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I. Introductions
Co-Chair Russell Vergara welcomed everyone to the CMMC meeting. He invited the CMMC members and audience to introduce themselves.

Sharing Our Stories:  Masa Nakama
Masa Nakama was born to Deaf White and Japanese parents. He grew up confused about his biracial identity. When he was twelve years old, his stepmother, who is Japanese, came into his life and encouraged him to be a leader. In 8th grade, he became the first Deaf president of an all-hearing school and continued to build confidence and leadership skills. His stepmother also introduced him to her lesbian best friend, who further encouraged him to be himself. He came out in 1998 at the age of seventeen. While his community was small and had little privacy, his parents were supportive. He and his boyfriend were the first gay couple to attend prom at their school.

After one year of college in Washington, D.C., he became overwhelmed and left; he went back to school in 2007 and majored in psychology at Gallaudet University in the hopes of working with children. He co-founded ColorFEST, a now-annual festival of the Rochester Institute of Technology for Deaf and Hard of Hearing LGBT youth. After graduating with a master's degree, he began working in San Diego as an advocate for people with addiction. He currently works as a school counselor.

II.
Review Meeting Notes from the Previous CMMC Meeting and Review of the Agenda
Ms. Kosier stated she would serve as meeting facilitator to keep the meeting on track. She asked the CMMC members to review the meeting notes from the last meeting. She then reviewed the agenda.

Brief Comments by the Project Director
Ms. Hiramoto shared an update on her son’s health. She thanked the CMMC members for their patience with her during her son’s illness. She especially thanked Michael Helmick for taking over her responsibilities along with Erin Reynoso’s after Erin moved to a new position.
Ms. Hiramoto stated the CMMC was given a 3-hour slot to present at the Mental Health Policy Forum the day before the regular meeting begins in Carlsbad, California, on Wednesday, September 30th. The MAC Committee will take the lead and will present their State of the State Reports on the populations.
Ms. Hiramoto stated the next CMMC meeting is a 2-day meeting on September 16-17. She asked if CMMC members would like to move the meeting to the day before the policy forum or keep it separate. A poll will be sent out to the CMMC to choose their desired option.
III.
Introduction to Toby Ewing, New Executive Director of the MHSOAC
Dr. Ewing stated the role of the Mental Health Services Oversight and Accountability Commission (MHSOAC), at its foundation, is to set the agenda and to create confidence on the part of decision-makers that the investment in California is money well spent and that progress is being made towards quality prevention and early intervention (PEI).

Dr. Ewing highlighted some of his background before he took on the role of Executive Director of the MHSOAC:
· He wrote the Little Hoover Commission report that framed Proposition 63.

· He served on the Evaluation Advisory Committee.

· He helped found and establish California Forward, which works on governance reform.
· He was the Director of the Research Bureau to develop information products for policy makers.

· He was the lead in moving the Senate towards outcome-based decision-making as part of the Senate Committee on Governance and Finance.

Dr. Ewing stated the findings of a study in 2000 by the Little Hoover Commission (LHC) were that the mental health system was failure-based. The LHC was shocked to discover that individuals seeking help were turned away and told to return when their condition worsened because funding spent on services could only be justified when individuals were very ill. Dr. Ewing summarized the LHC recommendations:
· More funding was needed for the mental health system.

· Incentive funding needed to be created for counties and provided to intervene early, which became the PEI component.

· Opportunities to innovate needed to be provided for communities to take risks.

· Nontraditional individuals needed to be engaged. Mental health is about everyone, not just individuals receiving direct services.

Dr. Ewing stated, in order to create confidence that money is well spent, the story needs to be better told, particularly the story of important investments in prevention, early intervention, and innovation. The challenges with the current system cannot be solved by finances alone, but by making strategic investments in how to think about partnerships, innovation, effective practices, service delivery, and available resources to move California out of the old model of failure first and toward the vision of Proposition 63.

Dr. Ewing stated the Department of Health Care Services (DHCS) asked him if he thought the MHSOAC’s role is broader than just Proposition 63. His response was that it is broader. It includes housing, employment, criminal justice involvement, K-12 education, and building teams of community members. All these things are within the purview of the MHSOAC because mental health is foundational. 
MHSOAC Goals:

· To be more deliberate and intentional in terms of its work
· To be more project-focused

· To be more transparent
· To be better at listening respectfully 

· To be better at recognizing unserved, underserved, and inappropriately-served communities and responding in ways that are appropriate
· To fortify the communication strategy

· To fortify the data strategy 
· To fortify the digital strategy 
Questions and Comments
Question: What do you advise should be done with loud nay-sayers to PEI? Answer: Progress is seen as a result of people speaking up. The MHSOAC is working on tools to support and help communities be articulate and clear with decision-makers. Improving education and communication should solve much of the concerns.
Question: Is it a responsibility of all Commissioners to communicate with individuals between meetings? Is there an opportunity to invite Commissioners to visit programs, organizations, and events? Answer: All Commissioners can be invited to visit and learn what is happening at the community level. Dr. Ewing asked that invitations go through MHSOAC staff. He cautioned that Commissioners cannot make every invitation.
Question: How can the MHSOAC take the lead or support the effort in addressing disparities to make the mental health system work better for the diverse communities in California? Answer: The MHSOAC can document the challenges. An agreement has not been reached on what the key outcomes for mental health are. There is not a vocabulary to talk about what needs to be done. The MHSOAC is trying to do four things with data: adopt an open data strategy to increase transparency, lower cost, and support innovation; invest in data visualization tools to empower communities to have informed conversations with local decision-makers; link analysis to leverage large administrative datasets to help people understand patterns to address other concerns; and crowd sourcing. The MHSOAC’s role is not to define disparities, but to make it easier for many voices to engage on this challenge in ways that are effective and for the MHSOAC to figure out what the effective tools can be.
Question: How will the MHSOAC improve communications to rural communities that have not been reached to host community meetings? Answer: All the things mentioned today will take time to evolve and there will be areas of disagreement, but the goal is to create trust to get past those areas of disagreement. With regards to improving communications to rural communities, site visits, community-level meetings, and advisory bodies throughout the state are being built into projects. The goal is to create a different set of norms where the Commission cannot do its job if they are not out talking to people about what is happening in their communities and understanding how the decisions it makes look in communities.
Comment: Dr. Ewing modeled respectful listening last week while speaking to the California Mental Health Planning Council. More of that needs to be seen at the local level because it is listening that shows respect for the individual and intent to honor relationship, and the relationship is important with underserved groups. There needs to be a focus on health, wellness, and meeting people where they are. Response: Building trust is foundational.
Comment: Thank you for the permission for individuals to express themselves the way they need to, even if it is angry and loud, and for meeting people where they are.

Comment: Evidence-based practices (EBP) do not adequately reflect the kind of services that can be done for the individuals served. There is a need to be more creative in opening up the definition of EBP so counties can do more creative interventions with clients. Response: Dr. Ewing agreed with the need to redefine the standards of practice that are grounded in the realities faced in California, recognizing that traditional clinical models are inadequate, and collectively learning from California’s diversity. That is what innovation and transformation is about. The biggest waste in state government is programs that do not work. Figuring out what does work and investing there is true service.
Comment: EBPs are specific to the Asian Pacific Islander community. There are several challenges with EBPs. One is EBPs being applied to a treatment population. It is not a good fit for the PEI model. The other challenge with EBPs is that it is called EBP, but it may be developed in a small town in the Midwest that includes small numbers of Latinos or API and does not apply to California. Population sampling is very different from community populations that are seen on a day-to-day basis. Traditional EBP is not the only EBP. Community-defined evidence is also EBP.

Comment: PEI is one of the most important, transformative pieces of the MHSA. For emerging communities, PEI is often the only available mental health resource and the only contact to the mental health system they will have. Response: The MHSOAC can do a better job letting counties know the amount of funds that are available to them to facilitate the conversations about unmet needs.
Comment: It is refreshing to hear what is happening to the evolving changes of mental health in California. There has been a subtle positive change in the MHSOAC meetings recently. There are a lot of counties that have loud voices that are not truly listened to. There are things that can be done in counties that are not dependent upon funding. It does not take funding to facilitate change or to be successful at running programs. It takes dedication, perseverance, and honest, hardworking people and agents of change in the community. 
GENERAL PUBLIC COMMENT

There were no questions or comments from the public.
IV.
Update on the California Reducing Disparities Project (CRDP) – William Porter, Kimberly Knifong, Ruben Cantu
Dante Allen, the Senior Communications Officer of the Office of Health Equity (OHE), updated the CMMC on the background, objectives, key components, and sample statistics of the Statewide Plan to Promote Health and Mental Health Equity, Portrait of Promise. He stated the report has been delayed and will not be available until July.
Mr. Allen reviewed the strategy behind the strategic plan:

· Assessment to yield knowledge of the problems and the possibilities

· To build the capacity to collect and analyze data highlighting the social determinants of health

· To assess where the data shortcomings are and explore more disaggregated data

· To look at the environment for local community responses and where to partner

· Communication to foster a shared understanding

· To create a marketing and communications plan including the three core audiences, the health field, health partners, and the community at large

· Infrastructure development to empower residents and institutions to act effectively
· To partner on existing equity summits of practitioners and policy makers recommending that equity is embedded in all funding streams
Questions and Comments
Question: When the report is released, will there be an opportunity to give feedback? Answer: There will be an opportunity for feedback. The report will be reviewed every two years and there will be continued opportunity for feedback in future versions.
Comment: It is important to focus on aging and older, single adults, specifically males, who have high suicide rates. Aging adults are a particularly vulnerable group of people as they transition through the decade moving into the older years. Response: The strategic plan includes demographic breakouts based on age.
Comment: It is important not to continue to forget about disaggregation of data across all categories. Among the White category, there are different ethnicities where data is not collected, such as people from Middle Eastern Arabic communities, North African countries, and Eastern European communities.
Comment: There are 110 federally-recognized reservations within the 58 counties. The suicide rate within the Native American population is number one among all races and the second leading cause of death in the United States for ages 10 to 24. It is important not to forget California’s first peoples. Response: Native Californians are included in the strategic plan.
Comment: The gender lens should also include transgender and not just men and boys and women and girls.
Comment: It is important to include what the limitations in the data are so the public is not misinformed.
Ruben Cantu

Ruben Cantu, the Program Director of the California Pan-Ethnic Health Network (CPEHN), stated a revised draft of the strategic plan was completed in April. He summarized the recent activity with the CRDP, including the 35-day public comment period and five town hall meetings held statewide, where 800 distinct comments were received. He noted that many people who provided feedback had not yet read the strategic plan and that many of those suggestions were already included. 
Feedback received during the process:

· The need for stronger data collection and disaggregation of data

· The need for a culturally and linguistically appropriate work force

· The need for a new approach to addressing mental health disparities

· The need for assuring sustainability of community-defined practices beyond the four-year pilot program

· The issue of intersection of identities

· The issue of trauma and its impact on mental health
Mr. Cantu stated more language has been incorporated and recommendations broadened to address issues and populations that did not see themselves reflected in the strategic plan. Two new recommendations have been added to the draft strategic plan: 
· Ensuring work is done to make the justice system more culturally competent
· Developing a process to recognize that community-defined practices are as important and as eligible for reimbursement and funding as EBPs
Mr. Cantu reviewed the next steps in finalizing the third revised draft strategic plan.

Kimberly Knifong
Kimberly Knifong, Associate Governmental Program Analyst of the OHE, stated the strategic plan will be disseminated six months after it has been finalized so there will be time to educate and mobilize communities. She stated the California Health and Human Services (CHHS) asked how the strategic plan is a community-authored plan and about the vetting process, because it is normally a state-developed/authored plan and it looks very different. For the CHHS to approve a community-authored plan takes a different mindset.
Questions and Comments

Question: Can the CMMC piggyback a training or presentation on the CRDP reports when the conference comes out? Answer: We can talk about that offline. 
Question: What is the role of the CHHS with regard to the plan and do they have to approve it? Answer: The CHHS is the parent agency of the OHE. The DHCS and OSHPD are sister departments. The OHE director reports directly to the secretary. The CHHS asked about the sister departments that are called to action in the strategic plan. It is community authored, but the communities want these departments and entities to move the strategic plan forward.
Question: Are there strategies to ensure that the Deaf and Hard of Hearing communities are reached and included? Answer: It is included in the strategic plan.
Comment: There are other timelines to be mindful of, such as that the CMMC only has two more meetings. Response: There are no substantive changes in the draft strategic plan other than the two new recommendations. 
Comment: There has been talk about an advisory committee for the CRDP that is going to be housed and sponsored by the OHE. Response: The public release of the strategic plan is not contingent upon moving forward with Phase 2.
William Porter
William Porter, the Health Program Specialist of the OHE, stated the release of the solicitations will be accompanied by a bidder’s conference to ensure the intent of the solicitations is well understood. In order to competently evaluate the applications for CRDP, they will draw all across the department to get expertise in cultural competence, evaluations, program management, and TA. The new Director, Karen Smith, said she wants offices across the department to donate help in order to get the expertise at the table. There are contract management and three leadership positions that have been identified to oversee the work going forward.

Questions and Comments
Question: There is going to be donated expertise from all departments? Answer: Applications for the statewide evaluator contract will be among the applications for the $60 million and, in order to properly evaluate the quality of the applications, evaluation experts from other departments will be pulled in for the two-month process of scoring them.
Question: There is concern, as the $60 million remains on hold, that other individuals may try to use portions of it for purposes other than for which it was intended. Is there a way to ensure its protection? Answer: The purpose for the $60 million was legislatively dictated, which would seem to give it security, but the answer is unknown.

Question: Does the report give stakeholders the opportunity to tell the DHCS that the CMMC has a report about collecting disaggregated data? Answer: The strategic plan calls for working more closely with other departments across the spectrum, so there is opportunity there.

Comment: Please change the blurb that makes it look like the email is making an announcement about CRDP to “we’re not there yet” or something similar, as it creates anxiety that the RFPs have been dropped. There is concern, when the RFPs are dropped, that people will no longer take the email seriously. Response: The announcement that was put in the OHE e-blast was meant only to run once. Mr. Porter apologized for any anxiety it may have caused and assured its removal.
V.
CMMC Committee Meetings
· The Administration Committee

· The Emerging Leaders Committee

· The MHSA Assessment Committee

· The Strategic Plan Committee

The CMMC Committees met to discuss pertinent topics. Co-Chair Vergara welcomed members of the public to join in.
VI.
Discuss CalMHSA Diverse Communities Resource Report – Nicole Jarred, Runyon Saltzman Einhorn/CalMHSA
Nicole Jarred, an Account Supervisor of Runyon Saltzman Einhorn (RSE), stated RSE has been selected to be part of Phase 2 for the California Mental Health Services Authority (CalMHSA) and partners with REMHDCO on a study that is due in less than two years. She shared an update of the work to map out needs and engage with communities to figure out and prioritize tools and resources to be implemented in Phase 2. She provided an overview of what has been accomplished to date and the plans going forward. She stated the hope that the CMMC will continue to give input along the way. Ms. Jarred discussed the following:

· The background of the methodology used to map tools and resources that address:

· Stigma
· Discrimination
· Suicide needs
· The questions asked for each of the five key population groups
· What has been created?
· Are there key next steps in tools and resources that can be used for SDR and suicide prevention purposes?
· In addition to the five key population groups, what are the key emerging populations that should be prioritized?
· The goals for the study
· To identify gaps in emerging under-represented groups, suicide prevention, and mental health outreach materials within the CRDP groups
· To make recommendations for the next phase
RSE has a process to transadapt and culturally adapt materials to appropriately serve target audiences, which may take years to complete. The Phase 2 contract will probably be 20 to 23 months long. Phase A has been a research and review process. RSE is just coming to the end of that audit process. Ms. Jarred asked CMMC members to complete a survey to contribute to the findings.
Next steps:
· Narrowing the list to a second phase where there will be a review of findings
· Doing key informant interviews with stakeholders
· Taking it out to target audiences through meetings and focus groups

Ms. Jerrod; Jana Sczersputowski, the President of Your Social Marketer, Inc.; Cindy Cha, the Public Relations Manager of Solsken Public Relations and Marketing; and Anna Vue, a principal at Solsken Public Relations and Marketing, answered questions from CMMC members:

Questions and Comments
Question: Are the refugee communities already included? Answer: RSE has been working with Sacramento County on four emerging population groups and that information will be included in this report.

Question: Have the helpers in the Know the Signs campaign been identified? Answer: Helpers are anyone who is close enough to a person to recognize warning signs.
Question: Gender roles are embedded in the Iraqi and Iranian cultures. Will that be implemented in the outreach strategies? Answer: RSE is in the early stages of developing a resource for specific language groups that may be available statewide during Phase 2.
Question: Is RSE looking at older adults and the time of life transitioning into the older years to help those populations respond and engage? Answer: The Know the Signs handout given to CMMC members is a sample of the resources available. There is a whole range of cultural resources available.
Question: Why are African Americans not included in the handout? Answer: The handout is a sample to stimulate discussion. There are many resources available for African Americans.
Comment: The handout mentions LGBTQ youth, but all ages need help. Also, the acronym LGBTQ does not always resonate in other languages and cultures. Sexual orientation and gender identity needs to be included with all populations in all languages. Also, generalizing by using the acronym misses where the suicide help and messaging needs to go. It is important to recognize that sexual orientation and gender identity that is outside of society’s norms happens in all populations, has its risks in all populations, and we need to stop siloing out as if LGBTQ is an identity because it is not. Response: That is the kind of feedback looked for.

Comment: Future materials should include video or other non-written materials specifically for the Deaf and Hard of Hearing Communities or groups with low reading skills.

Comment: Future materials should include messaging in Native American languages and the materials should be disseminated to all tribal offices.

Comment: There are limitations and barriers related to the Deaf and Hard of Hearing Communities. Relationships must be developed to teach language. Hearing families that have Deaf children need education to look at their children positively and encourage full language support for their children. Schools emphasize English, which limits the Deaf child without giving them the American Sign Language foundation.

Comment: If the intent of the transadapted materials is comprehension, oftentimes what works for one group does not work for another. If something is translated into one language, it may work for them, but, if it is translated into another language, it may be a disadvantage if the goal is comprehension.

Comment: There are groups that are excluded because of resources, insurance, or ZIP Code. Families also need to be included. Some issues may not be covered under LGBTQ youth, and even then, those services only cover the youth. Beginning with the families and family supports for all communities is important. There are specific issues that need to be targeted for transgender men and women.
Anna Vue’s contact information: avue@solskenpr.com, (916) 595-8157.

GENERAL PUBLIC COMMENT

There were no questions or comments from the public.

Pictures and Updated Biographies for the CMMC Website

CMMC members were invited to have their photographs taken and update their biographies for the CMMC website. 
Members of the public were invited to the 6:00 p.m. dinner at Frank Fats.

ADJOURN
Co-Chair Vergara adjourned the June 23rd meeting at 5:00 p.m.
WEDNESDAY, JUNE 24, 2015
I.
Introductions

Co-Chair Jim Gilmer reconvened the meeting at 9:30 a.m. on June 24, 2015. He asked for a few moments of silence and reflection for the recent South Carolina incident. Things that have come out of this tragedy have been spirituality and faith, mental health, deep emotion, trauma, and the powerful element of forgiveness and what it can do.
Co Chair Gilmer welcomed everyone to the second day of the CMMC meeting and invited the CMMC members and audience to introduce themselves.


Sharing Our Stories:  Poshi Mikalson
Poshi Mikalson began by reading “On Getting Free,” by Mia McKenzie. She stated her father used to tell her that life is not fair. One of her earliest memories regarding her Jewish heritage is watching Holocaust documentaries at the age of five while her father told her that, had she lived in that time, she would have been killed. She was constantly reminded that getting work or an education was difficult for her family, and that a Holocaust could happen again anywhere she went. She has had nightmares almost her entire life that she survived while her family was taken, feeling guilty that she “dared” to be the one that survived.

Ms. Mikalson’s family suffers from intergenerational trauma. She grew up with abuse, molestation, depression, anxiety, and fear as a normal way of being. Her family were the only Jews in her school and she was continually singled out, excluded, and even told she was going to hell.

Feelings of being different grew as Ms. Mikalson also began to experience attraction to women. Her father, a Freudian psychologist, taught her that homosexuality is a mental illness. At the age of twelve, she read “"Everything You Always Wanted to Know About Sex* (*But Were Afraid to Ask)," which says terrible things about LGBT people. She did not come out until she was forty-one years old.

People often ask Ms. Mikalson how she did not know she was gay. As a teenager, she fell in love with her best friend, whose mother threatened her and made her feel ashamed. Later, she stated she was bisexual in an argument with her parents. Her father said he always knew she was gay because she wanted to be a boy; however, since she wanted to be a girl and have children, she thought she must actually be heterosexual. She married a man she loved and soon had her first child.

Ms. Mikalson fell into depression when her daughter was 18 months old. She called a rabbi and, on his recommendation, saw a therapist, who helped her work through her experiences with abuse but claimed her love for her high school best friend was normal experimentation. When she shared that she dreamt of finding a woman to love her, the therapist stated Ms. Mikalson wanted a symbiotic relationship like she had with her mother; Ms. Mikalson interpreted this as meaning she wanted a sexual relationship with her mother, was disgusted, and buried her feelings. By the time she was pregnant with her third child, she had come to feel that she would die without a woman to love. She met a gay man, to whom she told the details of her feelings; he told her she was not gay because he was afraid of destroying her family. 

On June 18th, 1999, two men firebombed the library where Ms. Mikalson worked; they killed two gay men before they were caught, and she was also on their list. A few weeks later, when she met a lesbian for the first time, was when she began the journey of coming out to herself. Her marriage was already falling apart for other reasons. Although she lost both family and friends and even wanted to die, she began to live without depression for the first time.

Ms. Mikalson became a social worker for people with addiction, since she could have been one of those people. She later began doing LGBT work despite fearing that it is self-serving. Two of her children came out as teenagers; her ex-spouse blames her. She still struggles with internalized shame. Her goal is to do her part to repair the world and make life fair for everyone.

II.
Administration Committee Report - Ahmed Nemr, Committee Co-Chair

A.  AB 253 (Hernandez)


B.  SB 614 (Leno)


C.  Other Administration Committee Items

Senate Bill 614

Adrienne Shilton, the Director of Intergovernmental Affairs, of the California Behavioral Health Directors Association (CBHDA), stated the CBHDA is the sponsor of Senate Bill (SB) 614, which will set up a peer and family support specialist certification program to be administered by the DHCS. She acknowledged the Working Well Together Collaborative that laid the groundwork for this bill. Ms. Shilton summarized the purpose, process, and draft amendments of SB 614. 

The CBHDA has made the proposed amendments following the guidance that the Center for Medicare and Medicaid Services (CMS) has provided to encourage states to certify peer support specialists, the DHCS 1115 Waiver that specifically calls out peer support, and using the 30 states that already have peer certification programs in place as models. Ms. Shilton encouraged CMMC members to provide feedback prior to the Assembly Health Committee hearing in July on the following draft amendments:
· Section 14045.11 – The language has been strengthened to include substance use disorder

· Section 14045.13 – Adult, family, and parent peer support specialists are defined

· Section 14045.14 – Additional peer support specialist specialized training categories are listed

· Section 14045.15 – The requirements for each of the specialized training categories are listed

· Section 14045.20 – Language has been added to the stakeholder process that must occur to implement the peer support certification program

· Section 14045.22 – The Medicaid state plan needs to be amended and language has been added here for clarification

Ms. Shilton stated the implementation date has been pushed back one year for this program at the request of the DHCS.
Questions and Comments

Question: Is this only for individuals over the age of 18? Answer: Yes, it is a federal requirement. A category is being added for transition-aged youth (TAY), but they must be over 18 to provide peer support services.

Question: Who will regulate the certification testing? Answer: The DHCS will be the certifying body but they can contract out or set up an interagency agreement for that work. As the sole Medicaid state agency, the DHCS must approve it.
Question: How will stigma be overcome, especially in the hard-to-reach cultural and ethnic communities? Answer: It will be dealt with in the implementation process.

Question: Why has the peer and family support specialist certification program been pushed back one year to 2019 per Section 14045.26? Answer: Workload issues at the DHCS.

Question: Is there a typo in Section 14045.18(c), because the parents are the caregivers? Answer: Yes. That was not the intent and will be clarified.

Comment: The certificate should be offered in multiple languages. There are powerful advocates that do not speak English that are already providing a service to the community.

Comment: Section 14045.14(j) should not imply that the parent is identified as having a mental health or substance abuse condition. Response: The intent is not that the parent must identify with lived experience, but that they have a child with lived experience. That language will be cleaned up.
Comment: It is hard for transgender individuals because of employment and medical discrimination and family rejection. How are these services going to be paid for when individuals do not have employment or medical insurance?

Comment: Sexual orientation and gender identity should be added to the list in Section 14045.12(h). Response: The CBHDA will look to the CRDP report and would appreciate specific suggestions about where else in the bill this language can be strengthened.
Comment: Section 14045.14(1) should include older adult peer specialists.

Comment: The term “may” in Section 14045.14(4)(d) should be changed to “shall,” and the core competencies-based curriculum should be inclusive of the aging process: children, TAY, adults transitioning into older adults, and older adults.
Comment: There is nothing about resilience in the list of core competency-based curriculum in Section 14045.14(4)(d). Resilience should be included, along with hope and recovery.

Comment: “Such as family partners and community workers” should be added to the end of the sentence after “significant support persons” in Section 14045.12(b).

Comment: Peer support specialists within the Deaf community are rare. Minnesota has a training program for the Deaf community. It is important to look into how language and communication style that is unique to each person is talked about. 
Comment: In the list of competencies in Section 14045.14(d), there is a need to describe the competencies, there is some duplication, and there are key elements missing from the peer roles and responsibilities. The competencies need to support the roles and responsibilities of this position.
Comment: The requirement in Section 14045.15(b) for a high school diploma or its equivalent excludes a large segment of the community that provides Promotore, community health worker, services. This and other requirements for certification may drive away or eliminate individuals who are doing fantastic work in their communities.
Comment: There are certain areas in the competencies-based curriculum in Section 14045.14(d) that should be pulled out and not have the “may” term. Sexual orientation and gender identity might be part of the core curriculum. The LGBTQ communities often include high school dropouts and the requirement for a high school diploma or its equivalent will exclude them. The phrase “or its equivalent” should be expanded beyond a GED to include experience.
Comment: Who will monitor and set up the trainings is a whole other issue.

Comment: There is a need for a peer support line item to allow for billing of peer specialists to provide services. Response: The state plan must first be amended to allow for it, but there will be a separate billing code.
Comment: Remove the word “program” in Section 14045.13(b) from the phrase “family support specialist certification program,” since it will be a professional standard certification, not a program. 
Comment: Section 14045.13(g) defines cultural competence, but the National Center for Cultural Competence states there is no definition for cultural competence. The amendment quotes the language from Cross, et al, 1989, and misses the five values that should be there if that is the CBHDA’s definition. But, since this is also health care related, there is the Betancourt, et al, 2002, definition for cultural competence health care delivery. The section needs to be expanded if cultural competence will be defined by adding the true definition of cultural competence.
Comment: Many racial and ethnic communities suffer from acts of racism and trauma. Section 14045.13 does not incorporate this area in mental illness. While DSM IV or traditional mental health recognizes medical model and diagnoses, many individuals have undiagnosed issues resulting from trauma and racism. Many individuals in that situation would want a peer to express those experiences and issues to assist them. If it is not called out there is potential for further disparities and inequities. Subsection (g) lacks the community-driven perspective on incorporating a community’s attitudes, values, and beliefs about their help-seeking patterns. It is not only the system coming to serve, but it is also the community and how they want to be served. It needs a fuller, more robust definition of cultural competency.
Comment: The bill as written will not serve communities as much as we would like it to. REMHDCO suggested language that a county behavioral health director may use a community health worker. It is also as important, if not more so, for individuals to have a cultural or language similarity than to be a mental health peer.
Comment: Individuals from war-torn countries have been traumatized, reliving it in the US, and have high levels of PTSD. With regard to the requirement for a high school diploma, these individuals are highly educated in their countries, but it is not recognized in the US. 
Comment: Part of the cultural competence training in Section 14045.14(d) will be further defined, but the cost of mental illness and the social determinants of health should be included rather than the traditional model. The process of determining the training curricula needs to have input from the community that would include community assets, resources, and supports.
Comment: The definition of peer versus community mental health worker is something that could also provide substantial assistance for individuals afraid to come out. That is a slightly different concept versus the Western thinking that only a peer could help here. In our community, if you are a trusted community member you could be an ally, you could have invested interest in that topic and you can be an effective helper. And sometimes the community turns to a service provider for help to make decisions for them. It is very different from Western thinking.
Comment: Add collaboration on a team to the core competency-based curriculum in Section 14045.14(d).
Comment: Individuals across all cultures and groups should be afforded the opportunity and the appropriate adjustments need to be made to the model so these individuals can serve their communities.
Comment: Do not replace peer support specialists which are a particular type of certificate, profession, and need, if someone goes to their community health worker, if someone needs a cultural broker, if someone needs someone who is linguistically competent and that that is who they go to first, there should not be a wrong door. But that does not mean that that community health worker has the lived experience to help them navigate the part of the system they need to navigate. If they do, they can get this certification as well. 
Comment: Community health workers should not take the place of peer support specialists. The certifications, education, and experience that each position holds need to be honored and not replace one with the other.

Ms. Shilton’s email address is ashilton@CBHDA.org.
Assembly Bill 253

Mr. Mitry stated Assembly Bill (AB) 253 calls for two additional positions on the MHSOAC: a person who focuses on veterans and a person who focuses on reducing disparities. REMHDCO sent a letter in support of AB 253 to Assemblymember Hernandez.

Ms. Hiramoto stated REMHDCO also sent a joint letter of support in collaboration with other supporting organizations to Assemblymember Hernandez. Ms. Hiramoto stated the MHSOAC has members of color, but there are no Commissioners with knowledge and experience in reducing disparities and it is not a priority. Another part of the bill is that the County Cultural Competence Plans are to be posted on the DHCS website. An amendment will be added that the scores should also be posted.

Dr. Cheng stated he is part of the Interim Advisory Committee, a DHCS Committee to keep the CMMC updated. There are different perspectives between the DHCS and the Interim Advisory Committee, and DHCS is taking the minimum change theory. The DHCS is about to begin reviewing the County Cultural Competence Plan review process.

José Oseguera stated he was also on the Interim Advisory Committee and agreed there were problems with communication. He stated the DHCS has a consulting firm to help them with the cultural competence plans. The CIBHS is the contractor with this process, so maybe there could be more information gathered from them.

Questions and Comments

Comments: In reading the letter about the bill, I see a lot of support for the veteran population. My concern about the position for reducing disparities is that, when I look at who signed onto this letter, what often happens is we end up talking about reducing racial and ethnic disparities and other disparities are not addressed: sexual orientation and gender identity, Deaf and Hard of Hearing, and disabilities. Without it being spelled out in the bill as to what reducing disparities really means, that is a concern, especially seeing who is signing onto the support letter. Response: The CMMC at this time does not take positions; however, CMMC members are welcome to offer amendments to the author.

Other Administration Committee Items

Mr. Mitry pointed out the Strategic Plan Recommendations for Year 5: 2014-2015 report that was provided and requested that CMMC members read it at their leisure.

III.
Presentation by CalMHSA on Phase 2 of Their Statewide Projects – Ann Collentine/Stephanie Welch
Ann Collentine, the Program Director at the CalMHSA, gave some background on the CalMHSA and their first major project, the Statewide PEI Projects that began in 2010. Phase I will be completed on June 30, 2015. The strategic plan for Phase II was developed and adopted by the Board in August of 2014, is to be implemented beginning July 1, 2015, and will go through June 30, 2017. The full Phase II plan is on the CalMHSA website.
Ms. Collentine, by way of a PowerPoint presentation, provided an overview of the background and status of Phase II funding and programs, the first RFP to effectively reach and support California and its diverse communities to achieve mental health and wellness, the review and selection process, considerations due to funding limitations, and the analysis and rationale for recommendations of the Phase II Strategic Plan for Statewide PEI Projects.
The Recommendations:

· Award a contract in the amount of $3 million to RSE to focus on the cause marketing of Each Mind Matters. The suicide prevention activities done under Directing Change and Know the Signs will also be incorporated in this contract.
· Award a contract in the amount of $700,000 to California Community Colleges for reaching diverse communities. Community colleges are more reflective of California’s communities than the other two higher education systems.
· Award a contract in the amount of $300,000 to Active Minds for peer outreach and support of higher education and dissemination.

· Award a contract in the amount of $200,000 to NAMI-CA to build capacity for the affiliates.

· Extend existing Phase I contracts to fulfill the Phase II Program 2 objective.

· To continue the work of the California Department of Education Student Mental Health Policy Workgroup for funding up to $60,000 annually

· To continue the work of the California County Superintendents Educational Services Association to support collaboration between counties and county school superintendents for up to $100,000 annually

· To continue the work of the Community Clinics Initiative and Integrated Behavioral Health Project to support partnership policies for the integration between mental health, substance use, and primary care services for up to $120,000 annually

· To continue the work of the Disability Rights California to support the implementation of California and federal mental health and substance use parity requirements for up to $120,000 annually
Questions and Comments
Question: Did CalMHSA know that they were not going to fund any other agencies? And, if that is the case, why waste our time? Answer: CalMHSA did not know. They worked with independent reviewers.
Question: Are there individuals from the community at the table that are decision-makers? Answer: No, because the board is made up of behavioral health directors. The Advisory Committee has equal participation between board members and community members.
Question: What is the timeline for applying to be a member of the Advisory Committee? Answer: The Advisory Committee will be expanded as part of Phase II. It is projected that by the end of summer more representation will be reflected on that Committee.

Comment: It is important hear the voice of diverse communities by having people from those communities on the board rather than allowing behavioral health care to be that voice. Response: More work needs to be done in that area.
Comment: Some of the contractors in Phase I did not have the cultural knowledge to do some of the work they proposed. Phase II came out in such a short time and the way that the proposal was worded eliminated the opportunity for diverse communities to apply, partly because it had to be statewide. Large organizations get the funding when smaller organizations can do much more with those funds. What often occurs is that the large organizations solicit the information required from the knowledgeable small organizations for free or a pittance and they walk out with the dollars. Small organizations need to be paid for the work they do and for the expertise they provide. In the future, CalMHSA should require in their RFPs that contractors put into their proposal who they are contracting with and for how much, or that CalMHSA contracts with organizations that are part of those diverse communities it is trying to reach.
Comment: Diverse communities work for free for the large organizations that get the funding. There was reluctance among the CMMC members to fill out the RSE questionnaire yesterday because it felt like the CMMC was producing materials that the RSE would get credit for.
Comment: There is concern with the spending, budgetary restrictions, last-minute adjustments, and funding not being disseminated to the communities where it is needed. 
Comment: The large organizations are getting all the money and the small boots-on-the-ground organizations are doing work for free. If CalMHSA was true to the people that they serve, they would have funded the Student Mental Health Initiative more than RSE, because the community colleges reach more diverse unserved and underserved communities than RSE has done in all the time they have held the contract. Response: The comments made today will be taken back to CalMHSA, CalMHSA has open board meetings where members of the public can attend, and CMMC can draft a bullet-point letter addressed to the CalMHSA board.
Comment: How can one agency have $3 million when others get $200,000 or $300,000? Such a huge disparity. RSE claimed that they reach out to 95 percent of Californians by going through PBS. My community does not watch PBS. That is an indication of how much they do not understand what it takes to reach diverse communities. They are making an effort trying to do the checklist to contact certain groups and language translations, but language translation itself is not enough. That’s the bare minimum. How do you outreach and do a meaningful engagement of the community to disseminate the findings after investing so much in Phase I? That is of pivotal importance. RSE bid $7 million and only got $3 million. It is a small amount to them, but it is a huge amount to the CMMC. Large organizations have polished grant-writing skills that look good on paper. Now that they have the money, CalMHSA should focus on what can be done in terms of monitoring them and ensuring they do meaningful work for the community. Yesterday’s questionnaire was asking for free consultation. That is not right.
Comment: These programs are to address need across the lifespan, but the contracts awarded are mostly for children and families.
GENERAL PUBLIC COMMENT

There were no questions or comments from the public. 
IV.
MAC Committee Report – Michelle Alcedo and Gulshan Yusufzai – Committee Co-Chairs 
Ms. Yusufzai discussed the following: 

2015 California Behavioral Health Policy Forum

· The forum will be held from 8:30 a.m. to 12:00 p.m. on September 30th in Carlsbad, California.
· The CMMC has been invited to present on the State of the State Reports

· There are eight State of the State Reports; the Committee is working on the last one.
· CMMC members that have been involved in these reports will attend.
Ms. Yusufzai asked for feedback on moving the next CMMC meeting, which is currently scheduled for September 16th and 17th, to September 29th to give CMMC members an opportunity to hear the MAC Committee report-out, attend the Cultural Competency, Equity, and Social Justice Committee (CCESJC) meeting, and possibly attend the Behavioral Health Policy Forum, which will be held the following day.
The time commitment for attending all three meetings/events would be Tuesday through Friday afternoon. The time commitment for attending the two meetings but not the forum would be Tuesday through Wednesday.
The details will be discussed in a call to put together the format of how to present the State of the State Reports. An email will be sent to CMMC members when a date is chosen. 

Questions and Comments
Comment: The OHE Advisory Committee is on September 29th in Sacramento.
Comment: The aging adult population continues to be ignored. Attention needs to be given in the State of the State Reports to that highly-vulnerable population. Response: The PowerPoint slide was meant to be a quick snapshot. This population is included in the report. Staff will send out copies of the full report to CMMC members.
Comment: The CMMC should capitalize on the opportunity to invite the policy forum representatives to the CMMC meeting.
Update on the State of the State Reports

Ms. Yusufzai provided an update of the State of the State Reports and asked if CMMC members would like staff to put a call together for CMMC to give input on the draft report. 

Questions and Comments

Comments: There was a suggestion to add track changes to the draft reports for CMMC members review rather than to a call. Response: Staff will send the draft report to CMMC members before the call, but the call provides another venue for input.
Status on the Special Report - the PEI Regulations
· The Special Report is due on July 31st
· The outline will be completed soon and will be sent to the MAC Committee for review

V.
Strategic Plan Committee Report – Viviana Criado, Committee Chair
Ms. Criado reported on the following:
· Committee participation has increased by 50 percent; four to five members consistently attend.

· The conference-call format, that the strategic plan had not yet been released, and that no work could be done on the deliverables may have served as a deterrent for meeting attendance.

· The Committee has drafted a letter to the OHE regarding the strategic plan being over two years late.

· The Committee is working on strengthening and enhancing the format and content of the initial draft and looking at ways to demonstrate the process.

· Feedback and recommendations are welcome from CMMC members on the initial draft. All feedback and recommendations must be returned in one week.

· Katherine Elliott will be collecting the feedback and completing this portion of the final report, which will be presented to the CMMC in the next meeting.

Questions and Comments

Question: Why is the strategic plan taking the OHE so long to complete? Answer: Ms. Knifong stated the strategic plan is a community-authored plan including a long process of vetting. 
VI.
Emerging Leaders Committee Report – Mari Radzik, Committee Chair
Dr. Radzik stated Brandon Ruiz-Williams is no longer part of the Committee as he had to move out of state. The empty Emerging Leaders seats will not be filled, since there are only two CMMC meetings left.
One of the Committee’s larger projects is working with Katherine Elliott doing a research project on the two populations voted on for further evaluation in the State of the State Report: women and transition-aged adults. A draft report on the Committee’s findings will be sent to CMMC members.
Questions and Comments

Question: When do emerging leaders become full members representing the community? What is the opportunity to bring recognition for the work that they have done? Answer: It is done on an individual basis within the subcommittee, but to organize that in a more structural sense for the future would be important.
Question: Can the CMMC give the emerging leaders a certificate of appreciation signed by the co-chairs to affirm their leadership? Answer: Absolutely. The September meeting will be a good time to present the certificates.
RPC Committee Report - Russell Vergara
Co-Chair Vergara stated the RPC is beginning to plan to optimize the last two meetings of the CMMC to properly bring closure to this group engagement. 

There are two tasks:

· Help the Administration Committee complete a review of policies necessary to complete a deliverable

· Complete a descriptive outcome evaluation report that is credible and looks at how the work of the last five years has unfolded, the lessons learned, and other useful information for the state

These last meetings are important. Co-Chair Gilmer asked CMMC members to outreach to individuals who may have stopped coming to invite them to the last two meetings to bring a positive closure to the CMMC.

Questions and Comments

Comment: The format for the last two meetings needs to be discussed, such as a retreat that would allow for gathering of information of the evaluation report.
Ms. Hiramoto stated the December meeting is close to the holiday season. She asked if the meeting should be moved to January.
Comment: Many organizations move their December meetings to January, which would create a different sort of conflict to move it.

Comment: December meetings historically have a low attendance. January is a better option.

Comment: Some CMMC members take time off work to attend the meetings, so advance notice of the date of the meetings would be helpful. Response: The email for the September meeting will go out soon. The December meeting will be included in the same email for feedback.

Announcements

The next MHSOAC Community Forum will be on July 16th in Amador County. It is important to encourage attendance, especially for small counties like Amador.

The Hip-Hop Coalition from Ventura County is involved with the TAY Social Change, Music, and Mental Health event, to be held on June 30th, co-sponsored by RSE. It is a pivotal opportunity for CMMC members to attend.
Mr. Tripp will be holding a workshop training on two-spirits on October 24th with the California State Park Service at the Indian Museum in Sacramento.
GENERAL PUBLIC COMMENT

Renee Wright, from the OHE, introduced herself and stated she is working with Ms. Knifong and Mr. Porter on Phase II of the CRDP. 
ADJOURN
Mr. Gilmer adjourned the meeting at 2:35 p.m.
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