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EXECUTIVE SUMMARY

INTRODUCTION

Orange County has a commitment to providing high quality Behavioral Health Services
to the diverse population residing in the County. The goal is to ensure equality in
access to and outcomes of the services provided by the County and its contractors. This
Cultural Competency Plan (CCP) provides an opportunity to describe the substantial
progress made and provide relevant documentation. The CCP is divided into eight
domains, each of which is addressed in the Plan. Below is a brief summary of some of
the highlights contained within the Plan.

CRITERION 1: COMMITMENT TO CULTURAL COMPETENCE

Orange County has had a lengthy history of fostering cultural competency
and cultural diversity. Moreover, cultural considerations in delivery of
service were brought to the forefront in 2004, when California voters
passed the Mental Health Services Act (MHSA). To implement the MHSA,
comprehensive and inclusionary community planning processes have
been utilized to develop plans that would improve access to services for
underserved groups and provide a culturally sensitive environment for
clients of all races, ethnicities, cultures, and languages. Community input
is solicited through a variety of strategies, including focus groups, surveys,
advisory committees and public forums.

The County’s commitment to serve diverse minority populations is also
evident in the outreach programs. These programs employ culturally
competent, multi-lingual outreach workers trained in recovery and
resiliency concepts, who are locally-based, highly visible, and resource
knowledgeable, to not only facilitate access to community mental health
services, but to build on-going community supports that will sustain future
efforts in healthy living.

Furthermore, Orange County’'s focus on cultural competency is
documented in Behavioral Health Services (BHS) written policies and is
also integrated into contracts with community-based service providers.
The job description for the Multicultural Development Program Coordinator
(Ethnic Services Manager) also documents the County’s comprehensive
approach to cultural competency.

There are two standing committees that participate in MHSA planning
activities on a monthly basis: the MHSA Steering Committee and the
Community Advisory Committee. Each reflects Orange County’s ethnic

and linguistic diversity. Translators are available for members who have
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limited English proficiency. The Community Action Advisory Committee is
culturally diverse. Its goal is to assist the Health Care Agency (HCA) in
ensuring that services are of high quality, accessible, culturally competent,
client-driven, consumer and family-focused, recovery and resiliency-
focused and cost-effective.

Capacity building for community organizations providing essential services
to the unserved and underserved target populations is another area in
which the county demonstrates its commitment to cultural competence.
The overall strength-building approach is to provide Technical Assistance
and organize incremental development so that each step builds on the
prior ones. Along with an emphasis on cultural sensitive delivery, the
capacity building effort and activities in Orange County are focused on two
general areas: community education and improving community access to
behavioral health resources.

Finally, OC has devoted substantial resources dedicated to enhancing
cultural competence. Specific resources of about $3.5 million are
expended for translation services, staff cultural competency trainings, and
contracts with ethnic-specific service providers. However, this is only
considered a minimum estimate since there are staff providing “as
needed” translation in all of the BHS programs, and there are activities in
each program that are cultural competency-focused.

CRITERION 2: UPDATED ASSESSMENT OF SERVICE NEEDS

A detailed analysis of the Orange County general population, Medi-Cal
population, and the population less than 200% above the federal poverty
level (FLP) minus the Medi-Cal population. This analysis shows that the
low income population needing Behavioral Health Services is as a whole
underserved in Orange County, Latino and Asian/Pacific Islanders (A/PI)
are particularly under-represented in the Medi-Cal population and the
population that is less than 200% of the FPL minus the Medi-Cal
population. In terms of age groups, Children 0-1 and seniors 65 years of
age or older are the most underserved.

Review of the County’s CSS Plan, approved in April 2006, shows that
among low income children and youth 0-15 living in Orange County, only
3% of Latinos and 2% of A/PI receive services, compared to the 9% of
Caucasian children and youth served. For Transitional Age Youth (TAY),
age 16-25, similar results are found, with about 4% of Latino TAY and 2%
of A/PI TAY receiving services compared to 8% of Caucasian TAY.
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Among low income Adults 26-59, and the Older Adults 60 and older, once
again, the two most underserved ethnicities were Latino and A/PI.

The Prevention and Early Intervention Plan identified all six of the
Department of Mental Health (DMH) specified underserved priority
populations: underserved cultural populations, individuals experiencing the
onset of mental illness, children/youth in stressed families, trauma-
exposed individuals, children and youth at risk of school failure,
children/youth at risk of or experiencing juvenile justice system
involvement. The Orange County Plan has 33 distinct sets of activities,
grouped into eight programs. Each of these activities is designed for at
least one of the specific populations.

CRITERION 3: STRATEGIES AND EFFORTS FOR REDUCING RACIAL, ETHNIC,
CULTURAL, AND LINGUISTIC MENTAL HEALTH DISPARITIES

In general, analysis shows that target populations with disparities are
similar across a variety of data sets. These populations include, but are
not limited to: ethnic and cultural minorities, such as Latino and
Vietnamese, the Deaf and Hard of Hearing community, and the Gay,
Lesbian, bisexual, Transgender, Questioning (LGBTQ) community; people
with limited English proficiency; homeless individuals and families; frail,
isolated older adults; trauma-exposed people (including veterans);
Children and TAY involved (or at risk of becoming involved) in the juvenile
justice system, at-risk of school failure, aging out of the foster care
system, or in stressed families; and individuals experiencing the onset of
psychiatric illness.

Orange County has identified strategies to reduce disparities in each of
the following MHSA Plans: CSS, WET, PEIl, and Innovation. These
strategies include, but are not limited to:

CSS Plan

e Establish programs in non-traditional mental health settings. This
includes working with primary care facilities in Little Saigon, Garden
Grove, Santa Ana and Anaheim and requires development of networks
with other healthcare practitioners.

e Outreach to unserved/underserved populations, in particular, local
leaders in ethnic communities (cultural brokers), who can assist in the
dissemination of materials and information.
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Services must be provided in the languages of the populations served.
This is addressed through hiring more bilingual staff and training existing
staff in a foreign language through training programs such as Rosetta
Stone. Another strategy is providing career pathways for staff already
working for HCA and who are proficient in another language such as
Spanish or Vietnamese and want to further their education to be able to
shift from a support staff position to a clinical staff position.

A successful method of health education, the promotora model, can be
utilized with mental health services to access pockets of the
ethnic/linguistic community that are the least likely to access services and
the most likely to need them. Using CSS and WET funding, O.C. has
developed a Certificate Mental Health Worker program with Pacific
Clinics and Santa Ana College.

WET Plan:

Cultural Competence Training for Staff and the Community, including,
topics such as: Understanding Lesbian, Gay, Bisexual and Transgender
issues; co-occurring disorders in the Asian/Pacific Islander community;
Spanish and Vietnamese language training for staff; and interpreter
certification training. A table of Cultural Competency trainings provided
in the past few years may be found in the Plan under Criterion 5.

Holding Conferences such as the 2010 “Understanding Disparity and
Disproportionality in Health and Human Services.” It received excellent
reviews and will be expanded next year.

Financial Incentives to Increase Workforce Diversity: AA and BA
Stipends and 20/20 Program. This program supports undergraduate
and certificate program educational and living costs for members of
underserved groups and consumers and family members to attend a
certificate program in psychosocial rehabilitation or an undergraduate
program in human services, psychology or social work.

PEI Plan:

Early intervention services to reach groups that are at high risk of
developing serious and persistent mental illness. Examples of such
groups include stressed families, transitional age youth, and young adults
experiencing a first psychotic break.

School-based services, including outreach to and education for children,
youth, families, and school staff to build resiliency, increase protective
factors, foster a positive school environment, and reduce stigma.

Page 10 of 313



Parent education and empowerment programs and projects, such as
family to family support, Positive Parenting Program (Triple P), Parent
Empowerment Program, and Community Parent Education Programs for
Parents (COPE).

Prevention services such as short-term cognitive behavioral interventions
to reduce the likelihood that an individual will develop serious persistent
mental illness (Adults) or serious emotional disturbance (Children and
Youth.

Screening and assessment services to identify the existence of a mental
illness early in the course of the disease, prior to the deterioration that
comes with untreated mental illness.

Crisis and referral services, including a suicide prevention hotline, a peer-
staffed warm line, and a Survivor Support Program for family
members/loved ones of individuals who have committed suicide.

Training for those most likely to be in contact with individuals experiencing
their first break. Examples include school teachers, public health nurses,
pediatricians/family physicians, faith-based organizations, and caregivers
for persons with disabilities.

Innovation Plan

Orange County’s Innovation Plan has been approved, but is not yet
implemented. Once implemented, it will provide some new strategies to
reduce disparities. Examples include:

A program called “Okay to Be Me,” which provides outreach and peer
support to members of the LGBTQ community, especially those in the
TAY age group who are at risk of suicide from untreated mental illnesses
or depression due to coming out without a strong support system.

“Project, Project Life Coach” is a program for underserved monolingual or
Limited English Proficiency Latino, Arab and Asian/Pacific Islanders with
mental illness. The goal is to help such mental health consumers to gain
employment at local ethnic businesses.

“Training to Meet the Mental Health Needs of the Deaf Community.” This
project will utilize an existing accredited mental health worker certificate
training program to train individual consumers and family members from
the Deaf community using American sign Language (ASL) as the primary
language.
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e “Vet Connect” will provide one centralized contact/place for community
providers to collaboratively interact to educate each other and to maximize
access to services needed by veterans.

e Finally, the “Integrated Care Innovation Program” is expected to increase
access to care for clients being served in a public mental health clinic or
primary care site. This program will provide mental health care at primary
medical care community clinics. It will also provide psychiatric consultation
to primary care physicians on prescribing medication. At behavioral health
sites, clients will be assigned to consumer employees serving as Medical
Care Coordinators.

CRITERION 4: CLIENT/FAMILY MEMBER COMMUNITY COMMITTEE:
INTEGRATION OF THE COMMMITTEE WITHIN THE COUNTY
MENTAL HEALTH SYSTEM

Orange County’s MHSA Community Action Advisory Committee (CAAC) serves
as its Cultural Competence Committee. This committee consists of 15
members. It meets monthly and at each meeting there is typically an
educational presentation and an update on the current hot topics regarding
County Behavioral Health Services, as well as MHSA services/programs.
Ideas are solicited from CAAC for MHSA programs and services. All MHSA
plans are presented and discussed at committee meetings (often several times)
prior to being considered by the MHSA Steering Committee.

The mission of CAAC is to “advise the Health Care Agency on issues related to
funding mental health services in Orange County in general and specifically
through the Mental Health Services Act (MHSA). The goal is to assist the
Health Care Agency (HCA) in ensuring that these services are of high quality,
accessible, culturally competent, client-driven, consumer and family focused,
recovery and resiliency-focused and cost-effective.”

CAAC has also been very active in guiding and helping HCA/BHS in assessing
barriers facing consumers in receiving services at the county behavioral health
clinics. In fact, CAAC has developed the evaluation tool, as well as provided
and executed recommendations in helping consumers more easily access
services in HCA clinics.

One of the CAAC members has been a very active participant in the HCA/BHS
electronic health record task force. It is anticipated that the CAAC will have an
active role in finalizing HCA's electronic health system. Another CAAC member
participates on the MHSA data and outcome measurement team.
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CRITERION 5: CULTURALLY COMPETENT TRAINING ACTIVITIES

The Center of Excellence (COE) has assigned liaisons to each of the service
divisions within HCA/Behavioral Health Services. The role of each liaison is
to attend all division manager meetings and assist in developing annual
trainings that are required for staff professional development, as well as
trainings that improve staff skills in providing evidence-based practices to a
linguistic and culturally diverse consumer population in Orange County.

The COE also has a designated Continuing Education Program (CEP)
Administrator whose job is to ensure HCA/BHS is an accredited CUE/CME
provider in good standing for psychiatrists, psychologists, nurses, LCSWs,
MFTs, CAADAC, and licensed residential care operators. The CEP
Administrator also ensures that all required trainings address cultural and
linguistic competency.

The COE is responsible for developing trainings and conferences related to
human services and health issues facing the County’s linguistic and cultural
diverse populations. The COE is in the planning process to bring the
California Brief Multi Cultural Scale (CBMCS) Curriculum to Orange County
in 2011. In order to ensure system-wide mass effect, the COE plans to
select a core group of staff to be trained as trainers. This approach will
ensure that the majority of the Health Care Agency staff, contract providers,
and stakeholders can receive this training on an annual basis.

OC’s Multicultural Development Program Coordinator will be tasked to
actively participate in statewide activities initiated by the California Institute
for Mental Health’'s Center for Mutlicultural Development. The Coordinator
will also be tasked to participate in local Human and Health Services training
activities where issues related to people living with a behavioral health
diagnosis is of concern. The Coordinator will actively participate in Orange
County’s Prevention and Early Intervention programs, as the Health Care
Agency tries to reach local underserved, unserved and at-risk populations.

Information on the numerous Cultural Competency trainings that have been
provided in the Health Care Agency from 2007 until September 2010 is
presented in a chart located under Criterion 5.

CRITERION 6: COUNTY’S COMMITMENT TO GROWING A MULTICULTURAL
WORKFORCE: HIRING AND RETAINING CULTURALLY AND
LINGUISTICALLY COMPETENT STAFF

Data from the County’s WET Plan was analyzed to provide information on hiring and
maintaining a multicultural Workforce.
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e Shortages by occupational category:

More than twice the number of unlicensed direct care mental health staff is
needed compared to licensed mental health staff, reflecting the greater
employment of unlicensed staff in the system, particularly in adult and older adult
services, as well as the Children and TAY Full Service Partnerships (FSPs).
However, the number of hard to fill or hard to retain occupational categories is
greater within the licensed category, and this is particularly true for contract
agencies.

e Comparability of workforce, by racelethnicity, to target population
receiving public mental health services:
The Latino population demonstrates the greatest disparity in terms of workforce
race/ethnicity and target population race/ethnicity. Fifty-eight percent of the
target population is Latino, while only 28% of HCA staff falls into that ethnic
category. Conversely, HCA staff is overrepresented in the White/Caucasian
category compared to the target population.

Although the 13% of the staff who are of Asian/Pacific Islander (A/PI) background
is comparable to the 14% of the target population who fall into the same
category, there are disparities based on the specific A/PI language spoken.

e Language proficiency:

The need for additional staff proficiencies in languages other than English
emerged for both direct care and support staff in the two Orange County
threshold languages of Spanish and Vietnamese and the two emerging
languages, Korean and Farsi. No other languages surveyed were the first
language of more than .1% of BHS’s client population. The analysis of the
additional staff that needs to be proficient was based on data from several years
ago, when the WET Plan was submitted. It is likely an underestimate of current
and future need.

CRITERION 7: LANGUAGE CAPACITY

Orange County has several phone lines that individuals can call to access
support and services. All of these phone lines provide access in multiple
languages. These include:

e A 24-hour toll-free number (1-800-723-8641) that individuals can call if
they believe they have a mental health problem.

e A Suicide Prevention Hotline phone number: 1-877-727-4747 (1-877-
7CRISIS). This hotline is available in the OC threshold languages.

e A Warm Line that allows individuals to talk with a trained peer who is
under the supervision of a licensed professional. That phone number is: 1-
877-910-9276 (1-877-910-WARM). This warm line also employs peers
who speak Orange County’s threshold and emerging languages.
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Evidence that clients are informed in writing of their right to language
assistance may be found in the written materials provided to each client. The
Client Guide to Services states that Orange County “is responsible to provide
the people it serves with culturally and linguistically competent specialty
mental health services. For example: non-English or limited English speaking
persons have the right to receive services in their preferred language and the
right to request an interpreter.” Posters are also displayed on the wall at clinic
sites.

In addition, evidence that the County accommodates individuals with LEP by
providing bilingual staff or interpreter services may be found in the County’s
contract for interpreter services. It is also found in the fact that such
accommodation is described in the client handbook as a right of each client.
In addition, it is mentioned in the section of the handbook on cultural
competency. Furthermore, BHS has developed policies requiring that such
assistance be provided.

The main lesson learned around providing accommodation to persons who
have LEP and have needed bilingual or interpreter services is that a warm,
friendly, welcoming environment is important in making people feel
comfortable to ask for help. Clinics train staff to have a “customer service”
approach when interacting with clients.

CRITERION 8: ADAPTATION OF SERVICES

The County has made a policy decision to provide client-driven services to
support recovery, resilience, and wellness. The County has Full Service
Partnership programs for each age group. These programs follow the
“‘whatever it takes” approach, and clients in these programs work with
members of a team to determine the goals that clients wish to achieve. The
Program for Assertive Community Treatment (PACT) teams also use this
approach. In traditional outpatient clinic programs, clients also work with a
therapist and/or case manager to set up plans that include the achievable
goals and objectives of their choice.

Orange County includes cultural responsiveness and client choice in its
program evaluation process. By evaluating outcomes in a way that includes
consideration of any cultural differences, virtually every outcome measure
provides some information in this area. There are extensive outcome data
generated in the MHSA FSP programs. County staff review consumer
satisfaction surveys for both outpatient and inpatient services, and these
results are also reviewed with regard to cultural issues. Clinics are checked to
see whether or not materials and or services are available in required
languages and clinics are culturally appropriate, etc.
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A contractor’s ability to provide services that are culturally and linguistically
appropriate is also an important factor in the selection of a contract provider
and is taken into consideration and scored when reviewing provider
proposals. It may also be addressed during interviews with prospective
service providers.
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CRITERION 1: COMMITMENT TO CULTURAL COMPETENCE

I. County Mental Health System commitment to cultural competence

A. Policies, procedures, or practices

Orange County has had a lengthy history of fostering cultural competency
and cultural diversity. In 1989, a Multi-Ethnic Task force was established by
our Mental Health Board. In 1992, a strategic planning goal was adopted to
establish program standards to address the availability, accessibility,
community acceptance and cultural competency of Behavioral health
Programs. Shortly thereafter a Cultural Competency Manager was hired to
develop a plan that would establish cultural competency standards in
providing client-centered services. The resulting Cultural Competency Plan
was implemented in 1994. Over subsequent years, the County Board of
Supervisors approved actions that (1) facilitate the implementation of the
State cultural competency requirements; (2) assist professional staff in
meeting continuing education standards; (3) meet agency training/retraining
and education requirements; and (4) establish medication training programs
throughout the community. In addition, an ongoing cultural competence
training program was provided for all agency staff (clinical, ancillary,
supervisory, and management, ) contracted agencies, and the community at
large.

In 2004, the Mental Health Services Act (MHSA) was passed by California
voters. MHSA emphasized a special focus on cultural competency and the
expansion of service to ethnic and cultural groups that were unserved or
underserved. Community planning processes were utilized to develop plans
that would improve access to services for these groups and provide a
culturally sensitive environment for clients of all races, ethnicities, cultures,
and languages. A Consumer Action Advisory Committee (CAAC) which
includes multi-ethnic/-cultural consumers and family members was
established in 2005 to replace our Multi-Ethnic Task Force as a formal
advisory body with its own by laws. The mission of CAAC is to advise the
HCA on issues related to funding mental health services in Orange County.
The goal is to assist the HCA in ensuring that these services are of high
guality, accessible, culturally competent, client-driven, consumer and family
focused, recovery and resiliency-focused and cost-effective.
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1. Behavioral Health Services (BHS) Policies

The focus on cultural competency is documented in a number of BHS written

policies.

These include, but are not limited to:

BHS Policy 02.01.01 — Cultural Competency, requiring each division to
follow the guidelines for cultural competency as established by the
State Department of Mental Health’s Cultural Competency Plan.

BHS Policy 02.01.02. — Meeting Consumer Language Needs at Key
Points of Contact, requiring that consumers have access to linguistically
appropriate mental health services.

BHS Policy 02-01.03 — Distribution of Translated Materials, requiring
the availability of cultural and linguistically appropriate written
information in the County’s threshold languages to assist consumers in
accessing specialty mental health services.

BHS Policy 02.01.04 — Provider List — Cultural/Linguistic Proficiency,
requiring that consumers have access to a list of County Mental Health
Plan providers of Specialty Mental Health Services that includes
alternatives and options for cultural/linguistic services.

BHS Policy 02.01.05 — Field Testing of Written Materials, requiring
written that materials be field tested to ensure comprehension of the
information provided.

BHS Policy 02.07.02 - Informing Materials for Mental Health
Consumers, requiring that the County provide appropriate informing
materials in the threshold languages and accurately document the
provision of these materials as well as the Consent for Treatment and
the Advance Directives.

BHS Policy 03.01.03 — Trainings Specifically Pertaining to Cultural
Competency, establishing a uniform method of reviewing the nature and
adequacy of BHS trainings that address cultural issues.

2. Behavioral Health Services (BHS) Contracts

Orange County’s commitment to ensure that services are culturally competent is
also documented in provisions that have been incorporated into service provider
contracts. Although the language varies for specific contracts, below are some
relevant examples.

For example, the contract for the Mental health Services Act (MHSA)
Community Services and Supports-funded Wellness Center states that
the contractor shall provide a program that is “culturally and
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linguistically appropriate.” The contract also states that “The
philosophy of the Wellness Center shall draw upon cultural strengths
and utilize service delivery and assistance in a manner that is trusted
by, and familiar to, many of Orange County’s ethnically and culturally
diverse populations. Cultural competence shall be a continuous focus
in the development of the programming, recruitment, and hiring of staff
that speak the same language and have the same cultural background
of the members that are to be served. This inclusion of Orange
County’s multiple cultures will assist in maximizing access to services
offered at the Wellness Center. The Orange County Health Care
Agency will provide training for all staff on cultural and linguistic
Issues.”

e The contract for TAY Crisis Residential Services includes the
requirement that “CONTRACTOR shall include bilingual/bicultural
services to meet the needs of threshold languages as determined by
COUNTY. Whenever possible, bilingual/bicultural therapists should be
retained. Any clinical vacancies occurring at a time when bilingual and
bicultural composition of the clinical staffing does not meet the above
requirement must be filled with bilingual and bicultural staff unless
ADMINISTRATOR consents, in writing, to the filling of those positions
with non-bilingual staff.”

In addition, “CONTRACTOR shall provide services pursuant to this
Agreement in a manner that is culturally and linguistically appropriate
for the population(s) served. CONTRACTOR shall maintain
documentation of such efforts which may include, but not be limited to:
records of participation in COUNTY-sponsored or other applicable
training; recruitment and hiring policies and procedures; copies of
literature in multiple languages and formats, as appropriate; and
descriptions of measures taken to enhance accessibility for, and
sensitivity to, persons who are physically challenged.”

e The Prevention and Early Intervention contract to provide hotline
services is also a good example of the type of contract requirements
addressing cultural competency. It states: “CONTRACTOR shall
provide crisis hotline services as a broad range of personalized social
development services that are culturally and linguistically appropriate
and consistent with the Prevention and Early Intervention Plan.” In
addition “CONTRACTOR shall provide immediate, confidential, and
culturally and linguistically appropriate over-the-phone assistance.”

Another provision is that “CONTRACTOR shall provide face-to-face
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educational training and outreach, using a variety of methods and
customized training materials, to service providers (e.g., medical
personnel, law enforcement) and the community at large with special
attention to culturally or linguistically isolated or underserved
populations, including but not limited to, monolingual non-English
speakers (e.g., speakers of Spanish, Vietnamese, and Farsi
languages), new immigrants, deaf and hard-of-hearing individuals,
lesbian, gay, bisexual and transgender individuals, veterans and older
adults.

In that same contract, a commitment to provision of linguistically
appropriate services is demonstrated in the following language:
“CONTRACTOR shall link non-English speaking callers with
counselors, who speak their languages. If no such counselors are
available, CONTRACTOR shall offer callers translation services
through CONTRACTOR's or Lifeline’s Language Line services, which
also includes operator assisted TTY.”

B. Documents

1. Behavioral Health Services (BHS) Documents to be available at Site Visit

e Mission Statement;

e Statements of Philosophy;

e Strategic Plans;

e Policy and Procedure Manuals;

e Human Resource Training and Recruitment Policies;

e Contract Requirements; and

e Other Key Documents (Counties may choose to include additional
documents to show system-wide commitment to cultural and linguistic
competence).

ll. County recognition, value, and inclusion of racial, ethnic, cultural, and
linguistic diversity within the system

A. Community outreach, engagement, and involvement
Outreach and Engagement Programs increase utilization of mental health
services to unserved and underserved Seriously Emotionally Disturbed
(SED) children and transitional age youth (TAY), as well as adults in the
neighborhoods where they reside or those who are homeless or at risk of
homelessness.

There are specific MHSA contract outreach program providers that target
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the threshold minority groups in Orange County, such as the Orange County
Asian Pacific Islander Community Alliance (OCAPICA), Korean Counseling
Services, Viethamese Community Orange County (VNCOC), and Casa de
la Familia. Additionally, the majority of all county outreach workers are
multilingual and multicultural and for many, English is not their first
language. Outreach staff members come with their own unique and rich
experiences and can offer their cultural perspective when engaging
individuals from cultures than differ from the mainstream.

The programs promote access to full service partnerships, other mental
health services, and/or linkages with needed community resources to
reduce stigma regarding mental health services. These programs adhere to
a “best practice” model by offering services in a culturally competent, family-
focused, strength and community and culturally-based environment that
provides opportunities to build trust and encourage the establishment and
growth of local support systems.

The programs also employ culturally competent, multi-lingual outreach
workers trained in recovery and resiliency concepts, who are locally-based,
highly visible, and resource knowledgeable, to not only facilitate access to
community mental health services but to build on-going community supports
that will sustain future efforts in healthful living.

Outreach workers also collaborate with, and provide information and training
to those employed in community organizations, so these organizations can
be ready resources to refer individuals who are in need of mental health
services. Outreach workers collaborate and work with many organizations
and individuals, including but not limited to:

school employees at schools e shelters
and colleges
libraries e churches, temples, and other

spiritual centers

soup kitchens e counseling centers
community-based resource e individuals employed in the child
centers and other social service welfare, juvenile justice, and law
agencies enforcement systems.

public health agencies and other e homeless services providers

health care providers
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B. Diversity in mental health system’s planning process for services

There are a variety of ways in which the County demonstrates its current
relationship with, engagement with, and involvement of, racial, ethnic,
cultural, and linguistically diverse clients, family members, advisory
committees, local mental health boards and commissions, and community
organizations in the mental health system’s planning process for services.
These include its MHSA Steering Committee, Community Action Advisory
Committee, multi-faceted planning process, and community-based
organizations that provide services to ethnic-specific communities.

1. MHSA Steering Committee

The Mental Health Services Act planning process is guided by a Steering
Committee of approximately 65 individuals. The primary functions of the Steering
Committee, at a minimum, are to:

a) Be fully educated about the status of MHSA funding availability and
requirements, as well as the status of Orange County MHSA program
implementation.

b) Assist the County to identify challenges in the development and delivery
of MHSA-funded services and make recommendations for strategies to
address these challenges.

¢) Remain informed about current stakeholder meetings and the funding
and program recommendations made by members of these groups.

d) Review all MHSA funding proposals and provide critical feedback to
ensure that funding is allocated to services for identified needs and
priorities.

e) Make timely, effective decisions that maximize the amount of funding
secured by Orange County and preclude Orange County from losing
funding for which it is potentially eligible.

f) Support the County’s ability to meet both State funding requirements
and Orange County funding needs.

g) Make recommendations regarding future MHSA allocations so funds will
be used to provide services for identified needs and priorities.
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The MHSA Steering Committee reflects Orange County’s ethnic and linguistic
diversity. Translators are available for members who do not speak English.
Members are selected to represent the many different types of community
stakeholders, including but not limited to, law enforcement, social services,
housing, Medi-Cal, the Mental Health Board, community-based services
providers, NAMI, education, substance abuse treatment, the County’s major
ethnic communities (Latino, Viethamese, Arab, Iranian), consumers in each age
category, family members, the Orange County Regional Center, veterans, cities,
faith-based organizations, the Deaf and Hard of Hearing community, the
LLGBTQ/Q community, the Hospital Association, the Mental Health the
Association, the OC Psychiatric Society, OC Indian Center, and the courts.

The MHSA Steering Committee operates on a consensus model. The Health
Care Agency makes the decisions on MHSA budget items and expenditures.
The Steering Committee provides HCA with critical feedback necessary to make
these funding and program decisions. Please see Appendix 1: MHSA Steering
Committee and Membership Roster.

. Community Action Advisory Committee

The Orange County MHSA program has had a local Community Action Advisory
Committee (CAAC) since 2005. This committee is composed of consumers and
family members interested in actively participating in planning for MHSA
services. Its mission is to advise Orange County Health Care Agency Behavioral
Health Services (OC HCA/BHS) on issues related to the delivery of mental health
services in Orange County funded through the Mental Health Services Act
(MHSA). The goal is to assist the Health Care Agency (HCA) in ensuring that
these services are of high quality, accessible, culturally competent, client-driven,
consumer and family-focused, recovery and resiliency-focused and cost-
effective.

The Committee hears presentations about both current services and those that
are proposed. It provides input to the planning process; reviews and comments
on draft MHSA plans; and makes recommendations related to MHSA services.
Originally, the group consisted of 35-50 individuals. In the summer of 2011, this
committee was reorganized to ensure a diversity of perspectives was
represented. The categories selected are:

e Care-giver of Mental Health e Hispanic/Latino Community

Consumer _ _ _
e African-American Community

e Substance Use _ . .
¢ Native American Community

e \eterans
e Consumer

e Older Adults (age 60 or over)
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Family member e Transitional Age Youth (18-25)
Client of County-contracted clinic e Deaf and Hard of Hearing Community
Incarcerated e Asian/Pacific Islander Community

Lesbian, Gay, Bisexual, Transgender,
Questioning/Queer

At the same time, committee membership was limited to 16. Others are welcome
to attend the meetings, but only committee members are sent to conferences and
trainings. This limitation on travel was done to respond to budget constraints.
Currently, CAAC provides diverse perspectives representing the groups listed
above. The only perspective that is not filled at present is that of African-
American. Orange County’s population is less than 2% African-American, so
filling that slot on the committee is particularly challenging. Please see Appendix
2: Community Action Advisory Committee Bylaws, Membership Application.

. Community Planning Process

All MHSA Plans are developed through a comprehensive, inclusive community
planning process. In addition to the roles of CAAC and the MHSA Steering
Committee, community input is obtained through a variety of means, including
focus groups, key informant interviews, advisory subcommittees, and surveys.
Typically the number of focus groups held in developing an MHSA component
plan is quite large, 50 — 75. The planning processes for each component
included representatives from all major stakeholder groups that were most
impacted by the particular component. In addition to planning processes for
MHSA components, separate planning groups were formed to advise HCA on
particular projects. For example, in developing the Wellness/Peer support
Center, both program design and the building which will house the services were
designed through consumer and family-member work groups.

. Community-Based Service Providers
HCA has conducted outreach in the community to bring some ethnic-specific
providers into the system of care. For example, Casa de la Familia is a Latino
organization that provides Outreach and Engagement services. Another Latino
organization, Camino Nuevo, is a contract provider for one of the Recovery
Centers. A coalition of three Asian-American organizations provides Outreach
and Full Service Partnerships to children and TAY. HCA has also worked closely
with a coalition of seven multi-ethnic providers (Multi-Ethnic Collaborative of
Community agencies (MECCA) to develop joint projects. MECCA'’s focus is to
reduce ethnic disproportionality and disparity in mental health and social services
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C. Capacity building

The County is working on skills development and strengthening of
community organizations involved in providing essential services. It is doing
this by providing education and technical assistance to organizations
serving and/or interacting with same client target populations as BHS.
Orange County’'s Workforce Education and Training (WET) component is
one mechanism for strengthening the community’s capacity to better serve
those needing public mental health services. An example of this is the Crisis
Intervention Training (CIT) in the WET component.

This training is offered to law enforcement organizations in Orange County. It is
based on the successful specialized CIT training developed by the Memphis
Police Department. The mission of this course is to train Law Enforcement
officers to handle crisis situations involving people of all ages with serious mental
illnesses. It is designed to provide a forum for sharing best practices, building
resources and network connections to provide a more effective interaction
between the criminal justice and mental health care systems. Recently, the
eligibility for taking this class has been expanded to Fire Departments who are
also first responders to crisis situations in the community. The course consists of
16 hours of training sessions and is designed to provide first responders (police
and firemen) tools to de-escalate situations with mentally ill persons so that they
can avoid unnecessary injury and death and can direct these individuals into
treatment instead of incarceration. The County has also been participating with
the California Institute for Mental Health in developing statewide trainings on
topics relevant to this issue. We recently hosted and sponsored the First
Southern California CIT Conference on August 11, 2010.

In addition, there are a wide variety of other skills-building trainings offered
by BHS that staff of provider organizations can take. These include classes
on professional skills for clinical staff, as well as classes on providing
benefits information to clients, classes on how to work with different ethnic
groups, LGBTQ issues, the mental health needs of the Deaf and Hard of
Hearing community, client culture, etc.

There is a strong recognition of the value of data collection and analysis.
This past year, work groups have been established for staff of the County’s
Full Service Partnership Programs (FSPs) to provide technical assistance
on how to measure the outcomes of the programs offered by the agencies
providing these programs. These workgroups meet on a regular basis to
share ideas and problem-solve the answers to technical questions.
Technical assistance is also provided to all contract agencies by the
program monitor assigned to that program.
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Another major effort is the Capacity Building Initiative in the County’s
Prevention and Early Intervention Component. The purposes of the
Prevention and Early Intervention Capacity Building Initiative are to develop
and strengthen skills of community organizations and to increase
community access to resources. Improving resource access to the currently
unserved and underserved populations has been the key objective along
with promoting positive outcomes consistent with the Mental Health
Services Act (MHSA) and the Prevention and Early Intervention (PEI)
guidelines.

The overall strength-building approach is to provide Technical Assistance
and organize incremental development so that each step builds on the prior
ones. Along with an emphasis on cultural sensitive delivery, the capacity
building effort and activities in Orange County are focused on two general
areas: Community Education and Improving Community Access to
behavioral health resources.

1. Community Education:

Training Activities are designed to impart basic understanding by providing
clear definitions of prevention and early intervention to community members
and providers. Emphasis is also placed on skills building and recommended
best practice models for providers and partners who are implementing
prevention and early interventions in the community and health care
systems. Conferences and trainings are collaborative in the planning,
funding and delivering process to include and present diverse, multicultural,
lived-experience perspectives from consumers, family members, veterans,
first responders, community providers, and health and behavioral health
systems staff with the emphasis on addressing co-occurring issues and
providing culturally competent services.

2. Improving Community Access

Consulting Services are funded and retained to provide expert technical
assistance for identifying barriers to service access, assessing risks for and
preventive approaches to mental illness and co-occurring substance abuse
disorders among monolingual underserved populations. Resources are
being built and enhanced to make Prevention and Intervention resources
information more available to community members and providers.

D. Lessons learned
A key lesson learned is the importance of having programs provided by ethnic- or
culturally specific community-based organizations, especially organizations that
have been deeply rooted in the community in providing an array of social
services. This learning was used in developing the County’s Innovation Plan.

Page 26 of 313



The Innovation Plan consists of 10 projects, several of which are targeting
specific ethnic or cultural groups, including the LGBT community, veterans, the
Deaf and Hard of Hearing community, Asian/Pacific Islanders and Latinos. It is
expected that the providers chosen for these programs will be operated and
staffed by people from the same groups. Below is a brief description of each of
these ethnic specific programs.

1. OKto be Me

The program will assist LGBTQ youth and their families who are in need of
mental health services. Services include the utilization of the Promotora
Model, where Transitional Age Youth (age 18-25) and adult consumers, who
are individuals identified as Lesbian/Gay/Bisexual/Transgender/Questioning
(LGBTQ), and who have been trained as behavioral health services
paraprofessionals will be employed as peers to assist individuals and their
family members from this unserved and underserved community.

Services to be provided include, but are not limited to: culturally competent
outreach, education, and linkages to mental health and co-occurring disorder
services both via phone and in person. Peers will provide home visits to
engage and assist clients in obtaining services for isolated high-risk (suicide,
depression, risky and self destructive behaviors) individuals from the LGBTQ
community in Orange County.

2. Vet Connect

The project will provide one centralized contact/place for community providers
to collaboratively interact to educate each other and to maximize access to
services needed by veterans. The project will demonstrate whether or not co-
located services will increase access to health and supportive services for
veterans with post-traumatic stress disorder (PTSD), traumatic brain injury
(TBI), and severe depression, including those with a dual diagnosis of
substance abuse disorders. The bulk of outreach and support services will be
provided by employed, veteran, peer mentors who are in recovery from
mental health conditions

3. Training to meet the Mental Health Needs of the Deaf Community

Currently, Orange County does not have any training programs that address
the mental health needs of the Deaf and Hard of Hearing community. This
project will utilize an existing accredited mental health worker certificate
training program to train individual consumers and family members from the
deaf community using ASL as the primary language. This innovative program
is designed to prepare individuals from the Deaf and Hard of Hearing
community with the necessary skills to become mental health workers and
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peer mentors. This effort is expected to improve outreach to and
engagement with consumers from this community. An anticipated outcome is
to increase the number of Deaf and Hard of Hearing clients accessing care
and improve the quality of existing services

4. Project Life Coach

Project Life Coach is a program for underserved monolingual or Limited
English Proficiency Latino, Iranian, and Asian/Pacific Islanders with mental
illness. The goal is to help such mental health services consumers to gain
employment at local ethnic businesses as a method of maintaining or
developing their integration within the community in which they live. This
program will use two inter-related strategies to promote employment and
improve the functioning of persons with mental illness: (1) family
strengthening and counseling approaches, provided by trained consumer and
family member peer mentors as paid employees, and (2) community
collaboration between and among ethnic businesses and ethnic service
providers.

E. County technical assistance needs
None at this time

lll. Each county has a designated Cultural Competence/Ethnic Services Manager
(CC/ESM)

A. Designhated CC/ESM

Orange County has a designated Multicultural Development Coordinator
(MDC, equivalent to the CC/ESM) who is responsible for cultural
competence and who promotes the development of appropriate mental
health services that will meet the diverse needs of the county’s racial, ethnic,
cultural, and linguistic populations. This is documented in the job description
for the MDC which was recently updated. Please see Appendix 3 for a copy
of the MDC Job Description.

Currently, Clayton Chau, MD, PhD serves as Interim MDC. Due to a
prolonged county hiring freeze, the County has not been able to recruit and
hire an individual to fill this position on a permanent basis.

B. Responsibilities of the designated CC/ESM
The job description for this position is currently being revised. Below are the
draft duties which include, but are not limited to, the following:
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1. Plan, assign, review, and evaluate the work of assigned staff. Prepare
and sign performance evaluations; hire staff, and recommend and
implement disciplinary actions.

2. Participate in the plan and development of county’s Consumer Employee
Support Network.

3. Develop, implement, and ensure accuracy of verbal interpretation and
written translation (transliteration) services and materials into the
threshold languages, as well as American Sign Language.

4. Participate in all aspects of Mental Health Service Act (MHSA) program
implementation strategies, as well as performing required system
evaluation and reports to the CA Department of Mental Health (DMH).

5. Develop, coordinate, and facilitate the implementation of DMH’s required
Cultural Competency Plan.

6. Provide consultation, evaluation, and training/education for the entire
behavioral health system of care, including county and service
contractors, to ensure service delivery is culturally and linguistically
appropriate and in compliance with local and State mandates.

7. ldentify local and regional cultural behavioral health needs of ethnically
and culturally diverse populations as they impact county systems of care;
make recommendations to department management.

8. Participate in all Center of Excellence (COE) research projects.

9. Maintain an on-going relationship with community organizations, planning
agencies, and the community at large.

IV. Identify budget resources targeted for culturally competent activities

A. Budget dedicated to cultural competence activities
A detailed budget for cultural competence may be found in Appendix 4.

A review of this budget shows $554,986 in salaries for County staff providing
translation service; $45,413 for services and supplies for those County staff;
$1,475,643 for contracts with ethnic services providers; $1,320,752 for
County-run Asian/Pacific Islander programs; $50,000 for contracts with
outside translation service providers and $21,000 for cultural competence
training. This comes to a total annual estimate of $3,467,794. However, this
may be considered a minimum estimate since there are staff providing “as
needed” translation in all of the BHS programs, and there are activities in
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each program that are cultural competency-focused. These include use of
appropriate signage and decoration; development of multi-lingual brochures;
forms, and educational materials; and team meetings that include cultural
issues impacting client care.

B. Discussion of funding allocations
With the exception of funding allocated separately for the Interpreter and
Translation Services and the position of a Deaf and Hard of Hearing
Coordinator, funding for all services within BHS expend resources to achieve
the following goals:

1. Reduction of racial, ethnic, cultural, and linguistic mental health disparities.
2. Outreach to racial and ethnic county-identifies target populations.

3. Provision of culturally appropriate mental health services.
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CRITERION 2: UPDATED ASSESSMENT OF SERVICE NEEDS

I. General Population Demographics
Below is a general summary of the Orange County population by race/ethnicity,
language, age and gender.

Chart 2.1.1 and Table 2.1.1: Race/Ethnicity for Orange County General Population

General Population Summary from California Health Information Survey 2007 data.

Afri . . American
rican Race/Ethnicity indian/Alaska
American Native
1 API 1%

White _
49% Latino

__Othersingle/2
or more races
10%

Population by

Race/Ethnicity Number
White 1,495,000
Latino 705,000
Asian/Pacific Islander 493,000
Other single/2 or more
races 291,000
Black/African American 45,000
American Indian/Alaska
Native 19,000

Grand Total 3,048,000
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Chart 2.1.2 and Table 2.1.2: Primary Language for Orange County General

Population
Other two

or more Language(s) Spoken at Home
languages Vietnamese

Spanish
8%

2% Other ome
language only
2%
English and
Spanish
18%

2%
/_ . Chinese

0%

English and

one other

language
10%

English and

English
Chinese 57%
1%

Population by Language(s) Spoken at Home Number
English 1,721,000
English and Spanish 556,000
English and one other language 294,000
Spanish 247,000
Other two or more languages 65,000
Viethamese 61,000
Other one language only 51,000
English and Chinese 40,000
Chinese 13,000
Total 3,048,000

Page 32 of 313



Chart 2.1.3 and Table 2.1.3: Age for Orange County General Population

Adults 25-64
54%

Seniors 65+
10%

Age

Children 0-4
7%

Children 5-17
19%

; Adults 18-24

10%

Age Groups Number
Children 0-4 215,000
Children 5-17 576,000
Adults 18-24 292,000
Adults 25-64 1,653,000
Seniors 65+ 309,000
Total 3,045,000
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Chart 2.1.4 and Table 2.1.4: Gender for Orange County General Population

Gender

Male

Population by Gender Number

Female 1,535,000
Male 1,513,000
Total 3,048,000

II. Medi-Cal Service Needs

The following tables show penetration rates for Medi-Cal recipients in Orange County
who received services from Behavioral Health. The tables are based on two sources:
Clients enrolled in Behavioral Health Services in 2009 and California Health Information
Survey (CHIS) Medi-Cal clients—estimates for 2007.

In 2009, the Health Care Agency provided mental health services to 14,443 individuals
on Medi-Cal. Overall, the penetration rates for people in Orange County who are on
Medi-Cal and received services from Behavioral Health Services was 4.1%. All groups
were underserved.
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Race/Ethnicity

As indicated by Chart 2.11.1 and Table 2.1I.1 below, over 8% of the population of Native
American/Alaska Native and 6% of Black/African American people were served.
Penetration rates for White/Caucasian people were 8%. Other racial/ethnic groups and
Multi-Racial (a little over 2%). Latino 3% and Asian/Pacific Islander 3%.

Chart 2.11.1: BHS Medi-Cal Clients by Race/Ethnicity

Medi-Cal BHS Clients

Black,735,5
%

merican
Indian, 163,1
ARI, 1421,10
%

White
4970
34%

Latino
6201
43%

Multi-or
OTher, 953,7
%

Table 2.11.1: BHS Medi-Cal Clients by Race/Ethnicity as a Percentage of
Medi-Cal Clients in Orange County

Medi-Cal Medi-Cal % of Medi-Cal
Race/Ethnicity BHS Clients | Population Population
Latino 6,201 181,000 3.4%
American Indian/Alaska Native 163 2,000 8.2%
Asian/Pacific Islander 1,421 52,000 2.7%
African American 735 12,000 6.1%
White 4,970 63,000 7.9%
Other Single/2 or more Races 953 39,000 2.4%
All 14,443 349,000 4.1%
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Age Group

Chart 2.11.2 and Table 2.1l.2 below show penetration rates by Behavioral Health
Services for Orange County Medi-Cal clients by age groups. Children between the
ages of 0-4 and Seniors 65+ had the lowest penetration rates. Rates for TAY Age
Adults (18-25) were around 4%. Rates for Adults 25-64 and Children 5-17 were nearly
6% each. All age groups are underserved.

Chart 2.11.2: BHS Medi-Cal Clients by Age Group

Seniors 65+
611
4%

BHS Medi-Cal Clien

Adults 25-64
4846
34%

Children 5-17
7074
49%

Children 0-4
843
6%

Table 2.11.2: BHS Medi-Cal Clients by Age Group as a Percentage of Medi-
Cal Clients in Orange County

Medi-Cal BHS | Medi-Cal % of Medi-Cal
Age Groups Clients Population Pop
Children 0-4 843 65,000 1.3%
Children 5-17 7,074 123,000 5.8%
Adults 18-24 1,069 25,000 4.3%
Adults 25-64 4,846 91,000 5.3%
Seniors 65+ 611 47,000 1.3%
All 14,443 351,000 4.1%
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Primary Language

Chart 2.11.3 and Table 2.11.3 below show penetration rates for Behavioral Health
Services for Orange County Medi-Cal clients by language spoken at home. The majority
of clients in BHS speak English as their primary language; the penetration rate for
English speaking Medi-Cal clients in Orange County is 10%. Spanish is the second
most common language; the penetration rate for monolingual Spanish speakers is
1.3%.

Chart 2.11.3: BHS Medi-Cal Clients by Primary Language

MediCal Clients in BHS by Primary Language

Other two or more ] chinese
languages  Other/Unknown, Viethamese

16 351, 3% Spanish

0%

Other one language
146
1%

Englishand
Viethamese
312
2%

English and
Spanish
3288

23% English
8677
60%

English and one )
other language English and
264 Chinese
2% 21
0%
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Table 2.11.3: BHS Medi-Cal Clients by Language Spoken at Home as a Percentage of

Medi-Cal Clients in Orange County

Language Spoken at
Home

English

Spanish

Chinese

Vietnamese

Other one language
English and Spanish
English and Chinese
English and one other
language

Other two or more
languages

English and Vietnamese
Other/Unknown

All

Medi-Cal BHS
Clients
8,677
905
5
458
146
3,288
21

264

16

312
351
14,443

Medi-Cal
Population
88,000
68,000
1,000
23,000
4,000
137,000
1,000

22,000

6,000

350,000

% of Medi-Cal

Pop
9.9%
1.3%
0.5%
2.0%
3.7%
2.4%
2.1%

1.2%

0.3%

4.1%
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Gender

Chart 2.11.4 and Table 2.11.4 show penetration rates for Orange County BHS for Medi-
Cal clients by Gender. Although females make up a larger proportion of Medi-Cal
recipients they receive services in Orange County BHS at a slightly lower rate than
males (4% vs. 5%).

Chart 2.11.4: BHS Medi-Cal Clients by Gender

Medi-Cal BHS Clients by Gender

Male Female
7466 6970
52% 48%

Table 2.11.4: BHS Medi-Cal Clients by Gender as a Percentage of
Medi-Cal Clients in Orange County

Medi-Cal BHS | Medi-Cal % of Medi-
Gender Clients Population Cal Pop
Female 6,970 194,000 3.6%
Male 7,466 155,000 4.8%
All 14,436 349,000 4.1%
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Demographics of 200% of Poverty (minus Medi-Cal) population and service needs

A. Demographics of the population and client utilization

The following tables show penetration rates for people living at or below the 200%
poverty level (minus Medi-Cal recipients) in Orange County who received services from
Behavioral Health compared to the prevalence rates Serious Mental lllness (SMI) in
Orange County The tables are based on two sources: Clients enrolled in Behavioral
Health Services in 2009 and California Health Information Survey (CHIS) 200% Poverty
(minus Medi-Cal clients)—estimates for 2009.

Race/Ethnicity

Table 2.111.1 below shows that people at 200% of the Poverty level (minus Medi-Cal
clients) continue to be underserved—approximately 3.7% are in treatment in Behavioral
Health Services. The population with the highest level of representation is African
American/Black clients—26% of this population is receiving services in Behavioral
Health. Approximately 8% of White/Caucasian people meeting these criteria received
services in 2009. People from the other race/ethnicity categories are more seriously
under-represented: Other Single/2 or more Races—3.9%; American Indian/Alaska
Native—2.3%; Latino—2.3% and Asian/Pacific Islander—3.7%.

Table 2.111.1: 200% Poverty (minus Medi-Cal) Population and BHS
Clients by Race/Ethnicity

BHS 200% Poverty | % of Poverty
Race/Ethnicity Clients (-Medi-Cal) (-Medi-Cal)
African American 787 3,000 26.2%
White 9,977 125,000 8.0%
Other Single/2 or more
Races 3,826 98,000 3.9%
American Indian/Alaska
Native 185 6,000 3.1%
Latino 6,624 289,000 2.3%
Asian/Pacific Islander 1,386 88,000 1.6%
All 22,785 609,000 3.7%
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Primary Language

English is the primary language of 75% of the clients in Behavioral Health Services from
this population (the language spoken most often at home). This accounted for almost
10% of the people at 200% poverty level (minus Medi-Cal clients). People whose main
language was something other than English, Spanish, Viethamese or Chinese (e.qg.
Farsi) received services at an average rate (3.7%).

Table 2.111.2: BHS Clients By Language Compared to 200% of Poverty (Minus
Medi-Cal) Population by Language

200% Poverty (minus Medi-Cal) Population and BHS Clients by Language

Language Spoken at Home
English

Other one language

English and Spanish

English and Chinese

Vietnamese
English and one other
language*

Spanish

Chinese

Other two or more languages
Other/Unknown

All

BHS Clients
17,105
426
2,853
28
283

684

1,345
3

14

44
22,785

200% Poverty
(-Medi-Cal)
155,000
16,000
216,000
3,000
27,000

37,000
149,000
3,000
4,000

610,000

% of

Poverty

(-Medi-Cal)
9.9%
3.7%
2.4%
2.1%
2.0%

1.8%

1.3%
0.5%
0.3%

3.7%

*English and Vietnamese = 245)
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Age Group

People in all of the age groups continue to be underserved—3.7% of people who are at
or below the 200% poverty level received Behavioral Health Services. Children (age O-
17) and Seniors (65+) were the most underserved groups (2.9% vs. 1.7% respectively).
Young Adults (18-24) and other Adults (25-64) receiving services accounted for 4.4%
and 4.1% of these populations.

Table 2.111.3: 200% Poverty (minus Medi-Cal) Population and BHS Clients by Age

200% Poverty % of Poverty
Age Groups BHS Clients | (-Medi-Cal) (-Medi-Cal)
Children 0-17 3,329 113,000 2.9%
Adults 18-24 3,811 86,000 4.4%
Adults 25-64 14,844 363,000 4.1%
Seniors 65+ 801 48,000 1.7%
All 22,785 610,000 3.7%

Men received services at a slightly higher rate than women (4.0% vs 3.4%).

Table 2.111.4: 200% Poverty (minus Medi-Cal) Population and BHS
Clients by Gender

200% Poverty % of Poverty

Gender BHS Clients | (-Medi-Cal) (-Medi-Cal)

Male 13,343 332,000 4.0%
Female 9,421 277,000 3.4%
Other 2

Transgender 3

Other/Unknown 16

All 22,785 609,000 3.7%
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IV. MHSA Community Services and Supports (CSS) population assessment and
service needs

A. Population Assessment from CSS Plan approved 4/06
1. Children and Youth, age 0-15

According to California Department of Finance estimates, in July of
2004, Orange County had a total population age 0-15 of 581,798. Of
these, 243,228 children and youth were estimated to live in families
with annual incomes of less than 200% of the federal poverty level
(FPL). According to California Department of Mental Health estimates,
9% of these low-income children and youth (21,355) were seriously
emotionally disturbed (SED). During the same time period, the County
of Orange provided mental health services for approximately 8,911
children and youth age 0-15.

Latino children and youth represent 55% of children in the County and
69% of the low-income children. Latinos age 0-15 represent the
greatest number of children and youth with SED among ethnic groups
within the County. Latino children and youth comprise 49% of all the
children age 0-15 who were provided mental health services by the
County, but they are seriously under-represented relative to their
numbers in the low- income population, as are Asian/Pacific Islander
(A/P1) children, who represent just over 5% of all the children seen.

Only 3% of the low-income Latino children and youth receive county
mental health services. For A/PI low-income children and youth, less
than 2% receive mental health services; while for Native
American/Indigenous, who comprise less than 1% of the County’s child
and youth population, the rate is 9%. Similarly, the rate for Caucasian
children and youth is over 9%, and for African-American, children and
youth it is 12% (although the absolute number of African-American
children and youth is low). Thus, among the low-income Latino and
A/PI population, there are large numbers of children and youth that are
unserved (10,340 and 2,099, respectively.) In contrast, most of the
low-income Caucasian and African-American children with SED are
being served.
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2. Transitional Age Youth (TAY), age 16-25

According to California Department of Finance estimates, in July of
2004, Orange County had a total transition age youth (16-25)
population of 415,432. Of these young adults, it was estimated that
154,997 lived in families with annual incomes of less than 200% of the
FPL. According to California Department of Mental Health estimates,
nearly 10% of these low-income TAY, or 15,158, were seriously
mentally ill (SMI). During the same time period, the County of Orange
provided mental health services for 7,809 TAY.

Looking at the distribution of TAY by ethnicity, Latino transitional-age
youth represent the greatest number of transitional-age youth with SMI
in the County. Latino TAY comprised 41% of the TAY in the County
and 55% of the low-income TAY. Latino TAY comprised 42% of all the
transitional-age youth who were provided mental health services by the
County, a number that is similar to their percentage in the general
population, but not to that in the low-income population. A/PI TAY, who
comprise 16% of TAY in the general county population and 15% of the
low-income TAY population, were seriously under-represented among
county clients and represented less than 6% of all the TAY who were
seen.

Only about 4% of the low-income Latino TAY receive mental health
services. The corresponding rate for A/PI TAY is 2%; while for Native
American/Indigenous TAY (who comprise less than 1% of the County’s
TAY) the rate is 6%. The rate for Caucasian TAY is 8% and for African-
American TAY, it is 19%; however, this represents only 407 African-
American TAY.

In FY 2003-2004, the number of unserved, low-income TAY was
7,349. Although both Caucasian and African-American TAY were seen
in adequate numbers relative to the prevalence of SMI in the
population, the numbers of unserved Latino and A/PI TAY were quite
high (4,252 and 1,530, respectively).

3. Adults, age 26-59

In 2004, 1,481,863 people age 26-59 lived in Orange County. Of this
population, 303,837 were poor, with incomes less than 200% of the
FPL. The low-income population for this age group was 52% Latino;
28% Caucasian, and 16% A/PI.
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According to tables provided by DMH, the prevalence of severe mental
illness in Orange County, among low-income people in this age group,
was 9% in 2004. In contrast, only 13,731 (or almost 5% of low-income
people in this age range) were seen by the County for mental health
services in FY 2003-2004. Over half (51%) of the clients seen were
Caucasian. Latinos made up 21% of the clients seen; A/Pls, 12% of
the clients; and African-American and Native American/Indigenous
much smaller percentages, reflecting their smaller numbers in the
population.

The percentage of the low-income population receiving mental health
service differed among the ethnic groups. African Americans and
Caucasians had the highest rates (12% and 8%, respectively),
although this only represented 485 African-American clients. The rate
for A/Pls was about 3%; while for Latinos, it was less than 2%.

In Orange County in 2004, an estimated total of 26,312 low-income
persons within the 26-59 age range had SMI. During that year, 13,731
persons were provided mental health services by the County, leaving
an estimated 12,581 persons unserved. The largest group of unserved
clients (10,805) was in the Latino population. Among A/PIs unmet need
was estimated to be 2,405 persons. In contrast, for Caucasians,
African Americans and Native Americans the level of unmet need is
estimated to be quite small.

4. Older Adults, ages 60 and older.

Within the low-income population, Latinos represent the largest
numbers. Latino older adults are 52% of the population of residents
with incomes less than 200% of the FPL. The next largest ethnic
group within the low-income population is Caucasians, who represent
28% of the low-income population. A/Pls comprise 16% and African-
Americans and Native American/Indigenous people much smaller
percentages.

According to DMH tables, the prevalence of SMI in the low-income
population of older adults in Orange County in 2004 was just under
7%. Of these 5,106 seriously mentally ill persons, Orange County
provided services to 2,839 clients in FY 2003-2004.

The population served differed by ethnicity. Nearly 7% of low-income
Caucasian older adults were served. African-American residents were
seen at a rate of almost 6% of their numbers in the low-income
population, and Native American/Indigenous people at a rate of about

Page 45 of 313



4%. The corresponding percentage for A/PI clients was 3% and for
Latinos, only 1%.

A total of 2,267 older adults with SMI were estimated to be unserved
by the County’s mental health services in FY 2003-04. Latinos and
A/Pls accounted for almost all of this group. In contrast, both
Caucasians and African Americans were seen in numbers exceeding
the estimates of SMI prevalence in the low-income population. Native
American/Indigenous people were served at about the SMI
prevalence population for their ethnic group.

Chart 2.IV.1: Service Utilization by Race/Ethnicity as Reported in the

MHSA CSS Plan approved in April of 2006.

Underserved/ Total County Poverty
Fully Served* Inappropriately . County Population
CHILDREN Served Served PRI
AND
YOUTH* MALE | FEMALE | MALE FE'\E"AL NO. % NO. % NO. %
TOTAL 86 70 | 5059 | 3696 8,911 100% | 243,228 | 100% 581,798 100%
African 7 6 230 179 422 4.74% 3,516 | 1.45% 10,784 1.85%
American
Asian 3 2 253 226 484 5.43% 29,626 12.18 87,057 | 14.96%
Pacific %
Latino 33 27 | 2524 | 1778 4362 | 48.95% | 167,066 68.69 320,363 | 55.06%
%
Native 1 1 31 28 61 0.68% 692 | 0.28% 3,760 0.65%
American
Caucasian 42 34| 1800 | 1354 | 3,230 | 36.25% 34,181 14.05 137,408 | 23.62%
%
Other 0 0 221 131 352 3.95% 8,147 | 3.35% 22,426 3.86%

* Includes only clients served in county wraparound programs
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Underserved/ Total Countv Povert
TRANSITION Fully Served* Inappropriately P yl i y County Population
Served Served opuiation
AGE
YOUTH* MALE | FEMALE | MALE | FEMALE | NUMBER % NUMBER % NUMBER %
TOTAL 47 32 | 4629 3101 7809 | 100% | 154,997 100% | 415,432 | 100%
African 5 2 211 189 407 | 5.21% 2,099 1.35% 6,601 | 1.59%
American
Asian 2 2| 260 188 452 5.9% 23,230 | 14.99% 66,758 | 16.07
Pacific %
Latino 14 10 | 1919 1305 3248 41.59 85,711 55.30% | 171,341 41.24
% %
Native 1 0 25 10 36 | 0.46% 595 0.38% 2623 0.63%
American
Caucasian 25 18 | 1911 1162 3116 39.91 39,329 25.37% | 159,494 38.39
% %
Other 0 0 303 247 550 | 7.04% 4033 2.60% 8,615 2.07%
* Clients served in wraparound (16-17 years old) or PACT or AB2034 programs
Underserved/ Total
Fully Served* Inappropriately Co;mty IPi)_verty County Population
Served Served opufation
ADULTS*
Té FEMALE MALE | FEMALE NO. % NO. % NO. %
TOTAL 70 43 | 7269 6349 | 13,731 | 100% | 303,837 | 100% | 1,481,863 | 100%
African 9 4 271 201 485 | 3.53% 4,041 | 1.33% 26,218 | 1.77%
American
Asian 5 3 903 699 1610 11.73 47,798 15.73 240,293 16.22
Pacific % % %
Latino 16 9 1364 1502 2891 | 21.05| 157,243 | 51.75 452,056 | 30.51
% % %
Native 1 0 36 30 67 | 0.49% 1,248 | 0.41% 8,479 | 0.57%
American
Caucasian 39 27 | 3912 3222 | 7,200 | 52.44 86,202 | 28.37 737,468 | 49.77
% %
Other 0 0 783 695 1,478 10.76 7,305 | 2.40% 17,349 | 1.17%
%

* Clients served PACT or AB2034 programs
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Underserved/ Total County Povert
Fully Served* Inappropriately OFL: yl 0. erty County Population
OLDER Served Served opulation
ADULTS*
MALE | FEMALE | MALE | FEMALE NO. % NO. % NO. %
TOTAL 0 1| 1224 1614 2839 100% 77,133 100% | 426,691 100%
African 0 0 30 29 59 | 2.08% 1,026 1.33% 4,299 | 1.01%
American
Asian 0 0 174 197 371 13.07 12,136 | 15.73% 60,388 14.15
Pacific % %
Latino 0 0 175 270 445 15.67 39,923 | 51.76% 53,832 12.62
% %
Native 0 0 4 8 12 | 0.42% 317 0.41% 1,994 | 0.47%
American
Caucasian 0 1| 665 847 1513 | 53.29 21,886 | 28.37% | 302,304 | 70.85
% %
Other 0 1| 176 263 439 | 15.46 | 1,845 2.39% 3,874 | 0.91%
%

* Clients served in AB 2034 programs

B. Analysis of disparities from CSS Plan approved 4/06

1. Children and Youth, age 0-15

Among children and youth, ages 0-15, Latino children represent the largest
ethnic group seen for mental health services. Latino children and youth
comprise 49% of the clients in this age group. The next largest group of
clients is Caucasians, who make up 36% of the clients in this age group. A/PI
clients comprise over 5% of the clients, followed by African-American children
who are slightly less than 5% of the clients seen.

Despite their large numbers among the clientele of Orange County’s
children’s mental health services, only about 3% of low-income Latino
children in the County receive mental health services, compared to almost
10% of Caucasian low-income children. Over 12% of the low-income African-
American children also receive mental health services, but this number may
not be reliable, given that African-Americans represent only 2% of the
County’s child population and only 1.5% of the low-income child population.
Native-American/Indigenous children comprise less than 1% of the County’s
total and low-income child populations, yet the percentage of Native
American/Indigenous people receiving mental health services is similar to that
for Caucasians. In contrast, Asian-Pacific Islander children, who represent
nearly 15% of the County’s child population and 12% of the low-income
population, have the lowest rate for receiving mental health services; less

than 2% of low-income A/PI children receive mental health services.
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Two-thirds (68%) of the children who receive County mental health services
speak English as their primary language. Another 14% speak Spanish, and
less than 1% speak Vietnamese as their primary language. Both Spanish and
Vietnamese are threshold languages in Orange County. Seventeen percent
(17%) of the clients speak an emerging language (e.g. Cambodian, Laotian,
Farsi, Korean). Eight clients use American Sign Language as their primary
language.

Of the clients served by the County’s children’s mental health services, 58%
are males and 42% are females. Two clients were identified as
transgendered.

One thousand and twenty-seven (1,027) Children age 15 and under were
booked into the juvenile justice system in Orange County in FY 04-05, 79% of
who were males. Of these children and youth, 74% were seen for at least a
face-to-face mental health evaluation. The 760 children seen by mental health
services primarily received short-term crisis counseling, though some
received more long-term therapy. Of the clients seen for mental health
counseling, 76% were male. In terms of race/ethnicity, 60% were of Latino
backgrounds, while 29% were Caucasian, 6% were African-American, and
4% were A/PI. Native-American/Indigenous children made up less than 1% of
the children in juvenile hall seen for mental health services. The percentages
of children in different ethnic groups provided mental health services in
juvenile hall mirror their actual percentages in the juvenile hall population,
which, in turn, are relatively close to the percentages in the County’s child
population. However, there is some over-representation of Latino and
Caucasian children and under-representation of A/PI children.

In FY 2004-2005, approximately 1,100 children, ages 0-15 were removed
from their homes and placed in Orangewood Children’s Home under the
jurisdiction of the Department of Social Services. Half of these children were
males and half were females. All of these children received at least brief,
crisis-oriented mental health services. Of the children who received such
mental health services, 52% were Latino, 34% were Caucasian, 7% were
African-American, and 6% were A/Pl. These percentages indicate an over-
representation of African-American and Caucasian children and an under
representation of Latino and A/PI children, relative to their proportions in the
low-income population of the county, though the percentages represent the
proportion of children removed from their homes by Children’s Protective
Services, since all children were seen by mental health services.

Of the 8,911 children seen for mental health services, 3,045 were special
education children seen as part of the AB3632 program. Seventy-eight
percent (78%) of these children were males. In terms of race/ethnicity, 64%

Page 49 of 313



of these children were Caucasian; 25% were Latino; 4% were Asian-Pacific
Islander; 3% African-American and 0.5% Native-American/Indigenous.
Caucasian children were over-represented and all other ethnicities under-
represented compared to their percentages in the population in terms of
children seen for mental health services through this program.

Transitional Age Youth, age 16-25

Despite being the ethnic group most often receiving mental health services,
Latino transitional-age youth (TAY) are considerably under-represented
among mental health clients relative to their numbers in the County’s low-
income population. Latino TAY are 55% of the low-income population, but
only 42% of those receiving mental health services. The percentage of Latino
low-income TAY receiving mental health services is only 4%. Similarly, A/PI,
who make up 15% of the County’s low-income TAY population, represent
only 6% of the clients served. Only 2% of A/PI TAY receives mental health
services In contrast, both Caucasian and African-American TAY are over-
represented among mental health clients, relative to their proportions in the
low-income population.

Caucasian TAY make up only 25% of the low-income population, but 40% of
the clients served. African-American TAY in Orange County are only 1.4 of
the low-income population, but represent 5% of the clients served. Native
American/Indigenous TAY who make up less than one percent (1%) of the
low-income population are a compatible one-half of one percent (.5%) of the
clients who receive services.

Approximately 60% of the TAY receiving mental health services from the
County of Orange in FY 03-04 were male. English is the primary language of
70% of the TAY seen for County mental health services. Another 10% speak
Spanish, and 1% speaks Vietnamese, the two threshold languages spoken in
the County. Of TAY who receive mental health services, 17% speak an
emerging language (e.g. Cambodian, Laotian, Farsi, Korean) as their primary
language.

Approximately 1,400 youth ages 16-22 received services while in Juvenile
Hall. Among these youth, 79% were male and by race/ethnicity, 58% were
Latino, while 30% were Caucasian, 6% African-American, 5% A/PI, and less
than 1% Native-American/Indigenous youth. Latino and African-American
TAY are over-represented in the population of TAY being provided mental
health services in Juvenile Hall, relative to their proportions in the low-income
or general population. However, they are over-represented the population of
juveniles who are incarcerated. The vast majority of incarcerated juveniles
receive mental health services. The percentage of Caucasian TAY is

Page 50 of 313



relatively close to the percentage in the low-income population, but below that
in the general population. A/PI TAY are under-represented relative to both
populations.

According to the Orange County Department of Social Services, in 2004,
about 500 TAY were in out-of-home placements in any one month. Of these
youth, approximately an equal number were males and females, and 43%
were Latino, 40% were Caucasian, 9% were African-American, and 4% were
A/PI. All of these TAY received at least brief, crisis-oriented mental health
services during their initial period of placement at Orangewood Children’s
Home.

Six hundred and thirty-eight (638) TAY received mental health services as
part of their special education program. Ethnic data on all special education
children and youth receiving mental health services under AB3632 indicated
that 64% of these children were Caucasian; 25% were Latino; 4% were A/PI,
3% African-American and less than one percent Native-American/Indigenous.
Caucasian children were over-represented and all other ethnicities under-
represented, compared to their percentages in the population in terms of
children seen for mental health services through this program.

Adults, age 26-59

Adults of Latino backgrounds make up 52% of the County’s adult population
in the 26-59 age range, but only 21% of County mental health clients. In
contrast, Caucasians make up only 28% of the low-income adult County
population but 52% of the clients receiving mental health services. As a result
of these dispatrities, the percentage of each ethnicity receiving mental health
services is 8% for Caucasians and 2% for those of Latino backgrounds. A/PI
make up 16% of the County’s low-income population and 12% of the clients
served by County mental health. Only about 3% of adults in this ethnic group
access the County’s mental health service. African Americans (who are a
small group in Orange County) are only slightly over one percent of the
County’s low-income population and about three and a half percent (3.5%) of
the clients served. Based on these small numbers, about 12% of low-income
African Americans are served. Persons of Native American/Indigenous
backgrounds are a very small number in Orange County. They represent less
than one percent of the low-income population and about half a percent (.5)%
of the clients seen. About 5% access mental health services.

Males represent 53% of the adult clients seen by Orange County’'s adult
mental health services. Only among clients from Latino backgrounds are
more females than males seen by mental health services (52%:48%).
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English is the primary language of 65% of the adult clients of the County’s
mental health system. Another 8% speak Spanish as a primary language, and
5% speak Viethamese. Emerging languages (such as Korean, Farsi, Laotian,
or Cambodian) are spoken as a primary language by 19% of the County’s
adult mental health clients.

The number of adult homeless clients seen by the County’s mental health
system has been difficult to identify precisely because clients may be
homeless at some time during their episode of care and not homeless at
other times. Also, in many cases, the designation of “homeless” is left as
“unknown” by the treating clinician. However, 925 clients were designated as
homeless at admission in FY 03-04, and another 1,900 were estimated to be
homeless at some time during their episode of care. Of these homeless
clients 61% were males. Data on ethnicity for those clients who were
designated as homeless at admission indicated that 65% were Caucasian;
16% of Latino backgrounds; 3% A/PI; 9% African-American; and less than 1%
Native American/Indigenous clients. These data were similar to recently
published data from nearby San Diego County, indicating that Caucasian and
African-American clients are over-represented in the SMI homeless
population relative to Latino and Asian-Pacific Islander homeless clients.

According to the United States Council of Mayors Hunger and Homelessness
Survey, 2004, about 23% of the nation’s urban homeless have SMI. In
Orange County, a 2004 survey of homeless individuals conducted by the
County of Orange Housing and Community Development Agency found that
14% of the county’s homeless, or 4,800 people, had SMI, though based on
national statistics for demographically similar areas, this is regarded as an
underestimate. National data on homeless persons, such as the 2003
Conference of Mayors study, suggests that higher rates of homeless SMI in
the African-American population and lower rates in the SMI A/PI population
probably reflect different rates of homelessness in the general population of
individuals who are of theses ethnic backgrounds.

During FY 03-04, three hundred and thirty-eight (338) clients, age 26-59 were
treated in skilled nursing facilities and another 119 in Institutes of Mental
Disease (IMDs). All of these clients may be regarded as individuals who might
make greater steps toward recovery with different or more comprehensive
community-based treatment. Of these 457 clients, 63% were males. Two
hundred and ninety-eight (298) or 65% were Caucasian; 22 or 5% were
African-American; 53 or 12% were Latino; 47 or 10% were A/PI; and 6 or 1%
were Native-American/Indigenous persons.
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4. Older adults, ages 60 and over

Caucasian clients make up 53% of all the clients over age 60 seen by the
County’s mental health services. Caucasians also make up over 70% of the
older adults in the County’s general population, but are only 28% of the low-
income, older population. Thus, they are over-represented among County
clients in that age range. The next largest group of clients is those with Latino
backgrounds, who make up 16% of the older adult clients, though they are
52% of the older adults low-income population. Latino older adults are the
most seriously under-represented ethnic group among older adults in terms of
receipt of County mental health services. The percentage of Latino older
adults receiving mental health services is only 1%, compared to 7% for
Caucasians.

In this age group, A/Pl (who make up 16% of the low-income older adult
population in the County and 13% of the clients seen by the County‘'s mental
health services) are not seriously under-represented. About 13% of A/PI older
adults receive mental health services. African-Americans are only around 1%
of either the general older adult population in Orange County or the low-
income population and make up 2% of the older adults provided mental health
services. The percentage of low-income African Americans receiving services
is almost 6%. Native American/Indigenous older persons represent less than
1% of either the general population or the low-income population and receive
less than 1% of mental health services. The percentage receiving services is
slightly less than 4%.

Males make up only 43% of the older adult clients seen for mental health
services. This appears to reflect their lesser numbers in the older adult
population, since they represent 44% of the older adult population of the
County.

In terms of primary languages spoken, 61% of older adult clients speak
English as their primary language. This is the lowest percentage of English
speaking clients of any age group. Despite the fact that the clients are
overwhelmingly Caucasian, 8% of the older clients speak Spanish and 6%
Vietnamese. This is the largest proportion of Viethamese-speaking clients of
any age groups. In fact, 90% of the older Vietnamese clients seen for mental
health services had a primary language of Viethamese, and another 6% spoke
another emerging language (Chinese or Korean), while only 5% spoke English
as a primary language. Of the older adult clients with a Latino ethnic
background, 48% spoke Spanish as their primary language, a much higher
proportion than in any other age group. Of the older adult client population,
emerging languages accounted for 24% of the primary languages spoken, with
Chinese, Japanese, Korean and Farsi being the languages most often spoken.
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In general, the language needs of older adult clients span a wider range than
in other age groups and a larger percentage of older adults speak a language
other than English as their primary language. As the percentage of clients from
non-Caucasian ethnic groups increases, the percentage of clients speaking
other than English as a primary language can also be expected to increase.
This is true more in this age group than others, since the proportion of older
adults from non-Caucasian ethnic backgrounds who speak other than English
as a primary language is so high.

Within the County’s mental health services, specialized mobile mental health
services and episodic treatment are provided to older adults, most often in
their homes, through programs such as the Senior Health Outreach &
Prevention Program (SHOPP), and the Substance Abuse Resources Team
(START) for older adults who are misusing alcohol or medications. In FY 04-
05 these services reached 1,201 older adult clients, 86% of whom were
Caucasian, 8% of whom were of Latino backgrounds, and 5% of whom were
A/PI.

V. Prevention and Early Intervention (PEI)

A. PEI priority population(s)

The Orange County Plan has 33 distinct activities, some of which have additional
sub-activities. These activities are grouped into eight different programs. Each of
these activities is designed for at least one of the specific populations, but
because of the large number of activities, all six of the populations are identified
to be served in the PEI Plan. A matrix showing the target population for each
program was submitted with the PEI plan. Please see Appendix 5 for a copy of
that matrix.

Additionally, every program in the Prevention and Intervention Division makes a
concerted and deliberate attempt to reach out to unserved and underserved
groups, and in particular those who are culturally and linguistic isolated, as part
of the MHSA mission.

With regard to the method by which the populations were identified, the PEI plan
was developed through a very extensive community input and discussion
process that encompassed many different groups and which is described in
detail in the plan. The programs and their target populations grew out of this
process.

B. The process and rationale used in selecting priority population(s)
The Mental Health Services Act (MHSA) Prevention and Early Intervention

planning process was conducted in three stages.
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The first stage began in March 2007 with presentations and information sharing
in over 35 meetings with various stakeholders and community representatives in
an effort to increase awareness of the MHSA and the PEI component.

The second stage commenced in December 2007 and involved an extensive
community planning process, including numerous stakeholder meetings, 75
community focus groups and two surveys (one for providers and another for the
community). Of the 75 focus groups, 21 were multicultural in focus. Focus groups
were held in a variety of languages: Spanish, Viethamese, Farsi, Arabic, Korean,
American Sign Language (ASL), and English.

Participants in the planning process reflected the diversity of the County’s
demographics and included stakeholders from a wide variety of organizations
and community groups. Moreover, consumers and family members took an
active role in all aspects of the planning process.

The third stage of the MHSA Prevention and Early Intervention planning process
commenced in July 2008, when the results of the stakeholder meetings,
community focus groups and survey data were compiled and presented to the
local MHSA Steering Committee for review. This effort led the Steering
Committee to establish a PEI Subcommittee to assist in the process of analyzing
and translating the community input into the core design of the PEI Plan.

The PEI Subcommittee identified eight PEI project categories, which resulted in
the formation of eight corresponding workgroups to further develop and prioritize
ideas for the strategies to be included in the PEI Plan. The workgroups were
asked to review the community input and make program recommendations that
reflected that input. These eight PEIl Project categories and corresponding
workgroups are listed below.

Prevention Training

Early Intervention School-Based Services
Screening and Assessment Parent Education and Support
Crisis and Referral Outreach and Engagement

Each workgroup met twice, and a total of 613 stakeholders attended these
meetings. Spanish, Vietnamese and ASL translators were used to ensure
participation of diverse ethnic/cultural groups.

The workgroups developed specific program recommendations to address the
identified needs. A primary target population was identified for each program.
These recommendations were then considered and approved by the PEI
Subcommittee and then the MHSA Steering Committee. Work group facilitators
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and Health Care Agency staff developed written descriptions of these programs,
which were then incorporated into the PEI Plan.

The Plan was made available for a 30-day public comment period (December 22,
2008 — January 21, 2009). A Mental Health Board Public Hearing was held on
January 22, 2009. Upon Mental Health Board approval, a request to apply for
grant funds was sent to the Board of Supervisors and subsequently to the

California Department of Mental Health and the Oversight and Accountability
Commission (OAC).
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CRITERION 3: STRATEGIES AND EFFORTS FOR REDUCING RACIAL, ETHNIC,
CULTURAL, AND LINGUISTIC MENTAL HEALTH DISPARITIES

l. Identified unserved/underserved target populations (with disparities):

A. Target populations, with disparities, in Medi-Cal, CSS, WET, and PEI

The target populations with disparities are discussed in Criterion 2 above. In
general, analysis of the different data sources shows that the target populations
with disparities are similar across these data sets. These populations include, but
are not limited to: ethnic and cultural minorities (e.g., Latino and Vietnamese, the
Deaf and Hard of Hearing community, and the Gay, Lesbian, bisexual,
Transgender, Questioning (LGBTQ) community); people with limited English
proficiency; homeless individuals and families; frail, isolated older adults; trauma-
exposed people (including veterans); Children and TAY involved (or at risk of
becoming involved) in the juvenile justice system, at-risk of school failure, aging
out of the foster care system, or in stressed families; and individuals experiencing
the onset of psychiatric illness.

1. The process and rationale used to identify and target the populations with
disparities in the PEI Plan

As discussed in Criterion 2, Section V. (B), the MHSA Prevention and Early
Intervention planning process was conducted in three stages.

The first stage began in March 2007 with presentations and information
sharing in over 35 meetings with various stakeholders and community
representatives in an effort to increase awareness of the MHSA and the PEI
component.

The second stage commenced in December 2007 and involved an extensive
community planning process, including numerous stakeholder meetings, 75
community focus groups and two surveys (one for providers and another for
the community). Of the 75 focus groups, 21 were multicultural in focus.
Stakeholder meetings were held in a variety of languages: Spanish,
Vietnamese, Farsi, Arabic, Korean, American Sign Language (ASL), and
English.

Participants in the planning process reflected the diversity of the County’s
demographics and included stakeholders from a wide variety of organizations
and community groups. Moreover, consumers and family members took an
active role in all aspects of the planning process.
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The third stage of the MHSA Prevention and Early Intervention planning
process commenced in July 2008, when the results of the stakeholder
meetings, community focus groups and survey data were compiled and
presented to the local MHSA Steering Committee for review. This effort
led the Steering Committee to establish a PElI Subcommittee to assist in
the process of analyzing and translating the community input into the core
design of the PEI Plan.

Although there was recognition that the programs selected for the PEI
Plan typically benefitted multiple priority populations, an effort was made
to identify a primary priority population for each program/activity.

Il. Identified disparities

Although people from all race/ethnic groups are underserved, in looking at
penetration rates, it becomes clear that for some groups, penetration rates are
significantly lower than others, particularly Asian/Pacific Islanders and Latinos. Major
data sets such as Medi-Cal have not captured information nor provided the basis for
analyzing the extent of disparities for some special cultural populations such as
LGBT or the Deaf and Hard of Hearing community. However, using data now being
collected on clients served, a better basis for estimating these types of disparities
may become available.

Identified strategies/objectives/actions/timelines
Strategies for reducing disparities are discussed below. Implementation activities

and timelines vary by strategy. The strategies proposed in the CSS and WET Plans
have all been initiated. Most of strategies proposed in the PEI Plan also have been
initiated. By the time the PEI Plan was approved, it was clear that the economy was
in a major downturn and that MHSA revenues would decrease in the following few
years. Thus, a conscious decision was made to stagger the implementation of PEI
programs and activities, so that no programs, once implemented, were likely to fail
due to lack of continuing resources. In addition, some PEI programs/activities were
designated as short-term because either a different funding source was expected to
be available in a few years to continue the program, or the program goals could be
accomplished in a shortened timeframe.
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A. Strategies for reducing the disparities
CSS Plan:

In the Orange County CSS Plan the following strategies for reducing
disparities were proposed:

Establish programs in non-traditional mental health settings. The majority
of Orange County's unserved/underserved Latinos and Vietnamese do
not access mental health services from a mental health clinician. They
will work with their primary care physician, their clergy, traditional healers,
complementary and alternative medical providers, and their family before
working with the public mental health system. In addition, often the
symptoms of the identified patient may be very acute due to the length of
time without mental health care intervention. Accordingly, they may be
seen in an emergency room facility, or interact with law enforcement
personnel. The development and location of mental health services in
locations where the unserved and underserved seek out services is
essential. This includes working with primary care facilities in Little
Saigon, Garden Grove, Santa Ana and Anaheim. It requires the
development of networks with other healthcare practitioners that see
those who have mental iliness years before they walk through the doors
of the county mental health system or any other mental health providers
in the community.

Outreach to unserved/underserved populations. Although services are
available to assist the residents of Orange County with mental health
issues, the information does not get to many of the
unserved/underserved populations. Outreach efforts must include local
leaders in ethnic communities (cultural brokers), who can assist in the
dissemination of materials and information. This type of a partnership
with community leaders, clergy, etc., will increase trust and belief in a
mental health system that may be very foreign to most. Outreach, which
includes other forms of media, such as radio stations and non-English
language newspapers/periodicals, will assist greatly in the dissemination
of information and resources.

Services must be provided in the languages of the populations served.
The majority of the unserved/underserved populations in Orange County
speak a language other than English. In order to better serve these
populations, not only does staff need to speak Spanish, Vietnamese and
emerging languages such as Korean and Farsi, but also all written
materials must be in these languages. Due to the mass shortage of
human service professionals who are bilingual/bicultural, additional
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strategies must be utilized to assist in this objective, such as teaching
Spanish and Vietnamese to culturally competent staff. Using WET
funding, the County has been providing language courses to staff through
a contract purchased from the Rosetta Stone Language System.

e The County has a partnership with a local university, CSU Fullerton, to
allow tuition reimbursement for staff who would like to pursue a
Bachelor's or advanced degree in their Social Work and Marriage and
Family Therapist programs. Classes are offered on county sites, in the
evening, making it more accessible by staff. To date, many support staff
have worked through the program and are now clinicians in the system.
This method of "growing our own” staff is particularly important for those
Latino and Vietnamese employees who want to further their education
and shift from a support staff position to a clinical staff position.

e Develop the consumer/family base from the ethnic populations that are
unserved/underserved. This is a population that has been difficult to
engage. The use of proven methods such as the "promotora” model, or
community health educator model can address the disparities in
consumers that work for and are engaged in the mental health system. A
successful method of health education, the promotora model, can be
utilized with mental health services to access pockets of the
ethnic/linguistic community that are the least likely to access services and
the most likely to need them. Using WET funding, Orange County has
developed a Certificate Mental Health Worker program with Pacific
Clinics and Santa Ana College. To date, over 200 consumers and family
members have graduated from this training program; and, close to one
third have obtained either full time or part time jobs in the mental health
field. This class has been conducted in Korean and Arabic for those
consumers and family members with limited English Proficiency. Many of
these graduates have either volunteered or obtained jobs as promotora.

WET Plan:

Many strategies for reducing disparities were included in the Orange County
WET Plan. These include, but are not limited to the following:

e Cultural Competence Training for Staff and the Community

Training supported by one-time funding in the Orange County CSS plan
(approved in 2005), included many topics, including cultural
competence topics related to Lesbian, Gay, Bisexual and Transgender
individuals, co-occurring disorders in the Asian/Pacific Islander
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community, Spanish and Viethamese language training for staff, and
interpreter certification training. The WET Plan continues these
trainings and also includes additional training about the Latino,
Vietnamese, Korean and Iranian cultures; cultural competence courses
for nurses; development of educational materials related to training on
each of these ethnic cultures; and support for staff to translate materials
developed into Spanish and Vietnamese so that monolingual
consumers/family members or community members can participate in
them. The WET Plan also includes the development of modified training
manuals for persons who are Deaf and have limited English or other
written language reading skills.

In addition to the need for training public mental health staff,
stakeholder meetings identified a need to reach out to underserved
communities in their own language, using concepts suitable for their
cultures. The goal is to raise awareness about mental illness and
resources available for consumers and family members. Such efforts
involve collaborating with existing community agencies, such as
churches, ethnic-specific clinics, community centers, media outlets, and
other health providers, using staff speaking languages other than
English, including American Sign Language. The target population
includes underserved ethnic client groups and those who represent
consumer and family member perspectives.

On November 9-10, 2010, the Health Care Agency had its first
Disparities  conference entitled “Understanding Disparity &
Disproportionality in Human & Health Services as a First Step in
Prevention and Intervention.” This conference emphasized the
importance of understanding disparities and disproportionalities as a
prerequisite to providing effective prevention and early intervention
services to help individuals attain and maintain their health. These
services include both physical and mental health, substance abuse
treatment, and social services. About 350 attendees learned about
factors impacting equal access and strategies for overcoming barriers
and improving access for the county’s unserved and underserved
cultural and linguistically isolated communities. The audience for the
conference was consumers, clinicians, educators, administrators and
direct providers from our county’s human and health services agencies.

e Training Consumers and Family Members for Employment in the
Mental Health System.

As part of the 2005 CSS plan approved for Orange County, one-time
funding was provided for a program to develop and support the training
Page 61 of 313



of consumers and family members to work in the mental health
system. The goal was to enable them to become service providers or
operators of consumer-run services so that the public mental health
system in Orange County reflects a meaningful inclusion of consumers
and family members as service providers. This program has continued
to be funded by WET, and was included in the WET Plan.

This contracted program has been successfully implemented and has
trained over 200 consumers and family members, thus far, including
some monolingual-speaking Korean and Arabic students. After
completing the course work, students are placed in paid internships.
This past year, the program was made available to monolingual
speakers of Arabic and Korean. The goal is to promote culturally
competent service delivery by consumers and family members and
reduce disparities in access to services.

¢ Financial Incentives to Increase Workforce Diversity: AA and BA
Stipends & 20/20 Program

This program supports undergraduate and certificate program
educational and living costs for members of underserved groups and
consumers and family members to attend a certificate program in
psychosocial rehabilitation or an undergraduate program in human
services, psychology or social work. Recipients are required to repay
their support by agreeing to work for the Orange County public mental
health system for one year for every year of support received. Current
employees of the public mental health system are eligible for support
for attending class for field work placement in the form of a 20/20 or
30/10 program (based on amount of time away from work), in which a
portion of their salaries are paid for by WET funds.

There is a need for bilingual/bicultural Latino and Vietnamese staff. Thus,
there is an emphasis on providing these financial incentives to potential
employees who could help meet the need for a more culturally diverse
workforce or increase the inclusion of consumers and family members in
the workforce. This emphasis is demonstrated either by giving priority to
students who might fill the gaps in the current labor force or by providing
such applicants a higher level of support.

PEI Plan:

Because the focus of prevention and early intervention is on people who are
at high risk of developing mental illness rather than those who are already
diagnosed, the types of interventions used to reduce disparities may be
somewhat different than those that were identified in the CSS Plan. There is
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overlap in the methods used in each Plan, however, the PEI Plan provided
some additional strategies, including, but not limited to:

e Early intervention services to reach groups that are at high risk of
developing serious and persistent mental illness. These groups include
stressed families, transitional age youth and young adults experiencing
a first psychotic break, mothers suffering from post-partum depression,
isolated adults and older adults, children and youth who have been
involved with the juvenile justice system or are at high risk of school
failure.

e School-based services, including outreach to and education for
children, youth, families, and school staff to build resiliency, increase
protective factors, foster a positive school environment, and reduce
stigma. This strategy is implemented through provision of programs
such as Positive Behavioral Interventions and Supports (PBIS),
Violence Prevention Education, School Readiness Program expansion,
and integration of mental health professional services into current
pediatric and obstetrical clinical support.

e Parent education and empowerment programs and projects, such as
family to family support, Positive Parenting Program (Triple P), Parent
Empowerment Program, and Community Parent Education Programs
for Parents (COPE),

e Prevention services to reduce the likelihood that an individual will
develop serious persistent mental illness (Adults) or serious emotional
disturbance (Children and Youth. Such strategies include, but are not
limited to: short-term cognitive behavioral interventions for children of
substance abusers or mentally ill patients (a multilevel, family-centered
intervention targeting parents and siblings of youth in the juvenile
justice system), youth development programs for youth experiencing
involvement with the juvenile justice system, transition services for
youth who aging out of the foster care system or moving from school to
full-time employment.

e Screening and assessment services to identify the existence of a
mental illness early in the course of the disease, prior to the
deterioration that comes with untreated mental iliness.

e Crisis and referral services, including a suicide prevention hotline and
a peer-staffed warm line. This type of strategy also includes a Survivor
Support Program for family members/loved ones of individuals who
have committed suicide.

e Training for those most likely to be in contact with individuals
experiencing their first break. Examples include school teachers, public
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health nurses, pediatricians/family  physicians, faith-based
organizations, and caregivers for persons with disabilities.

By providing the types of services proposed in the PEI Plan, it is expected
that people from the unserved and underserved communities will be identified
and given assistance, thus avoiding some of the negative consequences of
untreated mental illness.

B. Strategies identified
The strategies to reduce disparities are the same as those discussed above for
the following populations:

e Medi-Cal population
e 200% of poverty population
¢ MHSA/CSS population

The three populations named above have a great deal of overlap. Orange
County strategies to reduce disparities are used to increase client utilization of
services for all underserved groups, and there is no distinction among the three
named populations that would require different strategies. The groups
considered “underserved” or unserved are the same for all low income
individuals living with mental iliness.

IV. Additional strategies/objectives/actions/timelines and lessons learned

A. New strategies (those not included in the CSS, WET or PEI Plans)
Orange County has recently received approval for an Innovation Plan that
provides several projects specifically aimed at high-risk, underserved
communities. One example is a program called “Okay to Be Me,” which provides
outreach and peer support to members of the LGBTQ community, especially
those in the TAY age group who are at risk of suicide from untreated mental
illnesses or depression due to coming out without a strong support system.

Another relevant Innovation Project, Project Life Coach, is a program for
underserved monolingual or Limited English Proficiency Latino, Arab and
Asian/Pacific Islanders with mental iliness. The goal is to help such mental health
consumers to gain employment at local ethnic businesses as a method of
maintaining or developing their integration within the community in which they
live. This program will use family strengthening and counseling approaches,
provided by trained consumer and family member peer mentors as paid
employees, and community collaboration between and among ethnic businesses
and ethnic service providers to promote employment and improve the functioning
of persons with mental illness.
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A third Innovation Project that targets an underserved community is “Training
to Meet the Mental Health Needs of the Deaf Community.” Currently, Orange
County does not have any training programs that address the mental health
needs of the Deaf community. This project will utilize an existing accredited
mental health worker certificate training program to train individual
consumers and family members from the Deaf community using ASL as the
primary language. This program is designed to prepare individuals from the
Deaf community with the necessary skills to become mental health workers
and peer mentors. This effort is expected to improve outreach to and
engagement with consumers from this community. An expected outcome is
to increase the number of Deaf and Hard of Hearing clients accessing care
and improve the quality of existing services

A fourth Innovation Project also impacts a population that MHSA recognizes
as underserved: Veterans. The project will provide one centralized
contact/place for community providers to collaboratively interact to educate
each other and to maximize access to services needed by veterans. The
project will demonstrate whether or not co-located services will increase
access to health and supportive services for veterans with post-traumatic
stress disorder (PTSD), traumatic brain injury (TBI), and severe depression,
including those with a dual diagnosis of substance abuse disorders. The bulk
of outreach and support services will be provided by employed, veteran, peer
mentors who are in recovery from mental health conditions.

Finally, the Integrated Care Innovation Project is expected to increase
access to care for clients being served in a public mental health clinic or
primary care site. This project will provide mental health care at primary
medical care community clinics, using trained consumer mental health
workers supervised by licensed mental health staff. It will also provide
psychiatric consultation to primary care physicians on prescribing
medication. At behavioral health sites, clients will be assigned to consumer
employees serving as Medical Care Coordinators. This project provides two
different approaches to integrating physical health, mental health and
alcohol/substance abuse treatments. The project also provides an
opportunity to compare the outcomes from both approaches. The impact on
various race and ethnic groups may vary. One outcome that will be
investigated is the extent of the increased access varies by racial/ethnic
groups. If so, this project may also reduce disparities.
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V. Planning and monitoring

A. Implementation efforts
As mentioned in other sections of this report, the County of Orange Health Care
Agency actively involves the community in its planning and monitoring process in
order to ensure accountability and stay true to the mission to provide high quality,
accessible, culturally competent, client-driven, consumer and family focused,
recovery and resiliency-focused and cost-effective services.

HCA also actively participates with other governmental agencies in a countywide
effort to reduce health disparities. Several staff from the Behavioral Health
Center of Excellence are members of the Eliminating Racial Disproportionality
and Disparity Advisory Group, which aims at developing practice change
strategies to eliminate disproportionality and disparity in human and health
services.

B. Measures and activities used to monitor the reduction or elimination of
disparities
There are several measures that are used to monitor the reduction or
elimination of disparities. These include, but are not limited to:

e Penetration rates for target populations. Penetration rates compare the
percentage of people that have a specific characteristic (such as Latino
ethnicity) in the Medi-Cal population who are estimated to have SMi
and the percentage of clients being treated for SMI that have that
characteristic, Latino ethnicity. For instance, if half of the Medi-Cal
population needing mental health services is Latino, but only one-third
of clients accessing mental health services is Latino, then the
penetration rate is lower than would be expected.

It should be noted that MHSA-funded clients are only a relatively small
(though growing) portion of the total number of clients receiving public
mental health services. Thus, changes in overall penetration rates for
ethnic minorities in county mental health programs may not be
apparent.

e Another way to describe the impact on the reduction of disparities is
the increase in the number of ethnic-specific programs as a result of
MHSA. New MHSA-funded ethnic—specific programs have been
created in Outreach and Engagement and Full Service Partnerships.

e Orange County Behavioral Health Services has a work group whose

specific task is to design and evaluate outcome measures from all
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county services. This work group includes staff from all levels, as well
as consumers and family members. One of its main goals is to monitor
progress in reaching out to the County’s unserved and underserved
target populations.

C. County technical assistance needs
None at this time.
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CRITERION 4: CLIENT/FAMILY MEMBER/COMMUNITY COMMITTEE:
INTEGRATION OF THE COMMMITTEE WITHIN THE COUNTY
MENTAL HEALTH SYSTEM

I. The County has a Cultural Competence Committee, or other group that
addresses cultural issues and has participation from cultural groups, that is
reflective of the community

A. Brief description
Orange County’s MHSA Community Action Advisory Committee (CAAC) serves
as its Cultural Competence Committee. This Committee was formed in 2005
and was reconstituted this year to ensure that it contained representation from
a diversity of perspectives. The perspectives included on this committee

include:

Consumer Family Member

Caregiver Receiving services from a County-
contracted Clinic

Substance Use Incarcerated

Veterans Lesbian, Gay, Bisexual, Transgender,
Queer/Questioning

Older Adult Transitional Age Youth

Hispanic/Latino Community Deaf and Hard of Hearing

African-American Community* Asian and Pacific Islander Community

Native American Community I[ranian community

*The African-American Community perspective is currently vacant.

This committee consists of 15 members. It meets monthly and at each meeting
there is typically an educational presentation and an update on the current hot
topics regarding County Behavioral Health Services, as well as MHSA
services/programs. ldeas are solicited from CAAC for MHSA programs and
services. All MHSA plans are presented and discussed at committee meetings
(often several times) prior to being considered by the MHSA Steering
Committee.
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B. Policies, procedures, and practices

The mission of CAAC is to “advise the Health Care Agency on issues related
to funding mental health services in Orange County in general and specifically
through the Mental Health Services Act (MHSA). The goal is to assist the
Health Care Agency (HCA) in ensuring that these services are of high quality,
accessible, culturally competent, client-driven, consumer and family focused,
recovery and resiliency-focused and cost-effective.”

In the spring/summer of 2010, this Committee was reconstituted to ensure
diversity. The policies and procedures were revised as of May 2010 to reflect
the new membership policies. A full copy of the Bylaws is included in
Appendix 2.

The sections of the Bylaws relevant to diversity are quoted below.

“Section Il: Membership and Voting Guidelines

¢ All CAAC members and officers are volunteers.

e All members shall be past or present consumers, family members, or
caregivers of consumers of mental health services in Orange County.
Family members are those persons considered family by consumers,
whether or not related by blood or marriage.

e Fifty-one percent of members shall be consumers and family members who
have received services from the County clinics or contract providers. (No
more than 49% of the members shall be individuals who have not received
BHS county-provided services or contract services.)

e CAAC membership will not exceed 15 members; any membership requests
after membership has reached full capacity will be placed on a waiting list.

e To become a member, one must complete an application for review and
approval by the HCA/BHS/Center of Excellence and the current Executive
Team. S/he must also be actively involved with in the MHSA planning
process and other activities/events related to MHSA and/or County
Behavioral Health Services.

e Once a person has met the membership criteria and membership is open,
S/he will be considered an active member and be allowed to vote.

e Only members will receive a stipend for participating in the CAAC meeting.
Guests and members of the public may receive a bus pass or parking
validation.”
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“Section IV: Limits on MHSA CAAC Membership

e Every attempt will be made to achieve diversity in membership. If there are
open membership seats, new members will be recruited from hard to serve
or underserved communities such as Viethamese, Korean, Latino, African—
American, American Indians, Iranians, and Deaf and Hard of Hearing.

e Members will include consumers and family members from the County
Mental Health clinics and community-based contract providers.

e Members must acquire excused absences to keep a valid membership. A
member must obtain an excused absence by contacting the Center of
Excellence and the CAAC Executive team with a valid reason for the
absence. If a member has two unexcused absences within a one-year
period s/he will automatically be dropped from membership following the
third absence.

e Membership on the committee can be revoked based on a finding of
disruptive or harmful behavior. Every attempt will be made to support
members in maintaining appropriate behavior and problem-solving
effectively. However, if a member is not able to manage their behavior, the
Center of Excellence and the Executive team may officially revoke an
individual’'s membership.

e Members of the committee are to serve a maximum of a two-year term.
Once two years have been served s/he may re—apply to become a
member, and put on a wait list if there is one in place.

C. Organizational chart
There is a Chair, Vice Chair, and Secretary for the Committee. There is no sub-
committee structure.

D. Committee membership roster
1. Raidel Amieva

Tho Be

Vu Be

Theresa Boyd
Apolonio Cortez
Chon Cao
Denise Cuellar

Patricia Mejia

© © N o g &~ W DN

Nazee Nazari
Page 70 of 313



10.Khe Ngo
11.Robert Reid

12. Anna Rodriguez
13.Keith Torkelson
14.Joy Torres
15.Ana Linda

II. The Cultural Competence Committee, or other group with responsibility for
cultural competence, is integrated within the County Mental Health System

A. Policies, procedures, and practices

Orange County has had a Community Action Advisory Committee (CAAC)
since the planning process started for the initial CSS Plan. The Committee
was reorganized in 2010. In practice, this committee has historically played
an important role in planning for MHSA services and projects. It will continue
to do so in the newly reconstituted Committee. For example, members of
CAAC and other consumers and family members played a major role in the
development of Orange County’s Capital Facilities Project. Experts from
other California counties and various locations throughout the United States
presented models and ideas for the consumer-operated Wellness/Peer
Support Center that is included in the Capital Facilities Project. The planning
group then set priorities for which services would be available at the Center
and what kinds of space should be provided. The group discussed the need
for relaxation and social activities and space allocated to a consumer art
gallery. It also established the principle that the building would be as “green”
as possible. The planning group also held a series of meetings with the
architects and county representatives about the building designed.

On October 12, 2010, the County held a groundbreaking ceremony for the
new facility. At that ceremony, many consumers were recognized for their
role in making this project a reality. Completion of the project is expected to
occur at the end of summer 2011. This project is just one example of how a
diverse group of consumers has participated in the design and
implementation of MHSA-funded programs.

CAAC has also been very active in guiding and helping HCA/BHS in
assessing barriers facing consumers in receiving services at the county
behavioral health clinics. In fact, CAAC has developed the evaluation tool, as
well as provided and executed recommendations in helping consumers find
ease in receiving services in BHS clinics.
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One of the CAAC members has been a very active participant in the
HCA/BHS electronic health record task force. It is anticipated that the CAAC
will have an active role in finalizing OC'’s electronic health system. Another is
a member of the MHSA data and outcome measurement team.

B. Evidence that the Cultural Competence Committee participates in review
process

Members of CAAC often sit on county proposal review committees. Each
time a Request for Proposals is issued a review committee of four to five
people is established to review and rate the proposals. At least two of the
people on this committee are from the community. CAAC members have
been responsive to the request for community participants. Reviewing
proposals is a time-intensive activity, and Orange County appreciates the
effort and expertise that CAAC members bring to the task.

C. Annual report of the Cultural Competence Committee’s activities
Although the newly reorganized Committee has been in existence for only a
few months, CAAC has conducted many site visits to county clinics and
MHSA programs and completed a report on its findings. Please see
Appendix 6 for a copy of the report.

CAAC has also conducted client satisfaction surveys to determine how well
the services are meeting the needs of the clients. The findings were reported
to BHS Administration. Please see Appendix 7 for a copy of the report.
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CRITERION 5: CULTURALLY COMPETENT TRAINING ACTIVITIES

I. The county system shall require all staff and stakeholders to receive annual
cultural competence training

A. Three year training plan for required cultural competence training

1. Advances in science, medicine, evidence-based practices and technology
offer the potential to improve health. However, large segments of the
population defined by race, ethnicity, geography, gender, socio-economic or
any other defined unserved and underserved populations are not deriving
equal benefits from these advancements. Furthermore, social, anthropologic
and economic studies have shown that individuals living with mental illnesses
in the fore-identified communities live on the average 30 years less than the
general population due to health disparities. The elimination of health
disparities will require a wide spectrum of approaches including continual
improvement of cultural inclusion; integration of science, practice and policies;
collaboration of consumers and families; and partnerships between county
health and social services agencies and community grass root organizations.

The fundamental strategy in understanding and identifying real solutions to
health disparities involves the development of best practice models in
research, training, career development, clinical intervention, community
outreach, and advocacy. In an effort to better serve the ever changing
demographic in Orange County, the HCA/BHS, in January 2010, has
developed the Center of Excellence in Education, Training, Research and
Advocacy for Reducing Health Disparities. The former Cultural Competency
Department has been transformed to the current Multicultural Development
Program (MDP) within the Center of Excellence (COE). It is our hope that the
new MDP will be even more active in working with other county partners,
public and private entities, to promote cultural sensitivity and inclusivity in
order to provide quality mental health services for all people living in Orange
County.

2. The COE has assigned liaisons to each of the service divisions within
HCA/Behavioral Health Services. The role of each liaison is to attend all
division manager meetings and assist in developing annual trainings that are
required for staff professional development, as well as trainings that improve
staff skills in providing evidence-based practices to a linguistic and culturally
diverse consumer population in Orange County.
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. The COE also has a designated Continuing Education Program (CEP)
Administrator whose job is to ensure HCA/BHS is an accredited CUE/CME
provider in good standing for psychiatrists, psychologists, nurses, LCSWs,
MFTs, CAADAC, and licensed residential care operators. The CEP
Administrator also ensures that all required trainings address cultural and
linguistic competency. A CEU/CME application is attached in Appendix 8.

. Given the on-going changes in county demographic data, the COE is
responsible for developing trainings and conferences related to human
services and health issues facing Orange County’s linguistically and culturally
diverse populations. Understanding the mental health and substance misuse
client’s cultures, the ethnic cultures of the people speaking the County’s
threshold languages, and the LGBTQ community, cultural competency
trainings are required for all county and contract staff. To be mindful of the
ever increasing demands on the workforce (increased work with less
employees due to the continuing hiring freeze and expected retirement of
current staff), each specific training will be repeated several times within a
year to ensure that a large unduplicated number of staff can attend without
jeopardizing adequate clinical coverage.

. The COE plans to bring the California Brief Multi Cultural Scale (CBMCS)
Curriculum to Orange County in 2011. To ensure system-wide mass effect,
the COE plans to select a core group of staff to be trained as trainers. This
approach will ensure the majority of the Health Care Agency staff, contract
providers, and stakeholders can receive this training on an annual basis.

. O.C.’s Multicultural Development Program Coordinator will be tasked to
actively participate in statewide activities initiated by the California Institute for
Mental Health’s Center for Mutlicultural Development. The Coordinator will
also be tasked to participate in local Human and Health Services training
activities where issues related to people living with behavioral health
diagnosis is of concern. The Coordinator will actively participate in Orange
County’s Prevention and Early Intervention programs, as the Health Care
Agency tries to reach local underserved, unserved, and at-risk populations.

In order to ensure our system of care consistently provides competent and
quality services for individuals living with co-occurring disorder, the COE has
contracted with the UCLA/Integrated Substance Abuse Program to provide
technical assistance and consultation to the OC HCA/BHS system to
implement the SAMHSA Integrated Dual Diagnosis Treatment model across
all of our clinical programs. This contractor has been assisting us in
assessing the implementation of a workable co-occurring disorders delivery
model using the SAMHSA IDDT Fidelity Scale or the Dual Diagnosis
Capability in Addiction Treatment (DDCAT) instrument. In addition,
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assessment of fidelity to a recovery-oriented and culturally competent system
has been added to these existing fidelity assessments. The COE will develop
a series of training for our entire system including our contracted clinical
programs based from this evaluation report and recommendations.

Il. Annual cultural competence trainings
Below is a chart that provides information on the Cultural Competency trainings that
have been provided by the Health Care Agency from 2007 until September 2010.

A. Cultural competence trainings for staff
Please see chart provided under Section Il B below.

B. Annual cultural competence trainings topics
Please see chart on following pages.
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by Function | No. of Attendees Date(s) of
Training often and Total Training
LGBT/Questioning Understanding basic | 3 Hours-Annually Per e Direct Services 256 01/18/07
Consumers in LGBT/Q issues and | Individual County
01/22/07
Mental Health how they may affect . .
ones Mental illness o Direct Services | 137 02/07/07
Contractors
and
i 02/22/07
mental/.psychologlcal e Administration
well-being. 06/18/07
e Support Services | 253
06/19/07
e Community
Members 02/28/07
05/16/07
05/23/07
Total: 623
06/06/07
07/10/07
07/12/07
07/17/07
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of
Training often Function and Total Training
The Older Adult as | This intensive 3 Hours-Annually Per e Direct Services 16 03/22/07
a Client: training will focus on | Individual County
Consifjerations for differences in «  Direct Services A
Effective Diagnosis | assessments and Contractors
and Treatment how aging impacts
the changes DSM e Administration 13
g:zgrsoj\filfhcmena n e Support Services
Dementia, e Community
Depression, Anxiety, Members
and Personality
Disorders, Psychatic, Total: 53

Delusional, and
Paranoid, Disorders,
and Substance,
Prescription
Medication, and
Misuse.

Page 77 of 313



2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of

Training often Function and Total Training
A Cultural Guide for | Training highlights 3 Hours-Annually Per e Direct Services 12 05/08/07
Working With Asian- | the Asian family Individual County
American Families sys'tems by'detalllng «  Direct Services

their worldview, Contractors 6

cultural values and

belief systems, e Administration 2

CO!’I'Cep'[ of seff, e Support Services

spiritual as well as

family characteristics e Community

in terms of Members

socialization,

parenting styles,

roles & rules,

relationship Total: 20

dynamics,

communication
patterns, and coping
mechanisms.

Page 78 of 313



2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of

Training often Function and Total Training
A Cultural Guide to Provide family 3 Hours-Annually Per e Direct Services 4 09/24/07
Working with system and clinical Individual County
Vletngmese ~ perspectives and «  Direct Services °
American Families Cultural Contractors

consideration in

working with e Administration

Hlspgnlc/Latlno e Support Services

families.

e Community
Members
Total: 13
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of

Training often Function and Total Training
A Guide in Working | Provide family 1.5 Hours-Annually e Direct Services 8 09/12/07
with Gang Culture | system and clinical Per Individual County

perspectives of Multi- «  Direct Services

Cultural gangs as Contractors

well as clinical

consideration in * Administration

working with t[he e Support Services

gang population.

e Community
Members
Total: 8
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by Function | No. of Attendees Date(s) of
Training often and Total Training
A Cultural Guide to | Provide family 3 Hours-Annually Per o Direct Services 11 09/10/07
Working with system and clinical Individual County
Viethamese perspectives and _ _
American Families | consideration in * Direct Services 4
: . Contractors
working with
.V|etr.1amese e Administration
immigrant and
Vietnamese e Support Services 22
American Families.
e Community
Members
Total: 37
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of
Training often Function and Total Training
Understanding and | Provide a 3 Hours-Annually Per e Direct Services 13 10/09/07
Treating Problem comprehensive Individual County
Gamblln.g: And understapdmg of «  Direct Services
Translating Pathological Contractors 1
Neuroscience into Gambling, gambling
Culturally behavior and * Administration
Competent roblems in ,
Practri)ces E:alifornia and ®  SupportServices |14
Nation-wide. e Community
Neuroscience and Members
culturally competent
treatments
approaches of
pathological
gambling are
discussed with Total: 28

particular emphasis
placed on prevention
and culturally
sensitive education
for the family
systems.
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of

Training often Function and Total Training
A Cultural Guide in | Inform HCA/BHS 3 Hours-Annually Per e Direct Services 4 11/13/07
Working with clinicians of local Individual County
Human Trafficking support services, as

considerations, case Contractors

management, and

.cllnlcal.p.erspectlves e Administration

in providing care for

Human Trafficking

. . 14
Victims. e Support Services
e Community
Members
Total: 20
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by Function | No. of Attendees Date(s) of

Training often and Total Training
Outreach and This presentation 3 Hours-Annually Per Direct Services 3 11/27/07
Engagement to explores issues of Individual County
Latino Populations the Latino culture,

acculturation, Direct Services

” : Contractors 19

political climates,

religi.on, s_elf-con(.:ept Administration

and identity, barriers

to treatment, cultural Support Services

competence and

outreach activities. Community

Outreach and Members

engagement, as well

as offering

interventions are

explored with

attention to reaching Total: 22

Latino populations
and using faith-
based communities
as a medium for
engaging clients.
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2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of Training
Training often Function and Total

Gray and Gay This training 3 Hours-Annually Per e Direct Services 10 11/13/07
addresses the Individual County
psychological issues «  Direct Services 11/26/07
that LGBT Older Contractors 2 11/30/07
adults face, and how
these issues may * Administration 12/11/07
affect ones mental «  Support Services
health and 29
psychological well e Community
being. Older adult Members
LGBT issues with the
Coming Out process,
relationship/family
issues, legal issues,
domestic
partnerships and end Total: 41

of life issues, etc. are
addressed.

Page 85 of 313




2007 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of
Training often Function and Total Training
Co-Occurring This presentation is | 3 Hours-Annually Per e Direct Services 7 12/10/07
Disorders in the to provide Individual County
Hard to Reach comprehensive : .
. . ) e Direct Services
Population of Asian | understanding of Co- Contractors 16
Pacific Islanders Occurring Disorders
in the hard to reach * Administration
populgtlon of A'S|an e Support Services
American Pacific
Islanders. Cultural e Community
competent and best Members
practice treatment
approaches of
addiction will be
discussed.
Total: 23
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2008 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of

Training often Function and Total Training
A Guide in Working | Topics include 2 Hours-Annually Per e Direct Services 01/09/08
with Cultural strategies for Individual County
Diverse Population enhqn'C{ng'cult.ur.aI «  Direct Services

sensitivity in clinical Contractors 27

care delivery to

mental health clients, e Administration

as ngl as |ncr.easmg «  Support Services

effectiveness in the

professional e Community

interactions of Members

cultural diverse care

providers.

Total: 27
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2008 Cultural Competency Trainings

Training Event Description of How Long and Attendance by No. of Attendees Date(s) of

Training often Function and Total Training
A Guide in Working | Enhance cultural 2 Hours-Annually Per e Direct Services 01/09/08
with Cultural sensitivity in clinical | Individual County
Diverse Population | care delivery to. «  Direct Services

mental heqlth cller_1ts, Contractors 27

as well as increasing

effectiveness in the * Administration

profess!onal e Support Services

interactions of

cultural diverse care e Community

providers. Members

Total: 27
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2008 Cultural Competency Trainings

Training Event Description of How Long and Attendance by Function No. of Attendees Date(s) of Training
Training often and Total
A Guide in Inform HCA/BHS 3 Hours-Annually e Direct Services County | 1 Support Services:
Working with clinicians of local Per Individual _ _ OL/15/08: 8 Attend
Human Trafficking | support services, as * Direct Service