substance Use Disorder (SUD)
with mild-to-moderate mental illness.
24/ 7 crisis intervention unit.

WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT, the Matrix model.
Seeking Safety

Vista Way Wellness and Recovery Center

Community Crisis Response Unit (CCRU)

WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT
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CSS, continued
MHSA
COMPONENT
PROGRAM/LOCATION
and
PROGRAM
FULL SERVICE PARTNERSHIP

SERVICE TYPES/MODES

EVIDENCE-BASED INTERVENTIONS

See CSS: Full Services Partnership (FSP), page 44

Adults and older adults at Vista Way
Recovery Center
Transition-aged youth (TAY), YES
Recovery Center

Case management, rehabilitative services,
individual therapy, group rehabilitative therapy.
Case management, rehabilitative services,
individual therapy, group rehabilitative therapy.

WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT
WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT

Assertive Outpatient Treatment (AOT),
presented in concept.

Possible program, under review starting 2018.
Court-mandated FSP-level care, including case
management, rehabilitation, individual therapy,
group rehabilitative therapy.
Co-Occurring Level Two is for clients with cooccurring disorders with severe and persistent
mental illness who also have a substance use
disorder (SUD) diagnosis.
See CSS: Client Employment Programs page 49

WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT

Co-occurring Level Two
(Behavioral Health Co-occurring or BHC
FSP)
EMPLOYMENT: rehabilitative & peer advocates

WRAP, CPT, Therapeutic Drumming, TF-CBT,
Seeking Safety, MRT, the Matrix model

Rehabilitative training and employment as Peer Assistants, supporting services at Vista Way and the YES Center and/or participating in
rehabilitative employment activities (landscaping, catering and others). Peer Assistants are often FSP clients.
Peer Advocates is an additional level of employment: Peer Advocates are part of the support system provided to individuals and groups at
Vista Way Wellness and Recover Center and YES Wellness and Recovery Center.
HOUSING, transitional
See CSS: Transitional Housing, page 50
Transitional housing

Case management, rehabilitation, individual therapy, group therapy.
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MHSA
COMPONENT,
PROGRAM or LOCATION
PROGRAM
PREVENTION & EARLY INTERVENTION (PEI)

REPORT SECTION & PAGE #

COMMUNITY EDUCATION & LATINO OUTREACH
Community outreach activities and programs

PEI: Community Engagement & Latino Outreach (CELO), page 56

Latino/Latina/Latinx outreach
PARENTING TRAINING & SUPPORT (NURTURING PARENTING & GROUP)

PEI: Nurturing Parenting, page 59

STIGMA REDUCTION

PEI: Stigma-Reduction, page 65

May is Mental Health Month events and marketing

PEI: Stigma-Reduction, page 65

Mental Health First Aid (MHFA) training
Crisis Intervention Team (CIT) training, law enforcement
SUICIDE PREVENTION

PEI: Stigma-reduction, Mental Health First Aid, page 66
PEI: Stigma-reduction, Crisis Intervention Team (CIT) training, page 68

Suicide prevention activities, including events & social marketing.
ASIST (Applied Suicide Intervention Skills Training) and SafeTALK
training.
TeenScreen, risk screening for youth
SPECIAL-FOCUS GROUPS & SUPPORT

PEI: Suicide Prevention, page 70
PEI: ASIST and SafeTALK, page 78

Support for families and caregivers
Support for first episode psychosis youth and TAY

PEI: Teen risk screening, page 73
Support for family members and caregivers, page 75
Support groups, First Episode Psychosis (FEP) youth/TAY and their
families/caregivers, page 76

EVIDENCE-BASED INTERVENTIONS, PREVENTION
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT)
Parent Child Interaction Therapy (PCIT)
Therapeutic drumming
PEER ADVOCATES in PEI programs
Peer support, individual. Wellness Center at Vista Way

Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), page 78
Parent Child Interaction Therapy (PCIT), page 79
Therapeutic Drumming, page 80
PEI: Peer advocate program, page 82
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Peer-run groups and activities
TalkLINE staffing, phone coverage hours
TalkLINE community outreach and marketing

MHSA
COMPONENT,
PROGRAM
INNOVATION 2017-18 through 2020-21

PROGRAM or LOCATION

Tech Suite, tentative date January 2019 for pilot. Pending review.

REPORT SECTION & PAGE #

INNOVATION: THE TECH SUITE, page 85

HOUSING, PERMANENT SUPPORTIVE
Supportive housing in which the County agrees to provide services to
residents for the term of the loan, which can range from 20-57 years.
WORKFORCE EDUDCATION and TRAINING (WET)

HOUSING, page 106

Supports training and education for TCHSA staff that promotes efficacy,
staff expansion and best practices.
CAPITAL FACILITIES AND TECHNOLOGY

WORKFORCE EDUCATION AND TRAINING (WET), page 109

Electronic health records (EHR) system.

CAPITAL FACILITIES AND TECHNOLOGY (CFT), page 112
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COMMUNITY PROGRAM PLANNING
The Community Program Planning process (CPP) used to create this Three-Year Plan and
Annual Update is attached in its entirety as Appendix A. Outreach scope and broad results are
described below.

Local Approval Process
This Draft Three-Year Plan and Annual Update was available for public review and comment from
November 7, 2018 through December 7, 2018. We received 5 responses during the 30-day
public review and comment period: These comments are reflecting in stakeholder feedback
supporting the current Plan or, if not, will be tracked by TCHSA as areas of interest to determine
future programming.
The County Mental Health Board held a public hearing after the close of the 30-day public
comment period on Wednesday, December 12, 2018, from 12:00-1:30 p.m. at Vista Way
Recovery and Wellness Center (1445 Vista Way, Red Bluff CA).
At that meeting, the County Mental Board voted to recommend that the Board of Supervisors
approve this Three-Year Plan and Annual Update.

Stakeholder Participation
The MHSA stakeholder outreach process conducted in spring 2018 used a multi-pronged/multiplatform approach that includes following approaches:
•

•
•
•

The MHSA Stakeholder Subcommittee, a standing subcommittee of the Mental Health
Board, has been broadened and re-invigorated to take a lead role in stakeholder
outreach, CPP review and review of draft plans. With 18 members, the subcommittee
includes adult consumers; bi-lingual Spanish members; families, family members and
caregivers; seniors; law enforcement; local NAMI and others. The subcommittee met
and recommended a draft Community Participation Plan for Mental Health Board
approval (see Appendix A).
Four widely-publicized community stakeholder meetings in diverse county locations, two
of which included bi-lingual Spanish support.
A series of targeted focus groups for interagency coordination committee members,
LGBTQ+, transition-aged youth consumers, adult consumers and incarceration re-entry.
A community survey administered on-line and via hard copy, in English and Spanish.

63 people attended MHSA stakeholder meetings and focus groups (34 at community meetings
and 29 at focus groups). TCHSA conducted four public community meetings, two in Red Bluff,
one in Los Molinos (east County) and one in Corning (south County). TCHSA staff provided bilingual Spanish support at the Los Molinos meeting. An adult consumer member of the MHSA
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subcommittee, along with a bi-lingual Spanish speaking staff member, provided bi-lingual support
at the Corning community meeting.
TCHSA advertised MHSA meetings via public services announcements in local newspapers,
through outreach conducted by the County’s MHSA Stakeholder Subcommittee and by “email
blasts” to approximately 300 recipients from broad sectors and segments of the community. In
addition, TCHSA attended existing community meetings to present and request survey
participation.
TCHSA received 275 survey responses. Provided in English and Spanish, the survey was posted
on the County’s main website and the TCHSA website and could be completed via smart phone,
tablet or computer. To solicit the broadest possible feedback, the survey included 16 comment
boxes.
MHSA stakeholder meetings data indicates that attendees tended to be adult (64%), female
(67%), English primary speakers (84%).
The focus group that received the most
Table 3
attendees was for adult consumers (17
Survey respondents, self-identification
attendees).
n = 275
Table 3 shows that—of survey
respondents—the five highest selfidentified respondent types are educator/
teacher, consumer or client, county
employee, senior, family member of
consumer, advocate. At 71%, responses
from women are higher than County
demographics. The same is true of
community meetings, whose attendance
was 67% women. The community survey
was not designed for children or youth
under 15 and did not actively target that
demographic. In future outreach, TCHSA
will consider ways to received youth input.
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Community Stakeholder Input
Community stakeholder input: methods and sources
The survey conducted as part of the Community Program Planning
(CPP) process yielded 275 survey replies and the Community Program
Planning as a whole (both survey and responses given in community
meetings and focus groups) provided 595 separate comments. The
breadth of respondent types indicates that outreach was both
appropriate and successful.
Data trends will guide future outreach, including increased outreach
certain groups. TCHSA will continue to increase the diversity of
meeting participants including but not limited to veterans, veterans’
services, men, transition-aged youth (TAY) and TAY clients, youth, the
Latino community and mono-lingual Spanish speakers, medical
primary care providers and the business community.

24% of community
survey respondents
identified as clients,
the second highest
community
member type to
complete the MHSA
stakeholder survey.

Of 595 comments received in the Community Program Planning, 70%
were submitted via on-line or hard copy survey, 12% come from
community stakeholder groups and 18% came from focus groups.

Table 4

Stakeholder comments, source. n = 595
Survey

416

70%

Focus group

107

18%

72

12%

595

100%

Community meetings
Total

Community stakeholder input: categories
Of the 595 stakeholder comments, there were two broad types:
•

423 “requests” including comments like “There should a group on grief and loss.” or “Please
increase collaboration with schools.”

•

121 “statements” such as “Mental health services are warranted.” or “I like Vista Way.”
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Table 5 shows how comments break down into six broad categories. The main categories are
requests to that TCHSA improve its services (30%), request for increased services (21%),
request for new services and (20%), comments in support of existing services (27%). A small
group of comments (13 or 2%) asked for a major change in focus or philosophy including, and for
example, calls for services to not make people dependent on government services. Five
comments were statements that TCHSA staff were not able to interpret or categorize. 75
comments received were may not be within the sphere of MHSA or TCHSA, and include requests
to provide inpatient facilities, youth centers and/or skilled nursing facilities.

Table 5

Stakeholder comments, grouping by category of comment. n = 595
Category
Change focus
Improve

#

%

13
177

2%
30%

Increase

122

21%

New service,
requests for
Other
Support of existing

119

20%

5
159

1%
27%

595

100%

Description
Various: overarching change in philosophy or focus.
Increase & improve public information about services: major theme. Also:
timeliness, improve the services provided in areas of the county that are not
Red Bluff, collaborate with more partners including schools, make processes
easier, increase staffing levels.
More services in general. Housing, homelessness services and outreach,
services in other areas of the county. Develop services for LGBTQ+ and
increase cultural competency among clients & staff.
Numerous. AOT/Laura's Law, parenting training, parenting support, services
with or at schools, more groups.
Not able to interpret / understand comment.
Various including WRAP, peers and peer advocates as key s supports,
community trainings, TalkLINE, YES and Vista Way Wellness and Recovery
Centers, trauma-focused modalities.

Community stakeholder input: tone
Overall, the tone of comments received during the CPP process is positive and focused on
constructive feedback, indicating that Tehama has strong and willing community collaborators.
Specifically:
•

56 comments were negative responses regarding Behavioral Health, citing timeliness,
confusing process and/or a lack of clear information about services.

•

133 responses are positive in tone, include support of or appreciation for existing
programs or services.

•

391 comments are neutral and constructive, including requests for increased service
levels, new services or suggestions for improving services.
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Community stakeholder input: major themes
Major themes in stakeholder comments include:
•
•
•
•
•
•
•
•

Improve timeliness of access to services.
Increase and improve information.
Improve accessing services because the process is difficult or confusing.
Increased staffing is needed to serve more people.
Serve more areas of the county including increased outreach. See Stakeholder input,
access (Corning, Los Molinos, Rancho Tehama), page 35;
Increase community trainings. See Stakeholder input, stigma reduction page 65;
Stakeholder input, stigma reduction - Mental Health First Aid, page 68; Stakeholder
input, page 68; Stakeholder input, suicide prevention, page 70
Increase parent training and parent support. See Nurturing Parenting Stakeholder input,
page 59.
Increase collaboration with schools and school services. See Nurturing Parenting
Stakeholder input, page 59; Stakeholder input, suicide prevention, page 70.

Multiple comments addressed barriers or potential barriers to accessing services. These
comments cover a range of concerns including long wait times, process confusion, lack of
information and lack of providers. Example comments regarding timeliness of to access services
include:

“Timeliness in accessing MH [mental health] services for individuals with MC [MediCal] is one of the biggest barriers. It is very discouraging to individuals who are
already struggling. Many times they just give up.”
Example comments regarding improved information include:

“There needs to more and better information for consumers and it needs to be age
appropriate and available in the way that young people find information -- Facebook,
on-line, Twitter.”
Comments regarding confusion around Behavioral Health processes include:

“[S]ervices at [mental health] MH are hard to get. The process is not clear and [is] very
frustrating”

“Please work on making your services easier to access and easier to understand the
process.”
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“A patient advocate or patient navigator is needed [to help with the process of
accessing care].”
Comments requesting or pointing the need for increased behavioral health staff include:

“[N]ot enough providers for the number of people in the county.”
“There are not enough therapists and the wait time is too long.”
Stakeholder feedback includes a broad theme of increased outreach, with comments including:

“There needs to be more public outreach in the field to engage people who are [in]
need [of] services but aren’t able to seek out [or] get services themselves on their
own.”
Table 6 (page 18) shows how TCHSA used data received via the Community Program Planning
(CPP) process to:
1) confirm that new programs and initiatives aligned with stakeholder feedback;
2) identify new program goals;
3) identify potential (new) initiatives.
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Table 6

Stakeholder feedback themes compared to current TCHSA initiatives
Stakeholder feedback area
Increase and improve
information about services

Current TCHSA initiatives addressing community feedback
Tech Suite, new website, WRAP @ library, growth of peer
employment program and the breadth of peer involvement,
TalkLINE outreach at Farmer’s Markets.

Timeliness, serve more
people

Hiring clinicians, mobile crisis/on-call implemented July 2018.

Serve more areas of the
county

TCHSA is increasing services in Los Molinos, is providing a
weekly group in Rancho Tehama, continues to focus on
services in Corning, and hopes to increase access for all
communities through the INN Tech Suite (see page 85).

Increase community
trainings

TCHSA continues to train more trainers in Mental Health First
Aid (MFHA) and has instituted a Wellness Action Recovery
Plan (WRAP) group at the main county library in Red Bluff.

Parenting support and
collaboration with schools

Participated in summit and collaboration initiative, providing NP
at Red Bluff school district, pursuing increased collaboration
with schools.

Improve cultural
competency

Active TCHSA cultural competency committee, on-going
training and policies. Reviewing training options for clients.

Support of the peer support
and/or the Peer Advocate
program

The role of Peer Advocates is formalized and broadening,
including Peer Advocates conducting WRAP groups, other
groups.

Note: Answers to general survey questions that were “high level” or general are included in this
section; survey response to question that relate to specific programs are included in that
program’s section.
Figure 11 (page 18) describes responses to the survey question, “In general, I know what mental
health services are available and where.”, with 65% either agree or strongly agree, 16% disagree
and 2% strongly disagree.

Figure 10
Survey response: In general, I know what mental health services are available & where.
n = 272

Agree, 46%

Strongly agree,
19%

Neither agree or
disagree, 15%
Disagree, 16%
Strongly disagree,
2%
N/A, 1%
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Table 7 lists responses to a survey question ranking the severity of barriers to accessing care. All
potential barriers were ranked as above “somewhat of a barrier” but below “extreme barrier”.
Respondents felt the two most significant barriers are 1) being too sick to access care, and 2)
homelessness. The least significant barriers are 1) services not being available during nonbusiness hours, and 2) negative stereotypes/ stigma. Responding to a survey question asking
how people access mental health services, the most common answer is through County
Behavioral Health outpatient services or (second) the Community Crisis Response Unit (CCRU).

Table 7

Survey response: Barriers to accessing services. Ranked. n = 252
Rank
1
2
3
4
5
6
7
8
9
10
11
12
13
14

Barrier type

Level

Being too sick to know services are needed
Homelessness
No insurance
Cultural differences not respected or recognized
Lack of funds
Unaware of services
Childcare
Substance use disorder
Transportation
Services not in primary language
Age differences not respected or recognized
Lack of MH providers
Non-business hours
Negative stereotypes (stigma)

Moderate
Moderate
Moderate
Moderate
Moderate
Moderate
Moderate
Moderate
Moderate
Moderate
Moderate
Somewhat
Somewhat
Somewhat

19

COMMUNITY NEEDS ASSESSMENT

COMMUNITY NEEDS ASSSESSMENT
For convenience and clarity related to requirements in California Code of Regulations, Title 9
section 3650(a)(5), this section contains community-identified needs (“community assessment”)
and addresses the capacity for meeting those needs.
Throughout the Community Program Planning (CPP) process, community stakeholders received
information about MHSA-funded programs and services and, in turn, provided input regarding
community needs as well as suggestions for how TCHSA might strengthen MHSA services for
county residents.
Feedback from community stakeholders contains several themes, including: the level, type and
format of service information available; services and information for parents/caregivers; housing;
services for youth and TAY; transportation issues and options; outreach to at-risk populations;
emerging trends and needs related to bullying and cyber bulling.
Consumers, family members and stakeholders described difficulty in knowing how to access
services and where to go for information. While TCHSA has a variety of resources in place,
including a 24/7 crisis unit, TCHSA has identified systems that need improvement.
Behavioral Health has begun or completed system improvements in multiple areas of need
identified by community stakeholders. Related to a community-identified need for clearer and
better information about services, improvement initiatives include:

• An expanded CPP process for the current MHSA plan (and as described in Appendix A)
•

•

•

•
•
•

•

reached many stakeholders and provides a bedrock of data for future outreach
processes.
A new agency website improves access to information.
An MHSA stakeholder committee resumed as of April 2018. The committee is a formal
subcommittee of the county Mental Health Board. In its newly expanded form, the
committee includes representation of broad interests and demographics. The
committee will continue to pursue diversity in its membership.
On-call clinicians increase availability and expediency of after-hour assessments and
service referrals.
Establishing a physical presence in disbursed areas of the county, including Los Molinos
and Rancho Tehama, increases accessibility and dissemination of information.
Continued growth of bi-lingual Spanish staff increases accessibility and culturallycompetent resources for the Latino community.
Improved information and accessibility through an innovation project, the Tech Suite,
which will include information and referrals to Behavioral Health services, linkages to
state and federal programs, and services unique to the platform. The Tech Suite will
provide information in Spanish (Tehama County’s sole threshold language) and other
languages may be available as needed.
Increased collaboration with local National Association National Alliance on Mental
Illness (NAMI) affiliate, with physical office space provided to NAMI in the adult/older
adult resource center at Vista Way. NAMI supports stakeholder input, outreach,
collaboration and information dissemination.
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•
•

At risk populations including the LGBTQ+ community remain a focus, and Behavioral
Health is collaborating with providers in neighboring counties regarding LGBTQ+ support
potentially via a regularly-occurring group.
Collaborative efforts with schools and the Department of Education are increasing
around Nurturing Parenting (for example), and TCHSA will review additional
opportunities to collaborate. TCHSA is participating in a pilot for TeenScreen, a
teen/youth suicide-screening tool being retooled by Stanford University, and services will
result at school sites.

Community members/stakeholders and TCHSA both identify an on-going need for housing
options that span temporary shelter, transitional housing and permanent supportive units. A
permanent homeless shelter remains a key goal for TCHSA and collaborators, with the Tehama
County Housing and Homeless Stakeholder Coalition making significant progress that includes a
10-year plan to end homelessness. A MHSA-funded special needs housing program (SNHP)
development will provide permanent supportive housing units (page 85). Expanding the capacity
within transitional housing services remains a goal (see page 50). Finally, TCHSA has identified
a growing need for supportive housing that can serve adults and older adult mental health clients
with complex medical issues.
Community members indicated it is difficult for parents, providers, educators and other
professionals to determine where and how to refer children and parents/caregivers for help once
a need has been identified. Accessing services for children can be confusing because children
are served by multiple service providers that may evolve depending on the child’s age,
intervention needed, the varying programs within the County’s different school districts, foster
care status and other factors. TCHSA will continue to provide information regarding services for
parents/caregivers and children while remaining aware that comprehensive information is a
collaboration of all service providers: This insures that the full array of services for children, and
what entity should be providing those services, is available to both providers and consumers.
Bullying, including cyberbullying, is an identified area of concern. As patterns and needs evolve,
TCHSA will continue to collaborate with schools, law enforcement and other stakeholders on both
prevention and direct services.
TCHSA remains committed to transition-aged youth and is monitoring barriers to access including
stigma, privacy concerns, lack of information, isolation and other factors. TCHSA is looking for
additional ways—including technology and the Tech Suite project (page 85) to reach TAY
clients/potential consumers in both English and Spanish and via platforms that are youth
appropriate.
Stakeholders describe transportation as an issue in a large rural county, and geographic isolation
is a barrier to access care. Public transportation options in Tehama County are limited. TCHSA
is committed to continuing transportation assistance. TCHSA will continue to seek out solutions,
including collaborations, for increased transportation options for clients and would-be consumers.
Stakeholder feedback indicates a desire for increased outreach to people who are homeless,
older adults, those at risk of suicide, LGBTQ+ community members and other populations.
TCHSA will continue its focus on community outreach, with efforts including focus groups,
meetings and surveys; pursuit of the Tech Suite as a support and outreach tool; increased and
on-going collaboration with schools, other agencies and community partners
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COMMUNITY SERVICES & SUPPORTS (CSS)
CSS are programs and strategies that
•
•
•

provide full services partnerships (FSP), a “whatever it takes” level of service;
improve access to unserved or underserved populations;
apply a recovery-focused approach to existing systems and services.

CSS: Allocation by Fiscal Year
MHSA funds vary depending on economic conditions and other factors. In addition, funds can roll
forward: Stated budgets, therefore, are current estimates.
FY 2017-18
$3,199,826

FY 2018-19
$3,231,842

FY 2019-20
$3,264,143

CSS: Stakeholder input addressing broad areas
Responses to the CPP survey indicate people agree that Behavioral Health CSS services are
provided with a focus on wellness, resiliency and recovery; include community collaboration; are
integrated and culturally competent; and focus on the unserved or underserved (survey responses
for each category was “strongly agree” or “agree”).
Figure 12 (page 23) shows results for ranking adult services provided by TCHSA. Services listed
are ranked “essential” or “high priority” except for full service partnerships and Cognitive Behavioral
Therapy which were ranked medium priority. Note: Dialectical Behavior Therapy was rated as “high
priority” and is not a service currently offered by TCHSA.
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Figure 11

Adult services. Ranking. Weighted average. n = 201

*not yet implemented

Figure 12 shows survey responses that rank TCHSA youth services. All services listed received a
“high priority” ranking except for therapeutic drumming (medium to high priority). Of note is that TFCBT has the highest ranking within youth services yet TCHSA has difficulty recruiting families for this
service: TCHSA will be reviewing root causes.

Figure 12

Survey response. Youth services, ranked. n = 205
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CSS: Community Education & Latino Outreach (CELO)
Community Education and Latino Outreach was part of CSS prior to having a Prevention and Early
Intervention program structure. Now that a PEI structure is place, TCHSA has moved this program
to PEI as of July 1, 2017. (See PEI, page 56)

CSS: Access
TCHSA provides services—and service access—in two ways. The
first way is physical service locations. The second type of access is
providing programs that give access to mental health services.
Two focused access centers, located in Red Bluff, are the Youth
Empowerment Services (YES) Recovery Center. The YES Center
services transition-aged youth (TAY, ages 16-25), including FSP-level
care. The Vista Way Recovery Services Center (VWRS or Vista
Way) serve adults and older adults. Within Vista Way, the Wellness
Center enhances FSP-level care and provides peer-run and
consumer-directed services.

Rehabilitation
psychosocial rehabilitation
(rehabilitation) supports
recovery, integration
within the community
(through work, school and
social involvement) and
an optimal quality of life
for someone living with
serious mental illness.

TCHSA also maintains centers that provide service access to broader
parts of the county. In south county, at the Corning government
center, TCCSA-BH provides services that include case management
and a full-time bi-lingual Spanish clinician. Using a government
center that houses social services, veteran’s support and other county
services, TCHSA has established a presence in Los Molinos (east
county). Beginning in 2017, TCHSA provides a weekly group in the
Ranch Tehama community (west county).
Access services include case management, psychosocial
rehabilitation, peer supports and group therapy. Groups focus on psychosocial rehabilitation,
helping people develop the social, emotional and intellectual skills they need to live happily with the
smallest amount of professional assistance possible. Broadly, rehabilitative groups focus on two
areas that help reduce the stresses experienced by clients in recovery from mental illness: learning
coping skills and developing healthy resources (both internal and among peers, friends and family)
to successfully navigate stressor is to clients developing resiliency, attaining life stability and
minimizing crisis events. Avoiding crisis events lessens hospitalization, homelessness and other
negative outcomes that are disruptive to the client and the community.
Groups enhance individual therapy, providing rehabilitative support with the goal of community
integration and stability. Groups also provide structured opportunities for socialization and
community building, decreasing the isolation often experienced by those facing mental health
challenges.
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Described below, evidence-based interventions used at access centers include Wellness Recovery
Action Plan (WRAP), Cognitive Processing Therapy (CPT), Trauma Focused Cognitive Processing
Therapy (TF CPT), Seeking Safety, Moral Reconation Therapy (MRT) and therapeutic drumming.
Wellness Recovery Action Plan (WRAP) involves
clients in their own care: When WRAP was
developed in 1997, this was an innovative concept
that has become a cornerstone of mental health
recovery. WRAP aligns with MSHA’s focus on
client-driven care.
WRAP’s core concepts are:
•
•
•

•
•

Hope. People who experience mental health
difficulties can set and meet life dreams and
goals.
Personal responsibility. Clients are active
partners in their own care.
Education. Client learning about themselves
and mental health—on an on-going basis—
supports life decisions that, in turn, support
recovery.
Self-advocacy. People learn how to effectively
reach out for what they need and want in
support of their recovery.
Support. Providing and receiving support
increases life skills and improves quality of life.
People identify and/or develop a support
network of people who nurture their recovery
and, in turn, providing support to others.

Clients develop a WRAP plan in collaboration with
their providers and peers. WRAP groups support
the on-going review and use of WRAP plans.
WRAP groups are designed to be taken and
passed on to deeper levels of care.

MHSA states that services provided should
focus on recovery & resilience.

What does “recovery” mean?
“Recovery embraces all aspects of life,
including housing, employment, education,
mental health and healthcare treatment
and services, complementary and
naturalistic services, addictions treatment,
spirituality, creativity, social networks,
community participation, and family
supports as determined by the person.
Families, providers, organizations, systems,
communities, and society play crucial roles
in creating and maintaining meaningful
opportunities for consumer access to these
supports.”

Recovery is when people begin to
experience themselves as a
person in recovery rather than a
person with a mental illness.
The 10 Fundamental Components of Recovery
As Amended by the CA Association of Social
Rehabilitation Agencies. January 2008

Cognitive Processing Therapy (CPT) is a modality
suited for treatment of trauma and PTSD. The
American Psychological Association’s website
describes Cognitive Processing Therapy as “a
specific type of cognitive behavioral therapy that has been effective in reducing symptoms of PTSD
that have developed after experiencing a variety of traumatic events.”
CPT is generally delivered over 12 sessions and helps patients learn how to
challenge and modify unhelpful beliefs related to the trauma. In so doing, the
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patient creates a new understanding and conceptualization of the traumatic event
so that it reduces its ongoing negative effects on current life.

www.apa.org/ptsd-guideline/treatments/cognitive-processing-therapy.aspx.Accessed 5/17/2018

Stakeholder Input, Access
Figure 11 (page 23) shows that survey responses rank WRAP as the highest priority among the
adult services listed. Figure 12 (page 23) shows WRAP ranked “high priority” among the youth
programs. Stakeholder comments related to WRAP services include comments requesting for
increased WRAP services, improving information included WRAP plans and comments related to
how WRAP is being provided. Comments include:

“It would be good if there was a drop in WRAP group in the community so that anyone
can get immediate support or past clients know where to go for a little extra
encouragement.”

“WRAP [Wellness Recovery Action Plan] needs more support and needs to be used
more.”
Figure 11 (page 23) shows that Cognitive Processing Therapy (CPT), a modality that addresses
trauma, is ranked second highest priority among the listed adult services. A full description of CPT
can be founding begging page 25.
Along with the survey response in support of CPT, stakeholder comments also called for increased
services related to trauma and PTSD. Key comments include:

“There needs to be more trauma support for teens.”
“There needs to be more services for people who have PTSD.”
“Help with things other than medication or medicating someone. Because with trauma
medication helps, but it isn't the complete answer.”
In line with stakeholder input, TCHSA has increased its training in trauma-informed modalities and—
in turn—this will increase the number of clients who receive trauma-informed care. TCHSA
clinicians received CPT training starting November 2017 and training is on-going. To date, four
clinicians have been certified in CPT with nine clinicians and clinical supervisors in process.
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In addition to supporting CPT as a modality, TCHSA uses Seeking Safety, an evidence-based,
present-focused counseling model to help people attain safety from trauma and/or substance abuse
(see page 40 for full description). Stakeholder input about Seeking Safety was minimal. Survey
questions did not address Seeking Safety. One comment received is in support for the program and
TCHSA received no negative comments. TCHSA feels this is not because Seeking Safety is not a
bedrock component of client care but because Seeking Safety is not widely known outside of clients
and providers. TCHSA will continue to review Seeking Safety, along with all modalities, for usage
and outcomes.
Figure 11 (page 23) shows therapeutic drumming received high ranking among adult services.
Figure 12 (page 23) shows drumming is ranked medium priority among services for youth. Seven
stakeholder comments directly support therapeutic drumming and appear to be from
consumer/clients who have participated in drumming sessions.
Stakeholder comments received that directly addressed Peer Advocates and Peer Assistants were
all in support. An example comment includes:

“For existing clients and people working on their recovery, it can be very isolating both
literally (living alone, no car, no support group) and emotionally…someone [peers]
reaching out goes a long way.”
Along with support for serves in Corning and Los Molinos, stakeholder feedback indicates support
for serving additional communities across the county. Example comments include:

“Outreach-people do not know what services are provided or where. Provide services in
all areas of the county-even if only on a limited basis.”

“Cottonwood is underserved, and we should provide services there.”
“Services should be provided in all areas of the county to make them more accessible.”
Along with increased access locations or centers, stakeholder feedback had several comments
about providing mental health services in the home. Comments include:

“Mental Health use to go to peoples' homes: That needs to be started up again.”
“Collaborate with schools and provide MH services in the home: You see so much more
of what is going on.”

“More in-home therapy for home-bound individuals.”
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A key trend within comments request services with or to schools, either in collaboration or with
TCHSA providing on-site services. Key comments about school-aged collaboration include:

“Work more closely with school-based folks; they are similarly tasked, well-motivated
[living with these issues daily] and are fighting the same battles! Build more teams.
Follow up - in the past, MH talk has always been louder than the actual long-term
delivery of supports and services.”

“Services need to be provided at the school site level[.]

Training to school employees

who work directly with students[.] More information directed at young people to know
what services are available and where located.”

“There is no outreach being done to schools regarding our services, and there is not
readily available information at the schools. That should change.”

“School-based support; better integration with existing school-based services”
A set of comments advocated for early evaluation program for young children. Comments include:

“School Readiness does ASQ through NCCDI [TCHSA should use this model and
provider].”

“Tehama County should adopt early intervention mental health that meets children
where they are. Similar to the 'Bridges to Success' program in Shasta County.”

“Add an Early Mental Health Consultation Program for children 0-8 like the Bridges to
Success Program in Shasta County. This program meets parents and children where
they spend most of their time.”
Requests for new groups focusing on specific areas received several comments, including:

“Grief groups for loss after stroke, death, so on.”
“Work with schools who may already have an LGBTQ+ support program.”
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Data, Access
Table 8

Access centers, hours of services by fiscal year
Fiscal year
YES
CCRU
Vista
2012-13
905
8,127
2,786
2013-14
606
10,614
1,706
2014-15
889
11,779
865
2015-16
3,248
11,783
3,502
2016-17
3,612
4,549
5,438
9,260
46,852
14,297

Total
11,818
12,926
13,533
18,533
13,599
70,409

CSS access: Youth Empowerment Services (YES) Recovery Center
Stakeholder input, YES Recovery Center

Figure 13

Survey response. YES Center hours on

Survey responses indicate strong support for the
weekends. How important? n = 200
YES Center and for increasing levels of service. Of
youth programs, survey respondents ranked the
Not a priority,
YES Center and YES Center programs as “high
N/A
1%
priority/essential”. A theme within stakeholder input
9%
is YES Center extending hours: Figure 12 13 shows
Essential
that the majority ranked increasing YES Center
Low priority,
40%
hours to be open on the weekends as high priority
3%
(34%) to essential (40%) and responses to a
Medium priority,
separate survey question about keeping the YES
13%
Center open until 7 pm was also ranked high
priority/essential (71%).
High priority,
34%
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Table 9

Survey response. Youth services, ranked. YES Wellness and Recovery Center
programs highlighted. n = 205
Program
Trauma focused CBT
YES Center: groups, life skills
YES center: support groups
Nurturing Parenting
WRAP-Wellness Recovery Action Plans
YES Center
Therapeutic drumming

Weighted
Average

Approximate ranking
4.4
4.4
4.3
4.3
4.3
4.2
3.5

High prioriity/ essential
High prioriity/ essential
High prioriity/ essential
High prioriity/ essential
High prioriity/ essential
High prioriity/ essential
Medium priority

Another trend in YES Center feedback, seen in both the survey and within comments, is a request
for a youth drop in center and/or to use the YES Center as a youth drop in center. Finally, and
related to youth support: A theme in stakeholder feedback is support and training for parents and
caregivers. For those comments related to parenting support and training, see PEI: Parenting
Support (section formerly named Nurturing Parenting), page 59. Three TAY clients attended a focus
group or submitted a survey. Increasing feedback from youth and TAY is a TCHSA goal.

Description, YES Recovery Center
Available Monday through Friday, the Youth Empowerment Services Center (YES Center) serves
transition-aged youth (TAY, 16-25 years of age) with severe mental illness.
Along with TCHSA services of case management, rehabilitation, individual and group therapy, TAY
clients participate in facility management and upkeep. The YES Center functions under a set of
focus areas— called “STANS”— an acronym for service, treatment, activities, networking and
support. YES Center evidence-based interventions include WRAP, CPT, therapeutic drumming, TFCBT, Seeking Safety and MRT.
YES Center groups focus on the needs of TAY clients. Group topics include time management,
anger management/ symptoms management, effective communication and others. Clients learn life
skills through community service, peer-lead cooking classes and facility maintenance duties. The
YES Center has a rehabilitative employment program that provides catering program for a trainings
and other events.
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Goals, YES Recovery Center
GOALS
Implement groups for families of TAY consumers.
Continuing goal.

OUTCOME TRACKING
Track and report staff hours, number
of participants, conduct evaluation or
outcome survey. Report findings in
2018-19 Annual Update and next
Three-Year Plan.

Collaborate with area providers to support resuming a group
for at risk LGBTQ+ transition-aged youth.

Track progress and present outcomes
in Annual Update and next Three-year
Program & Expenditure Plan. Include
a participant evaluation and/or
outcome survey process.

TCHSA will monitor how YES Center clients use the Tech
Suite and evaluating its efficacy for youth and TAY currently
in services. Implementation of the Tech Suite, the current
MHSA innovation project is —among other goals—hoped to
be youth-appropriate and youth-culture oriented. *

Track progress and present outcomes
in Annual Update and next Three-year
Program & Expenditure Plan.

Evaluate ways to increase TF-CBT participant numbers
among YES Center clients.
Increase collaboration with SURS for co-occurring services
and provide proper assessment and services for those with
co-occurring disorders.
Continued collaboration with Juvenile Detention Facility
(JDF) to ensure, when youth leave custody, continuation of
care.
Continued collaboration with Department of Social Services
to ensure high-needs foster children and youth receive
“Katie A.” requirements, including intensive home-based
services.
Explore, with stakeholder input, YES Center hours
extending to evenings and/or weekends. Document and
report on stakeholder input and include a cost evaluation.
Continue vocational training via the catering program.
Track events and services provided.

Track progress and present outcomes
in Annual Update and next Three-year
Program & Expenditure Plan. Include
a participant evaluation and/or
outcome survey process.

* Monitoring and evaluating use of the Tech Suite platform will adhere to laws, regulations and best
practices that ensure user privacy and data security.
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Successes, YES Recovery Center
•

Community Program Planning (CPP) process survey responses and stakeholder comments
indicate strong support, both within the community and from clients/consumers, of the YES
Center and its programs.

•

The YES Center TAY rehabilitative employment program, catering, continues its success
both with participants of the program as well as people who use catering services. Former
clients of the YES center have jobs in the community: This is a key success and remains a
core goal.

•

Culture Fridays with therapeutic drumming remains popular with clients, and preparation for
each Friday includes practicing life skills (cooking and budgeting, interpersonal skills,
research and problem solving). Focus on different cultures includes a learning component
for diversity and acceptance. During the day on Friday, therapeutic drumming is one of the
modalities used.

CSS access: Vista Way Recovery Center (Vista Way or VWRS), adults
Stakeholder input, Vista Way
Vista Way Resource Center is both the location and a set of core
adult services provided by TCHSA, including daily rehabilitative
services and the higher level of care/Full Service Partnership
(FSP) clients. It is worth noting that—as of the time of this
report—the physical location of adult services is expected to
move from the Vista Way location to the central Walnut Street
campus. Physical relocation of adult services achieves the
agency’s goal of service integration, with medical, public health,
substance use recovery and behavioral health services provided
in one location for the ease and support of existing and potential
clients regardless of the type and duration of care. In addition,
moving services onto the Walnut Street campus creates
efficiencies related staff and resources allowing TCHSA to do
more with less.

“Case managers at Vista Way
were consistently mentioned as
extremely valuable supports due
to their knowledge of how to
access care and resources.
Classes at Vista Way have also
helped persons with mental
illness to learn new skills and
build self-sufficiency.”
Focus group responses.
Tehama County 10-Year Plan to End
Homelessness 2018

Figure 11 (page 23) shows that survey responses rank all
Behavioral Health adult services as high priority or essential.
Stakeholder comments that directly mention Vista Way include
comments in support of existing services, and comments advocating service increasing,
improvements or changes.
A stakeholder comments indicate appreciation for Vista Way and the staff, including:
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“I enjoy Vista Way. The counselors are fantastic.”
“[I] like Vista Way and the tools and the classes they provide and the supportive staff[.]”
Several comments about adult services and Vista Way addressed a need for cultural competency
within the client community and staff, and /or creating an atmosphere of safety and inclusion:

“I think the environment would feel safer if there were more diversity sensitivity tools
given to staff and clients (more the latter)-it's troubling to hear white pride, ignorance
for non-Christian faiths, and ignorance/ callousness to LGBT+ issues (transphobia, etc.)”

“Latino/bi-lingual Spanish services. Vista Way: All groups are in English. This is a
problem.”
Comments related to Vista Way and/or adult services include requests for new services or
modalities:

“There needs to be more support and training around the first time someone has to be inpatient. What to expect, how to transition when you get out, etc.”

“Need some family-based approaches.”
“Trauma informed yoga would be a nice addition if possible.”
“The ACE (Adverse Childhood Experiences) score is a valuable tool for all parties to
identify risk factors and possible causes of adult behavior.”
Adult services comments also include requests for increased service hours:

“Services other than [those offered from] 8-5 need to be offered.”
The focus group with Vista Way consumers was attended by 17 people and lasted 1.5 hours. The
level of input indicates a quarterly meeting for feedback and guidance from consumers to the MHSA
coordinator is warranted. The broad theme of improved information was present within the
comments received during the Vista Way adult consumer focus group. Also present were concerns
about wait times, staffing levels and comments about frequently-changing staff. Some comments
address life supports including medical support, dental support and increased help with benefits.
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Description, Vista Way
The Vista Way Center provides an array of services for adults and older adults. Services include
case management and rehabilitative services, individual and group therapy, pre–employment and
employment services. Vista Way includes a wellness and recovery program (or Wellness Center)
that provides FSP-level care and intensive services (see FSP, page 24).
Vista Way uses evidence-based interventions including moral reconation therapy (MRT), Wellness
Recovery Action Plan (WRAP) and Seeking Safety. Rehabilitative groups focus on life skills,
therapeutic and self-soothing techniques (including therapeutic drumming) and symptom
management. TCHSA is always reviewing evidence-based interventions for efficacy and exploring
other options as they are presented as best practice within the field.
A Vista Way client council insures that client input guides the evolution of existing services. The
Center embodies the “recovery and resiliency philosophy’, a focus on learning how to live to the
fullest while managing the ups and downs that accompany mental health challenges.
As described under in the section regarding employment (page 49), Peer Advocates are employees
with lived experience who an integral part of services, including direct client mentoring, client
assistance and leading rehabilitative groups including WRAP.

Goals, Vista Way
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
Develop—with input from stakeholders and clients—a group system in which clients graduate up
through different “levels”, allowing clients to be grouped with similar peers and reinforcing client
progress.
Provide a “one stop shop” source of recent and accessible information in English and Spanish,
either through TCHSA website, social media, the Tech Suite or a combination.
Implement the Tech Suite, track its use among adults existing clients including an assessment of
whether the Tech Suite eases feelings of isolation, improves clients’ sense of well-being,
increases peer support received, improves access to information, improves access to services.
Depending on implantation and modules adopted, monitor Tech Suite data and track how many
adults are referred to care and engage in services because of use of the Tech Suite platform, with
“engage in services” is defined as attended at least one session of the referred program or
service. *
Expand trauma-based therapy modalities for adults and older adults. In process: Behavioral
Health has begun training clinicians in Cognitive Processing Therapy (CPT), an evidence-based
modality, with clinician training in place as of November 2017 and on-going consultation occurring
with the goal of clinicians becoming certified.
Design and implement cultural competency training that includes TCHSA staff, TCHSA clients and
NVCSS peer employees.
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Review issues of timeliness by report data related to time of referral to services to time receiving
services.
Review possible implementation of dialectical behavior therapy (DBT) with a tentative goal of
completing review and planning stages by the end of 2019, and implementation in 2020.
Implement collaborative screenings by the County’s primary care clinic to identify appropriate
mental health interventions for primary care patients. This collaboration is support though
TCHSA’s integration of services, and the co-location of Behavioral Health med support services in
the primary health care clinic: TCHSA psychiatric staff will have regular consultation time with our
medical clinic staff doctors to provide ongoing education and training. Continued goal.
* Monitoring and evaluating use of the Tech Suite platform will adhere to all laws, regulations and
best practices that ensure user privacy and data security.

Success, Vista Way
•

A goal from the previous Three-Year Plan, collaboratively BH and SURS developed and
implemented co-occurring services as part of the FSP program for individuals with cooccurring issues in which mental health issues are the lead diagnosis (co-occurring level
two).

•

TCHSA developed a core set of groups that address co-occurring issues for participants
within Behavioral Health Court programs.

•

Finalized in 2017, a contract with North Valley Catholic Social Services (NVCSS) allowed
the client-employment program to increase in breadth, depth and stability.

•

Peer advocates, trained by certified WRAP instructors, now lead WRAP groups for adults
and older adults.

CSS access: Corning, Los Molinos and Rancho Tehama
Stakeholder input, access (Corning, Los Molinos, Rancho Tehama)
A trend in community feedback is to provide more services in all areas of the county, including
Corning, Los Molinos and Rancho Tehama. Comments include:

“Increase Latino services in Corning, ideally with a person familiar with the Corning
community.”

“MHSA funds should be used to support populations at risk but who do not have a
serious mental illness diagnosis. For example, people who went through the of Rancho
Tehama shooting, other stressed populations.”
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Stakeholder comments that specifically mention Los Molinos are limited and include:

“Los Molinos is underserved, and we should provide services there.”
TCHSA conducted a stakeholder meeting in Los Molinos attended by heavily engaged community
members including staff and students from Los Molinos High School: Multiple comments were
received from those community members. Comments from the Los Molinos community meeting
range from requests for more and improved information about existing services to requests for
services in the home and/or at school sites. Reducing stigma and demystifying the process were
also significant themes in the Los Molinos stakeholder meeting.

“Information on how to get help should be available by texting: It's what young people
do. They will not make a phone call and cannot physically go to where services are.
And we all get text reminders about appointments from our doctors, dentists, etc.: It's
how things work now.”

“Collaborate with schools and provide MH services in the home: You see so much more
of what is going on [if you go to the consumer’s home]. That’s crucial.”

“The process [of accessing care] is frightening and confusing. A video, made by students,
would help.”

“Reduce stigma. Start the conversation with parents first.”
Description, access (Corning, Los Molinos, Rancho Tehama)
TCHSA’s Medi-Cal penetration rates within the Latino population are lower than other California
small counties (3.1% compared to 3.97%). Access centers in Corning and Los Molinos are key to
increasing Latino access.
Services through the Corning Center are well-established, available to all residents with a focus on
the Latino community. Behavioral Health staff at the Corning Center are, whenever possible,
clinicians who are bi-lingual Spanish.
In 2017-18, TCHSA began providing services in Los Molinos beginning with Nurturing Parenting
classes, and decision based on community stakeholder feedback. An additional intent of these initial
PEI services is to create deeper community networking and—with increased information and
feedback—identify the additional services needed in Los Molinos. Identifying a core group of clients
in Los Molinos that need services would support the initiation of outpatient services.
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TCHSA provides limited services in Rancho Tehama, included therapeutic groups in English and
Spanish, after the mass casualty shooting event in 2017. These services are well received.
TCHSA is actively seeking ways to best serve Rancho Tehama.
Table 10 shows clinician service hours, including bi-lingual Spanish, in Corning. Usage information
for Los Molinos and Rancho Tehama is new and will be presented in future.

Table 10

Corning site, service hours by fiscal year and language

Goals, access (Corning, Los Molinos, Rancho Tehama)
The outcome measure for goals in this section is tracking progress, usage and efficacy—for services
in Corning, Los Molinos, and Rancho Tehama—and presenting that information in upcoming reports.
GOALS
Implement a bilingual Spanish WRAP group at the Corning center.
Maintain staffing levels in Corning, with a focus on bi-lingual Spanish clinicians.
Increase services (both under CSS and PEI) in Los Molinos through collaboration with the county
government center, schools and other community partners.
If appropriate, evaluate how the Tech Suite innovation project supports community members in
Corning, Los Molinos and Rancho Tehama, and other areas of the county (for example and not
limited to) Manton, Payne’s Creek, Tehama and unincorporated regions. *
* Monitoring and evaluating use of the Tech Suite platform will adhere to laws, regulations and best
practices that ensure user privacy and data security.

Successes, access (Corning, Los Molinos, Rancho Tehama)
•

Service use in Corning continues at a steady pace.
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•

TCHSA has established community inroads in Los Molinos and Rancho Tehama and will
continue to focus on services and outreach.

•

TCHSA conducted a Los Molinos-specific Community Program Planning (CPP) process
community group that included bi-lingual Spanish support and outreach.

CSS access: On-call clinicians/mobile crisis
Stakeholder input
Implementing a mobile crisis or on-call clinician program received consistent interest, both in the
current CPP process and within outreach conducted for previous MHSA planning processes.
The previous Three-Year Plan describes stakeholder support for a smother process between county
service providers involved in psychiatric crisis response:
[C]ommunity residents and agency staff revealed the need for better integration
and more smoothly facilitated services between first responders, hospitals, law
enforcement and mental health.
Tehama County Three Year Program and Expenditure Plan 2013-14 to 2016-17

Support for on-call clinicians/mobile crisis continues in the 2018 CPP process. Two survey
questions addressed mobile crisis: In response to a survey question asking how important it is to
implement a mobile crisis program, 77% agreed or strongly agreed that implementing mobile crisis
services is high priority/essential.
In response to a survey question about mobile crisis methods, of the four options were ranked high
priority (the options listed are: mental health clinicians available to the hospital; clinician available
to emergency room; clinician available to first responders to response to psychiatric crisis-related
calls; provider “mobile crisis” team in the field.
Along with responses to survey questions, comments received from stakeholders are also indicate
support of mobile clinicians, with a variety of methods mentioned. One comment, for example,
focused on collaboration with the local hospital regarding medical clearance. Another comment
focused on ways to collaborate when discharging patients from the hospital when mental health
issues are present. Some comments suggested having mobile crisis on call to the hospital or
emergency room while still others called for mental health providers to be available to first
responders.
When asked about times when mobile crisis services should be offered, responses again ranked all
options as high priority or essential, with weekend and weekday evenings (5 pm to midnight) ranked
highest. The lowest ranked mobile crisis time is weekday days (8 am to 5 pm). Mobile crisis hours
received several comments, with a trend that mobile crisis services should be available 24/7, 365
days a year:
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“Mental illness does not stop during any specific time frame!”
Description, on-call clinicians/mobile crisis
Providing mobile crisis or field crisis response has long-standing TCHSA goal. “Mobile crisis” is a
broad term for services that can, in fact, range from clinicians being on call (to the hospital or first
responders) to a program that provides team in the field dedicated to psychiatric events.
In response to stakeholder feedback, TCHSA will implement an on-call clinician program. Initially,
on-call clinicians will be scheduled to cover weekends (9 AM to 9 PM) and holidays.
The on-call clinician program helps ensure that people experiencing a mental health crisis are
evaluated as soon as possible and in collaboration with community partners including hospitals,
clinics, emergency rooms and first responders.
The on-call clinician evaluation includes determining whether criteria do or do not exist for an
involuntary psychiatric hold and planning appropriate interventions. Outcomes could include
stabilization time at the CCRU, release to home, inpatient hospitalization or other actions depending
on assessment and circumstances.
The on-call program will be monitored and evaluated as it is implemented. Evaluation will include
review of number of evaluations conducted by the on-call clinician, and reports from emergency
room personal regarding the effectiveness of the services provided. We will work with the
emergency room to identify how to capture any decrease in emergency room time for psychiatric
cases.

Goals, on-call clinicians/mobile crisis
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
Track and report number of unduplicated events. *
Track and report number of individuals with serious mental illness in which consumer received a
referral** to services at TCHSA.
For individuals referred to services at TCHSA, track and report number that engaged in services. **
Within consumers referred for treatment, track and report the average duration of untreated mental
illness.
For referrals to TCHSA, track and report average time interval between referral and engagement in
services. ***
Track and report effective collaboration between TCHSA and Saint Elizabeth’s Hospital.
*Events are defined as the instigation of the use of an on-call clinician/
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**Engaged is defined as participating at least once in the program or service to which the
consumer was referred.
***Referral is defined as receiving, in writing, a recommendation to one or more higher levels of
care/treatment. A referral is not, for example, providing a brochure of available services.

Sucesses, on-call clinicians/mobile crisis
•
•

TCHSA trained clinical staff as on-call clinicians.
Starting July 1, 2018 TCHSA clinicians provide on-call coverage during weekends and
holidays.

CSS access: Level One co-occurring services, substance use disorder as
lead diagnosis
Description, Level One co-occurring services, substance use disorder as lead diagnosis
The goal of TCHSA’s co-occurring programs is to help clients simultaneously address both mental
illness and substance use. If a mental health client with substance use issues does not receive
services that address both areas, the client does not receive tools necessary for recovery.
Programs that address both mental health issues and substance—not just one issue or the other—
are often referred to as “co-occurring” services. By providing services that address both issues, the
services provided for one issue is “leveraged” and outcomes improve.
TCHSA offers co-occurring services that fall within two separate levels. Both co-occurring programs
are provided jointly by Behavioral Health and Substance Use Recovery Services.
National studies find that approximately half of those who experience mental illness will also
experience substance use disorder, and vice versa (National Institute on Drug Abuse). 18% of
Americans ages 18 and up experience some form of mental illness (SAMHSA’s 2014 National
Survey on Drug Use and Health).
Co-occurring Level One serves clients would usually not receive mental health services because
their primary diagnosis is a substance use disorder, leaving a significant gap in both stabilization and
on-going care. The mitigate this gap in services, Level One services are funded under MHSA CSS
access. The criteria for Level One is that clients have a primary diagnosis of substance use disorder
and a secondary diagnosis (DSM 5) of a mild-to-moderate mental health issue. Level I clients
receive services through Substance Use Recovery Services (SURS) and, in addition to the core
SURS program, receive a specialized curriculum of groups focusing on co-occurring issues co-led
by SURS and Behavioral Health staff. Level One groups include Seeking Safety and Wellness
Action Recovery Plan (WRAP). Where appropriate, clients also receive individualized counseling
from Behavioral Health clinicians, and treatment may include trauma-based modality (most
commonly CPT).
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Co-occurring Level Two is a specialized FSP program with a focus on co-occurring and is funded
under CSS FSP (see also FSP, page 45). The criteria for co-occurring Level Two is a primary
diagnosis of severe and persistent mental illness (DSM 5) and a secondary moderate-to-severe
substance use diagnosis. Level Two clients receive services through the FSP program and, in
addition to core FSP services, clients receive a specialized curriculum of groups (again, co-led by
Behavioral Health and SURS) that includes WRAP, Seeking Safety and the Matrix model (an
evidence-based intensive outpatient treatment program for alcohol and drugs, with proven efficacy in
methamphetamine addiction. If appropriate clients may also receive individualized counseling
TCHSA clinicians (most commonly CPT).

Data, Level 1 co-occurring services, substance use disorder as lead diagnosis
Table 11

Co-occurring Level 1, staff hours (note: program began in fiscal year 2016-17)
Fiscal year

Staff hours

Program implementation
2016-17

40.5 hours

2017-18

183.0 hours

Total

223.5 hours

Goals, Level 1 co-occurring services, substance use disorder as lead diagnosis
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
Expansion of both the co-occurring Level One and Level Two programs to increase treatment
time and increase evidenced- based, specialized groups.
Create and implement a standardized triage process to accurately and efficiently place clients in
either co-occurring Level One or co-occurring Level Two.
Identify and implement standardized screening tools and evaluation tools for both co-occurring
programs and measure outcomes.

Successes, Level One co-occurring services (substance use disorder as lead diagnosis)
•
•

A collaboration between Behavioral Health and SURS, implementation of co-occurring Level
One is new and major milestone.
Adhering to evidence-based models, staff are trained in and using WRAP, Seeking Safety
and the Matrix model.
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CSS access: Community Crisis Response Unit (CCRU)
Stakeholder input, CCRU
Stakeholder comments indicate that the CCRU is a heavily-used resource that many people would
like to expand or improve. Several comments address the CCRU, including:

“Provide parent partner or parent advocate for families and/or caregivers of CCRU
consumers.”

“A warm hand is needed for young people going to the CCRU. Schools often send
youth/ child in a police car related to a 5150 event: The response on the other end is
crucial.” [Note: “5150” refers to the section of the related California Welfare and
Institutions Code that allows certain qualified individuals or entities to place an adult
experiencing a mental health crisis in a 72- hour psychiatric hold/hospitalization if the
person presents a danger to themselves or others or is gravely disabled.]

“CCRU needs to allow time for people who do not meeting 5150 criteria. Sometimes
people just need to talk, get a referral and/or be connected to services.”
Description, CCRU
The Community Crisis Response Unit (CCRU) provides 24/7 crisis stabilization for up to 23 hours
and is available to community members regardless of ability to pay.
The CCRU serves dual purposes: First, the CCRU provides a safe environment for a client to work
through a mental health crisis with a mental health professional. CCRU staff employ “Seeking
Safety”, an evidence-based practice for crisis-level mental health events. Described in more detail
on page 40, Seeking Safety focuses on putting together an actionable crisis-recovery plan.
The CCRU’s second function is as the designated facility for the evaluation of individuals related to
“5150” processes for when people, as the result of a mental health issue, who may pose a danger to
themselves or others, or are gravely ill, and can be held for evaluation for up to 72 hours. The
CCRU’s weekly 5150-related volume ranges from 10 to 20 clients. By providing a safe therapeutic
setting, some individuals avoid being sent to a higher level of care and can return to the community
with a Seeking Safety action plan in place.
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Goals, CCRU
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
Develop and implement procedures for off-site assessments, specifically at St. Elizabeth’s hospital and
St. Elizabeth’s Emergency Room.
Decrease the number of involuntary hold placements (to decrease life disruption, increase resiliency
and recovery, and decrease impacts on other areas of the service system), measured by number of
clients who do not go on to a psychiatric hospital facility (PHF) and who attend follow up appointment
with TCHSA outpatient services.
Develop support groups for CCRU clients experiencing their first episode of psychosis (FEP).
Implement support group for CCRU clients. Continued goal from previous Three-Year Plan.
Train all CCRU staff, including psychiatric technicians and transporters, in “Seeking Safety” to insure
the most effective and consistent client experience. Continued goal from previous Three-Year Plan.
Continued use of the placement coordinator and Case Resource Specialist (CRS) to help ease the
disruption of psychiatric crisis and ensure that clients who are placed in out of town facilities have an
easier access back to their normal routines. Continued goal from previous Three-Year Plan.
Develop support groups for family members of CCRU clients. Continued goal from previous ThreeYear Plan.
Train all CCRU staff in using the ASIST model (Applied Suicide Intervention Skills Training) to increase
effectiveness when serving individuals at risk of suicide.
Incorporate “Non-Violent Crisis Intervention Training” into regularly scheduled CCRU staff meetings.
Continued goal from previous Three-Year Plan.
A continued goal is embedding a Case Resource Specialist (CRS) in the CCRU to mitigate the
disruption of psychiatric crisis and—by putting case management supports in place—helping clients
return to daily routines quickly and successfully.
A continued goal it to provide additional focus and case management services to clients experiencing a
first episode of psychosis (FEP). A formalized protocol for FEP is in the planning stages.

Successes, CCRU
On-call clinicians that cover weekends and holidays are available to the CCRU: This increases the
efficacy of crisis intervention. On-call clinicians also provide planning and support that improve
outcomes for clients leaving the CCRU. Finally, assessments by on-call clinicians expedite
treatment planning. In addition to on-call clinicians, the CCRU connects clients to treatment and
intensive case management as appropriate.
TCHSA has trained CCRU staff as certified Non-Violent Crisis Intervention Trainers, a goal from
previous Three-Year Plan.
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CSS: Full Service Partnership (FSP)
Stakeholder input, FSP
Figure 11 (page 23) shows that survey responses about adult services rank Full Service
Partnerships (FSP) as “high priority”. Several stakeholder comments address FSP directly, all of
which were received in the focus group conducted with Behavioral Health staff. Comments include:

“There needs to be more staff depth to deal with FSP clients, including after-hours
support.”

“Staff needs to improve coordination around FSP clients.”
A key component of FSP are life supports and life skills necessary for recovery and community
integration. Comments show several trends, including support of/appreciation for case workers,
clinicians and peers, as well as appreciation for life-stabilizing supports that allow for recovery:

“I appreciate the staff's support for me in general. I enjoy that there is a transport services
otherwise I wouldn't be able to attend regular groups. CWs [CRS’s, case resource
specialists] have been a great help in many ways to my recovery needs.”

“[I] like Vista Way and the tools and the classes they provide and the supportive staff.”
Description, FSP
Full Service Partnership (FSP) is a high-intensity model of care
focused designed to avoid the trauma, cost and disruption of
hospitalization, incarceration, homelessness. or other negative
outcomes. FSP is defined and required by MHSA. FSP is a
significant component of MHSA funding, receiving a minimum of
51% of CSS spending or approximately 40% of annual MHSA funds.
Using Los Angeles FSP client data, a 2018 RAND Corporation study
re-affirmed FSP’s efficacy: FSP-level services results in fewer
hospitalizations, fewer encounters with law enforcement. By
stabilization through FSP, negative disruption is reduced both for the
client, family members and the community.

“FSP clients experienced
decreased rates of
homelessness and justice
system detention, as well as
decreased utilization of
inpatient hospitalization for
mental health.”
Evaluation of the Mental
Health Services Act in Los
Angeles County. RAND
Corporation, 2018
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Available to TAY, adults and older adults with a major mental health diagnosis, the FSP client profile
includes recent crisis unit (CCRU) and/or emergency room psychiatric events, being homeless or at
risk of homelessness and/or recent incarceration or risk of incarceration.
FSP has unique low client-to-staff ratio and a “whatever it takes” approach to supporting recovery as
efficiently and thoroughly as possible. TCHSA’s FSP program follows the MHSA legal mandate of
“client-driven” and includes adherence to evidence-based practices including (but not limited to)
Wellness Action Recovery Plan (WRAP). WRAP requires clients’ active involvement in their own
recovery and is a cornerstone of FSP and other TCHSA programs. In addition to mental health
recovery services, FSP services include supports for housing, employment and training/education.
TCHSA connects FSP-level clients to services that stabilize their health benefits and finances.
Within the FSP level of care, clients that have co-occurring issues (both mental health and
substance use issues) receive services that address both areas: This specialized FSP program,
where mental health is the lead diagnosis, is “co-occurring level two”. Co-occurring level one is
funded under CSS access and is described on page 40.

Data, FSP
Table 12
FSP # of clients & discharges, age group & FY
Transition-aged Youth
Fiscal year
2012-13
2013-14
2014-15
2015-16
2016-17
TOTAL

Enrollees

7
13
15
21
11
67

Discharges

Adult
Enrollees

2
2
5
4
2
15

Older Adult

Discharges

19
61
60
66
55
261

3
10
17
20
7
57

TOTAL

Enrollees

Discharges

14
23
23
21
19
100

4
3
7
2
4
20

Enrollees

Discharges

40
97
98
108
85
428

9
15
29
26
13
92

Table 13

FSP staff hours by age group and fiscal year
Fiscal year
2012-13
2013-14
2014-15
2015-16
2016-17
TOTAL

Transition-aged youth
837
2,490
3,293
3,201
3,612
13,433

Adult
2,504
5,946
10,707
6,882
1,610
27,649

Older Adult
339
1,286
2,601
664
1,967
6,857

Total
3,680
9,722
16,601
10,747
7,189
47,939
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Goals, FSP
GOALS
Address a growing case load of older adults who
present with the multiple medical conditions.
Using stakeholder feedback and within laws/regulations,
develop an FSP protocol with on-going review,
adjustment and reporting.

Identify ways to increase structure and embed
completion of FSP program components in a way that
both measures clinical progress and provides positive
validation to clients about their growth and progress.
Continued goal of maintaining psychiatry and medication
support.
TCHSA will be monitoring implementation and use of the
Tech Suite platform to determine its efficacy within FSP
services/for FSP clients. *
Increase the number of FSP clients who have a medical
primary care provider (PCP).
Continue to provide healthy, life-skill building trips and
outings for FSP consumers.
In 2016, TCHSA identified Cognitive Processing Therapy
(CPT) as the evidence-based cognitive behavioral
modality of choice for adults rather than TF-CBT.
Providing TF-CBT continues the goal, from the previous
Three-Year Plan, of expanding trauma-focused
modalities.
Increase the breath of wellness recovery centered
activities, and review how treatment is supported through
these activities.

OUTCOME TRACKING
# of old adult consumers who have
regularly medical primary care as part of a
WRAP plan.
Develop an FSP program handbook with
identified steps and completion criteria.
Make available to consumers and
stakeholders. Include in 2018-19 Annual
Update.
Develop an FSP program handbook with
identified steps and completion criteria.
Make available to consumers and
stakeholders. Include in 2018-19 Annual
Update.
Report five years trends of psychiatry and
med support in 2018-19 Annual Update.
Track usage and report on available data in
TCHSA trends of psychiatry and med
support in 2018-19 Annual Update.
Include in WRAP protocol and present
changes 2018-19 Annual Update.
Track and report growth/changes in 201819 Annual Update and next Three-Year
Plan.
Track and report growth/changes in 201819 Annual Update and next Three-Year
Plan.

Track and report growth/changes in 201819 Annual Update and next Three-Year
Plan.

* Monitoring and evaluating use of the Tech Suite platform will adhere to laws, regulations and best
practices that ensure user privacy and data security.

Successes, FSP
GOALS
Continue to maintain low
incidence of emergency

SUCCESSES
FSP efficacy is evaluated by RAND Corporation via a state contract.
RAND evaluations continue to show that providing FSP decreases
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contacts.

Develop contract with
NVCSS to increase training
and employment
opportunities for FSP clients.
WRAP groups led by Peer
Advocates.
Increased opportunities for •
FSP clients to share their
stories.

Develop a more structured
and integrated FSP Program
for VWRS
Consumer advocates will
provide client support and
referrals to other services.

Healthy living and wellness
focus (WRAP-Wellness
Recovery Action Plans).

homelessness, hospitalization and involvement with law enforcement.
TCHSA receives county-specific FSP data from the State. When last
released, Tehama County data mirrored state-wide outcomes/findings.
TCHSA developed and implemented a contract with NVCSS (see page
49).

In place at Vista Way as of fiscal year 2016-17.
Clients (including FSP clients) and staff created a group to teach
clients how to tell their story. Members of this group presented their
stories to a variety of audiences, including attendees of Crisis
Intervention Training (CIT), a training for law enforcement and first
responders. Clients would like to expand opportunities for sharing their
stories about the challenges of living with a mental illness, and how the
wellness and recovery approach has helped them obtain more
meaning in their life. Events include the “Speak Our Minds” event in
May.
Worked on during fiscal year 2016-17, included development of cooccurring program. Another key component is using peer advocates to
lead WRAP and other groups.
Peer advocates staff the Wellness Center—a center located within the
larger Vista Way Recovery Center—and provide individual and groupbased client support and referral to other services. Peer advocates
also staffing “TalkLINE”, a non-crisis level evening warm line for peer
support, connection and service referral.
VWRS provides a variety of healthy living groups including multiple ongoing WRAP groups, life skills groups and nutrition and health
education.

CSS: Assisted Outpatient Therapy (AOT), proposed “in concept”
Stakeholder input, AOT
Assisted Outpatient Treatment (AOT)—or “Laura’s Law”—has received on-going support among
Tehama County agencies and stakeholder groups. In March 2016 a subcommittee of Tehama
County’s Interagency Coordination Committee (IACC) recommended proceeding with Assisted
Outpatient Treatment (AOT). In February 2018 TCHSA presented before the full committee: The
full committee accepted, in concept, TCHSA’s proposal to move forward with AOT. Support for AOT
was evident in CPP process community stakeholder meetings. In previous years and in a variety of
collaborative meetings, TCHSA received unsolicited requests for an AOT program.
Related to AOT and Laura’s law, Table 7 (page 19) shows that, when asked to rank barriers to
accessing services, survey respondents ranked “being too sick to access services” as the highestranking barrier to care. Stakeholder comments included the following:
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“We need to have Laura's Law programs.”
Two community stakeholder comments relate to a field team approach with first responders. First
responders are key collaborators within AOT.

“Can a mental health first aid teams be available in the field and be able to immediately
connect the patient to appropriate 1:1 care within the county?”

“Chico has … [p]roviders available with 911 responders. A community business donated
a car for that use.”
Description, AOT
Assisted Outpatient Treatment (AOT) is included in this plan “in concept”. AOT is a modality used
to implement “Laura’s Law” and involves—when no other options are available—a court order. An
AOT program involves other agencies including law enforcement and the court system. The mental
health treatment portion of AOT is eligible for MHSA funding. TCHSA will explore AOT
implementation as a subset of Full-Service Partnership (FSP) services currently in place.
Assisted Outpatient Treat (AOT) is community-based mental health services under specific
circumstances in which an individual is not engaging in mental health services and presents a
danger to themselves or others. To become an AOT client, the court must find that non-compliance
with mental health treatment has been a significant factor resulting in at least two hospitalizations
within the immediately preceding 36 months, and/or mental illness resulted in one or more acts of
serious and violent behavior towards self or others within the immediately preceding 48 months.
The table below summarizes basic criteria for AOT candidacy:
AREA
Age
Residency
Diagnosis

Treatment
Risk

CRITERIA

TIMEFRAME

OCCURANCES

18 years or older
County resident
Serious Mental Disorder (WIC
5600.3), can include co-occurring
disorders.
Has refused opportunities to
participate in treatment.
Person is unlikely to survive
safely in the
Community.
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Court must find that
non-compliance with
mental health
treatment has
resulted in:

Hospitalization or incarceration

36 months

Two (2) or more

48 months

One (1) or more

and/or
Acts of serious, violent behavior
towards self or others

Goals, AOT
GOAL
Engage in collaborative process with stakeholders and
collaborative partners to see if AOT is a good fit for Tehama
County.
If the collaborative process identifies AOT as a good match
for Tehama County, commence program planning and
implementation
Define outcome measures based on law, regulatory
requirements, reporting requirements and best practices.

OUTCOME TRACKING
Minutes and sign in sheets from
collaborative process meetings.
AOT program, policies and
procedures in place and in use.
Pending implementation
evaluation.

CSS: Client Employment Programs
Stakeholder input, peer and client employment
Stakeholder input about peer employment was minimal and positive: The low number of comments
may be because, outside of clients at resource centers, community members are not aware of Peer
Assistant program. A program goal is to identify opportunities for peer staff to be more visible within
more parts of the community, including—and for example—sharing their stories of in community
forums and to community organizations including schools.

“I like services at VW - the peer advocates and stipend [now peer assistants] programs.”
Description, peer and client employment
Behavioral Health provides both vocational training to adult/older adult and TAY clients as well as
employment of peer advocates. Formerly TCHSA “stipend” workers, in 2016 and 2017 TCHSA
restructured and improved the consumer employment program including moving the program under
a contract with North Valley Catholic Social Services (NVCSS). The new employment program has
fewer employees who receive more training and the experience of being full employee of a non-profit
agency. As paid employees, these positions more fully mirror “real world” employment experience
and, therefore, better support goals of growth and employment in the community.
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As vocational trainees, peer assistants complete wellness and recovery-focused training provided by
NVCSS supervisors. After training participants are assigned to work in one of several areas: Vista
Way center front desk, mental health outpatient (MHOP), YES Center and a landscaping program.
Peer Assistants are hired for a nine-month period (additional employment series are considered
depending on circumstances), receive supportive employment and to develop marketable skills with
the goal of finding work in the community.
As of March 2018, and under the new program/contract with NVCSS, eight peer assistants are
enrolled in the program with on-going recruitment for more participants.

Goals, peer and client employment
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
Identify opportunities to grow the Peer Assistant program to include employment in different
TCHSA divisions, other county departments and the community.
Continue to look for ways to offer computer classes for clients including training on Excel, Word
and Outlook.
Provide additional and longer work/training opportunities for clients by collaborating with the State
Department of Rehabilitation (DOR) and looking for opportunities to move—when appropriate—
some clients into DOR’s program.

Successes, peer and client employment
•

•

A goal from the previous Three-Year Plan—to complete a review of stipend worker (former
name for the peer employment program) training and work assignments—is complete. The
restructuring of the peer advocate and peer assistant programs includes clearer roles and
duties, and improved delineation of the programs’ training processes.
Collaboration with State DOR will enhance peer/client employment by providing expanded
opportunities for program participants.

CSS: Transitional Housing
Stakeholder input, transitional housing
Housing remains a major trend in community stakeholder input. The CPP process did not include a
survey question specifically about housing because the continued need for a spectrum of housing
options (shelter, transitional, permanent supportive) has been identified.
Multiple stakeholder comments about housing reflected this need and key comments include:
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“The county needs transitional housing.”
“There should be additional transitional housing provided, with an assigned case
manager.

“There needs to be a housing option that accepts people who have cooccurring/substance use issues.”

Description, transitional housing
MHSA requires mental health services and program designed to avoid homelessness, incarceration,
hospitalization and other negative outcomes. Related to housing, transitional housing provides
housing while a client is being stabilized and is pending permanent supports. Transitional housing
participation includes bedrock services of case management, psychiatry and med support,
rehabilitation and individual and group therapy. Clients in transitional housing are almost always
involved in services at Vista Way or YES Center and are often FSP-level clients.
Transitional housing is a key tool in stabilization and rehabilitation. Existing transitional housing in
Tehama County is not sufficient to serve the needs of severely mentally ill clients. TCHSA has two
transitional housing units, Gentry House and Madison House, and can accommodate eight clients.
Typically, both Gentry House and Madison House are full: The limited space within transitional
housing creates issues for both clients and Behavioral Health programs/staff.
As of Spring 2018, homeless sheltering in Tehama County is provided in Red Bluff only, at separate
church locations on a rotating schedule and limited to winter months (November through April).
Severely mentally ill clients face a host of barriers related to housing. Clients who are not yet
stabilized are often homeless, are on the verge of homelessness or are under-housed (staying in a
series of temporary situations). Severely mental ill clients often face homelessness again when they
have been stable and housed but experience a crisis.
Clients who do apply for housing wait approximately three months after the application is submitted.
Temporary housing is needed while permanent housing is found. Clients may have bad credit and
prior rental histories that complicate any rental process. Staying in the county homeless shelter or
remaining homeless presents obstacles to treatment and can result in increased time and effort:
For example, if clients are not in an identifiable and secure housing location, it is a challenge to
maintain contact with that client. If contact and services are not maintained, a client situation is more
likely to deteriorate, and this results in additional staff time and use of public resources.
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Table 14

Nights of paid housing by location & fiscal year
Fiscal Year
2014-15
2015-16
2016-17
Total

Madison House
520
1,064
1,021
3.978

Gentry House
642
1,853
1,807
5,855

Total
1,162
2,917
2,828
9,928

Goals, transitional housing
There remains a high level of need for emergency, temporary, and long-term housing in Tehama
County. TCHSA continues to pursue housing goals outlined in the previous Three-Year Plan. The
outcome measure for goals in this section is:
Track progress and present outcomes in Annual Update and next Three-year
Program & Expenditure Plan
GOALS
Continue as active participants in the Tehama County Homeless Stakeholder Committee with
the following collaborative goals:

Tehama County 10-Year Plan to End Homelessness • June 2018

TCHS will continue as an active participant in the Housing and Urban Development Continuum of
Care Committee (HUD COC), fostering collaboration with other community agencies around
housing shortages.
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Successes, transitional housing

•
•

TCHSA is an active participant in the Housing and Urban Development Continuum of Care
Committee (HUD COC), fostering collaboration with other community agencies around housing
shortages.
Use of existing options has increased despite of no increase in housing options. The usage rate
increase is due to better identification of people who will succeed in shared housing. TCHSA
has refined its process of identifying clients with the characteristics of successful shared housing
participants. Careful selection lowers turn over and increases usage rates.
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PREVENTION AND EARLY INTERVENTION (PEI)
The Prevention and Early Intervention (PEI) portion of MHSA “is intended to reduce the long-term,
adverse impacts of untreated mental illness by reducing barriers to care prior to first onset of a mental
illness or before that illness becomes severe and disabling.” (“Finding Solutions.” MHSOAC.
November 2016) Services include those that prevent mental illness from becoming more severe and
those that reduce the duration of untreated severe mental illness. Specifically, PEI seeks to reduce
negative outcomes that may result from untreated mental illness including suicide, incarcerations,
prolonged suffering, hospitalization and homelessness.

PEI: Allocation by Fiscal Year
MHSA funds vary depending on economic conditions and other factors. In addition, funds can roll
forward. Stated budgets, therefore, are current estimates.
FY 2017-18

FY 2018-19

$891,764

FY 2019-20

$903,992

$908,512

PEI: Stakeholder Input, General
Stakeholder comments, if they relate to a specific program, are included within the program’s section.
Some general comments related to prevention and early intervention include calls for increased
outreach to at-risk populations, and include:
Figure 14

“[Provide] services for perinatal mood and
anxiety disorders, including groups.”

“I don't think …(s)eniors are supported. It

Survey response. County PEI
programs foster wellness and health.
n = 222

would be good to have a group at the Senior
Center and let people get support where they
are located.”

“There are not any existing specific services or
groups for the LGBTQ+ population: There was
a group in the past, and that group should be
re-instated in partnership with the Stonewall
Center and OUTReach.”
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Of survey respondents, 62% agree (44%) or
strongly agree (18%) that Behavioral Health PEI
programs foster wellness and health.
Figure 14 (page 54) illustrates that survey
respondents feel that TCHSA PEI programs
foster wellness and health, with 52%
agree/strongly agree.

Figure 15

Survey response. County PEI programs are
designed in collaboration with consumers
and family members. n = 219

Survey respondents do not feel that PEI
programs prevent suffering that occurs if mental
illness goes untreated, with 45% of respondents
agreeing or strongly agreeing (Figure 16).
Figure 15 illustrates survey responses about
whether PEI programs are designed in
collaboration with consumers and family
members: 52% agree/strongly agree.
Services for youth and parents are a major
theme within stakeholder feedback. PEI
program feedback presented here stems from
direct survey questions (as noted above) and
stakeholder comments.
Table 15 (page 45) shows rankings for services
for youth and parents/caregivers, indicating
strong support for program increases in these
areas.

Figure 16

Survey response. County PEI programs
prevent suffering that occurs if mental
illness goes untreated or unrecognized.
n = 221
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Table 16

Survey response, services for children and their parents/caregivers, ranked
n = 205
Children in foster care, support
Essential
Nurturing Parenting, 5-7 pm
Essential
Parent-Child Interaction Therapy (PCIT)
Essential
Grandparents rasing grandchildren, support
High priority
Nurturing Parenting, 3-5 pm
High priority

PEI:

Community Engagement & Latino Outreach (CELO)

Description, CELO
The Community Education and Latino Outreach (CELO) includes a variety of activities including
expanding services for the Latino community including bilingual Spanish clinicians, provision of
cultural sensitivity training to service providers, Latino community outreach activities and general
community education activities. Corning (south county) and Los Molinos (east County) are key
communities that need bi-lingual Spanish services and Latino outreach.
TCHSA is actively reviewing other opportunities spread outreach and services to more parts of the
County. Tehama is geographically large, and a barrier to accessing care is lack of affordable
transportation and/or not being able to travel into Red Bluff or another regional center for services.
An example is a weekly therapeutic group provided in Rancho Tehama. Providing services in
Manton, Payne’s Creek and other areas of the county remain strong goals of TCHSA.
TCHSA continues to partner with Latino Outreach of Tehama County, a local non-profit, to provide
events and services: Major outreach events include Cinco de Mayo family event and a county multicultural health fair in collaboration with multiple community partners. In addition to events, TCHSA
staff actively network with the Latino community: One example is the CPP community outreach
events in Corning and Los Molinos with bi-lingual Spanish support.

Stakeholder input, CELO
A strong trend in community feedback is the desire for increased community outreach, including more
events, increased information to the community, increased information to schools and increased
information to community providers. Comments also called for outreach to at risk communities, and
graphically isolated people and communities.
Comments related to community outreach were numerous. Key comments include:
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“I would like to see more wellness-oriented programming for the entire community maybe a day long 'Emotional Tune Up' event, it would be great to have one in Spanish
and one in English.”

“I would like for Mental Health to be advertised more, but in a difference way. More like
we are on your team and you can trust us.”

“I like the Mental Health Month programs, especially the HOPE forum, the movie for
families, and the event in the park.”

“Work more closely with school-based folks; they are similarly tasked, well-motivated
[living with these issues daily] and are fighting the same battles! Build more teams.”

“Programs to help identify youth that feel isolated from their peers. Then offer
counseling/mentoring. Paying attention to these youth is essential.”

“A gap in services is isolated seniors.”
“LGBTQ+ youth are at high risk of suicide and self-harm, and this population should be
addressed.”

“I don't think Native Americans and Seniors are supported. It would be good to have a
group at the Senior Center and let people get support where they are located.”

“Early detection, focus on transitional youth.”
“Geographic isolation: Rancho Tehama is served by one bus route, one day a week.”
Community stakeholder feedback includes comments and requests for increased bi-lingual Spanish,
Latino culturally competent services, including providing those services in areas of the county with
robust Latino populations:

“Churches are extremely important to the Latino population and should be part of any
outreach effort.”

“Stigma reduction is needed in Latino community.”
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“Service provision for members of the Latino community without access to insurance with
mild to moderate behavioral health needs. Provision of assistance with barriers to
services including transportation and child care.”
Stakeholder comments include request for training and information for primary care providers.
Example comment include:

“Local doctors need assistance and training in mental health issues and where to refer
people.”

“Doctors, emergency, first responders and hospitals all need to be better trained to deal
with the mentally ill.” [This comment is also include in the section describing CIT
training for first responders, page 68]

A subset of stakeholder input related to migrant workers. The agricultural migrant worker population
does include a significant Latino presence, and therefore stakeholder comments on migrant workers
are included in this section. Is should be noted that “migrant worker” is not synonymous “Latino”:
The cultures of migrant workers range from English-speaking/Caucasian, Latino, Hmong and others.
Work done by migrant worker includes seasonal agricultural and seasonal construction,
manufacturing and transportation.
Primary languages among migrant workers could include languages that are not threshold languages
in Tehama County. This could require a unique approach, including partnering with trusted cultural
brokers who can refer community members to services. Comments regarding the mental health
needs of migrant workers include:

“Mental health services for migrant farm workers must be culturally competent: Very
difficult population to reach and serve. Partner with an existing provider or culture
broker.”

Goals, CELO
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
An on-going goal is increased engagement with the Latino community.
Look for opportunities to collaborate with community partners to provide additional group options,
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particularly in areas other than Red Bluff and supporting bi-lingual Spanish clients.
Continue services and growth of a physical TCHSA presence in Los Molinos.
Tech Suite (INN) goals include increased outreach to the Latino community in both English and
Spanish, reaching more areas of the county, culturally competent outreach to youth and TAY. *
Continued goal: TCHSA will continue to be active on Tehama County’s Latino Outreach Committee.
Continued goal: Use culturally competent marketing methods to and within the Latino community to
increase knowledge and awareness. Outreach will be guided by the Latino Community Outreach
Committee, the MHSA Stakeholder Subcommittee (a subcommittee of the County’s Mental Health
Board), community stakeholders and staff members. Efforts could include collaboration with Latinospecific nonprofits, faith-based communities and cultural brokers for increased outreach to the
Latino community and to leverage to successes of TCHSA bi-lingual Spanish/Latino staff.
Review the implementation and use of the Tech Suite innovation project for cultural competency and
use by the Latino population.
* Monitoring and evaluating use of the Tech Suite platform will adhere to laws, regulations and best
practices that ensure user privacy and data security.

Successes, CELO
•

Bilingual services have continued to be provided at the Corning Facility.

•

Bilingual staff have been trained to provide Seeking Safety, WRAP services and Mental
Health First Aid training.

•

TCHSA delivered Nurturing Parenting classes in Los Molinos in Spring 2018.

PEI: Parenting Support (section formerly named Nurturing Parenting)
Stakeholder input, parenting support
Table 9 (page 30) lists youth services, showing that survey respondents ranked six out of seven
programs (including Nurturing Parenting) as “high priority”. Specific to Nurturing Parenting, survey
responses support offering classes outside of business hours (5 pm to 7 pm).
During the CPP process, TCHSA received extensive stakeholder comments about children and
parenting. Among comments related to young children and parenting there are two types comment
types: supports for young children and supports for parents/caregivers.
Within supports for parents/caregivers, the themes were parenting training and support for parents.
There four broad comment categories are:
•

Services for young children
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•
•
•

Parenting support in general
Parenting education
Nurturing Parenting, specifically

Comments related to services for young children include:

“I believe we desperately need more providers that work with children.
“Add an Early Mental Health Consultation Program for children 0-8 like the Bridges to
Success Program in Shasta County. This program meets parents and children where
they spend most of their time.”

“Include Mental Health Services for children 0-8.”
“For children with mental health needs, go] to where the child is, [make sure that the]
treatment plan includes all primary care providers and whoever the parent says should
be at the table, provides [sic] case management services, and drop in EB [evidence-based]
parenting support group.”
Parenting support comments include:

“Add services for families/parents of children ages 0-5 including pregnant/post-partum
women separate from general population services. “

“If we train parents to confidently support their children, we help 2 people in the family.
Supporting individual children and sending them home to chaos is not successful. “

“There are more grandparents today raising their grandchildren. We should be offering
them support without them being afraid that it will be used against them. The children
they are parenting have come from difficult situations offering the grandparents the
support needed to assume this role is crucial. “

“Include services that meet families where they are i.e.; home environment, child care,
school. “
Parenting education comments include:
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“We desperately need an evidence-based parenting program that is available in a variety
of formats (group, individual etc.) at a variety of times that is offered frequently. “

“I believe there need to be more courses which help parents with behaviors in their
children. I understand that there are weekly parenting classes, but I think parents are
unwilling to commit to such an extensive, time consuming class and would more likely
attend short classes that include fun activities/childcare for their children.”

“TCHSA should] include home-based parenting options [within services provided].”
“Explore other [p]arenting class options such as Parent Cafes.” [Note: “Parent Cafes” is a
strengths-based parenting education program developed by Strengthening Families that
focuses on building protective factors.]
Comments that directly mention Nurturing Parenting include:

“Nurturing Parenting -- collaborate with schools for increased outreach.”
“Nurturing Parenting needs to be offered after hours and on weekend. “
“Nurturing Parenting classes incorporate interests of participants and include dinner and
childcare. “

“Include Nurturing Parent for 0-5 or partner with NCCDI who will be offering it soon for
their families.”

Description, parenting support
TCHSA offers the Nurturing Parenting (NP) program: NP is family-centered, trauma-informed and
evidence-based. NP provides weekly group activities for up to fifteen weeks. Parents/caregivers
participate in a parenting group while school age children (ages 5 to 11) participate in a separate
group. Participants learn practice and then learn how to apply core values that teach healthy
interactions that support appropriate childhood development. Both parents/caregivers and youth
share a healthy snack break together in each weekly group meeting.
Classes are designed to build nurturing skills, and the parent/caregiver is shown how to identify, use
and expand alternatives to abusive or neglectful parenting. Behavioral Health collaborates with
Substance Use Recovery Services (SURS) to provide NP, which supports parents and caregivers on
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developmentally appropriate ways to parent, and to building strong, healthy families by learning and
reinforcing core values. These core values include positive self-worth, empathy, empowerment, the
development of a strong will, structure, discipline, laughter, humor and play.

Data, parenting support
Table 17

Nurturing Parenting, participant information by fiscal year, location and
completion
Source: Assessing Parenting website, accessed by TCHSA staff10/15/2018

Location/language
ATV/Empower Tehama. English
Bridgeway Community. Red Bluff, English
Los Molinos 2015. English/Spanish bi-lingual support
West Street School, Red Bluff. English
FY2014-15
Red Bluff 2015 English
Corning Spring 2016 Spanish
Corning summer 2015. Spanish bi-lingual support
Winter 2015, Red Bluff. English
FY2015-16
Bridgeway Community. Red Bluff, English
FY2016-17
TOTAL

AAPI Form AAPI Form B Completion
A (started) (completed)
%
8
24
16
5
53
17
5
5
24
51
31
31
135

0
12
5
2
19
3
0
1
3
7
7
7
33

0%
50%
31%
40%
36%
18%
0%
20%
13%
14%
23%
23%
24%
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Goals, parenting support
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports: Track progress and present
outcomes in Annual Update and next Three-year Program & Expenditure Plan
GOALS
Parenting support
Continuing goal: Continue Nurturing Parenting classes in English and bi-lingual Spanish.
Increase services in geographical areas not currently served receiving a high level of service.
Strategies include leveraging existing groups that would like to sponsor a Nurturing Parenting class
including schools, faith-based organizations and community groups.
Increase collaboration with schools and community partners to increase participation in Nurturing
Parenting.
Continued participation in the collaborative group of community partners (coordinated by Tehama
County First Five) who are involved in providing Nurturing Parenting to ensure fidelity to the model
and to provide a sufficient number of classes that serve all age groups.
In response to challenges retaining participants for the duration of the NP program, TCHSA will
increase collaboration with community partners and groups with the hope that tapping into
established groups may increase participation and retention.
In collaboration with TCHSA divisions (including the medical clinic and Public Health) and
community partners, explore ways to provide post-partum support and intervention.

Goals, parenting support: Input for children services not related to current
MHSA programming
TCHSA received input, from program participants and within the Community Program
Planning (CPP) process, regarding a variety of services for children that do not
specifically relate to current MHSA programming. In collaboration with stakeholders,
community members, consumers, and existing collaborative groups TCHSA will explore
the needs for and feasibility of providing the following types of services:
•
•
•
•
•

Post-Partum depression services for mothers and their families.
Additional mental health prevention services for children 0-5 years old
Additional services with the goal of providing support for parents
Early Mental Health Consultation Services
Services for School aged children
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GOALS
Services for children aged 0 to 5
Engage in collaborative Process(S) with stakeholders,
community members, consumers and existing
collaborative groups to explore the needs and feasibility
of providing the following services:
• Post-Partum depression services for mothers and
their families.
• Additional mental health prevention services for
children 0-5 years old
• Additional services providing support for parents
• Early Mental Health Consultation Services
• Services for school-aged children

Minutes and sign in sheets from
collaborative process meetings.

For programs that are needed and feasible identify who
in the community is best to provide these services,
what funding sources are available for these services,
and if MHSA has a role in providing these services.

Minutes and sign in sheets from
collaborative process meetings.

For programs that are deemed needed and feasible
develop an implementation process including
agencies/groups to be involved, and present plans to
leadership of the agencies and groups to get approval
to move forward with planning of services

Plans for each service. Copy of sign in
sheets from presentation to
agency/group leadership, including their
approval to move forward.

If services would be use MHSA funds, move through
prescribed MHSA approval processes.

Documentation of approval process
through sign in sheets and meetings.

For services approved through MHSA, start
implementation process after full approval.

Documentation of implementation
including but not limited to: budgets,
policies and procedures, staffing
patterns, training needs, and expected
outcomes.

Successes
•

TCHSA met with Red Bluff Elementary School District on two different occasions to discuss
providing Nurturing Parenting—at school locations, and potentially with child care and food —
during school year 2018-19. Stemming from MHSA stakeholder outreach, TCHSA will
continue to collaborate with additional school districts around Nurturing Parenting and/or
other parenting supports.

•

TCHSA offered Nurturing Parenting March 2018, with increased outreach and increased
collaboration with community partners.

•

In June 2018, TCHSA and community partners met with a regional Nurturing Parenting
trainer to discuss community needs, adhering to model fidelity and next steps to ensure
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Tehama County’s Nurturing Parenting participants receive maximum benefit. A follow-up
meeting was held in October 2018.
•

During fiscal year 2017-18, TCHSA provided Nurturing Parenting—in both English and
Spanish—in Red Bluff and Los Molinos.

•

Latino and Spanish-language participation continues to grow: TCHSA conducted direct
outreach to the Latino community about Nurturing Parenting preferences during the annual
Cinco de Mayo celebration, distributing a short survey—in Spanish—about preferred times,
days and number of sessions.

PEI: Stigma-Reduction
Stakeholder input, stigma reduction
In survey response, stigma was ranked the lowest barrier in accessing mental health care (see
Homelessness, being too sick to engage in services and not having insurance were ranked as the
most significant barriers. However, comments received from community stakeholders indicate that
they feel stigma exists and is a barrier, with key comments that include:

“Some people feel stigmatized by the label mental health. I don't. I do feel stigmatized by
the sense of belonging to a low social/economic class. I am ashamed of myself for this,
but when I use TCHSA services, I feel poor. I think this mostly has to do with the sort of
dinginess of the facilities, the buildings, the furnishings...even the smell.”

“Reduce stigma. Start the conversation with parents first[.]”
Description, stigma reduction
Stigma reduction programs provide education to the community and to TCHSA staff about mental
illness to reduce stigma and discrimination surrounding mental illness. Stigma reduction increases
the likelihood of people accessing care, and reduces negative experiences and outcomes associated
with negative stereotypes of mental illness. Stigma reduction methods include direct training, social
marketing campaigns (“Each Mind Matters”) and May is Mental Health Month activities. Activities in
Mental Health month educate community members about mental health issues and mental health
wellness and recovery.
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Goals, stigma reduction
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
Participate in the state-wide initiative to track outcomes of stigma-reduction activities (MOQA III).
Tentative start date for data collection is January 2019.
Implement a Tehama County-specific mental health stigma reduction campaign. Continuing goal.
Continue to expand the local May is Mental Health Month campaign.
As the innovation project, the Tech Suite, is developed and implemented, TCHSA will assess
ways in which this platform assists in suicide prevention and stigma reduction.
Continue to use stakeholder input from Community Participation Plan (CPP) process to plan
stigma-reduction outreach and events.
In collaboration with other providers, design and implement a mental health wellness event for
community members – a community “mental health tune-up” day, an idea received in the 2018
Community Participation Plan (CPP).

Successes, stigma reduction
•

Mental Health First Aid (MHFA) is a required training for TCHSA staff and is part of new staff
orientation.

•

Continued community support and involvement in May is Mental Health Month activities
indicates growing community awareness and support.

•

A goal in the previous Three-Year Plan is increased collaboration with National Alliance on
Mental Illness (NAMI) to combine efforts to decrease stigma regarding mental illness and to
support NAMI’s goals for Tehama County. As of Spring 2018, NAMI has a physical office at
the Vista Way Resource Center supporting outreach, advocacy and stigma reduction.

Mental Health First Aid
Stakeholder input, stigma reduction - Mental Health First Aid

“I don't see Mental Health First Aid listed. [Note: MHFA was not included in a survey
question.] That is a great training and should continue, as should your suicide
prevention training.”

“Continue [MHFA] trainings in English and Spanish.”
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“As a member of a community partner organization, I appreciate the outreach materials
that [TCHSA Behavioral Health] makes available to Tehama County residents and the
trainings they've provided to area providers, such as Mental Health First Aid.”
Description, stigma reduction - Mental Health First Aid
An international evidence-based program, Mental Health First Aid (MHFA) is comparable to medical
first aid trainings by the Red Cross: Instead of physical first aid, MHFA focuses on mental health.
The first product of MHFA is training individuals in basic intervention techniques: MHFA teaches
ways to identify signs and symptoms of mental illness and provides insight on how to advocate that
an individual seeks proper care. An second outcome of MHFA is stigma reduction: By increasing
knowledge and comfort around mental health issues, MHSA training reduces fear and stigma around
mental illness.

Data, Mental Health First Aid
Members of the community who participated in MHFA training included Mental Health Advisory Board
members, consumers, veteran services staff, law enforcement, social service staff, young child
educators, homeless services providers, domestic violence service providers, therapists, educators
and health care staff.
Table 20 shows that Mental Health First Aid (MHFA) trainings dropped due to staffing changes and/or
staffing shortages, falling from 232 trained participants in fiscal year 2015-16 to 58 in fiscal year 201617. The goal is to return MHFA training to previous levels.

Table 18

Mental Health First Aid (MHFA) trainings, community participants by fiscal year
Note: this program began in FY2015-16
Fiscal year
2015-16
2016-17

English
218
83
Total

301

Total

Spanish
14
5
19

282
88
320

Goals, stigma reduction - Mental Health First Aid
The outcome measure for goals in this section is: Track progress and present outcomes in Annual
Update and next Three-year Program & Expenditure Plan.
GOALS
TCHSA will continue to train staff, including bilingual-Spanish staff, to provide Mental Health First
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Aid trainings and will continue to grow the breadth of trainings provided.
Return MHFA trainings provided to levels provided in fiscal year 2015-16.
All TCHSA Behavioral Health staff will attend MHFA training.
Offer MHFA training to a broader base of community groups including law enforcement, school
staff, faith-based organizations and others.
Provide Mental Health First Aid trainings quarterly, with at least one training a year in Spanish.
Continued goal.

Successes, stigma reduction - Mental Health First Aid
•
•

TCHSA provided Spanish-language MHFA training in 2016 and 2018.
TCHSA- MH Division has trained four trainers, two who are bilingual Spanish, to become
certified Mental Health First Aid (MHFA) trainers, allowing training in both English and
Spanish.

Crisis Intervention Team (CIT) training
Stakeholder input, stigma reduction – Crisis Intervention Team (CIT)
CIT training continues to receive strong support. Example comments include:

“CIT for law enforcement is more relevant for law enforcement and that program should
be continued and expanded. It should be done annually.”

“Doctors, emergency, first responders and hospitals all need to be better trained to deal
with the mentally ill.”
Description, stigma reduction – Crisis Intervention Team (CIT)
A program of NAMI, CIT is designed to help law enforcement first responders manage events and
encounters that involve mental illness:
The lack of mental health crisis services across the U.S. has resulted in law
enforcement officers serving as first responders to most crises. A Crisis Intervention
Team (CIT) program is an innovative, community-based approach to improve the
outcomes of these encounters. www.nami.org/Get-Involved/Law-Enforcement-and-MentalHealth.Accessed 4/18/2108
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Data, CIT training
Table 19

Crisis Intervention Team (CIT) trainings, participants by fiscal year Note: CIT trainings
implemented in August 2016

Fiscal year

Total

2016-17
2017-18

192
50

Total

242

Goals, CIT training
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports: Track progress and present
outcomes in Annual Update and next Three-year Program & Expenditure Plan

GOALS
Provide one standard CIT training annually.
Continue collaboration with local law enforcement agencies on CIT and other training(s).
Investigate feasibility of a one-day, advanced training for those who have completed standard CIT.

Successes, CIT
•

TCHSA provided CIT training at a level that approached full saturation of local law
enforcement: Additional trainings, therefore, can be offered to new law enforcement
members. as a refresher or at higher levels that cover additional material.

•

CIT receives positive feedback from clients, family members/care givers and law
enforcement. TCSHA-BH believes CIT training mitigates possible negative outcomes of
psychiatric crisis events that involve local law enforcement.
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PEI: Suicide Prevention including ASIST and SafeTALK
Stakeholder input, suicide prevention ASIST and SafeTALK
A strong trend in stakeholder input is requests for training and better information related to mental
health intervention and suicide prevention. Other comments address at risk populations, difficulties
accessing care and support for screening programs.
Comments related to training and information:

“ASIST (suicide prevention) – is a good training and should be offered more.”
“Provide community education about the crisis center [CCRU}, that it is not dangerous.”
“MH should consider providing a newsletter to County [medical] providers.”
“[Provide] Crisis Intervention Training for more employees among the multiple service
agencies.”
Comments related to events and outreach include:

“I like the Mental Health Month programs, especially the HOPE forum, the movie for
families, and the event in the park.”

“I would like for Mental Health to be advertised more, but in a difference way. More like
we are on your team and you can trust us. Also, don't say mental that word is scary.”
Stakeholder comments related to at-risk populations include:

“Programs to help identify youth that feel isolated from their peers. Then offer
counseling/mentoring. Paying attention to these youth is essential.”

“Early detection could start with a pregnancy of an at-risk mother to be.”
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“Single Adults - usually male - that do not have dependent children and not usually
plugged in to any other social services with mental health issues, not necessarily at risk of
suicide.”

“There needs to be a peer-to-peer program for seniors. Seniors are very isolated. “
Comments related to increased screening for mental illness include:

“Mental Health should be more of a screening everyone gets not an optional thing. A
person with Mental health issues doesn't know they need help or they might be
embarrassed to ask for help[.]”

“A gap in services is depression screening for seniors.”
“Programs to help identify youth that feel isolated from their peers. Then offer
counseling/mentoring.”

Description, suicide prevention including ASIST and SafeTALK
The goal of Behavioral Health’s suicide prevention activities is to educate community members to be
familiar with the signs and symptoms of suicide through training, information campaigns, events and
suicide screening.
The goal of suicide prevention training is for community members to become proficient in identifying
the signs of suicidality and comfortable in helping individuals reach out for help when needed.
•

ASIST, developed by Living Works Education, is a standardized and customizable two-day,
two-trainer workshop designed for members of all care-giving groups. The emphasis is on
teaching suicide first-aid to help an at-risk person stay safe and seek help. Participants learn
how to identify persons with thoughts of suicide, seek a shared understanding of reasons for
dying and living, develop a safe plan based upon a review of risk, be prepared to do followup, and become involved in suicide-safer community networks.

•

SafeTALK-Suicide Awareness for Everyone (also developed by Living Works Education), is a
three-hour workshop focused on the warning signs indicating risk of suicide. The workshop
emphasizes the importance of recognizing the signs, communicating with the person at risk
and getting help or resources for the person at risk.

A key resource in suicide prevention is information and social marketing campaigns. A state-wide
CalMHSA campaign— “Know the Signs”—focuses on recognizing the warning signs of suicide,
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finding the words to use with someone in crisis, and where to find professional help and resources.
TCHSA uses “Know the Signs “materials are used heavily during May is Mental Health Month. The
core refrain of “Know the Signs” is know the signs, find the words and reach out. Behavioral Health
integrates suicide prevention materials into May is Mental Health month to leverage this set period of
intense community outreach. For youth and teens TCHSA uses “TeenScreen”, an evidence-based
risk screening tool, described on page 66.

Data, suicide prevention ASIST and SafeTALK
In fiscal year 2016-17, TCHSA provided ASIST training to community partners at the County’s Day
Reporting Center conference room. Trainings took place September 2016, February 2017 and May
2017.

Table 20

ASIST training participants, by fiscal year. Program implementation: FY 2015-16
Fiscal Year

Participants

2015-16

87

2016-17

58

Total

145

Goals, suicide prevention ASIST and SafeTALK
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports: Track progress and
present outcomes in Annual Update and next Three-year Program & Expenditure Plan
GOALS
Regularly present ASIST trainings to community members with a goal of increase trainings,
including (but not limited to) school and school district employees. Continuing goal.
Provide SafeTALK training to all Behavioral Health staff.
Schedule and increase both ASIST and SafeTALK trainings for a broad segment of community
members, including youth and TAY (if appropriate based on the curriculum), and in a variety of
settings.
Promote suicide prevention resources, both regional/nation (211, national suicide lifelines) and local
(CCRU services). The Tech Suite innovation program reflects the goal of organized, accessible
information available to the community in a variety of formats and presented in a way that
demystifies and destigmatizes the process of access care. Continuing goal.
Market TCHSA’s improved website to primary care providers as a source of information for services
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and referrals.

Successes, suicide prevention ASIST and SafeTALK
•

May is Mental Health month activities continued to reach a broad segment of the community.

•

Community members responded positively to both ASIST and SafeTALK trainings. The goal
is to continue these trainings, providing them regularly and in a variety of settings.

PEI: Teen risk screening (TeenScreen)
Stakeholder input, teen risk screening (TeenScreen)
Several comments mentioned TCHSA’s TeenScreen risk-screening program for teens. Key
comments include:

“TeenScreen could reach out to help families access services for their teens by coming to
the family for parental consent and assisting with transportation.”

“We used to refer a lot of LGBTQ+ teens to TeenScreen. It is a very stressed population.”
“TeenScreen helps connect youth with services by reaching out to families.”
Comments request services at schools and/or for young children, including:

“Don't forget that young children need these services in order to help our community be
safer for everyone.”

“[We would like TCHSA] Mental Health to respond to schools during school hours and
after.”
Program Description, teen risk screening (TeenScreen)
TCHSA uses TeenScreen as a tool to help identify youth at
risk of suicide or who suffer from an untreated mental illness
and, if identified as at risk, refer these youth to treatment.

Table 21

TeenScreen, staff hours by
fiscal year

2012-13
2013-14
2014-15
2015-16
2016-17

1,613
1,663
3,407
776
1,128
8,587
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As a product TeenScreen has shifted from Columbia University, where it was developed, to Stanford
University’s Department of Youth and Adolescent Psychiatry. As of 2018 Stanford is transitioning
TeenScreen to a web-based platform. Behavioral Health has been chosen as one of five participants
in a nation-wide pilot of Stanford’s new web-based version. Stanford indicates a tentative “go live”
date of Fall 2018.

Usage, teen risk screening (TeenScreen)
Table 21 shows that TeenScreen staff hours have fallen off due to discontinued product support.
With a rejuvenated, supported product, TCHSA expects TeenScreen hours and referrals to increase.

Goals, teen risk screening (TeenScreen)
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports: Track progress and present
outcomes in Annual Update and next Three-year Program & Expenditure Plan
GOALS
Participate in the Stanford’s web-based TeenScreen pilot.
Depending on the outcome of the web-based pilot testing, fully assess (in calendar year 2019) the
status of TeenScreen and a) re-institute the program with a broader reach across the county, or b)
identify an appropriate replacement program.
Include expansion of approved TeenScreen sites and utilization by underserved populations.
Include bi-lingual Spanish support for TeenScreen.
Provide TeenScreen (or replacement screening tool) to Juvenile Detention Facility (JDF) and Katie
A. program as part of assessment.

Successes, teen suicide screening (TeenScreen)
•
•

Selection by Stanford University as one of the pilot sites for a web-based version of
TeenScreen is of significant benefit: TCHSA will continue to advocate for testing,
implementation and program support.
After pilot testing is complete and TeenScreen is fully viable, TCHSA looks forward to
restarting collaborative efforts with Tehama County Department of Education—and Tehama
County school sites and school districts—to select locations, describe protocols, provide
services and coordinate follow-up.

PEI: Special-focus groups and support
There are two key areas in TCHSA’s service delivery system that need family support to maximize
effectiveness and to ensure outcomes: 1) providing support for family members and care givers to
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include NAMI’s “family-to-family” class/support group, and other NAMI groups as needed; and 2)
support for First Episode Psychosis (FEP) for youth and TAY, and their family members/caregivers.

Support for family members and caregivers
Stakeholder input, support for family and caregivers

“CCRU support groups were planned but have not been implemented. That needs to be a
priority[.]

”

Description, support for family and caregivers
TCHSA is committed providing support for family members and care givers. This will include
supporting NAMI to provide family-to-family class and on-going support group, and other NAMI
groups as needed.
TCHSA plans on collaborating with Tehama NAMI to provide “family-to-family” support groups. The
NAMI website describes NAMI’s Support Groups as following a structured model, ensuring
participants receive the information and support they need:
By sharing your experiences in a safe and confidential setting, you
gain hope and develop supportive relationships. This group allows
your voice to be heard and provides an opportunity for your personal
needs to be met. It encourages empathy, productive discussion and a
sense of community. You'll benefit through other’s experiences,
discover your inner strength and learn now to identify local resources
and how to use them.
www.nami.org/Get-Involved/Law-Enforcement-and-Mental-Health Accessed 4/18/2108

Goals, support for family and caregivers
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports: Track progress and
present outcomes in Annual Update and next Three-year Program & Expenditure Plan
GOAL
Collaborate with Tehama NAMI to provide client support and advocacy.
Implement NAMI family-to-family class and other on-going support groups.
Work with NAMI to implement a voluntary “white card” program (a wallet card that includes mental
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health issues and triggers for use by medical personnel, first responders and others).

Successes, support for family and caregivers
•

TCHSA is actively collaborating with NAMI to provide groups and classes.

•

TCHSA has provided a physical space at Vista Way Wellness and Recovery Center for NAMI
to provide direct peer and community support.

Support groups, First Episode Psychosis (FEP) youth/TAY and their
families/caregivers
Description, FEP – support for families and caregivers

The goal of the TCHSA FEP program is to identify as early as possible those experiencing symptoms
of psychosis. Those individuals having their first experiences with psychotic symptoms will be able to
access coordinated specialty care so that these symptoms are addressed early and effectively to
enable these individuals to experience an uninterrupted trajectory towards success in schooling,
employment, and in their support network.
The FEP program serves those individuals who have been experiencing psychotic symptoms for less
than 5 years and who are aged 15-30. These individuals will receive a specialized screening and
connection to specialized case management, therapy, medication, and support in education and
employment. Additional support for family and support networks is also available in the form of
groups and communication with service providers. Individuals can inquire about the program through
contact with any TCHSA Behavioral Health service provider and a referral for screening.
Psychosis can be treated, and early treatment increases the chance of a successful recovery.
Research indicates that if people who are experiencing psychotic symptoms (such as hallucinations
and/or delusions) for the first time in their life are connected to case management, therapy,
medication and support in education/employment, long-term outcomes are significantly more
favorable.
Psychosis symptoms can be confusing, scary and overwhelming and this can lead to individuals not
reporting their symptoms: TCHSA encourages people experiencing psychotic symptoms to reach
out for support in navigating a new path to life goals. Studies show that it is common for a person to
have psychotic symptoms for more than a year before receiving treatment. Reducing the duration of
untreated psychosis is important because early treatment often means a better recovery. Research
supports a variety of treatments for first episode psychosis, especially coordinated specialty care
(CSC). CSC includes the following components:
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•

Individual or group psychotherapy is typically based on cognitive behavior therapy (CBT)
principles. CBT helps people solve their current problems. The CBT therapist helps the
patient learn how to identify distorted or unhelpful thinking patterns, recognize and change
inaccurate beliefs, relate to others in more positive ways and change problematic behaviors.

•

Family support and education teaches family members about psychosis, coping,
communication and problem-solving skills. Family members who are informed and involved
are more prepared to help loved ones through the recovery process.

•

Medications (also called pharmacotherapy) help reduce psychosis symptoms. Like all
medications, antipsychotic drugs have risks and benefits. Clients should talk with their health
care providers about side effects, medication costs and dosage preferences (daily pill or
monthly injection, for example).

•

Supported Employment/Education (SEE) services help clients return to work or school and
achieve personal life goals. Emphasis is on rapid placement in a work or school setting
combined with coaching and support to ensure success.

•

Case management helps clients with problem solving. The case manager collaborates on
solutions to practical problems and coordinates social services across multiple areas of need.

As a small rural county, Tehama is leveraging both MHSA and SAMHSA block grant funding to begin
to implement a full array of services for FEP. Currently, MHSA funding is provided to start the family
support and education component associated with this program. TCHSA understands the importance
of FEP services and is moving forward with program implementation, serving appropriate clients and
their family members/caregivers.

Goals, FEP – support for families and caregivers
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports: Track progress and present
outcomes in Annual Update and next Three-year Program & Expenditure Plan
GOALS
Identify and implement FEP family-support program.
Identify outcome measures and track outcomes.

Successes, FEP – support for families and caregivers
New program.
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PEI:

Evidence-based Interventions

Trauma-Focused Cognitive Behavioral Therapy (TF-CBT)
Stakeholder input, TF-CBT
Figure 14 (page 23) shows that, among youth services, TF-CBT received the highest level of support
from survey takers. Stakeholder comments did not directly mention TF-CBT. However, a significant
trend within community feedback is increased services for youth, increased services at schools/in
collaboration with school, and increased in-home services for both youth and parents.
Stakeholder comments related to services youth as well as trauma include:

“ANYTHING to help our youth, I feel helpless for so many of the kids in my [school]...
Great kids, just need the right direction and plan to get them on the right track.”

“There needs to be more trauma support for teens.”
Description, TF-CBT
TF-CBT is a therapy model used for children ages 3 to 18 who have experienced one or more
significant traumatic life events, resulting in PTSD symptoms or functional impairments (cibhs.org).
Trauma focused cognitive behavioral therapy (TF-CBT) provides a comprehensive model of therapy
which assesses anxiety, PTSD (post-traumatic stress disorder), depression and other trauma-related
symptoms while developing an individual flexible treatment plan for children and youth who have
experienced trauma. TF-CBT recognizes the significance of varied family systems and is a culturally
diverse application which values the impact of cultural differences experienced when traumatized.
TF-CBT encourages parents, children, and adolescents to work collaboratively to build skills to
address mood regulation and safety.

Goals, TF-CBT
GOALS
Increase options for trauma-based treatment, including
on-going review of additional treatment modalities for
children and youth.

OUTCOME TRACKING
Track and report growth/changes in
2018-19 Annual Update and next ThreeYear Plan.

Increase use and efficacy of TF-CBT, including
identification and use of an outcome survey tool.

Track and report staff hours, number of
participants, outcome survey. Report
findings in 2018-19 Annual Update and
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next Three-Year Plan.
Evaluate TF-CBT to identify how to increase participant
numbers among YES Center clients.
Explore other trauma focused, evidence-based
therapeutic techniques for individuals and groups,
allowing TAY and adults increased access to traumafocused therapy.

Track and report growth/changes in
2018-19 Annual Update and next ThreeYear Plan

Retaining parents and children through completion of
the entire sequence of sessions has been a challenge.

Investigate cause and rectify issues that
are within TCHSA’s sphere of control.
Track and report growth/changes in
2018-19 Annual Update and next ThreeYear Plan

A goal is to maintain fidelity to TF-CBT through staff
ongoing training (TCHSA has found it challenging to fit
training sessions into staff schedules).

Investigate cause. Track and report
growth/changes in 2018-19 Annual
Update and next Three-Year Plan

Successes, TF-CBT
TF-CBT is an effective evidence-based intervention. With a goal of continuing use of TF-CBT,
TCHSA will be creating a plan to increase the use of TF-CBT for children and families/caregivers.
TCHSA will be reviewing ways to most efficiently include ongoing training in clinicians’ schedules.

Parent Child Interaction Therapy (PCIT)
Stakeholder input, PCIT
Figure 12 (page 23) shows that survey responses indicate strong support for programs related to
children and parenting, including PCIT. Comments from stakeholders include:

“Glad to hear that you will be offering PCIT.”
“PCIT needs to get implemented.”
Description, PCIT
Parent-Child Interaction Therapy (PCIT) is an empirically-supported treatment for young children with
emotional and behavioral disorders. PCIT places emphasis on improving the quality of the parentchild relationship and changing parent-child interaction patterns.
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Goals, PCIT
Concurrent with the implementation of PCIT, TCHSA’s workload increased related both Katie A. and
Continuum of Care Reform (CCR). This workload increase resulted in delays implementing PCIT.
TCHSA remains committed to PCIT. The new implementation goal is by end of fiscal year 2018-19.
Goals for PCIT remain the same as the previous Plan:
•
•
•

Provide Parent Child Interaction Therapy (PCIT), including staff training, needed space and
tools.
Increased outreach to underserved populations.
Increase family-based rehabilitative resources, including family training and activities.

Successes, PCIT
Pending implementation.

Therapeutic Drumming
Stakeholder input, therapeutic drumming
Therapeutic drumming ranked high among adult services surveyed (Figure 11, page 23) and ranked
“medium priority” among services for youth (Figure 12, page 23). Seven stakeholder comments
directly supported therapeutic drumming and appear to be from consumer/clients who have
participated in drumming sessions.
Stakeholder comments indicate support for therapeutic drumming. Under the survey questions for
what things respondents like within CSS and PEI, four stakeholder comments were positive/in
support of therapeutic drumming, including:

“Things like Nurturing Parenting, Drumming, ASIST (suicide prevention) reach a broad
segment of our community and provide no cost services which address a wide variety of
community needs.”
Description, therapeutic drumming
Therapeutic drumming is an evidence-based strategy for wellness at TCHSA. Drumming participants
report an immediate calming and grounding effect (efficacy), it relatively low overhead (efficient), and
drumming is mobile and can be provided in a variety of locations (flexible).
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A key factor in the drumming protocol allows the process to be adapted to situations, environments,
participant demographics and participants’ cultural norms. A portion of the protocol for drumming is
ended with a period of guided imagery and a wellness exercise. By combining the psycho-physical
activity of drumming with time dedicated to guided mediation and wellness, participants receive a
“dose” of therapy at the end of each drumming session.
Drumming is also a community outreach tool. Providing drumming classes is a fun and effective way
to introduce the community the TCHSA. Drumming is widely accessible: The drumming program
was designed to have cross-cultural linkages. Drumming is appropriate for all ages, and some
participants may find that a physical focus (drumming) is a helpful therapeutic communication prompt.
Drumming is accessible to people with physical and/or cognitive challenges.

Table 22

Therapeutic drumming modifiable protocol
Exercise component

Activity

Minutes

Introduction
Wellness Exercise

1-2
Use music to ground & help people to be “present”

Break the Ice
ABC’s of Drumming

3-5
5-10

Explain drumming equipment and terms

3-5

Rhythmic naming

5-10

Entrainment building

15-20

Inspirational beats

10

Guided imagery drumming

Use Music

7-8

Wellness exercise
Finale - Closing

Data, therapeutic drumming
During the first year of the drumming program (2013-14), an effort was made to engage a statically
significant number of participants (247 participants): Data showed clear positive trends and program
efficacy was confirmed. Specifically, pre- and post-survey data shows a 50% reduction in key
symptom types depression, anxiety, worry and frustration. Overall, participants indicated a significant
reduction in 12 symptom types, pre-drumming compared to post-drumming. Pre- and postsurveying of the extensive symptomatic level and format was discontinued after first year results were
analyzed.

Goals, therapeutic drumming
GOAL
Continue drumming as a core modality within

OUTCOME TRACKING
Track and report participants, staff hours, track,
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Wellness and Recovery Centers.
Provide drumming in more areas of the county,
including Los Molinos.

and report pre/post evaluation in 2018-19 Annual
Update and next Three-Year Plan.

PEI: Peer advocate program
Peer advocates staffing warm line (TalkLINE)
Stakeholder input, peer advocates & TalkLINE

“Increase public awareness of offered programs...I didn't know we had a TalkLINE.”
“Having information regarding existing services available via TalkLINE”
Description, peer advocates and TalkLINE
Open 365 days a year, TalkLINE is a sub-crisis “warm line” available from 4:30 PM to 9:30 PM.
When life gets challenging, anyone can call and receive confidential, peer-to-peer support. The
TalkLINE originated through Butte County’s MHSA programs and TCHSA, by collaborating with Butte
County, is increasing the capacity of the TalkLINE and providing an important service to the county.
TCHSA is actively marketing the TalkLINE number with the goal of increased calls from Tehama
County residents. TalkLINE staff participated in outreach events through Shasta College, the
community’s “LIFT” event and resource fairs throughout the community. The staff also has an
outreach booth at the Wednesday night Farmer’s Market.
Table 23
Beginning in November 2016 and expanded in 2018, TCHSA TalkLINE call volume per month by Peer
Peer Advocates (page 49) work as operators for “TalkLINE”.
Advocates. Note: two peer workers,
Peer Advocates take turns working as lead operators
typically working two days a week.
mentoring and training a Peer Assistant with the result of two
peer employees each day working TalkLINE hours.
Month
Calls

Dec-17
Jan-18
Feb-18
Mar-18
Apr-18
May-18
Jun-18

Data, peer advocates and TalkLINE
Based on data from December 2017 through June 2018, the
average number of calls taken by two peer workers during
working hours was 13. The average total number of calls per
month taken by peer workers is 52.

Total

39
65
55
50
56
55
44
364

82

PREVENTION & EARLY INTERVENTION (PEI)

Goals, peer advocates and TalkLINE
The outcome measure for all goals in this section is to track and report in upcoming
Annual Updates and Three-Year Plans.
GOALS
Continue community outreach to advertise TalkLINE.
Increase the number of calls received from Tehama County residents.
Look for ways to integrate or align TalkLINE with the Tech Suite platform. *
* Monitoring and evaluating use of the Tech Suite platform will adhere to laws, regulations and best
practices that ensure user privacy and data security.

Successes , peer advocates and TalkLINE
•

Peer Advocates now staff TalkLINE, a warm line staffed in collaboration with Butte County. A
significant success, TalkLINE hours staffed by TCHSA Peer Advocates have increased.

Peer advocates at access centers
Peer advocates are funded under PEI. Peer assistants are funded under CSS (please see client
rehabilitative employment and employment training program, page 49).
Applying the values and principles of wellness and recovery, Peer Advocates have been and continue
to advocate on behalf of Vista Way clients. Advocacy includes conducting groups and various
activities listed on the monthly events calendar. Peer advocates provide a bridge between case
resource specialists (case managers) and clients.
Support by trained peers is of proven benefit and is considered best practice. The California Mental
Health Planning Council describes the role and impact of peer workers:
Peer Specialists are empathetic guides and coaches who understand and model the
process of recovery and healing while offering moral support and encouragement to people
who need it. Moral support and encouragement have proven to result in greater compliance
with treatment/services, better health function, lower usage of emergency departments,
fewer medications and prescriptions, and a higher sense of purpose and connectedness on
the part of the consumer.
www.dhcs.ca.gov/services/MH/Documents/CMHPCPeerCertPaper.pdf

Peer advocates receive on-going training and supervision and provide services to clients at Vista
Way and the YES Center. Through Peer Advocates, clients both receive more “one on one” support
and support from someone who has been through–and is in recovery from–major mental illness.
Peer Advocates demonstrate resilience and paths to recovery. For the Peer Advocate, employment
can lead to future opportunities.
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Stakeholder input, peer advocates at access centers
Community stakeholder comments about peer advocates and the Wellness and Recovery Centers
include:

“I like services at VW - the peer advocates and stipend programs [now called peer
assistants].”
Goals, peer advocates at access centers
The outcome measure for all goals in this section is to track and report
in upcoming Annual Updates and Three-Year Plans.
GOALS
Continue to look for opportunities to make the community aware of the work of peer advocates.
Identify opportunities for peer advocates to reach isolated seniors and other at-risk communities.
Identify opportunities for peer advocates to provide community service and be a part of
community events.
Identify additional ways peer advocates can provide support in the community (i.e., WRAP at the
library).
Identify speaking engagements for peer advocates that increase mental health awareness and
decrease stigma.
Continue peer advocate involvement in the catering and food services program by TAYs (see
YES Center, page 29).

Successes, peer advocates at access centers
•

TCHSA’s Peer Advocates are an integral part of the recovery and rehabilitation services at
Vista Way Center and YES Center. This goal of the previous Three-Year Plan is in place,
using an innovative and flexible model and is a measurable service improvement.

•

Peer Advocates lead three groups in the Wellness and Recovery Center at Vista Way.

•

Peer staff were integral to the success of events during May is Mental Health month.
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INNOVATION: THE TECH SUITE
This document in its original format was available for public review and comment from April 5, 2018,
through May 7, 2018.
This document in its original format was approved by the Tehama County Board of Supervisors on
June 19, 2018.

INN Section 1: Project Introduction
INN projects are novel, creative and/or ingenious mental health practices/approaches that
contribute to learning and that are developed within communities through a process that is
inclusive and representative, especially of unserved, underserved, and inappropriately
served individuals. (A)n Innovation project is defined, for purposes of these guidelines, as
one that contributes to learning rather than a primary focus on providing a service. By
providing the opportunity to “try out” new approaches that can inform current and future
mental health practices/approaches in communities. To clarify, a practice/approach that has
been successful in one community mental health setting cannot be funded as an INN project
in a different community even if the practice/approach is new to that community, unless it is
changed in a way that contributes to the learning process. Merely addressing an unmet need
is not sufficient to receive funding.

Primary Problem Being Addressed
What primary problem or challenge are you trying to address? Please provide a brief
narrative summary of the challenge or problem that you have identified and why it is
important to solve for your community. Describe what led to the development of the idea for
your INN project and the reasons that you have prioritized this project over alternative
challenges identified in your county.
Tehama County is a large, rural county that spans the California Central Valley and is bordered by
mountains on the east and west. Along with other superior region counties, Tehama has a significant
population living both in poverty and in geographic isolation. Tehama County has, in addition,
significant rates of suicide among adult males. Tehama also has a large and stressed migrant
worker population whose needs may be un- or under-served.

Project Purpose
The purpose of the Tech Suite innovation project in Tehama County is to address unmet mental
health needs of County residents, including residents who are socio-economically and / or
geographically isolated (including isolated youth and TAY, migrant workers and adult males at risk of
suicide) and as identified by stakeholders participating in the County’s recent MHSA Community
Program Planning (CPP) process.
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Project Need
Tehama’s population of 63,500 is spread over 2,950 square miles. 70% of Tehama County residents
live in unincorporated areas, and many of these areas are significantly geographically isolated.
Tehama County’s largest town, Red Bluff, has a population of 14,000.
Tehama County has a large Latino population, and Spanish is the County’s threshold language. The
County has a substantial migrant worker population.
Tehama County has five significant issues that, in combination, create unique needs in providing
care:
1. Poverty: The poverty level in Tehama County is twice that of state and national averages
(2010 census data). The poverty rate for young people is substantially higher than the
poverty rate of people 65 and older (2010 census). As of the 2010 census, 34% of Tehama
County residents are below the age of 24 and 16% of residents are 65 and older. The rate of
children in foster care is more than twice the state average (Lucille Packard foundation’s “Kid
Facts” website).
2. Geographic isolation: Most major services, including the county’s single acute care hospital,
are in the town of Red Bluff, in neighboring counties or beyond. Geographic distances in
Tehama County are significant: From the rural community of Manton to the town of Red Bluff
is 37 miles on an isolated road; Rancho Tehama is another isolated community, 25 miles
from Red Bluff; another community, Los Molinos, is 22 miles from Red Bluff. Because of the
county’s size and sparse population, public transportation is limited. When communities are
served by bus service, it can be limited or cumbersome: The community of Rancho Tehama
receives bus service to Red Bluff one day a week. Tehama County has a significant migrant
worker population that faces myriad challenges, including geographic and logistical isolation
(significant amounts of time spent working away from home), in accessing services.
3. Limited transportation options: Because of the County’s size and lack of public
transportation, travel is private-vehicle dependent. As noted, the County has a significant
poverty rate. Poverty, geographic barriers, lack of public transportation and large distances
result in transportation becoming an economic challenge and a barrier to care.
4. Workforce shortage: Tehama has significant behavioral health workforce shortage. As a
behavioral health employer, the County struggles to find and retain qualified behavioral
health staff (psychiatrists, clinicians, nurses and case managers).
5. Stigma discourages individuals from seeking services: Stigma and a lack of understanding
about of mental illness symptoms are challenges for Tehama County. Individuals can be
wary of using services in a small, deeply interconnected county where maintaining anonymity
and/or privacy may seem difficult.
Tehama County Health Services Agency, Mental Health (TCHSA-MH) recognized a need for
identification of the onset of mental illness in youth and transition-aged youth. As mentioned above,
as of the 2010 census 34% of Tehama County residents are below the age of 24. TCHSA-MH has
received ongoing input from the County Mental Health Board, juvenile probation staff, social services
staff and Tehama Department of Education regarding greater services for youth and TAY. There
have been repeated community member and stakeholder requests to make services more youth
friendly and accessible, including requests to use technology to engage youth.
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During the Community Program Planning (CPP) process, the Technology-based innovation project
was presented. There was an enthusiastic response to joining other California counties in a
technology-based Innovation project. The County’s Mental Health Board is excited about the
prospect and offered its express support to pursue the project to help reduce isolation, provide
individuals with a private place to increase their knowledge of mental health symptoms, increase
access to services for all community members including youth and TAY, and to identify onset of
mental illness as early as possible.

Primary Problem Being Addressed: Target Population
TCHSA-MH and the County’s Mental Health Board propose targeting specific populations with this
Innovation plan:
1. Individuals in remote, isolated areas of the county who have less access to social support
and mental health services including isolated seniors and isolated youth and transition-aged
youth;
2. Youth and TAY, including youth who may be in school (attending local high schools, who
may be commuting to nearby California State University, Chico, and / or attending Shasta
College at its main site or at the Shasta College Tehama Site), who are in the local workforce
or who are not engaged in school or work;
3. Men at risk of suicide who may be more willing to engage in private and confidential
services.
TCHSA-MH estimates that the number of individuals served by this Innovation project will be
approximately 350 “intensive” users per year for a total of 700 such users. The expectation is a
significant higher number of users using the platform/ suite for one-time or time-limited information
and / or referral.
An important note: Tehama County sees the Tech Suite as a way—because new consumers who
may not be willing to access services through traditional methods may use the Tech Suite —to
identify and providing insight to users that have not previously accessed or approached services. In
other words, Tehama hopes that the Tech Suite will identify people who we do not yet know have a
service need because they have never accessed services (unserved). Of interest now are adult
males at risk for suicide and the county’s migrant worker population; however, the county is eager to
review user trends for further insight related to populations who continue to be un- or under-served.
As the Tech Suite project evolves at the state-wide level, Tehama County will continue to TEHAMA
engage with project lead at CalMHSA to advocate for Tehama’s unique county needs.
Los Angeles County writes in its Innovation Plan:
This project seeks to test out novel approaches to mental illness preemption and
prevention, early relapse detection, outreach and engagement as well as the delivery of
manualized therapeutic interventions and supportive services through technology-based
mental health solutions, delivered by trained peers.
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One of the primary objectives of the Mental Health Services Act is to identify and engage
individuals with mental illness who are either un-served or under-served by the mental
health system. The Los Angeles County Department of Mental Health, through the Mental
Health Services Act, has funded outreach and engagement staff, Service Area Navigators,
Promotores to outreach and engage individuals with mental health needs into mental
health care. While these approaches have been effective, to make a greater impact in
reducing the duration of untreated mental illness and disparities in mental health treatment,
early detection, outreach and engagement strategies must evolve. This project seeks to
test out the use of a set of technology tools to identify individuals who may need mental
health care and to reach these individuals for whom we have not been successful in
identifying or engaging through methods that have become increasingly relevant to specific
populations.

Proposed Project
Describe the Innovative Project you are proposing. Note that the “project” might consist of a
process (e.g. figuring out how to bring stakeholders together; or adaptation of an
administrative/management strategy from outside of the Mental Health field), the
development of a new or adapted intervention or approach, or the implementation and/or
outcomes evaluation of a new or adapted intervention. See CCR, Title 9, Sect. 3910(d).
Include sufficient details so that a reader without prior knowledge of the model or approach
you are proposing can understand the relationship between the primary problem you
identified and the potential solution you seek to test. You may wish to identify how you plan
to implement the project, the relevant participants/roles, what participants will typically
experience, and any other key activities associated with development and implementation.
Provide a brief narrative overview description of the proposed project:

This project, implemented in multiple counties across California, will bring interactive technology
tools into the public mental health system through a highly innovative set or “suite” of applications
designed to educate users on the signs and symptoms of mental illness, improve early identification
of emotional/behavioral destabilization, connect individuals seeking help in real time, and increase
user access to mental health services when needed. Counties will pool their resources through the
Joint Powers Authority, CalMHSA, to jointly manage and direct the use of selected technology
products.
Innovation serves as the vehicle and technology serves as the driver, promoting cross-county
collaboration, innovative and creative solutions to increasing access and promoting early detection
of mental illness and signs of decompensation, stopping the progression of mental illness and
preventing mental illness all together.
In Tehama County specifically, TCHSA-MH envisions accessing the components of the technology
suite that meet the needs of the two target populations described above. The TCHSA-MH Director,
MHSA Coordinator, with input from peer advocates, the County Mental Health Board as well as the
MHSA Stakeholder Subcommittee of the County Mental Health Board will be engaged in the
development of the project and technology products to ensure that the applications created will
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improve social support/engagement, improve access to care, and identify early onset of mental
illness among users in small rural communities. Additionally, the TCHSA Information Technology
team will be consulted on the project.
Following the development of the applications, TCHSA-MH plans to work with staff members and
community partners (education, faith-based organizations, non-profit, law enforcement and social
services) to implement the products locally. In addition to participating in the broader multi-county
evaluation, TCHSA-MH intends to add some locally specific learning goals and evaluation questions
(see below).
Identify which of the three approaches specified in CCR, Title 9, Sect. 3910(a) the project will
implement (introduces a practice or approach that is new to the overall mental health system;
makes a change to an existing practice in the field of mental health; or applies to the mental
health system a promising community-driven practice approach that has been successful in
non-mental health contexts or settings).
This project introduces a practice or approach that is new to the overall mental health system.
Briefly explain how you have determined that your selected approach is appropriate. For
example, if you intend to apply to mental health a practice from outside of mental health,
briefly describe how the practice has been applied previously.
TCHSA-MH has determined that this approach is appropriate because it directly addresses the need
for decreased isolation, increased social engagement, a private way of accessing services which
would be easily accessible for those who feel stigma when accessing traditional services, and
increased access to services in remote, rural Tehama County. It also directly addresses the need for
identification of early onset of mental illness.

How Tehama’s Use of the Tech Suite is Unique
What are you doing that distinguishes your project from similar projects that other counties
and/or providers have already tested or implemented?
How will the Tech Suite in Tehama County be different than the Tech Suite in other counties? First:
Tehama County Mental Health uses no on-line system or virtual tools to provide care and has a
limited web presence. As a result, in many ways the Tech Suite will begin the County’s entry into an
on-line presence, virtual tools and a platform or platforms that will work with a variety of devices
(phones, tablets and PCs).

Tehama County’s Unique Needs
The “tech suite” platform may also be a sea change for Tehama County in ways that are unique and
significant to rural counties with large geographic areas.
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Tehama’s population is stressed by a geographic isolation, poverty, a lack of affordable and/or public
transportation, a health care provider shortage, and stigma and privacy concerns that may be
heightened in small counties. Virtual support, information and / or care is likely to be a significant
additional tool in addressing issues of geographic and socio-economic isolation.

Along with addressing isolation, the Tech Suite in Tehama may also address how best to
reach out to and support youth and TAY in a mode that is most comfortable. Community
feedback indicates that youth and TAY are most likely to be comfortable getting information
on line, texting for peer or referral support, and using an on-line platform for other modalities
and components of care.
Youth and TAY in foster care or with a foster care history are an at-risk population in Tehama
County, and Tehama and neighbor counties have rates of children in foster care that are more than
twice the state average.

Figure 17: Tehama County, unique in the
superior region, has significant aggricultural
migrant worker levels.

Figure 18: California children (21 and under) in
foster care by county per 1,000. 2016
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Tehama County has a large Latino population: Because the Tech Suite is being developed to
provide linguistically and culturally competent content, this places another level of Latino support
within the County’s system of care.
Unique to the superior region, Tehama County has a significant migrant worker population. In
addition, as part of the Interstate 5 agriculture corridor Tehama County is along the major migration
of workers who follow agricultural and / or seasonal work from southern California to Oregon and
Washington. Migrant workers – either Tehama-based or working in the area seasonally or
temporarily – are a difficult population to serve: government services may historically be a “loaded”
arena for this population. Further, there may be some cultural stigma around mental health: Services
need to be presented in a culturally competent way and in collaboration with trusted cultural brokers.
It is the County’s hope that—for mono- or bi-lingual migrant workers—the Tech Suite may be a
format that is both logistically accessible to people who cannot miss a day of work to access care,
who spend significant amounts of work time outside of the county and are bi-lingual or mono-lingual.
A sub-goal of the Tech Suite for Tehama is whether the new platform can engage this population in
services and provide on-going services to a mobile population.
The rate of suicide in Tehama and neighbor counties are more than twice the state average. The
driver of Tehama’s high suicide rate is the rate
Figure 19: RAND Corporation study: Suicide rates in
among adult males.
California with superior region rates highest, 20082010
The rural male population is a difficult
population to approach around self-care and
mental health.
The Tech Suite may be a format that, in its level
of privacy and/or ease of private access, will
draw this at-risk population in either prior to
crisis or during crisis: A sub-goal of the Tech
Suite for Tehama is an evaluation of whether
this new platform and approach can be used to
increase service engagement of rural adult men
experiencing depression or other pre-suicide
risks.
Figure 20: Tehama County, male suicide
rates as statistical driver and three times the
state average. 2009
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Evaluation of Bandwidth Needed to Access the Tech Suite
Comparing levels of wireline broadband service, and using the State’s data, Tehama County’s
coverage appears reasonable.
Tehama County feels that there is adequate coverage for residents to access the Tech Suite
platform. The State – specifically the California Public Utilities Commission (CPUC) Broadband,
Policy and Analysis Division– estimates that 61.2% of Tehama County households are served by
wireline providers that provide highspeed internet. With fixed wireless coverage added, 99% of the
households are served by at least 6 Megabits per second (Mbps) download and 1 Mbps upload.
With mobile coverage added in, the CPUC estimates the coverage to be 99.6% of households in
Tehama County. This relatively robust coverage is due in part to the county being bisected by
Interstate 5 (whose coverage spreads into the county) and the county’s geography.
Figure 21: California broadband coverage, Tehama
County in context
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Figure 22: Tehama County broadband coverage
Source: www.boadbandmap.ca.gov accessed 4/18/2018

Figure 23: Tehama County coverage of at least 6 Mbps download, 1
Mbps upload. Red areas are unserved, green served.
Source: www.boadbandmap.ca.gov accessed 4/18/2018
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Components of the Technology Suite
Accessible from a computer, cell phone or tablet utilizing customized applications for:
1. Digital detection of emotional, thought and behavioral disturbances through passively
collected data and sophisticated analyses that sense changes in the user interface known to
correlate with social isolation, depression, mania, the early psychotic (prodromal) syndrome,
and other indicators of either the onset of new mental illness or the recurrence of a chronic
condition. As concerning signals are detected, communication to the user is generated
through texts, emails, peers or clinician outreach to prompt care.
2. A web-based network of trained and certified peers available to chat 24/7 with individuals (or
their family members/caregivers) experiencing symptoms of mental illness. A link to the
chatroom will be available through the TCHSA website and possibly through social media or
an app. Branding will stress the resource is as both a support and triage tool for anyone
experiencing problems at any time, especially those unfamiliar with self-management
techniques, confused or unclear about the available resources, or reluctant to visit a mental
health clinic.
3. Virtual, evidence-based on-line treatment protocols using treatment algorithm-based avatars
to deliver clinical care. By their nature as virtual tools, this client-provider interface is
available 24/7 and can be accessed in the home, clinical settings, and mobile devices.

Overall Goals
1. Detect mental illness earlier, including depression, psychosis, and bipolar disorder. - In
Tehama County, detect mental illness earlier particularly among youth and transition-aged
youth (TAY).
2. Intervene earlier to prevent mental illness and improve client outcomes. - In Tehama County,
intervene earlier particularly among youth and transition-aged youth (TAY).
3. Provide alternate modes of engagement, support and intervention. - In Tehama County,
provide alternate modes of engagement, support, and intervention among individuals living in
remote, isolated areas and those who feel stigma in accessing traditionally-presented mental
health services (for example, in person, at County mental health outpatient services).

Learning Goals/Project Aims
The broad objective of the Innovative Component of the MHSA is to incentivize learning that
contributes to the spread of effective practices in the mental health system. Describe your
learning goals/specific aims and how you hope to contribute to the spread of effective
practices.
What is it that you want to learn or better understand over the course of the INN Project?
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Overarching Learning Questions
Please note: the following list of learning questions has been adapted from the list of learning
questions proposed by other partners participating in this multi-county Innovation plan. TCHSA-MH
has added verbiage to make these learning questions more specific to its own local climate. This
verbiage is noted in [brackets].
1. Will [rural/ isolated youth and transition-aged youth (TAY) and] individuals [living in remote,
isolated areas] either at risk of or who are experiencing symptoms of mental illness use
virtual peer chatting accessed through a website or through a phone application?
2. Will [rural/ isolated youth and transition-aged youth (TAY) and] individuals [living in remote,
isolated areas] who have accessed virtual peer chatting services be compelled to engage in
manualized virtual therapeutic interventions?
3. Will the use of virtual peer chatting and peer-based interventions result in users [from both
target populations] reporting greater social connectedness, reduced symptoms and
increases in well-being?
4. What virtual strategies contribute most significantly to increasing an individual’s capability
and willingness to seek support [among both target populations]?
5. Can passive data from mobile devices accurately detect changes in mental status and
effectively prompt behavioral change in users [youth/ TAY and individuals living in isolated
areas]?
6. How can digital data inform the need for mental health intervention and coordination of care
[youth/ TAY and individuals living in isolated areas]?
7. What are effective strategies to reduce time from detection of a mental health problem to
linkage to treatment [among both target populations, but especially among rural/ isolated
youth and transition-aged youth (TAY)]?
8. Can we learn the most effective engagement and treatment strategies for patients from
passive mobile device data to improve outcomes and reduce readmissions?
9. Can mental health clinics effectively use early indicators of mental illness risk or of relapse to
enhance clinical assessment and treatment [especially among rural/ isolated youth and
transition-aged youth (TAY)]?
a. [Can TCHSA-MH effectively use data from the rural/ isolated youth and transitionaged youth (TAY) population to design and implement PEI programs for K-12
educators, staff and family/ caregivers?]
10. Is early intervention effective in reducing relapse, reducing resource utilization and improving
outcomes and does it vary by demographic, ethnographic, condition, intervention strategy
and delays in receiving intervention [especially among rural/isolated youth and transitionaged youth (TAY)]?
11. Can online social engagement effectively mitigate the severity of mental health symptoms
[especially among individuals living in remote, isolated areas]?
12. What are the most effective strategies or approaches in promoting the use of virtual care and
support applications and for which populations?
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Evaluation or Learning Plan
For each of your learning goals or specific aims, describe the approach you will take to
determine whether the goal or objective was met.

Overall Approach to Evaluation
This project will be evaluated by tracking and analyzing passive data, reach of users, level of user
engagement, changes in access to care and clinical outcomes. Furthermore, data from mobile
devices would be analyzed to detect changes in mental status and responses to online peer support,
digital therapeutics and virtual care. Continuous assessment and feedback would drive the
interventions. Specific outcomes are listed below.
Please note that as with the learning questions, the following list of evaluation outcomes has been
adapted from the list of evaluation outcomes proposed by other partners participating in this multicounty Innovation plan. TCHSA-MH has added verbiage to make these evaluation outcomes more
specific to its own local climate. This verbiage is noted in [brackets].
1. Increased purpose, belonging and social connectedness for users [especially for individuals
living in remote, isolated areas].
2. Increased ability for users to identify cognitive, emotional and behavioral changes and act to
address them [among both target populations].
3. Increases in quality of life, as measured objectively and subjectively (by user and by
indicators such as activity level, employment, school involvement, etc.) [among both target
populations].
4. For high utilizers of inpatient or emergency services, decreases in utilization for those
services.
5. Reduced stigma of mental illness as reported by user [among both target populations].
6. Comparative analyses of population level utilization data [in Tehama County] over the life of
the project to determine impact on various types of service utilization. a. [Reach of
technology products (number of users, demographics of users) in Tehama County.]
7. For clients with particular sorts of biomarkers (characteristics identified either through history
or digital phenotyping analysis), how many clients respond well to treatment options
identified through this project?
8. What is the role of this technology as a source of information that can help guide the
interventions provided by mental health clinicians [at TCHSA-MH]?
9. Examine penetration or other unmet need metrics to understand how the technology suite
has impacted [TCHSA-MH’s] ability to serve those in need.
User outcomes will be measured by analyzing retrospective and prospective utilization of hospital
resources from claims data and medical records data. The analysis will incorporate disease risk
stratification, digital phenotype and digital biomarker measurement, type of intervention and delay in
receiving care. Quality of life impact will include school grades, graduation rates, job retention,
absenteeism and presenteeism.
TCHSA-MH will participate in the Innovation plan evaluation primarily by contributing data to the
evaluation experts who will be leading this evaluation. The TCHSA-MH MHSA Coordinator will
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ensure that Tehama County’s evaluation needs are articulated in the multi-county evaluation plan
that is developed, and that TCHSA-MH is able to access county-level data on the target populations
served.

Section 2: Additional Information for Regulatory Requirements
Contracting
If you expect to contract out the INN project and/or project evaluation, what project resources
will be applied to managing the County’s relationship to the contractor(s)? How will the
County ensure quality as well as regulatory compliance in these contracted relationships?
Counties will pool their resources through the Joint Powers Authority, CalMHSA, to jointly manage
and direct the use of selected technology products. Specifically, in Tehama County, TCHSA-BH’s
MHSA Coordinator and Fiscal Services Officer will coordinate with CalMHSA to ensure regulatory
compliance. The TCHSA-BH Director and MHSA Coordinator will participate as a partner in
selecting tools and components. Tehama County will continue to engage with project lead at
CalMHSA to advocate for Tehama’s unique county needs.

Certification
Adoption by County Board of Supervisors. Please present evidence to demonstrate that your
County Board of Supervisors has approved the proposed project. Evidence may include
explicit approval as a stand-alone proposal or as part of a Three-Year Plan or Annual
Update; or inclusion of funding authority in your departmental budget.
Answer: Please see BOS Minute Order [in published innovation plan].
Certification by the County mental health director that the County has complied with all
pertinent regulations, laws, and statutes of the Mental Health Services Act (MHSA).
Welfare and Institutions Code (WIC) 5847(b)(8) specifies that each Three-Year Plan and
Annual Update must include “Certification by the county behavioral health director, which
ensures that the county has complied with all pertinent regulations, laws, and statutes of the
Mental Health Services Act, including stakeholder participation and nonsupplantation
requirements.”

Answer: Please see MHSA County Fiscal Accountability Certification [in published innovation plan].
Certification by the County mental health director and by the County auditor- controller if
necessary that the County has complied with any fiscal accountability requirements, and that
all expenditures are consistent with the requirements of the MHSA.
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WIC 5847(b)(9) specifies that each Three-Year Plan and Annual Update must include
“Certification by the county behavioral health director and by the county auditor-controller
that the county has complied with any fiscal accountability requirements as directed by the
State Department of Health Care Services, and that all expenditures are consistent with the
requirements of the Mental Health Services Act.”

Answer: Please see MHSA County Fiscal Accountability Certification [in published innovation plan].

Community Program Planning (CPP)
Please describe the County’s Community Program Planning process for the Innovative
Project, encompassing inclusion of stakeholders, representatives of unserved or underserved populations, and individuals who reflect the cultural, ethnic and racial diversity of the
County’s community.
Tehama County Health Services Agency, Behavioral Health (TCHSA-BH) conducted a substantial
MHSA Community Program Planning (CPP) process from January through April 2018.
In addition, this plan was posted for public comment on TCHSA’s main website from April 5 to May
7, 2018. No comments were received.
Tehama County’s Spring 2018 MHSA stakeholder outreach process was a multi-pronged / multiplatform approach, including:
1. Re-invigorating the County’s MHSA Stakeholder Committee, a standing subcommittee of the
County’s Mental Health Board. Restructuring of the subcommittee included increasing and
deepening the committee’s membership, and membership includes adult consumers;
families of consumers; seniors; law enforcement; local NAMI; director-level staff of public
medical, substance abuse and child protective services; Latino; LGBTQ+; K-12 educators
and administrators; health care; social services; faith-based organizations; local non-profit
service providers; advocates. The subcommittee met and recommended a draft Community
Participation Plan for Mental Health Board approval.
2. A series of four widely-publicized public community stakeholder meetings in diverse county
locations, two with bi-lingual Spanish support. Each meeting lasted 1.5 hours. TCHSA-MH
staff recorded significant community input. Significant trends in the public meetings are
3. A series of targeted meetings including LGBTQ+, transition age youth consumers and adult
consumers. Each meeting lasted 1.5 hours. TCHSA-MH staff recorded significant input.
4. A major survey, available in English and Spanish, which includes 26 questions focusing on
MHSA services, and approximately 10 demographic questions. The survey is an on-line
survey that can be completed using a smart phone and hard copies were made available in
multiple locations. As of the writing of this report, the survey had 275 responses. Many
questions had comment boxes, there are up to 45 comments per question and there are
approximately [575] comments.
Stakeholder input contained multiple trends, including:
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•

The need for information on available to be increased, consistent and readily available in a
variety of formats appropriate for all consumers and in a way that demystifies and destigmatizes the process of accessing services. The Tech Suite was discussed as a solution
and platform for one-stop public information;

•

Increasing youth and TAY appropriate services including on-line and tech-based solutions;

•

Support for TAY parents “meeting them where they are” including on-line and tech-based
solutions;

•

Addressing needs of the migrant worker population in a way that is logistically and culturally
appropriate (smart phone usage was specifically discussed as a unique opportunity;

•

Increasing training options—for example, parenting classes—including remote (on line or
app based) training options;

•

Increased support for geographic and logistically isolated populations in a way that covers all
of Tehama County’s large geography.

Tehama County continues to identify a need for linguistically and culturally appropriate support for
youth in the Latino community and has identified a need for appropriate and accessible outreach to
the LGBTQ+ community. Stakeholder input also includes concerns about isolated seniors facing
depression and other mental health risks.
For this Innovation Plan, TCHSA-MH decided to join counties across California in implementing
technology-based strategies that will meet the needs identified by community members (isolation,
social engagement, access to services).
•

The Tehama County Mental Health Board first discussed this plan on March 29, 2018 and
approved the plan on March 30, 2018.

•

The public comment period for this Innovation plan took place from April 5, 2018, to May 7,
2018.

•

The plan will be taken before the Tehama County Board of Supervisors on June 5, 2018.

Primary Purpose
Select one of the following as the primary purpose of your project.
a) Increase access to mental health services to underserved groups
b) Increase the quality of mental health services, including measurable outcomes
c) Promote interagency collaboration related to mental health services, supports, or
outcomes
d) Increase access to mental health services
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MHSA Innovative Project Category
Which MHSA Innovation definition best applies to your new INN Project (select one):
a) Introduces a new mental health practice or approach.
b) Makes a change to an existing mental health practice that has not yet been demonstrated
to be effective, including, but not limited to, adaptation for a new setting, population or
community.
c) Introduces a new application to the mental health system of a promising communitydriven practice or an approach that has been successful in a non-mental health context or
setting.

MHSA General Standards
Using specific examples, briefly describe how your INN Project reflects and is consistent with
all potentially applicable MHSA General Standards set forth in Title 9 California Code of
Regulations, Section 3320. (Please refer to the MHSOAC Innovation Review Tool for
definitions of and references for each of the General Standards.) If one or more general
standard could not apply to your INN Project, please explain why.
The services that will result from this Innovation project will reflect and be consistent with all the
MHSA General Standards. All services will be culturally and linguistically competent. TCHSA-MH will
advocate for all tools in the suite to include Spanish (Tehama County’s only threshold language).
In addition, TCHSA-MH will advocate for the tools to provide culturally-sensitive services to all clients
to support optimal outcomes: Services will be client and family driven, and follow the principles of
recovery, wellness, and resilience. These concepts and principles of recovery incorporate hope,
empowerment, self-responsibility, and an identified meaningful purpose in life. Services will be
recovery-oriented and promote consumer choice, self-determination, flexibility, and community
integration, and services will support wellness and recovery. Evaluation activities will collect
information on these demographics to identify if services are effective across diverse populations.

Continuity of Care for Individuals with Serious Mental Illness
Will individuals with serious mental illness receive services from the proposed project? If yes,
describe how you plan to protect and provide continuity of care for these individuals when
the project ends.
It is TCHSA-MH’s hypothesis that individuals with serious mental illness (SMI) will receive enhanced
services as a direct result of the proposed project. At the end of this Innovation project, TCHSA-MH
will ensure that if the project is successful in the county that individuals will have continued access to
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the applications developed through this project. TCHSA-MH foresees funding the program through a
combination of CSS and PEI dollars.

Cultural Competence and Stakeholder Involvement in Evaluation
Explain how you plan to ensure that the Project evaluation is culturally competent and
includes meaningful stakeholder participation.

TCHSA-MH will be working with evaluation experts from much larger counties to ensure that the
project evaluation is culturally competent and includes meaningful stakeholder participation. In
Tehama County, the process of involving stakeholders will start with the County’s Mental Health
Board and move out into wider circles from that point.

Innovation Project Sustainability
Briefly describe how the County will decide whether and how to continue the INN Project, or
elements of the Project, without INN Funds following project completion.
Analytics associated with the suite of technology services, coupled with a comprehensive evaluation,
will inform actions taken by TCHSA-MH at the conclusion the project. Factors to be considered will
include user satisfaction and outcomes, the state of technology after the project and the overall
effectiveness of these tools for specific populations. As mentioned above, TCHSA-MH plans to
transition the program to CSS and PEI funding sources.
If the technology suite is not “successful”—is not being used for whatever reason with no way to
adjust the platform to improve usage—TCHSA-MH has a transition plan for any existing users. The
plan would depend on the demographic, and would consist of—at minimum—the following:
1. A culturally and linguistically accessible content warning that the platform (suite) is being
discontinued. This announcement would be connected to a description of existing services
that equate as closely as possible to what the platform was providing (as one example, if the
user accessed peer advocacy via the platform TCHSA-MH would recommend peer advocacy
via Tehama’s similar programs a MHSA-funded “warmline” that is staffed by peer advocates
and/or peer advocates available in person at both the adult and TAY recovery centers).
Engagement in services would be encouraged in as many ways possible, and in ways most
effective for each user demographic.
2. For any users who may be known or accessible via chat, email or other platform
mechanisms, TCHSA-MH would reach out directly to those users to make every effort to
engage the user in continuing services.
3. Finally, for any portion of the platform that could be continued in whole or in part, within
TCHSA-MH capacity, TCHSA-MH would plan for that transition. One example could be if the
Tech Suite provided an on-line or app-based one-stop-shop for mental health services
information, TCHSA-MH would plan to transition to other options (for example, maintaining
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any existing service information and transitioning it to a robust and well-branded web
presence).

Communication and Dissemination Plan
Describe how you plan to communicate results, newly demonstrated successful practices,
and lessons learned from your INN Project.
How do you plan to disseminate information to stakeholders within your county and (if
applicable) to other counties? How will program participants or other stakeholders be
involved in communication efforts?

TCHSA-MH, as part of a multi-county effort, will share learning as it is occurring internally
within TCHSA-MH and the County, and externally throughout California. TCHSA-MH will
also participate in cross-county learning opportunities supported by the Mental Health
Services Oversight and Accountability Commission or its partner organizations. Impact,
reach, implementation status and outcomes will be documented in Annual Updates and
MHSA Three-Year Program and Expenditure Plans. In addition, TCHSA-MH and its partner
counties will seek to present the project and its outcomes throughout the project at
statewide conferences, meetings and perhaps at relevant national conferences. Finally,
there may be opportunity to partner on articles submitted to peer-reviewed journals.

Timeline
The projected timeframe is as follows but, due to the innovative nature of this project, actual
implementation steps may deviate in terms of sequence and/or timeframes.
Please note that as with the learning questions and evaluation outcomes, this timeline was created
by the partner counties collaborating on this project. Additions to this timeline that are specific to
Tehama County are in orange font.
Oct–Dec 2017

Review and selection of technology company(s)

Dec 2017

Selection and awarding of contract

January 2018

Creation of a technology suite steering committee comprised of
family members, clients (including a transition age youth client), Department IT
staff and other stakeholders that provide feedback on implementation and
guide use and scaling of project, as well as shaping the evaluation. This
committee will also make recommendations on the use of the technology suite
in clinical settings and the role of the services within the county’s mental health
system of care.

June 2018

Launch of virtual services on TCHSA website. Tehama County officially
joins project with an Innovation Plan approved locally by the County
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Board of Supervisors.
August 2018

Identify analytics to be collected and reported on, including developing
reporting framework. Launch virtual services through identified strategic
access points, including schools, libraries, NAMI, client run organizations,
social media, senior centers, etc. focused on tablet, smart phone or
desktop/laptop computer. In Tehama County, virtual services are launched
via a marketing campaign with sister agencies, local non-profits and
agency staff working with clients in remote areas to build buy-in around
and implement applications.

Aug–Oct 2018

Development, testing and implementation of digital phenotyping (deliverable
#2) and introduction of technology- based mental health solutions to users via
schools, social media, and other key community organizations.

Aug 2018-June
2020

Development, testing and implementation of deliverable 2, including identifying
key access points. Tehama County continues implementation and
participates in evaluation.

Section 3: Project Budget and Source of Expenditures
Budget Narrative
Tehama County will contribute a total of $118,088 to the Tech Suite project over the course of two
fiscal years. Of the budget total, $53,667 will be drawn from fiscal year 2008-09 innovation funds
with the remainder 2017-18 innovation funds. As described in the budget table, the funds will be
divided vendors, an evaluator and marketing and outreach.
Tehama County’s total budget is $118,088 for fiscal years 2018/19 and 2019/20. The fiscal year
2018/19 budget is $82,906 and the fiscal year 2019/20 budget is $35,182. Should Tehama County
need an extension, or should this amount change, Tehama will follow all Innovation rules and
regulations to update the plan and receive approval. After two years of vendor and product review,
outreach, testing and evaluation, Tehama County will – at the end of fiscal year 2019/20– determine
whether the Tech Suite meets the County’s goals and objectives.
If project goals and objectives are met, Tehama will—in collaboration with CalMHSA—establish a
process to continue the Tech Suite as an on-going service. At this point, continuation will be paid for
under Tehama’s CSS allocation unless further use of innovation funds is appropriate. If the Tech
Suite does not meet project goals and objectives, the project will be stopped, reviewed and reported
on, and (as described above) any users will be migrated to other Tehama County services.

Regarding 2008/09 Reversion funds
A portion of this INN plan’s budget consists of funds subject to reversion June 30, 2018. AB 114
became effective July 10, 2017. The bill amended certain Welfare and Institution Code (WIC)
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Sections related to the reversion of MHSA funds. AB 114 implemented provisions concerning funds
subject to reversion as of July 1, 2017. By July 1, 2018, counties are required to have a plan to
spend those funds by July 1, 2020.
This Innovation Plan serves as the AB114 process for the portion of funds budgeted that are subject
to reversion.
AB114 requires that:
•

Every county develops a plan to spend its reallocated funds and post it to the county’s
website.

•

The county must submit a link to the plan to DHCS (Department of Health Care Services) by

July 1, 2018.
•

Each county’s Board of Supervisors (BOS) must adopt a final plan within 90 days of the
county posting the plan to the county’s website.

•

Each county must submit its final plan to DHCS and the MHSOAC (Mental health Services
Oversight and Accountability Commission) within 30 days of adoption by the county’s BOS.
A county may not spend funds that are deemed reverted and reallocated to the county until
the county’s BOS has adopted a plan to spend those funds

Budget detail by fiscal year and category
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INN Appendix A: CalMHSA process involvement as of June 25, 2018
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HOUSING, PERMANENT
Stakeholder input, housing
The need for more housing options remains a consistent theme in stakeholder input. Comments
include:

“Housing is a big issue: Consumers need more information about existing housing and
any planned housing.”

“For any available housing, the list is extremely long.”
“Develop [s]upportive housing that requires the use of supportive services.”
Allocation, housing
Tehama County's MHSA Local Government Special
Needs Housing Program (SNHP) fund balance is
approximately $860,765, all of which will be spent on
permanent housing in accordance with MSHA
requirements.

Figure 24

Tehama County, people who are
homeless and rates of mental illness.
Tehama County Continuum of Care Coalition, point in time
survey. Jan 2017

Description, housing
As of the spring of 2018, TCHSA is in the process of
identifying affordable housing partners to develop
permanent supportive housing (PSH), utilizing MHSA’s
local government Special Needs Housing Program
(SNHP) funds. In supportive housing, the local government
commits to providing supportive services to residents for a
certain length of time (usually the term of the SNHP loan
which can range from 20-57 years).
Permanent supportive housing (PSH) is housing with no
limits on length of stay. Housing units are restricted to
individuals with serious mental illness, who are chronically
homeless, homeless or at risk of homelessness. Linked to
housing are voluntary support services available both on-
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site and off-site (within the community). Support services help tenants retain housing and increase
self-sufficiency.
There is an identified need for permanent supportive housing in Tehama County. People with
mental health disabilities may experience barriers when applying for housing including poor or
intermittent rental histories and low incomes. Tehama County has a defined population of people
with a mental health disability. The Tehama County Housing Element adopted September 30,
2014, cites the 2000 census which identified 7,637 people with disabilities and 14,427 total
disabilities (some people have more than one type of disability). Of the total number of disabilities
among people aged 16 to 64, 1,440—or 10% of the county total—are mental health disabilities.
Among people 65 and older, there were 617 mental health disabilities, 4.3% of the county total.
On January 24, 2017, Tehama County Continuum of Care conducted a point-in-time homeless
survey and count, surveying 157 people who are homeless. Figure 24 (page 106) shows that 61%
of the people who are homeless who were surveyed reported having a mental illness while 31%
identified mental illness as a cause for homelessness.
In spring 2017, TCHSA conducted a survey specific to MHSA Special Needs Housing. Clients and
consumers surveyed are or were engaged in behavioral health services. The survey identified a
desire for affordable studio and one-bedroom units linked with supportive services for mental health,
transportation and assistance with food.
In addition to the SNHP funds, the TCHSA is monitoring future financial resources from the No Place
Like Home initiative (AB 1618), Building Homes and Jobs Act (Senate Bill 2) and the Veterans and
Affordable Housing Bond (Senate Bill 3). The new affordable housing programs will provide
additional funds for permanent supportive housing projects for persons with serious mental illness
who are chronically homeless, at-risk of chronic homelessness or homeless.

Successes, housing
• TCHSA engaged a housing consultant to assist with implementation of the MHSA “Local
Government Special Needs Housing Program” (SNHP);
• TCHSA Behavioral Health staff completed a MHSA “Special Needs Consumer Housing Survey”;
• On January 24, 2017, TCHSA staff assisted the Tehama County Continuum of Care in
conducting the bi-annual point-in-time count required by the US Department of Housing and
Urban Development (HUD);
• TCHSA formed the Tehama County MHSA Housing Committee and initiated monthly meetings;
• The Tehama County MHSA Housing Committee developed local goals, a rating and ranking
process and an application (expression of interest) for Tehama County’s local government SNHP;
• In September 2017, TCHSA submitted a No Place Like Home technical assistance application
with a budget of $75,000 to California’s Housing and Community Development Program (HCD);
• TCHSA’s Executive Director provided the Tehama County Board of Supervisors an update on the
progress of the Special Needs Housing Program;
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• In January 2018, TCHSA posted an announcement on its website regarding availability of Special
Needs Housing Project (SNHP) funds, targeting affordable housing developers and requesting
Expressions of Interest. TCHSA conducted a program workshop for potential participants;
• In February 2018, TCHSA contracted with Housing Tools to prepare a “10-Year Plan to End
Homelessness”—a countywide analysis of ways to end homelessness (a requirement of No Place
Like Home)—in preparation for the availability and release of No Place Like Home funds;
• In March 2018, the Tehama County MHSA Housing Committee began review of applications
(Expressions of Interest) from developers specializing in affordable housing.
• TCHSA contractor, Housing Tools, completed “10-Year Plan to End Homelessness” report;
• Publish a description of proposed SNHP project with a 30-day public comment period;
• MHSA Housing Committee reviewed SNHP Expression of Interest applications and will forward
its recommendations to the Tehama County executive team, County Counsel and Board of
Supervisors/

In Progress, housing
•

The County executive team and county counsel will forward proposed SNHP project to Board of
Supervisors for approval and recommendation for submission of project application to California
Housing Finance Agency (CalHFA). CalHFA will underwrite and approve project for award of
Tehama County’s SNHP funds;

•

TCHSA staff will collaborate with local Tehama County Continuum of Care to utilize Homeless
Management Information System (HMIS) and Coordinated Entry System (CES) for upcoming No
Place Like Home program;

•

Continue to identify other affordable housing funding opportunities for permanent supportive
housing projects that are part of California Senate Bill 2 and Senate Bill 3

•

Continue to track progress of No Place Like Home and prepare for HCD’s Notice of Funding
Availability (NOFA).

Goals, housing
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports: Track progress and
present outcomes in Annual Update and next Three-year Program & Expenditure Plan.
GOALS
Assist affordable housing developer with applications for additional, leverageable funding (Senate Bills
2 and 3);
Begin construction of SNHP affordable housing project.
Identify requirements for No Place Like Home, develop plan and apply for No Place Like Home funds.
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WORKFORCE EDUCATION AND TRAINING (WET)
Allocation, WET
Workforce Education and Training (WET) supports development of the mental health workforce.
Both the WET and Capital Facilities and Technology (CFT, see page 112) are components of MHSA
that received one-time allocations early in the history of MHSA funding.
TCHSA has spent its original WET allocation. MHSA law and regulations allow counties to allocate
up to 20% of CSS funds to WET, CFT or both. TCHSA spent its original WET allocation. The table
below represents the amount that may be spent on WET if transfers from CSS are deemed
necessary and appropriate, balancing the needs of WET and CFT.
FY 2017-18
$44,402

FY 2018-19
$45,933

FY 2019-20
$47,301

Description, WET
Workforce Education and Training (WET) provides training for existing employees, recruitment of
new employees and financial incentives to recruit or retain employees within the public mental health
system.
TCHSA works closely with staff to identify funds for additional training, certifications and/or clinical
degrees. Previous MHSA dedicated to workforce increases is no longer available. TCHSA
provides internship supervision and learning opportunities for clinical mental health students, and
actively seeks to hire participants.
Another component of WET is provide evidence-based training to staff and consumers, to allow staff
and consumers to develop new effective skills. As new services are introduced in our MHSA
components there is often a need for staff training. WET funding is utilized to provide that training for
new programs, and to ensure that new staff are fully trained to existing standards and programs.
Beginning in 2016 and supported by MHSA WET funds, TCHSA uses web-based educational
platform, Relias, as one of its staff training tools. Relias provides evidenced-based mental health
training and includes topics about recovery. TCHSA can assigned Relias content to all levels of
staff, including consumer staff.
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Data, WET
Table 24

Behavioral Health staff face-to-face training received, by type and fiscal year
(note: may not include individual, specialized or one-time trainings)
Training

2014/15

2015/16

2016/17

ASIST suicide prevention

14

13

14

ASIST, train the trainer

3

3

3

SafeTALK suicide prevention training

Note
5 trainers on going

Began in 2017/18

SafeTALK, train the trainer

2

2

2

Mental Health First Aid

21

21

15

Mental Health First Aid, train the trainer

3

3

3

Seeking Safety

3 trainers on going

Began in 2017/18

Cognitive Processing Therapy (CPT)

N/A

17

Wellness Recovery Action Plan
(WRAP)

23

23

31

Non-violent crisis intervention (NVCI)

25

54

47

Total

35

34

81

During fiscal year 2016/17 and using Relias (described above), 54 Behavioral Health staff completed
391 learning modules with an average of 7 modules per staff member. Clinical and case
management staff completing, on average, 22 modules. Module topics range from computer
application training to safety in the workplace (bloodborne pathogens, back injury prevention,
defensive driving, etc.) to specialized trainings including but not limited to professional ethics and
compliance, confidentiality and security.

Goals, WET
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports:
GOALS

OUTCOME
TRACKING

Train Behavioral Health clinical staff in Feedback Informed Therapy (FIT) with a
goal of going live 90 days after TCHSA’s Electronic Health Records (EHR) is
fully implemented and functional.

Implement, use FIT
data for outcome
tracking of select
therapeutic
modalities.
Track and report on
five years of

Continue to explore ways to attracting and retaining mental health clinicians
including therapists and psychiatrists with a focus on bi-lingual Spanish
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providers.
A continuing goal is to train all TCHSA staff in Mental Health First Aid (MHFA).
Explore and identify evidence-based programs for all populations and provide
training as needed.
Provide trainings specifically for Peer Advocates and include Peer Advocates in
TCHSA provided trainings.
Provide trainings to increase overall knowledge of mental health and mental
health symptoms to professionals and community members.
Integrate Wellness Recovery Action Plan (WRAP) in all areas of mental health
and train all levels of staff.

TCHSA trends of
psychiatry and med
support in 2018-19
Annual Update.
Track and report on
five years of
TCHSA trends of
psychiatry and med
support in 2018-19
Annual Update

Connect employees to state and federal mental health programs that provide
educational stipends.
Continued goal: Will provide training to bilingual staff in evidence-based
programming such as WRAP; Seeking Safety; Mental Health First Aid and
Trauma Focused Cognitive Behavioral Therapy (TF-CBT) to be able to provide
evidenced-based best practices to community members who are monolingual
Spanish-speaking.

Successes, WET
• TCHSA used WET funding with a continued goal of training all TCHSA employees in MHFA and
ASIST.
• TCHSA will continue to explore and review evidence-based therapeutic modalities that will improve
outcomes. Priority will be placed on modalities that are trauma-focused and are congruent with
mental health wellness and recovery principles. When modalities are chosen, TCHSA will develop
an implementation plan that will include any required initial and ongoing training.
• Continue to integrate Wellness Recovery Action Plan (WRAP) in all areas of mental health and
train all levels of staff and include local community partners including law enforcement and First
Responders in using this method
• TCHSA has connected employees to the state and federal stipend programs and loan repayment
programs. This has helped alleviate staff shortages. Staff members participated in distance
learning programs established by the Superior Region MHSA WET Committee. Other staff
members have taken part in loan repayment programs.
• TCHSA continues to grow and evolve its client work program of peer advocates and peer
assistants.
• TCHSA would like to increase collaboration with the California Department of Rehabilitation (DOR)
related to rehabilitation, training and employment. Collaboration could, for example, result in
matching funds (and increased client resources) from DOR and/or an assigned DOR rehabilitation
counselor.
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CAPITAL FACILITIES AND TECHNOLOGY (CFT)
Allocation by Fiscal Year, CFT
Capital Facility and Technology (CFT) funds provide resources to update the outdated facilities and
technology that—early in MHSA funding—were found in most County Mental Health programs.
MHSA law and regulations allow counties to allocate up to 20% of CSS funds to WET, CFT or both.
TCHSA spent its original CFT allocation. The table below represents the amount that may be spent
on CFT if transfers from CSS are deemed necessary and appropriate, balancing the needs of the
component areas involved.
FY 2017-18
$150,000

FY 2018-19

FY 2019-20

$320,000

$300,000

Description, CFT
Capital Facilities and Technology (CFT) provides additional infrastructure needed for increased
serves, such as clinics and facilities. CFT also develops technological infrastructure for the mental
health system, such as electronic health records (HER) for mental health services.
TCHSA has focused its use of CFT funds on the purchase and implementation of an electronic
health records (EHR) system. Multiple delays have pushed back the live date of the EHR system
and vendor select (MyAVATAR). One delay allowed for necessary upgrades to TCHSA servers.
Remaining delays stem from vendor staff turnover and lack of adequate vendor support.
Development of the EHR remains in process with a tentative implementation date of January 1,
2019.
As noted above, TCHMA may elect to use CSS funds for CFT projects including, but not limited to,
improvements to the EHR system that support efficiency, accuracy, regulatory compliance, required
reporting, best practices or functional requirements.

Goals, CFT
UNLESS OTHERWISE NOTED, the outcome measure for goals in this section is tracking progress,
usage and efficacy, and presenting that information in upcoming reports:
Track progress and present outcomes in Annual Update and next
Three-year Program & Expenditure Plan
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GOALS
Continue to upgrade TCHSA’s information technology systems so they can accommodate an
electronic healthcare records system.
Implement electronic healthcare record system (MyAVATAR).
Train staff to use the electronic health record system.

Successes, CFT
•

TCHSA completed a major upgrade to its IT infrastructure to the level required necessary for
an electronic health records system.

•

Using CFT funds TCHSA completed a remodel of the Community Crisis Response Unit
(CCRU), improving client and staff safety.
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APPENDIX A: COMMUNITY PROGRAM PLANNING (CPP)
CPP Process, Key Meetings and Public Events
Table 1 lists key CPP events for the upcoming three-year program and expenditure plan process
At its February 21, 2018 meeting the MHSA Stakeholder subcommittee made recommendations
including additional meetings and additional outreach. Those recommendations are described below.

Outreach and community meeting recommendations by the MHSA
Stakeholder Subcommittee
Schedule additional community meetings, as time and resources allow and as described below:
1. Conduct a Latino-focused meeting with a bi-lingual (Spanish) staff member present,

2.
3.

4.

6.
7.
8.

perhaps the scheduled community meetings in Los Molinos and/or Corning. A Spanish
bi-lingual member of the subcommittee can work with TCHSA-MH staff to conduct this
meeting. The TCHSA-MH MHSA Coordinator will help with logistics.
Conduct a meeting in Rancho Tehama with possible bi-lingual Spanish support or attend
an existing meeting.
Conduct a meeting for transition-aged youth (TAY) or attend, if possible, an existing group
at the Youth Services Empowerment (YES) center. If appropriate this meeting could be
combined with the children/ caregivers meeting.
A meeting for families/foster families/caregivers of children with severe emotional,
mental or behavioral illness. TCHSA clinical supervisor Angela Terhorst or her staff will
be the point people for this meeting. If appropriate this meeting could be combined with
the children/ caregivers meeting.
• Attend and present at the next Public Health Board meeting, TCHSA Public Health
Division.
• Reach out to existing stakeholder groups including but not limited to
• The Ministerial Committee
• Tehama County Cattlemen’s’ and Cattlewomen’s Associations
• Existing TCHSA-MH groups and programs
• First 5 Tehama; Home Visiting Collaborative; Strengthening Families Leadership
Team; Local Child Care Planning Council; Tehama County Child Abuse Prevention
Council
Conduct a LGBTQ-focused meeting. TCHSA Mental Health staff will work with Tom Kelem
of the Stonewall Alliance Center to set up this meeting.
Determine whether there is an option for community members to attend meetings
virtually (a “webinar” meeting). TCHSA-MH will research options, if any.
Present at the existing TCHSA-MH incarceration re-entry group. This will be discussed
with TCHSA-MH clinical supervisor Traci Lewis.
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Additional outreach recommendations by the Subcommittee
Conduct additional outreach, as time and resources allow and as described below:
1. Approach Saint Elizabeth’s Home Health and request assistance in reaching their clients

with hard-copy or on-line surveys.
2. Conduct outreach to large apartment complexes including Spring Mountain and

3.
4.

5.
6.
7.

8.

Brickyard Creek, and large mobile home communities including Friend Acres. With
assistance from TCHSA Clinical Supervisor Michele Brousseau, outreach may include
TCHSA-MH case resource managers conducting in-person surveys and/or distributing
survey information.
Look into the possibility of providing surveys to incarcerated community members.
Conduct outreach to the Villa Columbia community and provide surveys to that
community. This will be done through the Villa Columbia Board and with the assistance
of Subcommittee member Ann Houghtby.
Conduct outreach to the school department and/or the department of education to
reach families and caregivers of children with severe emotional disturbance (SED).
Conduct outreach to families and children via school nurses. This will be explored with
assistance from Subcommittee member Jean Shakelford.
Denise Snider of First Five recommended outreach to First 5 Tehama, Home Visiting
Collaborative, Strengthening Families Leadership Team, Local Child Care Planning
Council, and Tehama Co. Child Abuse Prevention Council.
Include outreach to Manton, Gerber, Tehama and Los Molinos.

Recommendations for on-going outreach by the Subcommittee
For the recommendations listed above that were not possible prior to June 30, 2018, consider those
outreach options going forward. In addition:
1. Continue to increase outreach to rural parts of the county. Consider meetings that rotate
regularly through different areas of the county.
2. Continue to increase outreach to the Latino community, including bi-lingual Spanish information
and meetings.
3. Continue to identify existing community groups to connect with for stakeholder input.
As they are scheduled, additional meetings will be added to this table, posted on the TCHSA website
and emailed to the Subcommittee.
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CPP Table 1: CPP Timeline, Key Meetings and Events as of February 21, 2018.
NOTE: dates have since been amended
Date
Wednesday, January
24, 2018
Friday, February 16,
2018
Wednesday, February
21, 2018
Wednesday, February
28, 2018

Activity

Time

MENTAL HEALTH BOARD MEETING
MHSA PLAN, STAKEHOLDER MEETING -- Inter-Agency
Coordinating Council
MHSA STAKEHOLDER COMMITTEE, FIRST MEETING.
Action: Approve CPP for MH Board.
MENTAL HEALTH BOARD MEETING. MHSA
Subcommittee presents CPP

Location

12:00-1:30 pm Vista Way, Red Bluff
9 am to 11 am DRC 780 Antelope Blvd
12:00-1:30 pm Shasta Rm, Red Bluff
12:00 pm -1:30 pm Vista Way, Red Bluff
County services center,
12:00 pm -1:30 pm Los Molinos
Ag Center conference
1:30 to 3:00 pm room. Red Bluff

Friday, March 16, 2018
Tuesday, March 20,
2018
Wednesday, March 21,
2018
Thursday, March 22,
2018

MHSA PLAN, STAKEHOLDER COMMUNITY MEETING

Friday, March 23, 2018
Wednesday, March 28,
2018
Wednesday, March 28,
2018

MHSA PLAN, STAKEHOLDER COMMUNITY MEETING
MHSA PLAN, STAKEHOLDER COMMUNITY MEETING
(semi-public, adult consumers)
11 am to noon Vista Way, Red Bluff
MENTAL HEALTH BOARD MEETING.
Action: Report
on MHSA CPP
12:00 pm -1:30 pm Vista Way, Red Bluff
MHSA STAKEHOLDER COMMITTEE.
Special
meeting: Review draft Plan before 30-day public
review
12:00-1:30 pm Shasta Rm, Red Bluff
MENTAL HEALTH BOARD MEETING.
Action:
Review draft Plan before 30-day public review
12:00 pm -1:30 pm Vista Way, Red Bluff

Weds, April 18, 2018
Weds, April 25, 2018

MHSA PLAN, STAKEHOLDER COMMUNITY MEETING
MHSA PLAN, STAKEHOLDER (not public, TCHSA-MH
staff)
MHSA PLAN, STAKEHOLDER COMMUNITY MEETING

Monday, April 23, 2018 Begin 30-day review period
Wednesday, May 23, MENTAL HEALTH BOARD MEETING.
2018
Plan, public hearing
End 30-day review
BOARD OF SUPERVISORS.
Tuesday, June 19, 2018 Plan approval
MENTAL HEALTH BOARD MEETING.
Weds, June 27, 2018
Plan final
Thursday, June 07,
MHSA STAKEHOLDER COMMITTEE
2018
Quarterly meeting.

9:30 to Noon Vista Way, Red Bluff
Meuser Health Center.
12:00 pm -1:30 pm Corning
Community Center. Red
5:30 pm - 7:00 pm Bluff

Start 30-day review
Action: MHSA
12:00 pm -1:30 pm Vista Way, Red Bluff

Weds, May 23, 2018

End 30-day review
Action: MHSA
10:00 am-12:00 pm Board Chambers
Action: MHSA
12:00 pm -1:30 pm Vista Way, Red Bluff
Second
12:00-1:30 pm Shasta Rm, Red Bluff
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CPP requirements and methods
CPP requirements are outlined below, by item type, along with the proposed methods to fulfill the
requirement.

Participants: specified groups
MHSA-related regulations require that stakeholder groups must include the groups listed in Table 2
(below). The table includes outreach methods for reaching specified stakeholder groups.

CPP Table 2: Stakeholder outreach, required groups and method used
Required group

Methods

Broad-based constituents: adults and seniors with severe • MHSA Stakeholder Subcommittee
mental illness; families of children; adults; and seniors with
formed, diverse members to guide
severe mental illness; providers of services; law
increased and on-going outreach
enforcement agencies; education; social services agencies; • March, five community meetings with
veterans; representatives from veterans’ organizations;
outreach assisted by MHSA Stakeholder
providers of alcohol and drug services; health care
Subcommittee
organizations; and other important interests (WIC, §
• County Mental Health Board review and
5848(a)).
public meetings open to all community
members.
Clients and family members (WIC, § 5848(a)).
Training/information sharing on the CPP’s
purpose and process.
Surveys (two), 1) pre Plan survey, and 2)
Underserved populations: Participation from
survey feedback during the 30-day draft
representatives of unserved and/or underserved
Plan posting period.
populations and family members of unserved/underserved
populations (CCR, 9 CA § 3300).
- Outreach assisted by MHSA
Stakeholder Committee
Diversity: Stakeholders that “reflect the diversity of the
- Posted on TCHSA website
demographics of the County, including but not limited to,
- Posted on County’s main website
geographic location, age, gender, and race/ethnicity, and
- English & Spanish
have the opportunity to participate in the Community
Program Planning Process” (CCR, 9 CA § 3300).
- Existing TCHSA email lists
30-day posting of draft Plan via
- County website (main page) and
TCHSA’s website
- Outreach assisted by MHSA
Stakeholder Subcommittee
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Outreach processes: specified methods
MHSA-related regulations require counties to conduct the certain processes, at minimum, as part of the
Community Program Planning (CPP) process. The required processes are listed in Table 2 (below)
along with methods for addressing each mandate.

CPP Table 3: Stakeholder outreach, required processes

Required process
Outreach to clients with serious mental
illness and/or serious emotional
disturbance, and their family members, to
ensure the opportunity to participate (CCR,
9 CA §3300).

A local review process prior to submitting
the Three-Year Plans and Annual Updates
to the State that includes a 30-day public
comment period (CCR, 9 CA § 3315).
Three-year program and expenditure plans
must be adopted locally by the Board of
Supervisors (WIC, § 5847(a))

Methods
•
•
•
•
•
-

Training: information sharing and
collaboration for those involved in the CPP
process if and when needed (CCR, 9 CA
§3300).

•
•

MHSA Stakeholder Subcommittee formed, diverse
members to guide increased and on-going outreach
Stakeholder input via community, group and focused
meetings, with outreach assisted by MHSA
Stakeholder Subcommittee.
County Mental Health Board review and public
meetings open to all community members.
Training/information sharing on the CPP’s purpose and
process.
Surveys (two), 1) pre Plan survey, and 2) survey for
feedback on the Plan during the 30-day public posting
period.
Outreach assisted by MHSA
Stakeholder Committee
Posted on TCHSA website
Posted on County’s main website
English & Spanish
Existing TCHSA email lists
30-day public posting of draft Plan via - County website
(main) & TCHSA main
Outreach assisted by MHSA Stakeholder
Subcommittee
The Plan will be presented to the Board of Supervisors
as an actionable agenda item.

Documentation requirements
Within the three-year program and expenditure plan, the County must document —at minimum—the
elements listed in Table 4 below.
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Table 4: Documentation, requirements and method
Documentation requirement

Method

Methods used to circulate copies of the draft Three-Year Plan. (CCR, 9 CA § 3315).

Will be included
in Three Year
Program and
Expenditure Plan
for July 2017June 2020

A description of any substantive changes made to the proposed Three-Year
Program and Expenditure Plan or annual update that was circulated (CCR, 9 CA §
3315).
That a public hearing was held by the local mental health board/commission,
including the date of the hearing. (CCR, 9 CA § 3315).
A summary and analysis of any substantive recommendations. (CCR, 9 CA §
3315).

California Code of Regulations, Community Program Planning
§ 3300. Community Program Planning Process.
(a) The County shall provide for a Community Program Planning Process as the basis for
developing the Three-Year Program and Expenditure Plans and updates.
(b) To ensure that the Community Program Planning Process is adequately staffed, the County
shall designate positions and/or units responsible for:
(1) The overall Community Program Planning Process.
(2) Coordination and management of the Community Program Planning Process.
(3) Ensuring that stakeholders have the opportunity to participate in the Community
Program Planning Process.
(A) Stakeholder participation shall include representatives of unserved and/or
underserved populations and family members of unserved/underserved
populations.
(4) Ensuring that stakeholders that reflect the diversity of the demographics of the
County, including but not limited to, geographic location, age, gender, and
race/ethnicity can participate in the Community Program Planning Process.
(5) Outreach to clients with serious mental illness and/or serious emotional disturbance,
and their family members, to ensure the opportunity to participate.
(c) The Community Program Planning Process shall, at a minimum, include:
(1) Involvement of clients with serious mental illness and/or serious emotional
disturbance and their family members in all aspects of the Community Program
Planning Process.
(2) Participation of stakeholders, as stakeholders is defined in Section 3200.270.
(3) Training.
(A) Training shall be provided as needed to County staff designated responsible for
any of the functions listed in 3300(b) that will enable staff to establish and sustain
a Community Program Planning Process.
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(B) Training shall be offered, as needed, to those stakeholders, clients, and when
appropriate the client's family, who are participating in the Community Program
Planning Process.
(d) Beginning with Fiscal Year 2006-07, or in fiscal years when there are no funds dedicated for
the Community Program Planning Process, the County may use up to five (5) percent of its
Planning Estimate, as calculated by the Department for that fiscal year, for the Community
Program Planning Process.
Note: Authority cited: Section 5898, Welfare and Institutions Code. Reference: Sections 5840,
5848(a), 5892(c), and 5813 Welfare and Institutions Code

California Code of Regulations, Local Review Process
§ 3315. Local Review Process.
(a) Prior to submitting the Three-Year Program and Expenditure Plans or annual updates to the
Department, the County shall conduct a local review process that includes:
(1) A 30-day public comment period.
(A) The County shall submit documentation, including a description of the methods
used to circulate, for public comment, a copy of the draft Three-Year Program and
Expenditure Plan, or annual update, to representatives of stakeholders' interests
and any other interested parties who request the draft.
(2) Documentation that a public hearing was held by the local mental health
board/commission, including the date of the hearing.
(3) A summary and analysis of any substantive recommendations.
(4) A description of any substantive changes made to the proposed Three-Year Program
and Expenditure Plan or annual update that was circulated.
(b) For updates, other than the annual update required in Section 3310(c), the County shall conduct
a local review process that includes:
(1) A 30-day public comment period.
(A) The County shall submit documentation, including a description of the methods
used to circulate, for public comment, a copy of the update, to representatives of
stakeholders' interests and any other interested parties who request the draft.
(2) A summary and analysis of any substantive recommendations.
(3) A description of any substantive changes made to the proposed update that was
circulated.
Note: Authority cited: Section 5898, Welfare and Institutions Code. Reference: Sections 5848(a)
and (b), Welfare and Institutions Code.
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